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Abstract  

Patient-centred care (PCC) is an essential aspect of high-quality health care. Broadly, 

PCC is defined as care that is respectful and responsive to the needs and wishes of 

patients. The concept of PCC is embedded within primary health care policy throughout 

the world because of its potential to reduce the burden of disease and illness. The 

widespread policy-based advocacy towards PCC has resulted in many primary care 

organisations endorsing PCC and clinical teams enacting PCC. General practitioners 

(GPs), also referred to as family physicians, are positioned at the front-line of the primary 

health care system and are typically the first port of call for patients seeking health care 

services. There are several challenges for GPs to enact PCC holistically, such as lack of 

skills and knowledge regarding PCC, a lack of agreement in the literature of what 

constitutes GP-delivered PCC, and a lack of tools to support GPs with PCC. Supporting 

GPs to enact PCC is essential to achieve better patient outcomes from GP-delivered 

chronic disease management, preventative care and holistic care.  

 

The overarching aim of this PhD program was to build upon the understanding of GP-

delivered PCC and research ways to support GPs to enact PCC. The sequential, multi-

phased design allowed the researcher to identify and subsequently address key gaps 

requiring further exploration. The aims within this doctoral research program were to 

synthesise literature relating to PCC delivered by GPs; explore patients’ and GPs’ 

perceptions and experiences of PCC; develop and evaluate a new model of PCC; develop 

and evaluate a tool kit to support GPs with PCC; and explore the perceptions and 

experiences of PCC within general practice teams during the COVID-19 pandemic. These 

aims were addressed in four phases of research. The research was within the pragmatic 

paradigm, qualitatively driven, and guided by assumptions from constructivist and 

interpretivist epistemological beliefs.  

 

In phase one, an integrative systematic literature review was conducted to identify studies 

that that related to GP-delivered PCC. Four main themes of GP-delivered PCC were 

identified, and these informed a new theoretical model with four components: 1) 

understanding the whole person, 2) finding common ground, 3) experiencing time, and 

4) aiming for positive outcomes. The review identified several gaps in the literature, 

including a lack of qualitative studies involving both GPs and patients, which guided the 

subsequent research in conjunction with the updated theoretical model of GP-delivered 
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PCC. In phase two, qualitative focus group interviews were conducted with patient 

advocates and GPs to explore perceptions and experiences of PCC. Five themes emerged: 

1) understanding of PCC is varied and personal, 2) valuing humanistic care, 3) 

considering the system and collaborating in care, 4) optimising the general practice 

environment and 5) needing support for PCC that is embedded into training. Findings 

suggested that more work was needed to create novel interventions with capacity to 

expose GPs to feedback from patients, promote GP self-reflection on PCC and support 

GPs to assess the patient-centeredness of the practice environment. Next, the model of 

GP-delivered PCC developed in phase one was qualitatively tested in the same focus 

groups. The data was synthesised to produce an updated model of PCC consisting of six 

inter-related elements, called Putting Patients First: A Map for Patient-Centred Care. 

Qualitative testing among GPs and patient advocates supported the credibility of the 

model and enhanced its applicability to ‘real world’ practice. In phase three, co-creation 

and action research informed the development of an innovative tool kit to support holistic 

PCC among general practice teams. This tool kit consolidates the new knowledge on PCC 

generated within this PhD and can be used in practice to support the understanding and 

delivery of PCC by general practice teams. 

 

The worldwide pandemic occurred during the research program and changed the 

anticipated direction of the final study to the delivery of PCC under pandemic conditions. 

One-on-one semi-structured interviews with practice representatives from five Australian 

general practice clinics who had been recognised for their pursuit of quality care. Key 

findings were that the pandemic altered the perceptions and experiences of PCC within 

general practice teams and created new barriers to enacting PCC. However, general 

practice teams who have previously been recognised for their ability to deliver high 

quality care, have maintained their focus on PCC. Strong leadership, patient-focused 

practice culture, new technology and infrastructure enabled PCC.  

 

This innovative PhD research contributes novel and important findings to support GPs 

with PCC. Collectively, the studies within the PhD informed a multifaceted 

understanding of GP-delivered PCC and described novel strategies to enact PCC. The 

concept of PCC has persevered despite the influence of the COVID-19 pandemic on the 

health system, and PCC should continue to be a focal point for research, policy, and 

practice. The understanding of PCC is varied among patients, GPs and between patients 
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and GPs. Strategies to enhance PCC should emphasise the translation of complex PCC 

research, and harness the tools produced within this PhD to generate a uniform 

understanding of PCC between patients and general practice teams. The tools developed 

within the PhD can also provide a foundation for future research striving to enhance the 

levels of PCC in general practice; and inform policymakers and general practice 

organisations seeking to promote and sustain PCC. This work ensures that all patients and 

general practice teams have access to tools that can inform PCC.    
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Preface 

I was fortunate to commence this PhD by being awarded a competitive scholarship co-

funded by Griffith University and the Gold Coast Primary Health Network (GCPHN). 

This industry partnership represented the first time a Primary Health Network had 

financially contributed to a PhD candidature. It was a natural next step in the growing, 

successful collaboration between the two organisations and was an exciting moment for 

all involved. The GCPHN is ideally placed within the health system to support patients, 

health professionals and the primary care system; and this aligns with my vision. 

 

In the first 3-months of my PhD, I embedded myself within the GCPHN to learn about 

their strategic priorities, activities and culture. I saw the unique value of the research 

partnership between Griffith University and the GCPHN. I saw first-hand how the 

GCPHN engaged with health care consumers in the planning and delivery of health 

services, one example being by the operation of their Consumer Advisory Council. 

Through being embedded within this context, I was able to plan a doctoral research 

program capable of influencing practice.   

 

I aimed to use this research opportunity to ensure that the members of my community 

have positive experiences when engaging with primary care services. This concept of 

putting patients first aligns with the vision, policies, and culture of the GCPHN. I truly 

believe that PCC is the answer to ensuring patients’ needs, wishes and preferences are 

prioritised throughout their continuum of care. I believe that my work will be translated 

into outcomes that will support patients, GPs, and general practices to sustain higher 

levels of PCC. This body of work illustrates my journey.   
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Chapter 1 Introduction  

The 1978 Declaration of Alma-Ata placed primary health care at the centre of an 

international attempt to support the health of all (1). It recognised primary health care as 

the first point of contact for individuals entering health systems and emphasised primary 

care as the important first step of ongoing health care (1). The declaration called for all 

governments to implement strategies that support and sustain effective primary health 

care (1). The concept of supporting high-quality health care is still relevant in today’s 

society and is echoed in health policy throughout the world (2,3,4). Locally, the 

Australian government has a plan to achieve the global vision of sustained high-quality 

primary care. The plan was articulated in 2019, through the Australian Government 

Department of Health’s long-term (10 years) national health plan (5). The plan consists 

of explicit goals and strategies to advance the primary health care system (5). One of the 

most important features of the plan is the emphasis on the support for greater levels of 

PCC. Pillar one of the 10-year plan states:  

 

Our goal is to make primary health care more patient-focused, more accessible 

and better able to provide preventative health and management of chronic conditions. 

(5p5) 

 

Patient-centredness is a critical a component of care that is desired by patients and health 

care organisations (2,6). The Consumers Health Forum of Australia provides ongoing 

consumer representation; just one example of an organisation that has been involved in 

health consumer advocacy at a national level for over 30 years (7). Their mission is to 

promote higher levels of PCC and ensure that health consumers are involved in the 

planning and delivery of health care (7). In 2018, the Consumers Health Forum of 

Australia published a white paper titled: Shifting Gears, Consumers Transforming Health 

(7). This report suggested that PCC has evolved since the early 2000s, with a broad shift 

towards greater involvement of consumers in health-related research. In today’s society, 

consumers possess a ‘new power’ that can be incorporated into research to generate new 

ideas to promote health care (7). However, there is more work to do the utilise the power 

of the consumer and support PCC (7). The Consumers Health Forum of Australia 

recommended to continually train and engage with expert patients in health care research 

and policy development (7). Similar state-based patient advocacy organisations, such as 
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Health Consumers Queensland and Health Consumers New South Wales, are working to 

create meaningful partnerships between consumers, health care policymakers and 

researchers. Patient engagement is growing to be systemic in Australia, although it 

appears that more work is needed for the advocacy and implementation of PCC.  

 

The need for patient-centred health services has been prompted by research which found 

that PCC is associated with improved health outcomes (8,9,10), enhanced patient and 

clinician satisfaction (8,11), greater adherence to treatment (12) and lower overall health 

care costs (13). National and international organisations want health systems to foster and 

support PCC (4,14). The Australian Government Productivity Commission Shifting the 

Dial report (published in August 2017) recommended that all Australian state, territory 

and national governments should partner to re-configure the health care system around 

the principles of PCC (15p11). Aside from complete system re-design, new ideas for 

supporting PCC are needed to enhance PCC within complex health systems.  

 

Research that is embedded in practice can generate outcomes that i) identify the barriers 

towards higher levels of PCC and ii) identify strategies which are used to enact PCC. 

Taken together, a greater understanding of PCC and its delivery can inform those seeking 

to reorientate health systems. The concept of reorienting health systems around PCC is 

reflected in the following ministerial statement from the Organisation for Economic Co-

operation and Development (OECD), which was published in the Shifting Gears, 

Consumers Transforming Health report:  

 

Health systems need to maximise the efficiency of health services and long-term 

care…they also need, fundamentally to deliver improvements that matter to 

patients and their changing care needs… people-centred care should better 

guide the course taken by health care in the future. (7piii)  

 

Primary health care can satisfy between 80-90% of a patient’s health care needs 

throughout their lifetime (16). The cornerstone of the primary health care system in 

Australia is general practice, referred to as family medicine in the United States. The 

principal clinician of general practice teams is a GP (or family physician). In Australia, 

general practice is highly utilised, as reportedly more than 87.8% of the population visit 

a GP at least once each year (17). The number of GPs located in a community is strongly 

associated with population health outcomes, with less all-cause mortality and increased 
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health equity in areas with a surplus of GPs (18). In a published position statement, the 

Australian Medical Association (AMA) who is the Australia’s leading representative 

body for medical practitioners, described advantages of general practice to include that it 

is embedded in community settings and it contains teams who are trained to ‘apply the 

evidence appropriately’ in this context (19). Clearly, general practice is a sector of the 

health system that can significantly impact the health of patients across their lifespan.    

 

The provision of care by GPs within the community is more conducive than acute care to 

forming relationships over time, delivering preventative care initiatives and providing 

holistic care (20). This suggests that, even more so than acute care clinicians, GPs are 

ideally placed within the health system to deliver PCC. General practice teams are 

supported to deliver PCC through evidence-based government policy and resources 

relating to clinical care, practice management, technology, billing and practice 

accreditation (19). Despite this, the Australian general practice sector is arguably under 

resourced (21) and consequently not all GPs have the capacity, awareness or intention to 

consistently deliver PCC. In fact, some GPs need to advance knowledge, develop new 

skills, and change perceptions about power dynamics between patients and GPs to 

effectively provide PCC (22). Clearly, there is an opportunity to research new ways to 

support GPs with PCC, to implement the patient-centred focus of national policy.   

 

The delivery of PCC is fundamental to the general practice discipline as it has been 

strongly endorsed by the Royal Australian College of General Practitioners (RACGP) 

(21). The RACGP describes general practice as a relationship-based specialist medical 

discipline, which infers that practising GPs are interested in people and holistic care rather 

than illness in isolation (23). The RACGP outlines 10 core characteristics of the general 

practice discipline (24). They are: person-centredness; continuity of care; 

comprehensiveness; whole-person care; diagnostic therapeutic and skill; coordination and 

clinician teamwork; continuing quality improvement; professional, clinical and ethical 

standards; leadership, advocacy and equity; and continuing evolution of the discipline 

(24). The RACGP published the Vision for general practice and a sustainable healthcare 

system (2019) to disseminate strategies that address Australia’s longstanding health 

challenges. In their vision, the RACGP make explicit the importance of maintaining the 

focus on PCC. The RACGP adapted the Quadruple Aim framework (25) and called for 

the patient experience of care to be supported through: 
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Patient-centred, coordinated care, where patients are empowered to have an 

active role in their healthcare by establishing a long-term therapeutic relationship 

with a regular general practitioner and practice. (21p10) 

 

The concept of PCC is defined by the WHO to be respectful and responsive care that 

meets the needs and values of patients (26). The term “patient-centred care” is often 

referred to interchangeably as patient-focused care, person-centred care and whole person 

care (13,27,28). Discussion of PCC by primary care researchers and the key stakeholders 

of general practice usually constitutes considerable energy and they rarely reach agreed 

understanding of PCC. The benefits of PCC are more likely to be realised if the research 

on PCC is translated effectively towards supporting patients and general practice teams 

to deliver PCC. There appears to be an opportunity to advance the understanding of PCC 

to better support patients, clinicians and policymakers. 

 

A wide range of definitions for PCC exist in the literature (29,30,31,32,33). Peer-

reviewed publications tend to define PCC holistically (29) or discuss PCC in terms of 

isolated, singular components (e.g. patient involvement) (32). The discordance with the 

understanding of PCC in the body of the PCC literature highlights the subjectivity of the 

concept. There also appears to be a context-influence on PCC, as evidenced by differences 

in the understanding of PCC across health systems and countries (29,34,35). Despite 

much attention to research on the topic of PCC, this lack of uniform understanding of 

PCC has resulted in challenges for researchers to support higher levels of PCC in practice. 

Researchers can better influence practice by utilising practice-based methods, adopting a 

practice-focused lens and translating findings in language that is applicable to the setting 

and context (36,37). There appears to be a significant knowledge-to-practice gap with 

research on GP-delivered PCC, and there is a clear lack of practical tools and resources 

to support GPs with PCC. Practice-focused research can be utilised to build upon the 

understanding of GP-delivered PCC and inform the development of new resources to 

support PCC.   

 

There are no published quality improvement (QI) initiatives on the topic of holistic GP-

delivered PCC (38). The RACGP is an evidence-based organisation and their mission is 

to support GPs through education, training, and research; and by supplying ongoing 

professional development activities, developing resources and guidelines (39). Despite 
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strong endorsement for the delivery of PCC (21), the RACGP does not have a single tool 

to support GPs with the delivery of holistic PCC, and this lack of PCC resources may be 

a barrier to greater levels of PCC. Indeed, there are other organisations in Australia that 

support GPs with PCC, such as the Primary Health Networks (PHNs). The GCPHN is a 

nationally funded, commissioning agency that has responsibility for supporting the Gold 

Coast primary health system, with a particular focus on general practice (40). However, 

the organisation is yet to develop a resource to support GPs with holistic PCC. Innovative, 

practice-based research is required to close this knowledge-to-practice gap and create new 

resources for supporting GP-delivered PCC. 

 

Pragmatic, multi-phased research can be utilised to first, gain a deeper understanding of 

PCC and second, translate this evidence effectively into innovative tools to support PCC. 

By partnering with the GCPHN, this thesis aimed to increase the understanding of GP-

delivered PCC and establish new ideas and approaches to support PCC in general 

practice. A sequential, multi-phased design was implemented to address this overarching 

aim. Five key research objectives were addressed through four main research phases. The 

objectives within this PhD were:   

 

1. Synthesise the literature investigating GP-delivered PCC. 

2. Explore the perceptions and experiences of PCC by patient advocates and GPs. 

3. Evaluate and advance a theoretical model of PCC. 

4. Develop and assess the feasibility of a tool kit to support the understanding and 

delivery of PCC by general practice teams. 

5. Explore the attitudes towards, experiences and perceptions of PCC by high 

performing general practice teams in the context of the COVID-19 pandemic. 

 

The research was qualitatively driven and guided by assumptions from constructivist and 

interpretivist epistemological beliefs. Strategies that support the translation of PCC 

research from idealistic theory to realistic theory were embedded throughout this doctoral 

research (36). The impact of this thesis is significant for patients, clinicians and 

policymakers, as its contents puts patients first, helps those who help and supports 

systems.  
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Chapter 2 Literature Review 

 Introduction 

The purpose of this chapter is to present relevant literature regarding the terminology, 

history, definition, benefits, measurement, and delivery of PCC. This chapter will also 

review the literature on the topic of general practice in Australia, and therefore elaborate 

on the context of this thesis. The review will concentrate on articles related to GP-

delivered PCC. Gaps in the literature identified through this chapter have informed the 

research problem addressed in this thesis. The research problem and rationale are outlined 

in the chapter summary.  

 

Online bibliographic databases including Google Scholar, Scopus, CINAHL Plus with 

Full Text, MEDLINE and SCOPUS were searched between February 2018 and July 2021 

for peer-reviewed articles relevant to the topic. The following search terms were used: 

‘patient-centered care’, ‘patient-centred care’ or ‘family centered care’; and sample: 

‘physicians, family’, ‘general practitioners’ and ‘physician’. Grey literature including 

international reports and white papers were also explored. Additional search terms were 

‘doctor-patient relationship’, ‘person-centred care’, ‘primary care’ and ‘doctor’. Some 

terms were identified to be Medical Subject Headings (MeSH) and applied in specific 

databases. Forward citation and journal hand searching were completed to supplement 

the search and identify additional articles for review.  

 

 Patient-Centred Care 

2.2.1 Terminology of patient-centred care 

A wide range of terminology is used synonymously or associated with PCC (13,27,28). 

‘Patient-centred care’ is one of the most commonly used terms in health care research 

after being endorsed by the Institute of Medicine (IOM) (now National Academy of 

Medicine) in 2001 as one of the six main elements of high-quality health care (26). The 

term ‘patient-centred care’ has been frequently researched as evidenced by the 

publication of several literature reviews using the term (29,33,41,42). Other terms used 

include: ‘person-centred care’, ‘relationship-centred care’, ‘personalised care’, ‘patient-

focused care’, ‘client-centred care’, ‘consumer-centred care’ and ‘family-centred care’ 

(13,27,28). These terms are often used interchangeably because they all share the 
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encompassing principles of patient-involvement, whole-person care and respectful care 

(13,27,28). The diverse terminology used when discussing patient-centeredness is a 

challenge to researchers for the interpretation of the body of evidence pertaining to PCC.  

 

The wide range of terms relating to PCC tend to be discussed with relation to a specific 

context. The term ‘person-centred’ is often used in the academic literature of nursing 

practice development (28). ‘Person-centred’ and ‘consumer-centred’ highlights a shift 

away from the paradigm where the ‘patient’ is a passive target of medical intervention, in 

contrast to the historical connotations of the word ‘patient’ (13). The terms ‘consumer’ 

or ‘client’ centred are likely to have originated from business and management models of 

service delivery and are commonly used in outpatient or specialist health services (27). 

‘Relationship-centred’ care is predominantly used in the literature of older patients, 

dementia patients and residential aged care facilities (28), and specifically refers to 

relationships between the patient, the patient’s family and health service staff (28). 

‘Family-centred’ is used in psychotherapy and social work (43), in addition to academic 

research referring to paediatric care (28). For the purpose of this PhD, the term “patient-

centred care” will be used to support consistency in the literature and because the research 

focuses on care delivered to patients in a health care setting. 

 

2.2.2 History of patient-centred care 

The concept of PCC first emerged in the 1950s when researchers in the United Kingdom 

identified the psychological limitations of modern medicine (44). In 1961, Carl Rogers, 

a psychoanalyst from the United States, recognised the importance of ‘helping 

relationships’ in health care and called for clinicians to value patients’ perspectives (45). 

Michael Balint, a psychoanalyst and pioneer of PCC research, explored the roles within 

the doctor-patient relationship and identified the importance of patient-led, responsive 

care (46). Years later, his wife, Enid Balint called for patients to be seen as ‘unique human 

beings’ (44). While based in London, she published a report in 1969 that highlighted the 

importance of relationships in health care and emphasised the consumer’s active role in 

their own care (44). Balint and others involved in early PCC research called for new 

models of health care that supported the delivery of patient-centred medicine (44). The 

characteristics of patient-centred medicine were perceived to be highly humanistic care 

processes that were centred on the patient (42). Over time, the body of literature on PCC 

has increased, and concurrently the number of in definitions of PCC (30,41,47). 



 8 

 

In a systematic literature review, published in 2000, Mead and Bower shared one of the 

first evidence-based conceptual definitions for the implementation of PCC by medical 

clinicians (41). In the following year, the IOM published a report that identified PCC as 

one of the six main elements of high-quality health care (26). The body of evidence on 

PCC increased after this time and the benefits of PCC began to be valued (29). In 2003, 

Stewart and colleagues published the patient-centred clinical method to support health 

care providers, and acknowledged that the conceptual understanding of PCC had evolved 

in the years since its emergence (42). Since this seminal work by Stewart and colleagues 

(42), the publication rate of articles containing the keyword “patient-centred care” has 

been increasing, as shown in Figure 1. Figure 1 illustrates that PCC is a topic that 

continues to receive much attention from researchers. There was a noticeable reduction 

in publication volume in 2020, which may be attributable to the global coronavirus 

SARS-CoV-2 (COVID-19) pandemic and/or to a change in terminology towards “person-

centredness” and “family-centredness”.   

 

Figure 1: Number of Publications in SCOPUS on the Topic of Patient-Centred Care; developed by the author of this thesis 
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The WHO, as an organisation, have campaigned for higher levels of PCC in health 

systems for years (48,49,50). They are arguably one of the most influential advocates for 

PCC throughout the world (51). In 2015, the WHO endorsed the widespread 

implementation of PCC in health systems internationally in their global strategy on 

people-centred and integrated health services: interim report (48). In this report, the 

WHO specifically advocated for consumers to be involved in the planning and delivery 

of health care (48). Most, but not all health care systems throughout the world are now 

incorporating PCC into policy and research (48,52,53). However, health organisations 

throughout the world are limited by their capacity and capabilities to either endorse or 

enact holistic PCC. An endorsement of PCC by an organisation occurs when they show 

support for PCC, which typically is accompanied with an explicit recommendation, 

towards the adoption and implementation of patient-centred activities and strategies, 

whereas enactment refers to the direct adoption and implementation of PCC. Table 1 

provides examples of organisations in Australia, the United States and United Kingdom 

that endorse patient-centred health care. The table highlights that there is an abundancy 

of organisations endorsing PCC, although the influence of this on the delivery of PCC is 

unknown.   
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2.2.3 Definition of patient-centred care 

The WHO defines PCC as the provision of respectful and responsive care that meets the 

needs and values of patients (48). However, PCC is highly contextual and multi-faceted 

and has a wide range of definitions in the literature (29,33,41). The current body of 

evidence tends to either highlight a singular element of PCC (e.g. patient involvement) 

(32) or discuss PCC holistically (29). Holistic PCC occurs on many levels of the health 

system and includes dimensions, elements, enablers and activities (29,31). A combination 

of different terminology and various definitions of PCC in the literature has contributed 

to a knowledge-to-practice gap and resulted in challenges for PCC researchers.  

 

The understanding of PCC by researchers, clinicians and patients, can be heavily 

influenced by their lens, presumptions and assumptions. Robinson and colleagues found 

that the definition of PCC varies depending on the setting or perspective being represented 

(68). Specifically, they viewed PCC as four different concepts, defined through the 

perspectives of public policy, economy, clinical practice and the patient (68). There were 

marked conceptual differences between the definition of PCC across each perspective, 

which influenced subsequent applications and PCC activities in each domain (68). For 

example, patient-centredness as defined from the patient perspective included the 

characteristics of respect, courtesy, competence, efficiency, patient involvement in 

decisions, time for care, availability/accessibility, exploring patient’s needs, information 

and communication (68). Activities to enacting these characteristics occur within the 

doctor-patient encounter. Conversely, PCC as defined by the economic perspective 

involves the characteristics of convenience, quality, cost, effective marketing and 

empowerment (68). To a greater degree than the activities to deliver PCC from a patient 

perspective, activities to enact these elements of PCC require a policy-oriented and multi-

disciplinary approach. Notwithstanding the marked differences between each definition, 

‘patient involvement’ and ‘individualised care’ were identified to be two fundamental 

components of PCC (68). Indeed, these two features are generally accepted components 

of PCC but the need for four differing contextual definitions highlights that PCC is 

complex. 
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Many published reviews and conceptual analyses of PCC describe PCC as consisting of 

dimensions, components, activities and enablers (29,31,69). Table 2 outlines a summary 

of reviews and concept analyses of PCC published since 2010. Given the understanding 

of PCC is evolving as the body of the literature increases, it is important to focus on the 

most recently published studies. The summary in Table 2 contains articles that describe 

PCC in up to 15 total dimensions. Analyses of PCC can be conducted across different 

levels of health care, from the micro-level (doctor-patient), meso (organisational-level) 

and macro (policy-level). All studies included in this table examined PCC in a 

combination of health settings, and synthesised literature from primary, acute and 

secondary care. The generalisability of the studies is limited, particularly their 

applicability to GPs and general practice as the bulk of the existing literature on PCC 

consists of studies conducted in acute care settings. The research on PCC has a limited 

focus on practical applications and a high proportion of study methods in the body of 

literature contains an array of different quantitative surveys (70). Such research is 

responsible for expanding the gap between theory and practice because it generates 

idealistic theory, which is challenging to apply in practice (36). Conversely, research that 

uses appropriate, innovative, practice-based methods; and considers the relevant health 

system and context, can generate realistic theory (36). Realistic theory is fundamental to 

bridging the gap between knowledge and practice (37), and this was a focal point of the 

research within this pragmatic doctoral research program.  
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Table 2: A Summary of Reviews and Concept Analyses of Patient-Centred Care (published 2010 – July 2021; identified on SCOPUS; developed by the researcher) 

First Author 
(Year); 
Reference # 

Study 
Setting  

Health 
Care 
Setting 

Study Design Key Findings 

     
Jardien-Baboo 
(2021); (71) 

South 
Africa 

Acute care Integrative review Identified three groups of factors that facilitates PCC from a review of evidence-based guidelines 
• 1.Patient care practices: Embracing values foundational to PCC, optimal communication in all aspects of care, 

rendering basic nursing care practices, family involvement. 
• 2. Educational factors: staff and patient education 
• 3. Organisational and policy factors: Organisational and managerial support, organisational champions, healthy 

work environment, organisational structures promoting interdisciplinary partnership. 
Langberg 
(2019); (72) 

Denmark Acute 
care, 
primary 
care and 
speciality 
care 

Systematic review Identified five dimensions of PCC, advancing from Mead and Bower (41): 
• 1. Biopsychosocial, 2. Patient-as-person, 3. Sharing power and responsibility, 4. Therapeutic alliance and 5. 

Coordinated care. 

Ogden (2017); 
(73) 

Australia Acute 
care, 
primary 
care and 
speciality 
care 

Participatory concept 
analysis for PPC 
requirements  

Developed a concept map of the requirements of PCC systems into three domains with 13 sub-domains: 
• Humanity and partnership: 1. Shared responsibility for personalised health literacy, 2. Patient-provider dynamic 

for care partnership, 3. Collaboration, 4. Shared power and responsibility, 5. Resources for coordination of care, 
6. Recognition of humility – skills and attributes, 7. Knowing and valuing the patient, 8. Relationship building. 

• Career spanning education and training: 5. Resources for coordination of care, 9. System review evaluation and 
new models, 10. Commitment to supportive structures and processes; 11. Elements to facilitate change. 

• Health systems, policy and management: 12. Professional identity and capability development, 13. Explicit 
education and training.    

Waters (2017); 
(74) 

Australia Acute and 
specialty 
care 

Scoping review and 
thematic analysis 

Identified seven common core themes of PCC in human services:  
• 1. Honouring the person, 2. Being in relationship, 3. Facilitating participation and engagement, 4. Social 

inclusion/citizenship, 5. Experiencing compassionate love, 6. Being strengths/capacity focused, and 7. 
Organisational characteristics.  

Santana 
(2017); (31) 

Canada Acute 
care, 
primary 
care and 
speciality 
care 

Narrative review and 
development of 
conceptual framework 
of PCC from the 
patient perspective  

Proposed a model that contains three domains and respective subdomains 
• Structure: Creating a PCC culture, co-designing the development and implementation of educational programs, 

co-designing the development and implementation of health promotion and prevention programs, supporting a 
workforce committed to PCC, providing a supportive and accommodating PCC environment, developing and 
integrating structures to support health information technology 
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• Process: Cultivating communication, respectful and compassionate care, engaging patients in managing their 
care, integration of care 

• Outcomes: Access to care, patient-reported outcomes 
Sharma 
(2015); (69) 

Canada Acute care Overview of reviews • Six defining components of PCC: 1. Establishing a therapeutic relationship, 2. Shared power and responsibility, 
3. Getting to know the person, 4. Empowering the person, 5. Trust and respect, 6. Communication 

• Health care providers behaviours that demonstrate PCC: Assessment (e.g. assessing a person’s preferences, 
beliefs, wishes, past experiences, goals), planning (e.g. engaging the person/family as partners in care), 
implementation (e.g. tailored, individualised care), evaluation (e.g. measured outcomes including patient 
satisfaction) 

Scholl (2014); 
(29) 

Germany Acute 
care, 
primary 
care and 
speciality 
care 

Systematic review and 
concept analysis 

Identified 15 dimensions of PCC as principles, enablers and activities 
• Principles: Essential characteristics of the clinician, clinician-patient relationship, patient as a unique person, 

bio-psychosocial perspective 
• Enablers: Clinician-patient communication, integration of medical and non-medical care, teamwork and team 

building, access to care, coordination and continuity of care 
• Activities: Patient information, patient involvement in care, involvement of family and friends, patient 

empowerment, physical support, emotional support 
Constand 
(2014); (75) 

Canada Specialty 
care 

Scoping review An analysis of rehabilitation care identified three components of PCC valued by patients:  
• Effective communication, partnership, health promotion 

Sidani (2014); 
(76) 

Canada Acute 
care, 
primary 
care and 
specialty 
care 

Integrative review Identified three components of PCC 
• 1. Holism: considers the whole person including spiritual and bio-psychosocial domain and also includes health 

promotion, disease management and illness prevention. 2. Collaboration: considers patient involvement with 
the wider healthcare team/system. 3. Responsive care: refers to responding to the needs and preferences of 
patients.  

• Also found that the therapeutic relationship facilitates the implementation of PCC in practice. 
Kitson (2013); 
(77) 

Australia Acute care Narrative review Identified three core themes of PCC from medicine, nursing and health policy literature 
• 1. Patient participation, 2. The relationship between the patient and the healthcare professional and 3. The 

context where the care is delivered.  
Hudon (2012); 
(33) 

Canada Primary 
care 

Literature synthesis 
and thematic analysis 

Identified six dimensions of PCC in chronic disease management:  
• 1. Starting from the patient’s situation, 2. Legitimising the illness experience, 3. Acknowledging the patient’s 

expertise, 4. Offering realistic hope; 5. Developing an ongoing partnership, 6. Providing advocacy for the 
patient in the health system 

Guion (2010); 
(30) 

United 
States 

Acute 
care, 
primary 
care and 
specialty 
care 

Developing a concept 
map for the 
operational construct 
of patient and family-
centred care 

Underpins of the concept map: 
• Patients and families are not passive consumers but rather have their preferences, needs and values integrated 

centrally in their care 
• The diversity and need of collaboration along the continuum of illness 
• Key operational aspects: dignity and respect, flexibility, empowerment, participation, collaboration, 

information sharing and support. 
PCC; patient-centred care 
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The most recent literature synthesis with a focus on GP-delivered PCC was conducted by 

Hudon and colleagues in 2012 (33). Their systematic literature review and thematic 

analysis included 32 articles that explored patient-centred chronic disease care by GPs 

(preventative and acute care were excluded) (33). Hudon and colleagues described six 

dimensions of GP-delivered PCC that had advanced from earlier research (33,42). They 

were: 1) starting from the patient’s situation, 2) legitimizing the illness experience, 3) 

acknowledging the patient’s expertise; 4) offering realistic hope; 5) developing an 

ongoing partnership, 6) providing advocacy for the patient in the health system (33). An 

additional major finding of this study was that the needs (in terms of PCC) of chronic 

disease patients fluctuated over time (33). Whilst this study expanded the theoretical 

knowledge of PCC for the care of chronic disease, it was not without limitations. The 

review consisted of a high proportion of low-grade evidence, including n=15 non-

empirical articles, such as opinion papers, theory development or commentaries, in 

addition to n=10 qualitative studies (33). There was no form of rigorous, evidence-based 

quality appraisal of the articles included in the review (33). There appears to be a gap in 

the literature for an updated, rigorous, literature synthesis of GP-delivered PCC of acute, 

preventative, and chronic disease care. Hence, there is the opportunity to update and 

advance upon the work by Hudon and colleagues and generate an understanding of PCC 

that can inform researchers, policymakers and GPs in the pursuit of higher levels of PCC.  

 

2.2.4 Delivery of patient-centred care 

Typically, PCC is enacted in many levels of the health system, through a wide range of 

strategies, activities, and policies. Enacting PCC in medical consultations involves 

clarifying patients’ concerns and beliefs; communicating about treatment options; 

demonstrating empathy, and being attentive (78). However, PCC can be enacted in other 

ways, such as through the use of health information technology applications in care (79). 

The approach towards enacting PCC may be determined by context or on a case-by-case 

basis. A qualitative interview study involving clinicians from seven different medical 

disciplines found that care for women warrants unique PCC approaches (80). The PCC 

approaches for women were across six domains; foster a healing relationship, exchange 

information, address emotions/concerns, manage uncertainty, make decisions, and enable 

self-management (80). Activities to achieve this included longer appointment durations, 

privacy and engaging a multi-disciplinary care team (80). The understanding of how PCC 
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is delivered is complex and multifaceted, much like the definition of PCC in the literature, 

and clear guidance for GPs to enact PCC is needed.  

 

Evidence-based tools and resources that guide clinicians with the delivery of PCC are 

important. Such tools and resources can illustrate some of the various approaches to PCC 

and assist clinicians to access, understand and make use of the complex theoretical 

literature on PCC (81). One registered charity based in the United Kingdom, called 

National Voices, published resources to support clinicians and mangers of health 

organisations to enact PCC (82). National Voices is the leading coalition of health and 

social care in England, who aim to promote patient-centred approaches in health care. 

National Voices reviewed systematic reviews of intervention studies with patients that 

were published between 1998 and December 2013. Included studies were not explicitly 

on the topic of holistic PCC or specific components of PCC but rather related to any 

concept that enhanced the active role of the patient. The organisation identified many 

reviews in their literature search, then translated this evidence by forming evidence-based 

strategies to deliver PCC, and these were divided into five resources. They were: 1) 

supporting self-management (informed by 228 systematic reviews) (83), 2) improving 

information and understanding (informed by 85 systematic reviews) (84), 2) supporting 

shared decision-making (informed by 48 systematic reviews) (85), 3) enhancing patient 

experience (informed by 110 systematic reviews) (86) and 4) promoting prevention 

(informed by 308 systematic reviews) (87). The development of these resources from 

evidence that is not related to PCC may limit their effectiveness and this appears to 

divergent from National Voices’ goal of promoting holistic PCC across health systems.    

 

A closer review of National Voices resources indicate that they support the delivery of 

PCC in isolated components, rather than as a holistic concept. This is reflected by other 

resources which promote the operationalisation of PCC in isolated components, such as 

mutual information sharing, patient feedback reporting, consultation style, and patient 

access to information and education (27,88). Available guidance for clinicians to deliver 

PCC appears to be misaligned with the six dimensions of PCC as outlined in the most 

recent literature synthesis of GP-delivered PCC (33). Differences in beliefs of what 

constitutes PCC between organisations, researchers and clinicians have likely hampered 

the development of tools and resources to support holistic PCC. Future work should seek 

to enhance the understanding of GP-delivered PCC, which can then inform evidence-

based resources to enhance the delivery of holistic PCC.  
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Irwin, Stokes and Marshall (2015) published a review of 23 systematic reviews that 

examined practice-level QI initiatives in primary care. This review of reviews outlined 

that there was a distinct gap in the literature for a tool or initiative on holistic PCC (38). 

The development of a tool or tool kit is a useful strategy to translate PCC research to 

support practice. Several tool kits have been established to support PCC, although they 

are contextualised to a variety of settings and medical clinicians. For example, The 

Person-Centred Care Toolkit (89) is designed to assist credentialled diabetes educators 

assess and advance higher levels of PCC. The operational definition of PCC within this 

tool kit describes PCC as 10 principles, divided into two sections: direct health care 

consultation, and policy/system improvement (89). Informed by these principles of PCC, 

the tool kit contains a QI tool, a consumer survey, and a consumer interview (89). This 

tool kit has been advocated for use by other Australian allied health professionals (e.g. 

Accredited Practising Dietitians) (89), but there has been limited work in terms of tool 

kits that translate PCC research and support PCC in general practice. 

 

2.2.5 Measurement of patient-centred care 

Patient-centredness has been most commonly measured in terms of definitions, 

experiences, outcomes and preferences, as such, a wide range of tools or instruments exist 

for assessing different aspects of PCC (90). The measurement and routine monitoring of 

PCC are important in clinical practice to identify if a patient’s needs and preferences are 

being addressed (47,91). An assessment of the extent to which PCC is delivered is 

valuable in terms of providing important feedback to patients, clinicians and organisations 

who are pursuing higher levels of PCC (91). In 2014, the Health Foundation (United 

Kingdom) published a comprehensive evidence review on the topic of tools and 

approaches to measure PCC (90). The review summarised themes from more than 23,000 

empirical studies but only reported specific examples from 921 studies. These studies 

were situated in health systems throughout the world, and a wide range of research 

approaches, strategies and tools were used to measure PCC.   

 

The most common research approach to measuring these concepts has been via a 

quantitative survey, where researchers ask clinicians, patients or families about the extent 

to which care is patient-centred (90). The Health Foundation’s review identified the most 

common strategies used by researchers to measure PCC were the observation of clinical 
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encounters, review of patient records and review of other routinely collected data (90). 

The review identified approximately 160 common tools used for measuring PCC (90). 

The most commonly reported tools for measuring holistic PCC were the Individualised 

Care Scale (92), Measure of Processes of Care (93) and the Person-Centred Care 

Assessment Tool (94). These commonly used, validated tools for measuring holistic PCC 

tended to focus on patient-reported measures, endorsed by researchers as critical to 

reliable assessment of PCC (95). However, the use of this tool requires patients to be 

surveyed, and this has no form of qualitative inquiry. Patient-centredness is derived from 

the context within which it is implemented. Social experiences and individual perceptions 

can only be captured by qualitative investigation (96), therefore the aforementioned tools 

may lack the capacity to fully explore PCC. Published instruments are also at risk of 

becoming outdated as the concept of PCC evolves with the understanding of PCC by 

researchers.  

 

In their review, the Health Foundation identified tools used to measure PCC through 

several specific inclusion criteria (90). Included tools either measured PCC holistically 

(defined as including the themes of partnership, respect, holism, empowerment, 

personalisation, autonomy, empathy and compassion) or measured any of the six 

subcomponents of PCC (defined as patient experience, dignity, activation, self-

management support, shared decision-making and communication) (90). The conceptual 

definitions of PCC established by the Health Foundation during their review are not 

universally agreed upon, and due to this, there are likely several tools used to assess PCC 

that were not identified in the review. For example, the National Healthcare Quality 

Report contains discussion of PCC within the United States health system. In the report, 

PCC was described to be measured through patient perceptions of how often their 

provider listened to them, explained things clearly, respected their views and spent 

enough time with them (97). The one barrier to the sustained use of a tool to measure 

PCC may be differences in definitions of PCC adopted by researchers and organisations. 

Approximately 55% of the 921 studies reviewed by the Health Foundation examined PCC 

as a broad, holistic concept, whereas the remaining studies examined PCC as their 

subcomponents (90). In wider literature, a systematic review of surveys for measuring 

PCC in the hospital setting, published in 2021, found that none of the nine surveys 

identified, measured PCC holistically (98). Clearly, there are opportunities for future 

research to advance a comprehensive assessment of PCC that can be widely used 

throughout the health system.    
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The Health Foundation review found that very little measurement of PCC was completed 

by those working in day-to-day clinical practice, as most of the included studies involved 

academic teams rather than practitioners (90). The focus was on measuring PCC in a 

hospital context, with only six of the 41 instruments used to measure holistic PCC 

designed for use in a primary care setting (90). There is a clear gap in the literature for 

the development of a tool to measure GP-delivered in PCC. Future research should 

explore the barriers towards the adoption and implementation of tools to measure PCC 

by clinicians in primary care. Partnership between researchers and primary care 

clinicians, patients and organisations may assist with advancing the understanding of GP-

delivered PCC and identifying new ideas for measuring PCC.  

 

2.2.6 Benefits of patient-centred care 

The delivery of PCC has been associated with many benefits for health consumers, 

providers and systems (29,99). A high level of PCC is reported to improve health 

outcomes (8,9,10), including enhanced relationships between clinicians and patients 

(100), enhanced patient and clinician satisfaction (8,11), greater adherence to treatment 

(12), improved quality of life (10), reduced length of stay if in hospital (13), and lower 

overall health care costs (13). A considerable amount of evidence that underscores the 

value of higher levels of PCC. 

 

A wide range of benefits of high levels of PCC for patients, clinicians and systems are 

reported in the literature towards. In a systematic literature review and meta-analysis of 

85 randomised and non-randomised controlled trials, John and colleagues compared the 

effectiveness of the patient-centred medical home care model with standard primary care 

in chronic disease management (101). The patient-centred medical home model consists 

of GP-led care within a multidisciplinary team, with a focus on supporting patient self-

management and patient education (102). Compared with standard primary care, patient-

centred medical home care was associated with improvements in health-related quality of 

life (standardised mean difference (SMD): 0.10), self-management outcomes (SMD: 

0.24), hospital admissions (odds ratio: 0.83), improvements in systolic blood pressure 

(SMD: 0.15), reduced levels of glycated haemoglobin (SMD: -0.26), reduced low-density 

lipoprotein cholesterol (SMD: -0.16) (101). A moderate degree of heterogeneity was 

observed, in the results of each trial for quality of life and self-management outcomes. 

While the patient-centred model of care may be reflected across trials, the variability of 
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outcomes may be attributed to the way PCC is enacted within interactions between 

patients and primary care teams, in addition to individual patient and clinician behaviours, 

and study contexts.     

 

Altin & Stock employed a cross-sectional survey method to explore the association 

between patient satisfaction between patient-centred communication and shared decision 

making (8). After surveying 1225 adults, they found that patients who were involved in 

shared decision making by their GP were 4.02 times as likely to be satisfied with their 

care, and those who felt that their GP could be easily understood were 4.4 times more 

likely to be satisfied (8). The quantitative data collection approaches within this cross-

sectional study and the randomised controlled trials reviewed by John and colleagues 

(101) were conducive to quantifying the benefits of PCC. Quantifying the benefits of PCC 

can be complex, especially as researchers explore PCC from different viewpoints; Altin 

& Stock explored isolated components of PCC (8), whilst John and colleagues explored 

PCC within a new model of care. Furthermore, John and colleagues reviewed studies that 

measured their outcomes objectively (101), while Altin & Stock explored patient 

perspectives of care experiences and satisfaction (8). It is difficult to be definitive about 

the concrete benefits of PCC as the current body of the literature seeks to explore PCC 

benefits from divergent conceptual beliefs of PCC with a wide range of data collection 

and analysis approaches (8,68,101,103). Much of the literature reports on association 

between PCC and positive outcome measures, rather than causation (104). Quantifying 

the actual benefits of PCC supported by a consistently used definition of the PCC by 

researchers warrants attention.    

 

Notwithstanding the complexity of the current literature, there are many reported benefits 

of PCC for patients. The impact of PCC on patients is commonly measured in terms of 

their health-related outcomes (68), behaviours and experiences (34,68,99). A literature 

review by Robinson and colleagues concluded that PCC interactions promote treatment 

adherence and improve health outcomes (68). Of particular importance was ‘patient 

involvement’, which was identified to be the most fundamental of PCC in terms of 

enhanced patient outcomes (68). A systematic review of 40 empirical studies by Rathert 

and colleagues identified significant positive relationships between specific elements of 

PCC, such as patient participation and provider empathy, with patient satisfaction and 

health outcomes (103). Holistic PCC is valuable to patients, but research suggests that 

certain components of PCC have a greater impact on outcomes.   
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The integration of PCC into policies and guidelines of clinical practice has resulted in 

several changes in procedures and healthcare provider behaviour. In Australian hospitals, 

nursing clinical handovers are completed at the bedside, rather than the traditional mode 

of away from the patient. This change has resulted in the inclusion of the patient in the 

planning and delivery of their care (105). Collaborative clinical handovers ultimately 

resulted in enhanced patient safety due to the improved detection of errors and omissions 

in reports as a result of the inclusive and involved care (2,105). Likewise, in the United 

States, an evaluation of the Patient-Centred Medical Home reported improvements in care 

quality, patient satisfaction, and reduced medical errors and cost (106). Policy and system 

strategies in the pursuit of higher levels of PCC can provide significant benefits to 

patients, providers and organisations.  

 

There are many reported benefits of PCC for health care professionals. A range of health 

professionals have reported that PCC reduces clinical work pressures and enhances the 

overall quality of care they provide (107). Specifically, GPs who experienced longer 

consultations with patients, delivered higher levels of PCC; and longer, patient-centred 

consultations were associated with increased job satisfaction (108), reduced professional 

burnout (108), and enhanced trust within the doctor-patient relationship (109). These 

findings are generally notional rather than clearly quantified because of the significant 

variability between patients, GPs, health system contexts and definition of PCC 

employed. However, the body of evidence of the effects of PCC is large and complex 

because PCC is discussed and evaluated as either a holistic concept or in terms of its 

specific components (8,33). Overall, the weight of evidence reporting advantageous 

effects of PCC is sufficient for researchers, patients, providers and organisations to strive 

for a greater understanding and implementation of PCC.    

 

 General Practice 

General practice is an academic and clinical discipline focused on the provision of 

continuous, comprehensive and coordinated health care for individuals, families and 

communities (110). The name ‘general practice’ is used predominantly in 

Commonwealth nations, including the United Kingdom, Australia and New Zealand, in 

addition to some European countries (24,111,112). In other nations, such as the United 

States, the general practice discipline is referred to as family medicine (4,60). In 
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Commonwealth nations, the setting in which general medical care is delivered is also 

called general practice. The context of this PhD is within the general practice setting.   

 

In Australia, general practice teams generally contain GPs, nurses, allied health 

professionals, practice managers and administrative staff (113). A recent cross-sectional 

survey exploring the characteristics of general practice in Australia was completed by 

1782 registered GPs, of which over 80% of whom resided in urban areas (113). The 

results found that 91% of GP respondents have a practice nurse employed at their practice, 

57% have an allied health professional, 13% have pharmacists, and 23% have other 

specialists/practitioners (113). Clearly, the breadth and clinical expertise of general 

practice teams in Australia can vary. The primary clinicians of the general practice 

clinical team are GPs, although they are supported by other health professionals, 

managerial and administrative staff, and this is an important contextual issue for general 

practice research. 

 

In Australia, most, but not all general practices are accredited every three years against 

the National Standards for General Practices (5th Edition), developed by the RACGP 

(114). Successful completion of the accreditation process by a general practice intends to 

demonstrate commitment to providing safe, quality care to patients (114). In 2020, the 

Australian Government Productivity Commission reported that 83.8% of practices in 

Australia are accredited (115). Practice accreditation is voluntary, although accredited 

practices are eligible for a greater degree funding from the Australian Government 

compared with non-accredited practices (114). General practice accreditation is related to 

PCC through the core criteria of the standards that promote humanistic care and patient 

safety, which are key aspects of PCC (33). Specifically, core standards one and two of 

the National Standards for General Practices (5th Edn) are labelled: 1) Communication 

and patient participation, and 2) Rights and needs of patients (114). To be successfully 

accredited against the standards, practices must continually engage with patients, and 

establish systems in support of cultural safety, privacy and respect for patients (114); all 

of which are fundamental elements of PCC and these are assessed by independent 

accreditation organisations every three years. While the standards are embedded with 

elements of PCC, they do not align with many multifaceted definitions of PCC (29,31,33). 

More work is needed in terms of the re-development of the standards that is embedded 

with a multifaceted definition of PCC; the development of practice guidelines and 

initiatives to promote the widespread delivery of holistic PCC in general practice.  
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The COVID-19 global health pandemic placed significant strain on Australian general 

practice from March of 2020. In April 2020, a group of Australian health organisations 

examined the effect of the pandemic on 1000 general practices, nearly all of which were 

urban (116). The study found that practices responded to the pandemic by largely 

replacing face-to-face with telehealth consultations (116). Concurrently, national funding 

arrangements shifted as to enable telehealth/virtual care to be delivered across the broader 

primary care system (117). General practice experienced a large drop in prescriptions for 

pathology and radiology investigations as a result of the pandemic, which are important 

preventative care initiatives (116). To contain and manage the virus, the Australian 

Federal Government prioritised access to safe and effective COVID-19 vaccines for all 

Australians. In a media release in January 2021, the government called for PHNs to 

coordinate heavily with general practices to help deliver the vaccine to the national 

population (118). Australian GPs have considerable experience administering vaccines, 

through the childhood immunisation program and influenza vaccines (118). However, the 

scale of the vaccine roll out may challenge the profession to vaccinate the population 

whilst maintaining the focus on PCC with their patients. The pandemic caused significant 

disruption to the general practice system, and its impact on PCC is unknown. 

 

2.3.1 General Practitioners 

The registered specialists in the discipline of general practice are called GPs. The 

minimum requirements to be a qualified GP include a medical degree (four to six year 

university course), 12-months of paid internship in an Australian or New Zealand hospital 

(23), and a minimum of three years full time equivalent experience in a recognised 

generalist training scheme. In Australia, there are vocationally registered GPs and non-

vocationally registered GPs. Vocationally registered GPs have met specified training 

requirements related to quality assurance and continuing medical education, and they can 

access 20% higher Medicare rebates compared with non-vocationally registered GPs 

(119). Non-vocationally registered GP commonly focus on an area of medicine that 

incentivised by fellowship, such as skin cancer medicine, cosmetic medicine, or in family 

planning clinics. A high proportion of junior and overseas-trained GPs are non-

vocationally registered (120). To be a vocationally registered GP in Australia, clinicians 

must complete the Fellowship of the Royal Australian College of General Practitioners 

(FRACGP), or the Fellowship of the Australian College of Rural and Remote Medicine 

(ACRRM), which are training programs accredited by the Australian Medical Council 
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(23). The fellowship FRACGP/ACRRM vocational programs involve a range of ongoing 

examinations and mentorship from a senior practitioner (23), who can impart knowledge 

regarding PCC. There are other pathways towards vocational recognition, such as the 

Australian General Practice Training Program, Remote Vocational Training Scheme, 

Independent Pathway and Practice Experience Pathway (119). Highly experienced GPs, 

who received their medical degree before 1996 and had a minimum of 5-years GP 

experience were able to be grandfathered into the vocational register without fellowship 

(119).     

 

Positioned in the community and at the foundation of the primary care health system, GPs 

are a highly accessed, utilised, and effective clinician. As of March 2020, there were over 

43,000 GPs registered in Australia (121). Australians visit their GP more than any other 

health professional, with almost nine out of ten people visiting their GP (on average) at 

least once per year (113), and approximately half of Australians visiting their GP over 

four times per year (113). Rates of GP attendances have been increasing steadily over the 

past decade (113). The number of GPs located in a community is strongly associated with 

the health outcomes of that population, with less all-cause mortality and increased health 

equity in areas with a surplus of GPs (18). 

 

The role of the GP is multifaceted, as the ‘gatekeeper’ to the health system, GPs 

coordinate patient care and refer patients to specialists when required (21). GPs care for 

patients over their lifetime and deliver preventative care, chronic disease management 

and acute treatments (24). GPs perform legal processes such as certification of documents 

or provision of medical-related reports (e.g., injury insurance claims). The RACGP’s 

General Practice Health of the Nation report, published in 2020, outlined that 

psychological issues (such as, depression, mood disorders, anxiety) are the most common 

health issue managed by GPs, followed by preventative care and respiratory issues which 

increased by 6% in 2020 compared to the previous year, driven by the pandemic (113). 

Chronic disease management is another issue central to general practice, as over half of 

all Australians have at least one chronic disease and one in four Australians experience 

two or more chronic diseases (122). In recent years, multi-morbidity has increased, and 

for many GPs, their patient responsibility is increasing in size and complexity (122). 

Impactful research is needed to support GPs and promote health and wellbeing within the 

community.  
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To a greater degree than other health professionals, GPs are ideally placed in the health 

system to establish and foster long-term relationships with patients (20). The longitudinal 

relationship between GPs and patients may explain why a recent study reported that 

patients experience the highest levels of PCC from their GP compared with other 

specialised clinicians (surgery, oncology and obstetrics and gynaecology) (20). A report 

from the Australian Institute of Health and Welfare (AIHW) outlined that nearly all 

Australians (98%) over the age of 45 have a usual GP or practice (123). Despite this, a 

report published by the Australian Government Department of Health outlined that one 

quarter of all Australian patients attend multiple general practices (124). It appears that 

not all patients visit the same GP and experience continuity of care. Continuity is 

fundamental to PCC because it allows patients to spend time with their GP, build 

relationships and share treatment decisions (33). There appears to be an opportunity to 

support GP-delivered PCC, by advancing the understanding of PCC with a focus on 

doctor continuity and providing strategic guidance as to how to support doctor continuity.  

 

In Australia, there are currently no widespread formal mechanisms to ensure doctor 

continuity, and patients can seek GP care at their discretion. The conceptual 

understanding of continuity of care includes doctor continuity, informational continuity 

and continuity of management (125). Continuity of information involves the appropriate 

information flow to the patient in support of coherent care, and this typically occurs within 

a single practice(125). Continuity of management involves a consistent approach to care 

delivery, which again can be promoted if care is maintained within a single practice (125). 

One strategy in support of continuity of care is voluntary patient registration (VPR), 

which was called for recently within the Australian Government’s long term national 

health plan (5). While models of VPR can vary, it is usually enacted by a patient 

documenting their preferred medical practice (126). Then, due to this voluntary 

registration, a practice staff member can follow-up the patient with structured 

preventative care initiatives (126). The most recent Australian Federal Government 

endorsed VPR model, called MyGP, is under review by the government and Primary 

Health Reform Steering Group (as of July 2021), thus suggesting that VPR could be 

modified in the near future (126).  

 

Metusela and colleagues recently examined the experiences of general practice staff 

(managers, nurses and GPs) and PHN staff that were implementing the patient-centred 
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medical home model of care within general practices in New South Wales, Australia 

(127). The innovative model of care, included empanelment, a form of formal registration 

that linked a patient to a specific care team (127). The impacts of patient registration 

through empanelment in the context of Australian primary care is not yet fully 

understood. The proportion of patients in Australia who are currently registered to a 

general practice is low (126), most likely given VPR is an emerging concept in Australia. 

Conversely, patient registration or enrolment is much more common within the United 

States, who have the medical home care model (4), and the United Kingdom, who have 

capitation funding arrangements (128). The GP workforce has capacity to build and foster 

deep relationships with patients, and in the absence of funding or other reform, there is 

the opportunity to promote PCC by focusing on supporting doctor continuity.  

 

The Deloitte Access Economics GP Workforce Report, published in 2019, assessed the 

current distribution and characteristics of the GP workforce and expanded their analysis 

to forecast future issues. In 2019, it was found that the GP workforce in inner and outer 

regional areas of Australia was under-supplied (120). The analysis forecasted to be 

approximately a 25% shortfall between the supply of GPs and the demand for GP services 

in Australia by 2030 (120). This data suggests that if the GP workforce numbers do not 

increase by 2030, then GPs’ caseloads will significantly increase, and in turn likely 

compromise consultation durations, relationship-building, and PCC. Previous research on 

PCC has shown potential to drive higher levels of clinician-satisfaction; thereby 

mitigating threats to PCC and promoting the longevity of the GP workforce (11,112).  

 

 Delivery of Patient-Centred Care by General Practitioners 

In Australia, the RACGP defines GP-delivered PCC as care that ensures a patient’s needs, 

values and desired health outcomes remain central to a clinician’s evaluation and 

management processes (129). There is a distinct different between the RACGP’s 

definition and the multifaceted definition outlined by Hudon and colleagues (33). 

Furthermore, several published qualitative studies have identified that GPs have different 

perceptions of what constitutes PCC (130,131,132), which included holistic care, 

responsive care, collaborative care and relationship-focused care. In general, the view of 

PCC as a singular component does not align with the published definition by Hudon and 

colleagues (33). There appears to be a gap in knowledge regarding PCC, specifically in 

terms of the translation and implementation of GP-delivered PCC research. Practice-
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based research can assist with supporting a uniform understanding of PCC among GPs, 

that is informed by the literature, and subsequently be used to generate new ideas to 

support GPs to enact PCC. 

 

Throughout the world, GPs are expected to provide care that is patient-centred (48,133). 

However, a direct observational study of GP consultations in the United Kingdom found 

that GPs do not always effectively deliver PCC (134). Only 10% of GP participants were 

observed to use patient-centred communication during diabetes care (134). There are 

several barriers experienced by GPs in the pursuit of PCC, and the literature suggests 

these barriers include a lack of knowledge, skills, and inaccurate perceptions about the 

dynamics of power between patients and providers (22). Furthermore, the availability and 

capability to use technology; communication skills and knowledge, and cultural conflicts 

between doctor and patient can lead to a lack of access to information by patients which 

can be a barrier to PCC (135). A recent narrative review reported communication and 

interpersonal skills, professionalism and humanism, and exhibiting a passion for patient 

care as important characteristics of clinicians striving for PCC, and essential 

characteristics of a clinically excellent primary care physician (136). Clearly, GPs may 

benefit from support focused on enhancing their skills and capacity to deliver PCC.  

 

General practice can be viewed as a high functioning clinical microsystem and is therefore  

well primed for innovation (137). Clinical microsystems in healthcare are described as 

the small, functional, interdependent, front-line units that provide care to most people 

(137). More broadly, health care systems are often conceptualised in terms of micro-level 

(doctor-patient), meso-level (organisational) and macro-level (policy) (29). There are 

barriers to the delivery of PCC on each level of the system (135,136,138,139). General 

practitioners are challenged to develop trust, build relationships and understand patients 

within constrained consultation durations throughout the world (mean: 8-20 minutes 

across six developed countries) (138). In Australia, over 3000 GPs were surveyed as part 

of the MABEL (Medicine in Australia: Balancing Employment and Life) project, and 

they reported to spend on average 16 minutes with each patient (140). The management 

of a patient base that is increasing in size and complexity has reportedly placed pressure 

on consultation durations (122), and GPs have reported shifting their priorities of care to 

treatment, such as medication prescription, at the expense of PCC (139). Learning more 

about the perspectives and views of GP-delivered PCC by GPs and patients can highlight 
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new ideas for promoting PCC, which can be used to mitigate the barriers to higher levels 

of PCC across the general practice system.  

 

General practice structures, payment schemes and practice management are reported to 

influence PCC delivery (22). Australian federal and state governments have legislative 

requirements for general practice business structures. In Australia, the most common 

business structures are sole trader, partnerships, companies, and trusts (141). Many 

practices GP-owned, with approximately 10% of Australian practices are established by 

a sole trader (141). The business model and structure has been reported to have the 

potential to influence PCC because of the practice’s clinical governance, culture and 

composition of the general practice team (31,142). Appointment/booking system policies, 

web pages and receptionist operating procedures are shaped by the business model and 

structure and can influence PCC(31,142). Patients have expressed that engagement of a 

multidisciplinary care team and a well-functioning general practice team facilitates higher 

levels of PCC (143). The responsibility towards PCC is complex and it appears that it 

does not rest solely on the GP.  

 

 Primary Health Networks (PHNs) 

In 2015, 31 PHNs became operational across Australia; after advancing and restructuring 

from previously established Medicare Locals (144). The Australian federal Government 

funds PHNs to commission programs and services to address the primary health needs of 

their local communities (144). Key priority areas of PHNs are mental health, Aboriginal 

and Torres Strait Islander health, population health, the health workforce, digital health, 

aged care, and drug and alcohol services (40,144). All PHNs commission needs 

assessments to identify local health priorities and subsequently allocate funds to 

commission programs and services to address regional issues (144). To advance the 

health workforce, PHNs support local practitioners to acquire new skills and knowledge 

by facilitating comprehensive continuing professional development programs (144). 

Universities also collaborate with PHNs to support the training of the emerging primary 

health care workforce (144). Furthermore, PHNs can provide advocacy at both local and 

regional levels and engage the national and state-based government when needed to 

advocate for system change (144).  
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The context of this doctoral research program had a particular focus on general practice 

within the Gold Coast region. Indeed, PHNs have a strong track record with general 

practice QI (145,146,147). In 2019, 68% of general practices across Australia voluntarily 

shared their practice data with PHNs for QI and population health purposes (148). With 

respect to general practice QI and the GCPHN, the organisation has developed a highly 

innovative population health management software, called Primary Sense and this is now 

operational (145). Furthermore, the GCPHN has a well-established, diverse, consumer 

advisory committee, who advocate on issues pertaining to general practice QI, such as 

the recent COVID-19 vaccination roll out (146). The GCPHN articulated the following 

organisational objective (last updated in July 2021), which highlights their commitment 

towards PCC: 

 

Increasing the effectiveness of medical services for patients, particularly those at 

risk of poor health outcomes, and improving coordination of care to ensure 

patients receive the right care at the right place at the right time (149). 

  

A primary role of the GCPHN is to provide ongoing support to GPs and general practices 

within the Gold Coast Catchment area (40). Most practices in the Gold Coast employ 

multiple GPs, with an average of 4.2 GPs per practice recorded in 2021 (150). Between 

April 2020 and March 2021, the GCPHN provided support to general practices regarding 

QI, access to telehealth services, GP registrar training and placements, and connections 

to supplementary primary care services (e.g. alcohol and other drug programs) (150). 

During this period, 99.5% of general practices on the Gold Coast had face to face or phone 

engagement with the GCPHN (150). The GCPHN has commissioned a suite of QI tool 

kits, which include the topics of immunisation, wellness and cervical screening (147). It 

appears that the GCPHN has the capacity to support nearly all practices in their catchment 

area, although the GCPHN lacks resources specifically in support of GP-delivered PCC. 

 

 Summary and Research Focus 

The delivery of PCC by GPs is sought after by patients, GPs, general practice 

organisations, researchers, and policymakers due to its many reported benefits to patients, 

providers, and organisations. The concept of PCC has stable theoretical foundations, 

although much has been published since the development of the most recent model of 
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GP-delivered PCC, which focused only on chronic disease care. There is thus an 

opportunity to better understand PCC through the development of a new theoretical model 

that can inform further research, support local practice and be used to engage with policy. 

A knowledge-to-practice gap is clear in PCC research, suggesting that innovative 

strategies are required to support GPs and general practice teams to enact PCC. The 

research questions and aims are stated explicitly in chapter 3 of this thesis. The focus of 

this research is to attempt to address the longstanding challenges to achieving higher 

levels of GP-delivered PCC, which are related to the knowledge, attitudes, and capacity 

of GPs and general practice teams. This PhD program aims to advance the understanding 

of GP-delivered PCC by synthesising the literature, exploring perspectives and 

experiences of PCC by patients and providers, and develop and evaluate tools that can 

support general practice teams with PCC.  Greater levels of GP-delivered PCC can 

support positive patient experiences, patient health outcomes and patient and provider 

satisfaction.  
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Chapter 3 Theoretical Perspective, Overview of Methodology 

and Methods 

3.1 Introduction 

The purpose of this chapter is to describe the approach taken in this doctoral research 

program, including the theoretical framework, research context and an overview of the 

methodologies and methods in each of its four phases. A more detailed description of the 

methods employed in each study is provided in subsequent chapters. This chapter also 

describes the influence of personal beliefs, the industry partnership and the global 

pandemic on the theoretical perspective of the research project.   

 

3.2 Personal Beliefs 

My father is a practising GP. Our positive relationship contrasted with the experiences 

that my peers had with GPs, and that led me to believe that patients had diverse 

experiences in health care. This belief included the view that patients in general practice 

were not always listened to, respected, and understood. I am trained as a dietitian, and my 

training and experience in clinical dietetics has contributed to perspectives of my local 

health system and PCC. My experiences shaped the qualitative work in this PhD to be 

addressed through a patient-focused research lens. I also believed that the patient 

perspective of the social interactions in general practice was important to understanding 

the care experience. On reflection, I naturally adopted a relativist ontological position and 

a subjective epistemological perspective at the outset of this PhD (151). The recognition 

of my own beliefs and assumptions were important issues in the context of the research 

process, and researcher reflexivity was explored throughout. 

 

3.3 Research Context 

The context of this research project had a significant influence on the theoretical 

perspective, selection of methodology and methods. As mentioned in the preface, this 

PhD was completed as part of an industry partnership, and the goal of the PhD was 

discussed prior to its commencement. The PhD aimed to produce a tangible resource that 

had future, continued value to the GCPHN and could be used to support local practices 
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in the pursuit of higher levels of PCC. Throughout the PhD, the partnership with the 

GCPHN was advantageous, as their existing relationships with primary care clinicians 

and organisations provided a strong connection between the research and practice. The 

GCPHN provided an insightful perspective throughout the research process, and this was 

valuable because the industry-focused perspective was distinctive from the perspective 

of study participants and the PhD candidate. The research goal and industry partnership 

influenced the theoretical perspective as there was a significant focus from the outset of 

the PhD on identifying ‘what works in practice’ and being responsive to the ‘real world’.   

 

3.4 Theoretical Perspective and Research Paradigm 

A research paradigm is defined as the basic set of beliefs or worldview that guides 

research action or an investigation (152). It incorporates a researcher’s theoretical 

perspective and assumptions that guide a research project, including the selection of 

methodology and methods (153). Lincoln and Guba outline that the essential elements of 

a research paradigm are: ontology, epistemology, methodology and axiology (154) 

(Methodology and axiology are discussed in 3.5 Overview of Research Methodology and 

Methods).        

 

An understanding of a researcher’s philosophical position is important to identifying a 

research paradigm. Philosophical position includes ontology, the way he/she views the 

truths in their world, and epistemology, how the truths are acquired (153). The research 

within this PhD was grounded in a relativist ontological view (151). Relativism is the 

view that multiple realities exist within the world and they are identified through 

subjective interpretation (151). This subjective stance directed research efforts towards 

understanding the viewpoints of the research participants in the context of their world 

(153).  

 

This research project was conducted from within the pragmatic paradigm. Many 

researchers categorise pragmatism as the underlying paradigm for mixed-methods 

research (155,156,157). Teddlie and Tashakkori consider mixed-methods research as a 

rejection of the dogmatic either-or choice between constructivist (subjective) and 

positivist (objective) paradigms, and a practical way of addressing a research question 

(155). The pragmatic theoretical perspective does not place absolute value on subjective 

truths and instead focuses on ‘what works in practice’ (155). Having said that, pragmatism 
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should not be reduced to a practical approach to research that commonly employs mixed 

methods. Pragmatism is a philosophy that is grounded on human experience and is well 

suited to problem solving (156). In this research program, a pragmatic stance supported 

the researcher to address the research questions through action in the real world. 

Therefore, the experience of the research process and observed outcomes informed 

research decisions throughout the program. In an article published in 2014, David Morgan 

draws upon the lessons from John Dewey and describes the pragmatic philosophy as an 

interaction between beliefs and experiences:   

 

…the origins of our beliefs arise from our prior actions and the outcomes of our 

actions are found in our beliefs. Experiences create meaning by bringing beliefs 

and actions in contact with each other. (156p1046) 

 

While the doctoral research was completed in the pragmatic paradigm, phase one, two 

and four of this PhD was guided by assumptions from constructivist and interpretivist 

epistemological beliefs. Constructivism recognises that multiple realities exist within the 

world, and reality is constructed by those who experience it (158). Constructivist 

researchers argue that reality is a product of social experience and is relative to context, 

time and culture (158). An interpretivist view is closely related to constructivism. 

Interpretive and constructivist researchers aim to generate theory through inductive 

reasoning (151). Until the late 20th century the terms ‘constructivist’ and ‘interpretivist’ 

were used interchangeably (158). Contemporary researchers identified a key difference 

between the two paradigms, which was that interpretivist researchers believe in the use 

of theory in to ascertain truth, whereas constructivist meaning is found through 

exploration of the mind (151). These assumptions were central to advancing the 

understanding of GP-delivered PCC, which guided the development of the PCC tool kit 

in phase three.  

 

During the transition from phase two to phase three, the COVID-19 pandemic struck, 

which required the GCPHN to fully focus on urgent support for virus testing and 

management. Similarly, there was a lack of access to general practice clinics which were 

under significant strain and were therefore unable to rigorously test the PCC tool kit. The 

pragmatic theoretical perspective informed decisions to pivot the focus of the research in 

a way that aligned with addressing the main research questions of this PhD and support 
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GPs with PCC. The PhD candidate was vigilant, and explored the research situated in 

general practice that emerged after the onset of the pandemic. There was a need identified 

to explore PCC within the context of the COVID-19 pandemic and the focus of the 

research pivoted accordingly.   

 

Axiology refers to the ethical issues that need to be considered throughout the research 

process (153). Risk management, harm avoidance and ethical general practice research 

were priorities that were addressed throughout this PhD. Whilst, this research program 

was led by the PhD candidate, it also was supported by a multidisciplinary team, including 

many perspectives from within the GCPHN organisation, and supervisors, who were 

academic dietitians and an experienced GP who was also a professor of general practice. 

These perspectives were important in informing the appropriate action and research 

decisions made throughout the doctoral program, while prioritising participant safety. The 

conduct within this PhD program also was also guided by Griffith University’s Human 

Research Ethics Committee, which provided ethical approval for three research projects 

within this PhD. Evidence of ethics approval is displayed in Appendix A and all study 

information sheets are in Appendix B.   

 

3.5 Overview of Research Methodology and Methods 

This PhD program involved a sequential, multi-phased design. This allowed the 

researcher to advance the line of inquiry through decisions that were based on outcomes 

of each research of phase. Figure 2 illustrates an overview of the four sequential phases 

of this PhD and the respective study methods.    
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Figure 2: An Overview of the Four Phases of Research and the Study Methods 
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3.6 Phase One: Systematic Integrative Review of General Practitioner-
delivered Patient-Centred Care 

The most recent review of GP-delivered PCC was a systematic review and thematic 

analysis, published by Hudon and colleagues in 2012 (33). The study reviewed 32 articles 

published between 1980 and 2003 that included 15 papers on theory development and 

opinion papers, and the articles focused on chronic disease care (33). There was a need to 

synthesise an updated body of literature to expand beyond chronic disease to review what 

is currently known about GP-delivered PCC. The outcomes of this review would form 

the basis for the subsequent phases of research. A preliminary literature search identified 

that that the body of PCC research is made up of a variety of study designs, including 

both qualitative and quantitative studies (29,159). A literature synthesis was achieved by 

undertaking an integrative review, which is a broad type of review method that 

synthesises qualitative and quantitative literature to provide a more comprehensive 

understanding of a phenomenon or concept (160). An integrative review method was ideal 

because it allows for the synthesis of studies with diverse methodologies, and has 

previously been used to influence research, practice and policy (160).  

 

Whittemore and Knafl published a methodological framework to support the integrative 

review method (160). The constructivist/interpretive research stance and Whittemore and 

Knafl’s framework informed methodological decisions made at the problem 

identification stage, literature search stage, data evaluation, data analysis, and 

presentation stage (detailed in Chapter 4) (160). Analysis of the 30 studies included in the 

review identified a need for further qualitative research involving both GPs and patients. 

Meta-synthesis resulted in the development of new conceptual model of GP-delivered 

PCC, containing four main components: understanding the whole person, finding 

common ground, experiencing time and aiming for positive outcomes. Harms of GP-

delivered PCC were rarely reported, and the review found that nuanced strategies are 

required to support GPs to ensure they have the knowledge, skills and attitudes to deliver 

PCC. This study has been completed and published in the journal, Family Practice 

(Chapter 4).  

 

3.7 Phase Two: Qualitative Focus Groups with GPs and Patient Advocates  

Patients and GPs have expressed unique experiences and perspectives of PCC (130). 

Phase one identified that the current body of research regarding PCC has 
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disproportionally more quantitative studies than qualitative studies, and that there was a 

clear need for further research of the experiences and perceptions of PCC by both GPs 

and patients. In addition, the theoretical model of GP-delivered PCC synthesised in phase 

one, needed to be evaluated and enhanced based on the perspectives and experiences by 

GPs and patients. Therefore, there were two main aims of phase two, 1) to explore the 

experiences and perceptions of PCC by GPs and patients (presented as study 2a in this 

thesis), and 2) to evaluate and enhance the model of GP-delivered PCC (presented as 

study 2b in this thesis).  

 

A qualitative descriptive methodological approach was applied for phase two. This is a 

generic qualitative approach that facilitates the description of a complex concept in 

everyday language (161). Six focus group interviews were conducted as the researcher 

engaged with a total of 15 individuals from three different patient advocacy committees 

(three focus groups) and 12 local practising GPs from three general practices (three focus 

groups). Patient advocates were extremely valuable to the research process. They are 

typically trained and experienced in research and prioritise the perspectives and 

preferences of their patient peers throughout the research process (162). For these reasons, 

patient advocates have been demonstrated to bridge the gap between research and practice 

(163). Patient advocates are typically paid by state-based health services and industry for 

their opinions and to generate information that is understandable and meets the needs of 

consumers (164). Patient advocates were well suited to the address the research questions 

in phase two because of their ability to speak towards the complexities of PCC and a 

deeper understanding of the local health system compared with typical patients.   

 

3.5.1 Study 2a: Exploring the experiences and perceptions of patient-centred care by 

general practitioners and patient advocates 

Prior to this study, there was a paucity of research regarding the views and experiences 

of PCC by patient advocates. A deeper understanding of the complexities of PCC within 

the local context was important knowledge to inform phase three of this PhD. 

Furthermore, little was known about the comparison of PCC experiences and perceptions 

between patient advocates and GPs. This study reported that both GPs and patient 

advocates shared views on PCC concepts, despite individual variations. This study also 

provided narrative descriptions of the strategies employed by GPs to deliver PCC. The 

findings of study 2a directly informed phase three of this PhD, the development of a tool 
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kit to support patients, general practices, and GPs with PCC. This study has been 

completed and published in the journal, BMJ Quality and Safety (Chapter 5).   

 

3.5.2 Study 2b: Development of a Patient Advocate and General Practitioner-Informed 

Model of General Practitioner-delivered Patient-Centred Care 

Models of PCC are essential to supporting the understanding of PCC by health 

professionals and patients, and the extent to which it is delivered in practice. A model of 

GP-delivered PCC was synthesised from the systematic integrative review (phase one). 

The evidence-based model illustrated PCC by four domains, which were applicable to the 

GP-patient encounter, and did not consider the wider general practice team and 

environment. The model was highly theoretical because it arose from a review of only 

three qualitative articles as predominately quantitative, mixed method and systematic 

review articles were included. There was an opportunity to evaluate and enhance the 

model of GP-delivered PCC based on the experiences and perspectives of GPs and patient 

advocates.    

 

GPs and patient advocates expressed that the GP-delivered PCC model represented an 

ideal of PCC and that GPs needed to be supported in practice to enact PCC in accordance 

with the components in the model. Findings from study 2b were integrated with the model 

developed in phase 1 to produce an advanced conceptual model of GP-delivered PCC. 

The conceptual model was named Putting Patients First: A Map for Patient-Centred Care 

and was produced in partnership with the graphic design company from Griffith 

University, Liveworm. The conceptual model was a fundamental item to the tool kit that 

was developed in phase three. This study has been completed and published in the journal, 

BMC Health Services Research (Chapter 6). 

 

3.8 Phase Three: Development and Feasibility of a Tool Kit to Enhance 
Patient-Centred Care in General Practice  

Patient-centredness is recognised by researchers and policymakers as an important aspect 

of quality care (165), and it can be promoted through QI initiatives. A recent review of 

systematic reviews identified a distinct lack of QI initiatives on the topic of holistic GP-

delivered PCC (38). Phase three aimed to develop and assess the feasibility of a practice-

wide QI initiative with the purpose to raise awareness of a multifaceted understanding of 

PCC by general practice teams and support teams to collaborate to enact PCC. Phase three 
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was guided by practical action, experiential learning, reflection and problem solving 

(156). 

   

Phase three utilised co-creation to develop an evidence-based tool kit with the goal to 

raise awareness and knowledge of PCC in a collaborative format and support practice 

teams to implement and sustain changes that facilitate PCC (166). The co-creation 

process began at the outset of this PhD when the partnership with the GCPHN was 

established. The co-creation process was supported by an action research methodology, 

as such it involved a careful series of planning, observation, listening, evaluation and 

critical reflection (167). In phase three, co-creation collaborators were clinicians, advisors 

and general practice support staff employed within the industry partnership, in addition 

to an academic GP from Bond University (who is also the Chair of the RACGP expert 

committee on quality care) and the end-users of the tool kit. The end-users of the tool kit 

were stakeholders of general practice, such as practice managers, nurses, GPs and patient 

advocates.  

 

Collaboration with GPs and patient advocates with the support of the GCPHN in phase 

one and two of this PhD proposed new ideas for promoting PCC, including practice-wide 

activities that enhance PCC knowledge (study 2a), reflective capacity (study 2b) and 

patient involvement in QI (study 2a and 2b). These ideas informed the development of a 

PCC tool kit, named Putting Patients First: A Tool Kit for Enhancing Patient-Centred 

Care. Phase three sought to address the feasibility of the tool kit through four main 

criteria: relevance, suitability, acceptability and practicality. A mixed-methods feasibility 

study (168) was designed and researchers aimed to collect data through interviews, 

surveys, participant observation and a review of documents. This study was designed as 

a qualitatively driven mixed-methods study, and as such, the ongoing collection of 

qualitative data was a research priority (169). Findings of the study can inform 

modifications to the tool kit and be used to advocate for future use of the tool. Ethical 

approval was obtained for this study and recruitment commenced. However, the 

pandemic struck soon after, and recruitment was unable to be successfully completed. 

The focus of the final phase of the PhD pivoted towards identifying the perspectives and 

experiences of PCC within high-performing general practice teams in phase four. This 

study of phase three is unpublished at the time of submitting this PhD. 
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3.9 Phase Four: Qualitative Collective Case Study of Patient-Centred Care 
within High Performing General Practice Teams 

Phase one, two and three of this PhD generated evidence that built upon the understanding 

of PCC and described strategies to support general practice teams to enact PCC. The 

COVID-19 pandemic struck during phase 3 of this PhD, and it adversely impacted health 

care systems across the world. In Australia, the pandemic brought about social distancing 

regulations and government-enforced lockdowns, which affected the availability of 

general practice staff and influenced the way in which patients could access and interact 

with general practice services (117). General practice teams also adopted new roles, 

initially with the increased proportion of virus screening and later with the delivery of 

COVID-19 vaccinations to a significant proportion of the national population. The 

COVID-19 pandemic clearly created new challenges for general practices in the pursuit 

of holistic PCC. An understanding of the experiences and perspectives of PCC by general 

practice teams throughout the pandemic was worth attention to support higher levels of 

PCC.   

 

Ten general practice organisations across Australia who had won quality awards were 

invited to participate and five were recruited. These organisations were anticipated to 

exemplify the characteristics of general practice, such as include quality, safety and PCC 

(24). A qualitative descriptive approach and a collective case study method was employed 

to explore the experiences and perspectives of PCC at these exemplar practices. Data 

were collected using one-on-one semi-structured interviews and interview data were 

analysed thematically using a constant comparison approach. It was found that the focus 

on PCC by general practice teams had survived the first 18-months of the pandemic, and 

high functioning general practice teams can still focus on PCC under these conditions. 

New PCC approaches identified in the study can guide the wider general practice 

discipline in their pursuit of PCC and assist policymakers with the development of 

patient-centred general practice policy. This study has been completed and is currently 

being considered for publication in the journal, Australian Journal of General Practice 

(Chapter 8).
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4.1 Abstract 

4.1.1 Background 

GPs providing PCC is embedded in international health care policies due to its positive 

impact on patients and potential to lower health care costs. However, what is currently 

known about GP-delivered PCC is unknown. 

 

4.1.2 Objective 

To synthesize literature investigating GP-delivered PCC and address “what is currently 

known about GP-delivered PCC?” 

 

4.1.3 Method 

A systematic literature search was conducted between June and July 2018. Eligible 

articles were empirical, full-text studies published in English between January 2003 and 

July 2018, related to at least three of the four dimensions of PCC described by Hudon and 

colleagues (2011), and related to preventative, acute and/or chronic care by GPs. 

Following screening, full-text articles were independently assessed for inclusion by two 

investigators. Data were extracted and quality assessed by two researchers. Findings on 

PCC were analysed thematically (meta-synthesis). 

 

4.1.4 Results 

Thirty medium to high-quality studies met the inclusion criteria. Included studies utilised 

varied designs, with the most frequent being quantitative, cross-sectional. A theoretical 

model of PCC was synthesised from included studies, and contained four major 

components: 1) understanding the whole person, 2) finding common ground, 3) 

experiencing time and 4) aiming for positive outcomes. Harms of PCC were rarely 

reported. 

 

4.1.5 Conclusions 

Four overarching theoretical components of PCC relate to elements of the consultation 

and experience of time. These components can be used to inform the development of 

toolkits to support GPs and general practice organisations in pursuit of PCC as well as 

tools to measure patient-centredness. 
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4.2 Background 

PCC is recognised as an important concept that underpins well-functioning health care 

systems (49). The World Health Organization (WHO) defines PCC as care that ‘meets 

people’s expectations and respects their wishes’ (48). A high level of PCC has been 

associated with improved health care outcomes (8,10,12,100), including enhanced 

relationships between clinicians and patients (100), enhanced patient and clinician 

satisfaction (8,11), greater adherence to treatment (12), improved quality of life (10), 

reduced length of hospital stay and lower health care costs (13). Clearly, PCC is a concept 

important to health care. 

 

Primary health care is essential to a person’s health needs and includes prevention, 

treatment, rehabilitation and palliative care (48). GPs are specialised medical generalists 

fundamental to primary care systems (21). The United States based Commonwealth Fund 

estimates that most people in developed countries visit their GP on more than five 

occasions per year (170), indicating that GPs are typically accessible and highly utilised. 

Hence, GPs are well-positioned to develop long-standing relationships with patients, a 

fundamental component of PCC (33). 

 

Despite its advantages, there are many barriers to the implementation of PCC in practice. 

Practitioners need to advance knowledge, develop new skills, and change perceptions 

about power dynamics between patients and GPs to effectively provide PCC (22). 

Practitioners are required to provide care in accordance with clinical guidelines (22), to a 

patient base reported to be increasing in size and complexity (122). Joseph-Williams and 

colleagues found GPs felt time constraints shifted their priorities of care to treatment (e.g. 

medication prescription), at the expense of fundamental components of PCC (139). 

General practice business models, structures and payment schemes are also likely to 

moderate GP-delivered PCC (171). 

 

There are many definitions of PCC in the literature due to its highly contextual and 

conceptual nature (29,33,48). Figure 3 outlines one conceptual model of GP-delivered 

PCC containing four inter-related dimensions, developed by Hudon and colleagues (172). 

This model, published in 2011, formed from the results of two seminal reviews, a 2003 

review by Stewart and colleagues (42) and a review by Mead and Bower published in 

2000 (41). The dimensions of PCC outlined by Stewart and colleagues (42) also formed 
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the conceptual basis for the most recent systematic literature synthesis of GP-delivered 

PCC, published by Hudon and colleagues in 2012 (33). Their thematic analysis examined 

articles published between 1980 and 2009 and was restricted to chronic disease care (33). 

Much has been published about PCC since this 2012 review, including broader health 

setting concept analyses regarding PCC (29,31). It is timely to update and expand the 

work by Hudon and colleagues (33). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

To our knowledge, there has been no synthesis of studies investigating GP-delivered PCC 

covering preventative and acute care, in addition to chronic disease management. Our 

work also advances the work of Hudon and colleagues (33) by synthesising the literature, 

to address: “what is currently known about GP-delivered PCC?”, and inform an updated 

model of PCC. Greater conceptual understanding of PCC has the potential to identify 

strategies to support greater implementation of PCC by GPs, general practice consumers 

and health policy.  

 

Figure 3: Model of Patient-Centred Care Illustrated by Hudon and Colleagues (172) 
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4.3 Methods 

4.3.1 Overview of study design 

An integrative review was undertaken to conduct a broad review that allows for 

simultaneous inclusion of qualitative and quantitative research (160). This study utilised 

5-step integrative review framework: 1) problem identification, 2) literature search, 3) 

data evaluation, 4) data analysis and 5) presentation (160). The SPIDER tool (173) 

(Sample, Phenomenon of Interest, Design, Evaluation and Research Type) was used to 

establish search parameters and the review question, “what is currently known about GP-

delivered PCC?”. This study was reported in accordance with the Preferred Reporting 

Items for Systematic Reviews and Meta-Analyses (PRISMA) statement (174). This study 

was registered through PROSPERO (175) (No. CRD42018104493) prior to the screening 

of search results.    

 

4.3.2 Sample and inclusion/exclusion criteria 

Studies were considered eligible for inclusion if they were empirical full-text studies 

published in English between January 2003 and July 2018, related to at least three of the 

four dimensions of PCC described by Hudon and colleagues (Figure 3) (172) and related 

to preventative, acute and/or chronic care provided by GPs. Studies involving care 

provided by other health professionals were excluded. The review frame was commenced 

at 2003 because this is when the landmark conceptual framework on PCC was published 

by Stewart and colleagues (42). After 2003, the terminology of PCC has been consistent 

with the model of GP-delivered PCC by Hudon and colleagues (172) and allowed for the 

most comprehensive search of literature to inform this review. Increasing the breadth of 

the literature search to acute and preventative care enabled the review to expand on the 

chronic disease focus of Hudon and colleagues (33). 

 

4.3.2 Literature Search 

A systematic literature search was conducted between June and July 2018 with the 

assistance of a health librarian. Three online databases were searched in line with 

methodological recommendations for integrative reviews (160). Online databases 

searched were CINAHL Plus with Full Text, MEDLINE and SCOPUS. Medical Subject 

Headings (MeSH) were identified in an initial search. The following MeSH were used to 

identify all relevant peer-reviewed publications: 
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• For patient-centred care: patient-centered care OR patient-centred care or 

family centered care 

• For general practitioner: physicians, family OR general practitioners OR 

physician  

 

The MeSH used for “patient-centred care” encompassed patient-focused care, client-

centred care and medical home. Single dimensions of PCC such as ‘empowerment’ or 

‘shared-decision making’ were not used as search terms as this study focused on holistic 

PCC rather than its constituent components. The Boolean connectors AND and OR were 

used to combine search terms. Journals were also found through journal hand, citation 

and forward reference searching. All literature search results were imported into 

EndNote.  

 

Duplicates were identified and removed prior to the screening of collected articles. Article 

titles were screened for relevance by one investigator (BB), and those that met the 

inclusion criteria were retained. Abstracts were then independently screened by another 

investigator (IS) in duplicate with the primary investigator (BB) using the inclusion and 

exclusion criteria. All full-text articles were screened independently by two investigators 

to determine their eligibility. Discrepancies were resolved via discussion with two 

researchers and a third reviewer was not required during this process.   

 

4.3.3 Data extraction and appraisal 

One investigator (BB) extracted the data into a table developed by the research team. Data 

extracted included: first author, year, country, aim, study design, methods, 

participants/setting, measure of PCC, and findings related to PCC. A second investigator 

(IS) independently cross-checked the extracted data to ensure accuracy. Both 

investigators then critically appraised the articles using the Mixed Methods Appraisal 

Tool (MMAT), version 2018 (176). The MMAT was used as it allows for simultaneous 

evaluation of qualitative, quantitative and mixed method studies, it is time efficient (15 

min per study) and has demonstrated reliability (176). For assessment, studies received 

one mark out of a possible five per quality criterion specific to study design. Studies that 

received one mark out of a possible five were excluded due to serious quality concerns. 
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4.3.4 Data analysis 

Meta-synthesis is recommended as a rigorous data analysis approach for integrative 

reviews because it facilitates a comprehensive and iterative examination of findings from 

quantitative, qualitative, mixed methods and systematic review articles (160). In line with 

framework, the process of meta-synthesis is to initially analyse studies independently 

prior to collectively (177). Researchers read and re-read studies and tabulate key concepts 

as a group. Key concepts were labelled as table headings and positioned alongside one 

another to enable studies to be compared to identify relationships and themes. This 

process was continued until data saturation was achieved, where no new themes emerged. 

In line with integrative review methodology (160), the analysis progressed from a 

description of patterns to a higher level of abstraction. The conceptual model was 

continually revised in order to be inclusive of as much data as possible. Then, the 

important elements were synthesised into an integrated summation of GP-delivered PCC. 

 

4.4 Results 

4.4.1 Included studies 

The PRISMA flow diagram (Figure 4) outlines the identification, screening and inclusion 

of studies. Thirty-three studies met the inclusion criteria. Three studies were subsequently 

removed as they were found to have been included in a systematic literature review (SLR) 

included in the present synthesis. The thirty remaining studies and their characteristics 

are described in Table 3. Eight (n=8) studies pertained to care of chronic disease 

(33,130,178,179,180,181,182,183) and the remaining did not focus on a specific illness. 

The most frequently used methods included survey, interview and consultation 

observation. Study samples (excluding reviews) consisted of patients (n=11) 

(8,180,182,184,185,186,187,188,189,190,191), GPs (n=1) (108) or both patients and GPs 

(n=16) (109,111,130,178,179,181,183,192,193,194,195,196,197,198,199,200). 
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Figure 4: PRISMA Diagram 
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Table 3: Description of (n=30) Included Studies in Order of Methodological Design Published 2003-2018 

First 
author 
(year); 
country 

Aim Method  Participants 
(n)/setting 

Measure of 
PCC 

Findings related to PCC MMAT 
Mark 
(out of 5) 

Summary 

Systematic Literature Review of Mixed Designs 
Hudon 
(2012); 
Canada(3
3) 

Synthesise 
literature and 
outline main 
dimensions of 
PCC in chronic 
disease 
management in 
family medicine 

Literature synthesis of 
articles published 1980-2009 
and thematic analysis. 
Electronic databases: 
Medline, Embase and 
Cochrane 
 

Articles (n=32), 
Reviews (n=1), 
Qualitative 
(n=10), 
Quantitative 
(n=3), M.M. 
(n=3), non-
empirical (n=15). 

N/A Six themes: 
1. Starting from the pts 
situation 
2. Legitimising the illness 
experience 
3. Acknowledging the pts 
expertise on their own life 
4. Developing an ongoing 
partnership 
5. Offering realistic hope 
6. Providing advocacy for 
the pt in the health care system 

N/A Themes reinforce prior 
knowledge of 
conceptual definition 
of PCC by Stewart and 
colleagues(42), 
emphasise PCC 
longitudinal dimension, 
and dimensions 
independent of the GP-
Pt relationship.  

Ridd 
(2009); 
United 
Kingdom
(159) 

Derive 
framework of 
the factors that 
define GP-pt 
relationships 
from pt 
perspective 

Qualitative literature 
synthesis of articles 
published until 2008 and 
thematic synthesis. 
Electronic databases 
searched: Medline, Embase, 
Psychinfo, Web of Science 

Qualitative 
studies (n=11); 
Interviews (n=7); 
Focus groups 
(n=4)  

N/A Two main themes with sub-
themes: 
1. Development and 
maintenance of doctor-pt 
relationships 
i. Longitudinal care 
2. Depth of doctor-pt 
relationship 
i. Quality of interaction is 
important 
ii. Built on knowledge, trust, 
loyalty and regard, empathy 
and holistic care.  
iii. Pts wanted GPs to appear 
interested, listen well, 
explain clearly, elicit 
discussion and SDM 
iv. GPs' openness, honesty 
and recognition of the 
boundaries to their own 
abilities supported trust.   

N/A GP skills and 
knowledge are crucial 
to development of and 
maintenance of doctor-
pt relationship.  
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Randomised Controlled Trial 
Cooper 
(2011); 
United 
States(17
8) 

Compare 
effectiveness of 
pt-centred 
interventions 
with the 
effectiveness of 
minimal 
interventions 

Intervention by community 
health workers in four arms, 
Intensive (GPs): 
communication skills 
program via standardised pt 
and trained to increase pt 
engagement, activation and 
empowerment. Minimal 
(GPs): received hypertension 
treatment guidelines and 
monthly health-education 
newsletter. 
Intensive (Pts): Pre-visit 
coaching in-line with GP 
program and fortnightly 
coaching messages for 1yr. 
Minimal (Pts): Monthly 
health education newsletter.  

GPs (n=41); 
Pts (n=279); 
GP/Pt Intensive 
(n=83); GP 
Minimal/Pt 
Intensive (n=57); 
GP Intensive/Pt 
Minimal (n=84); 
GP/Pt Minimal 
(n=55)/14 urban 
PC clinics 

PICS(201), 
RIAS(202) 

Change at 12-months for 
GP+Pt intensive vs. GP+Pt 
minimal 
- PDM β= +6.20 vs. β=-5.20 
(p=0.03) 
- GP facilitation β= +0.22 
vs. β= -0.17 (p=0.03) 
- Information exchange β= 
+0.32 vs. β= -0.22 (p=0.005) 
- GP verbal dominance 
diminished in all pt visits as 
compared to pre-intervention 
standardised pt visit.  

2 Communication skills 
training increased PCC 
for pt participation, 
involvement in DM, 
information exchange 
and GP listening. 

Purkaple 
(2016); 
United 
States(19
2) 

Examine if pts 
could encourage 
GPs to pay 
attention to their 
QOL goals by 
writing them on 
pre-encounter 
forms. 

Intervention: Pts completed 
pre-visit 3-item survey 
focused on QoL; 
Control: Pts completed 1-
item symptom-based pre-
visit survey. Then, both 
groups presented the survey 
to GPs during consultations. 
GPs blind to study purpose 

Pts (n=64); 
GPs (n=16)/ 
Academic 
medical practice   

Modified 
Flanders 
interaction 
analysis(203), 
Modified 
Carkhuff-
Truax 
scale(204) 

Intervention vs. Control  
Empathy: 2.53 vs. 2.92 
(p=0.01) 
- No effect of intervention 
on clinical-DM, attendance, 
positive regard, doctor or pt 
talk. 

3 Reminding pts of QoL 
rather than symptoms 
pre-consultation 
reduced empathy and 
had no effect on 
clinical DM in 
consultations. 

Secondary Analysis of a Cluster-Randomised Controlled Trial 
Wrede 
(2013); 
Germany
(200) 

Examine 
whether GPs set 
shared health 
priorities with 
older pts 
experiencing 
multi-morbidity 
and if it was 
facilitated 
through pt-
centred 
behaviour 

Intervention: GPs trained on 
prioritisation and pt-
centredness, and conducted a 
geriatric assessment using a 
pt-centred guide 
Control: GPs conducted a 
conventional geriatric 
assessment with no training. 
Audio-recorded 
consultations analysed by 
occurrences of PCC. 

Pts (n=43); GPs 
(n=28) 
(Intervention Pts 
n=24, GPs n=13); 
Control Pts n=19, 
GPs 
n=15)/Cluster 
randomised by 
postcode/41 total 
general practices 

Theoretical 
categories of 
PCC: ICEE, 
SDM, 
empathy, 
empowerment 

- Higher markers of PCC in 
intervention consultations. 
- Pts discussed their beliefs 
in 2/3 of consultations; GPs 
used empathy ≥1 in 2/3 of 
consultations; GPs initiated 
≥1 ICEE component in 1/4 
of all consultations; SDM 
took place ≥1 in 20 of 43 
consultations. 

3 GP training elicited 
moderately higher 
levels of PCC during 
geriatric assessment. 
Majority of pts able to 
discuss beliefs or were 
involved in SDM.  
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Case-Controlled 
Street Jr. 
(2003); 
United 
States(19
3) 

Examine if GP 
and pt 
preferences for 
pt-centredness 
were related to 
their 
communication 
styles and 
adaptations 

High PPOS scores: 10 GPs 
(5 male) vs. Low PPOS 
scores: 10 GPs (5 male). 
Consultations with 5-8pts 
per GP were audio-recorded 
and verbal behaviour was 
coded and analysed by those 
blinded to the hypothesis 
 
 

Pts (n=135); GPs 
(n=20)/2 PC 
clinics 
 

PPOS(205), Pt 
participation 
and 
partnership 
building(206)   

- GPs mean partnership 
statements per consultation: 
3.17 (range 0-15).  
- No effect of GP PPOS 
scores on partnership 
building statements. 
- Pts with high PPOS scores 
asked more questions, 
expressed concerns and were 
assertive.  
- Pts with high PPOS scores 
were younger (F=10.92, 
p<0.01), more educated 
(F=46.25, p<0.01) and 
higher income (F=4.99, 
p<0.05). 
- Active pt participation and 
GP partnership building 
correlated (r=0.58, p<0.001).  
- 1/3 of GPs partnership 
building followed pt 
opinion, concern or 
question.  

4 GP PPOS score had no 
effect on partnership 
building behaviour, 
while pts with high 
PPOS scores were 
more involved in 
consultation. 
   

Longitudinal 
Lee 
(2010); 
Taiwan(1
91) 

Examine the 
relationships 
between pt 
perceptions of 
autonomy 
support and 
autonomy 
preferences with 
regard to their 
health outcomes 

Pt self-administered survey 
and medical data were 
assessed at: baseline (T1), 4 
months (T2) and 12 months 
(T3). Multiple regression 
analyses conducted. 

Pts: T1 (n=614); 
T2 (n= 516); T3 
(n=396)/1 medical 
centre, 1 district 
hospital, 1 
regional hospital 

HCCQ(207), 
API(208), 
Trust 
Scale(209), Pt 
Visit-Specific 
Questionnaire(
210) 

Linearly adjusted scores 
(Range 0-100) 
- Trust T1: 81.95 ± 11.82 vs. 
T3: 83.27 ± 11.88; 
Satisfaction T1: 84.77 ± 
16.77 vs. T3: 85.61 ± 17.15. 
- Cross-sectional 
informational preference: 
80.68 ± 10.96; perceived 
autonomy support: 76.62 ± 
15.15.  
- Younger, educated pts 
expressed higher decisional 
preference levels; <5% of 
pts did not want SDM. 

5 Pt generally had high 
perceptions of trust, 
satisfaction and 
informational 
preference and desire 
to be involved in DM.  
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- Perceived autonomy 
support related to pt trust 
(r=0.19, p<0.01), 
satisfaction (r=0.21, 
p<0.01), and associated with 
self-rated mental QOL 
(r=0.18, p<0.01).  

Cross-Sectional: Mixed Methods 
Wiking 
(2009); 
Sweden(
197) 

1) Describe 
perspectives 
between 
immigrant pts, 
interpreters and 
GPs 
2) Analyse pt 
satisfaction and 
if interpreters or 
GPs experience 
any ethical 
conflicts during 
consultation 

Clinic receptionists 
distributed post-visit surveys 
to consecutive pts and 
respective GPs and 
interpreters. Survey included 
yes/no and open-ended 
items, and participants were 
asked to reflect and provide 
comments on some answers. 
All groups were asked about 
their experience and 
communication in the 
consultation. Interpreters 
and GPs were asked if they 
had experienced any ethical 
conflicts during the 
consultation. 

Pts (n=40); GPs 
(n=40); 
Interpreters 
(n=40)/12 PC 
clinics 

Author 
constructed 
survey 

Pt positive answers (%) 
- GP respect for their 
culture: 65; personality: 80; 
wishes: 83 
- GP understood their 
problem: 80 
- Pt able to say what’s 
important to them: 85 
- GP's inability to listen a 
barrier to communication.  
- GPs need to adjust 
information to the pts 
educational level not culture.   
- 1/3 of GPs reported 
cultural differences had a 
negative impact on 
consultation. 

4 Interpreters and 
immigrant pts report 
that not all GPs are 
able to provide 
important aspects of pt-
centredness (e.g. 
respect). Possibly due 
to cultural barriers and 
limited GP 
interpersonal skills. 

Cross-Sectional Quantitative: Survey 
Altin 
(2016); 
Germany
(8) 

To explore if 
subjective 
health literacy, 
perceived pt-
centred 
communication 
and SDM is 
associated with 
pts satisfaction 

Nationwide survey via 
computer assisted telephone 
interviews. Descriptive 
statistics analyses including 
binary logistic regression 
analysis.  

Pts: (n=1125)  CAHPS(211), 
Commonwealt
h Fund 
Perceived 
SDM(212)  

Domain x Satisfaction (OR 
(95% CI)) 
GP ‘often or always’ 
spending time with their pt 
3.12 (1.410-6.905) (p<0.01); 
GP knew important things 
about medical history 3.46 
(1.502-7.994) (p<0.01); 
experience SDM 4.02 
(1.849-8.744) (p<0.001); Pt 
understand communication 
4.44 (1.817-10.869) 
(p<0.001); Pt adequate 
health literacy 2.07 (1.002 – 
4.264) (p<0.05) 

5 Pts more likely to be 
satisfied if experienced 
time, SDM and 
information exchange 
with GP. 
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Blair 
(2013); 
United 
States(17
9) 

Investigate 
clinicians' 
explicit and 
implicit 
ethnic/racial 
bias and black 
and Latino pts 
perceptions of 
care 

Hypertensive pts completed 
a telephone survey 
administered by a 
professional company. If 
phone contact could not be 
made, a written survey was 
used. Data analysis included 
mixed effects models. 

Pts (n=2908); GPs 
(n=134)/3 PC 
organisations. Pt 
ethnic groups; 
Black (n=612), 
Latino (n=859), 
White (n=1437) 

PCAS(213) Pt ratings: Black vs. White 
vs. Latino (mean ± SD) 
- Contextual knowledge: 75 
± 19 vs.74 ± 20 vs. 73 ± 20; 
interpersonal treatment: 84 ± 
19 vs. 86 ± 18 vs. 81 ±19; 
communication: 84 ± 18 vs. 
84 ± 17 vs. 80 ± 19; trust: 79 
± 16 vs. 82 ± 15 vs. 76 ± 15. 
- Subscale scores lower for 
Latino pts vs. White pts for 
'interpersonal treatment' 
(p<0.01); 'communication' 
(p<0.01); 'trust' (p<0.01), 
and for Black vs. white pts 
for 'trust' (p<0.01) 

4 Not all pts received 
PCC, but this did not 
vary by race. Lowest 
scores may be due to 
cultural barriers and 
limited GP 
interpersonal skills. 

Baldwin 
(2008); 
United 
States(18
4) 

Investigate how 
PPOS scores are 
associated with 
pts’ medication 
information 
seeking 
behaviour and 
three different 
clinical markers 
of health. 

Hypertensive pts 
participated in an interview 
where surveys were 
completed and dichotomous 
questions were answered. 
Laboratory data was 
assessed for clinical markers 
of health. Data analysis 
included logistic and linear 
regression models. 

Pts (n=189)/ 2 
Veteran Affairs 
clinics and 4 
community-based 
clinics 

PPOS(205) High PPOS scores were 
associated with: 
- Higher engagement in 
health-related information 
seeking from a greater 
variety of sources (β=0.21, 
t=2.86, p=0.005) 
- Higher average systolic 
(β=0.16, t=2.04, p=0.04) and 
diastolic (β=0.15, t=2.02, 
p=0.04) blood pressure and 
↑ LDL levels (β=0.17, 
t=2.05, p=0.04) 

4 Pts who preferred 
higher levels of PCC 
engaged in behaviour 
consistent with their 
preferences, but had 
poorer markers of 
health. 

Choi 
(2015); 
South 
Korea(18
5) 

Examine pt 
expectations for 
PCC and the 
related socio-
demographic 
factors in a 
primary care 
setting at 
baseline and 5-
years 

Pt completed a self-
administered survey in 2005 
(Phase 1). Repeated at the 
same clinics in 2010 (Phase 
2). Data analyses; Chi-
square tests and two-way 
nested analysis of variance.  
 

Pts (Phase 1: 
n=359); (Phase 2: 
n=468)/10 PC 
clinics 

PPOS(205) Phase 1 vs. Phase 2 (mean ± 
SD) and Pt agreement (%):
  
- Adjusted sharing scores 
3.67 ± 0.68 vs. 3.82 ± 0.44 
(p<0.001) and caring scores 
(4.01 ± 0.57 vs. 3.67 ± 0.58 
(p=0.001) 
- The GP should decide what 
gets talked about during visit 
47.9% vs. 58.1% (p<0.01) 

3 Demographic factors 
may influence pt 
preferences for PCC. 
Sharing scores were 
higher over time, pts 
wanting more PCC is 
more recent. 
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- Healthcare less personal 
but a small price to pay for 
medical advances 30.9% vs. 
39.5% (p=0.01) 
- Pt disagreement with the 
GP is a sign of a lack of pt 
respect and trust 45.1% vs. 
38.0% (p<0.05) 
- Pt must always be aware 
GP is in charge 54.3% vs. 
47.2% (p<0.05)  
- Treatment plan can’t 
succeed in conflict with pt 
lifestyles or values 59.9% 
vs. 52.1% (p<0.05) 
- Humour a major ingredient 
in GPs treatment of the pt 
72.4% vs. 64.1% (p<0.05). 
- Mean PPOS scores higher 
in the younger pts with a 
higher income, higher 
education level and better 
functional health status (all 
<0.001).  

Cvengros 
(2009); 
United 
States(18
6) 

Examine pt 
preferences for 
clinical 
encounter and 
analogous 
dimensions of 
GP behaviour 
and effects of 
congruence on 
pt outcomes 

Pts completed self-
administered pre-visit 
survey. Researcher 
interviewed pts in the 48hrs 
after their consultation. 
Medical data collected from 
pt charts. Statistical analyses 
included hierarchical linear 
models.  

Pts (n=218)/2 PC 
clinics 

PPOS(205), 
KHOS(214), 
PBQ (author 
developed), 
PSQ-18(215) 

- Symmetry in information 
sharing and SDM, F(2, 208) 
3.71, (p=0.03) and 
behavioural involvement, 
F(2, 205) 3.60, (p=0.03) 
were significant predictors 
of pt satisfaction. 
- Symmetry between pt 
preferred and reported 
behavioural involvement 
predicted self-reported 
diabetes adherence, F(2, 
195) =3.39, (p=0.04) 
- Pts who preferred ↑ 
information sharing and 
SDM but reported ↓ 
behaviour from their GP had 

4 Pts more likely to be 
satisfied when GP 
comprehended their 
perspectives and 
tailored care 
accordingly. 
Congruence between pt 
preferences and GP 
care may positively 
influence health.   
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↑ mean HbA1c values than 
those symmetrical 
preferences and perceptions 
(mean =7.49 vs. 6.99%), 
(p=0.08). 

Doubova 
(2016); 
Mexico, 
Brazil, 
Columbi
a, El 
Salvador
(187) 

Identify PCC 
attributes 
associated with 
perceptions of 
good quality in 
Brazil, 
Columbia, 
Mexico and El 
Salvador 

Computer-assisted telephone 
survey administered to a 
nationally representative 
sample of pts in four 
countries. Pts recruited via 
random digit dialling. Data 
analysis included multiple 
Poisson regression analyses.   

Pts (n=6005) Adapted 
Commonwealt
h Fund 
survey(216) 

Item vs. association with 
quality care (Sample 
country) 
- PCP knows relevant 
information about pt medical 
history; PR 1.21 95% CI 
1.02-1.43 (Mexico) 
- PCP coordinates health 
care; PR 1.19 95% CI 1.02-
1.20 (Columbia); PR 1.11 
95% CI 1.02-1.20 (Mexico); 
PR 1.13 95% CI 1.04-1.22 
(El Salvador) 
- PCP gives pts opportunity 
to ask; PR 1.16 95% CI 
1.00-1.35 (Brazil) 
- PCP who explains things 
PR 1.35 95% CI 1.11-1.71 
(Columbia) 

4 Pts reported high 
quality care constitutes 
several elements of 
PCC such as, 
information exchange, 
understanding the 
whole person and care 
coordination.  

Dulewicz 
(2013); 
United 
Kingdom
(188) 

Determine how 
GPs 
trustworthiness, 
practice 
orientation, 
performance 
and pt 
satisfaction are 
related 

Clinic receptionists 
distributed survey to every 
fourth pt who had seen their 
GP previously. Sample 
closely reflected the profile 
of pts who responded to a 
2010 national survey in 
England. Main data analysed 
with hierarchical regression 
and t tests.    

Pts (n=372) PPOS(205), 
Adapted Wake 
Forest 
scale(217)  

- GP trustworthiness a 
predicted continuity of care 
(14% variance), doctors' 
performance (40%) and pt 
satisfaction (39%).  
- Continuity of care 
predicted GP performance 
(20%), pt satisfaction (19%) 
and GP trustworthiness 
(15%).  

4 High levels of trust and 
continuity of care were 
important indicators of 
GP performance and pt 
satisfaction. 

Jayasing
he 
(2008); 
Australia
(180) 

Evaluate 
association of pt 
and general 
practice 
characteristics, 
with PCC as a 

Chronically ill pts completed 
a self-administered survey. 
Data analysis; factor 
analysis and multilevel 
regression models.  

Pts (n=7505)/96 
PC clinics 

GPAS(218)  - Pt rated care to be pt-
centred (241 ± 47.8) (Mean 
± SD) 
-Highly satisfied with PCC: 
females (p<0.05), older 
chronically ill (p<0.001), 

5 Most pts experienced 
PCC, while pts highly 
satisfied with PCC 
were identified in 
demographic sub-
samples. 
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main outcome 
measure 

better self-reported health 
status (p<0.001), less 
educated (p<0.001), 
unemployed (p<0.001), 
living in urban areas 
(p<0.001). 

Mercer 
(2006); 
United 
Kingdom
(195) 

Evaluate the 
CQI-2, an 
updated 
consultation 
quality index, 
by incorporating 
a process 
measure of GP 
empathy  

Assessed two data sets: West 
of Scotland Data vs. U.K. 
Data. Data collected with Pt 
pre- and post-consultation 
surveys. GPs completed self-
assessed measures for 
empathy. Data calculated 
into sextiles, and Pearson’s 
correlations used. 

Pts (n=56 to 131 
per GP); GPs 
(n=26)/26 PC 
clinics  

CARE 
measure(219), 
PEI(220), 
GPAQ(221) 

- GPs perceived empathy 
correlated with pt ratings of 
GP empathy (r=0.43, 
p<0.05) and pt enablement 
(r=0.52, p<0.05). GP 
perceived importance of 
empathy correlated with pt 
ratings of GP empathy (r 
=0.50, p<0.05) and 
enablement (r =0.47, 
p<0.05). 
- ↓ consultation quality 
scores: GPs were valued less 
by pt (p<0.01), colleagues 
(p<0.05), work-home life 
imbalance (p=0.001), GPs 
valued empathy as less 
important (p<0.05), lower 
mean ideal consultation 
length (p<0.05). 
- ↑ consultation quality 
scores correlated with 
confidence in the GP 
(r=0.54, p<0.01), pt 
recommendation of GP to 
others (r=0.87, p<0.001), pt 
satisfaction (r=0.79, 
p<0.001), GP self-rated 
empathy (r=0.45, p<0.05). 

5 GP experiences, 
outcomes and 
perceptions influence 
consultation quality. 
Pts who received PCC 
had better quality 
consultations, were 
satisfied and more 
likely to recommend 
their GP to others. 

Rutten 
(2018); 
Netherla
nds(181) 

Assess the value 
of a consultation 
model that 
facilitates 
person-centred 
diabetes care 

Pt were asked to complete a 
pre- and post-consultation 
survey. GPs completed a 
post-consultation survey. 
Health data retrieved from 
electronic pt files. 

Pts (n=1200); GPs 
(n=57)/47 PC 
clinics 

Pt Activation 
Measure-
13(222) 

- GPs gained insight into pt 
life-related factors (89.2% of 
consultations), shared 
decisions about treatment 
goals (80.1%) and care 
(82.5%).  

4 Most GPs reported 
being able to practice 
PCC. Majority of pts 
wanted to be involved 
in DM, while most felt 
they were involved.  
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from the pt and 
provider 
perspective 
 

Multivariable binary logistic 
regression analyses 
performed.    

- PC pts were more often 
informed about treatment 
options vs. secondary care 
(93.1% vs. 87.3%; P 
<0.001).  
- 94.4% of pts were involved 
in SDM. Older pts’ were 
more likely to feel involved 
in SDM (OR 1.0; p<0.05). 
- PC SDM influenced by: pt 
motivation, preferences, 
lifestyle, QOL and self-
management skills. 

Schunk 
(2015); 
Germany
(182) 

Examine the 
relationship of 
diabetes care 
processes and pt 
outcomes with 
indicators of pt-
oriented care 
delivery 

Researchers conducted face-
to-face interviews using 
surveys, with a population-
based sample of diabetic pts, 
regarding process and 
outcome parameters of 
diabetes care. Participants 
drawn from previous 
research. Multiple regression 
analyses performed.  

Pts (n=486) Likert scales 
and survey 
(author 
developed) 

Pt ratings of 
“Good/Excellent” (%) 
- Psychological support: 78 
- Information 
comprehension: 87 
- Opportunity to ask 
questions: 90 
- SDM: 85 
- Positive Pt-GP relationship 
associated with medication 
adherence (OR 1.92; 95% 
CI: 1.39-2.64) 

5 Positive GP-Pt 
relationship enhanced 
health behaviours. 
Majority of pt rated 
their GP highly for 
PCC. 

Vedsted 
(2008); 
Denmark
(196) 

1) Examine 
associations 
between 
EUROPEP 
survey items 
and pt 
recommendatio
n of GP 
2) Examine 
survey 
relationship 
with 
components of 
family medicine 

GPs distributed surveys to 
100-191 consecutive pts, 
who completed the survey 
and returned to secretary. 
Prevalence ratio and 
generalised liner model were 
calculated in analyses.   

Pts (n= 50191) 
GPs (n=690) 

EUROPEP 
Survey(223) 

Pt positive answers (%) 
Perceived time during the 
consultation 78; Interest in 
pt personal situation 81; 
Easy for pt to discuss 
problems 81; SDM 78; 
Listening to pt 84; Keeping 
pt records and data 
confidential 94; Explaining 
purpose of tests/treatments 
80; Saying what pt want to 
know about illness 76; 
Emotional support 73;  
- Positive answers in the GP-
Pt relationship domain (PR 

5 Most pt reported 
positive experiences of 
PCC by their GP.   
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range=1.96-2.04) and 
'information and support' 
domain (PR range= 1.88-
1.97) associated with 
willingness to recommend 
GP. 

Cross-Sectional Quantitative: Taped Consultations and Survey 
Aboumat
ar 
(2013); 
United 
States(18
3) 

Determine how 
low health 
literacy 
influences pt 
interest in 
participation, 
medical visit 
communication 
and pt reported 
outcomes 

Analysis using enrolment 
data from the RCT by 
Cooper and colleagues(178). 
Low health literacy (n=102), 
adequate health literacy 
(n=173). Pt surveyed and 
initial GP visit audiotaped, 
coded, and assessed. 
Analyses included multi-
level models.    

Pts (n=275); 
GPs (n=14)/Urban 
PC 
 

3-item PDM 
scale(224), 
RIAS(202) 

Low health literacy Vs. 
Adequate health literacy 
(mean (95% CI)) 
- Medical question-asking 
4.46 (3.37-5.89) vs. 6.82 
(5.90-7.89) (p=0.02) 
- No differences in GP 
behaviours, overall 
communication, pt ratings of 
care, trust and PDM 
(p’s>0.05).  
- Over 2/3 of participants 
wanted to experience PDM. 

5 GPs did not change 
communication 
behaviours based on 
health literacy. 
Majority of pt in both 
groups wanted to be 
involved in SDM with 
GP.  

Carrard 
(2018); 
Switzerla
nd(198) 

Investigate 
whether GP 
interpersonal 
accuracy is 
related to GP 
behavioural 
adaptability 
(BA) 

Pt completed pre- and post-
consultation surveys and 
GPs completed a pre-
consultation survey. 
Consultation videotaped and 
verbal and non-verbal 
behaviour was coded. 
Analyses included multi-
level models.   

Pt (n= 244); GPs 
(n=61)/PC Clinics 
 

PPOS(205), 
RIAS(202) 

- No link between 
interpersonal accuracy and 
verbal behavioural 
adaptability.    
- GP BA & pt-centred 
behaviour not related to pt 
outcomes (p’s>0.05)  
-Female GPs’ non-verbal 
BA significantly positively 
linked to pt outcomes 
(p<0.05).  

4 GPs can adapt verbal 
and non-verbal 
behaviours to pt 
preferences, which may 
impact pt outcomes. 

Fiscella 
(2004); 
United 
States(10
9) 

Assess GP pt-
centred 
behaviours and 
their association 
with pt-reported 
trust 

Trained standardised pt 
made 2 audio-recorded 
unannounced visits to GPs. 
These pts then completed a 
survey with items from 
PCAS(213) trust subscale. 
RA administered the same 
survey to 50 consecutive pts 
from each practice in the 
MCO. Audio-recordings 

Pt (n= 4746); GPs 
(n=93)/Urban 
MCO 

MPCC(225), 
PCAS(213) 

- 1 SD increase in ‘exploring 
pts disease and illness 
experience’ associated with 
0.08 SD increase in trust 
(95% CI 0.02–0.14).  
- 1 additional minute with 
standardised pt associated 
with a 0.01 SD increase in pt 
reported trust. 

5 GPs experiencing time 
with pts is fundamental 
to the delivery of PCC.  
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were analysed using the 
MPCC(225) to assess PCC. 
Data analysed using multi-
level modelling.   

- Higher pt trust associated 
with longer GP-pt 
relationship, longer visits, 
and exploring pt disease and 
illness experience 
(p’s<0.05).  

Franks 
(2005); 
United 
States(19
9) 

Examine 
relationship of 
GP interactional 
style and 
performance on 
quality of care 
indicators 

Data sources: 1) Claims data 
provided by the MCO on 
quality care indicators, 2) 
Standardised pt visit 
transcripts from previous 
research(109), 3) Pt surveys 
administered by a research 
assistant to consecutive pts 
in the MCO. Data analyses; 
multi-level modelling   

Pts (n=4746); GPs 
(n=174)/Urban 
MCO 

MPCC(225), 
PCAS(213), 
HCCQ(226) 

- ↑ STAK was associated 
with ↑ undertaking of 
mammograms (Adjusted OR 
1.03; p<0.05), HbA1c 
testing (Adjusted OR 1.18; 
p=0.01); and ↓ annual Pap 
tests (Adjusted OR 0.97; 
p=0.01). 
- Higher MPCC scores 
associated with ↑ 
undertaking of 
mammograms (Adjusted OR 
1.02; p=0.05). 

5 Deeper GP-Pt 
relationships and 
higher levels of PCC 
positively influences 
health behaviours.   

Jani 
(2012); 
United 
Kingdom
(189) 

Compare GP 
consultations 
and early 
outcomes for pt 
with depression 
living in 
high/low 
socioeconomic 
deprivation 
areas. 

Consecutive pts completed a 
survey at first GP attendance 
and had consultation video-
recorded. Then completed a 
one-month follow-up 
survey. Verbal and non-
verbal communication 
assessed. Multi-level 
modelling used for 
regression analysis.      

Pts (n=163)/20 
PC clinics  

MPCC(225), 
CARE 
Measure(219), 
PEI(220), 
Modified 
Mehrabian’s 
Schemata(227
)  

MPCC component score 
(Mean ± SD) deprived vs. 
affluent areas (1=very pt-
centred; 0=not at all pt-
centred): 
Exploring disease and illness 
experience 0.258 ± 0.13 vs. 
0.321 ± 0.14 (p<0.01); 
Finding common ground 
0.74 ± 0.17 vs 0.81 ± 0.13 
(p<0.01)   
- GP in deprived areas 
looked at pt less (p<0.01), 
had fewer head nods 
(p=0.001) and had fewer 
positive facial expressions 
(p<0.05).  
- CARE & MPCC scores 
lower in pts with moderate-
severe depression and living 
in deprived areas (p <0.01)  

5 PCC is highly 
contextual, 
demographic and pt 
characteristics may be 
barriers to PCC 
delivery by GPs.    
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Orton 
(2016); 
United 
Kingdom
(108) 

Investigate 
factors affecting 
consultation 
length and 
association with 
PCC. 

GPs (n=27 male, n=20 
≥20yrs experience, n=19 
with emotional exhaustion) 
had 22 consecutive 
consultations audio-
recorded. Analyses; multi-
variate mixed-effects 
regression.  

GPs (n=38)/PC 
clinics 

MPCC(225) - Consultation length ranged 
from 1 min to 36.1 min 
(mean: 7.9 min).  
- Longer consultations were 
associated with increased 
PCC: understanding the 
disease and the illness 
experience (p< 0.001); 
finding common ground - 
GP expressions (p<0.001) 
- ↑ 1SD of pt-centredness 
equalled a ↑consultation 
time of 11.2min (p< 0.001). 

5 PCC required time; 
several elements of 
PCC were more 
prevalent in longer 
consultations. 

Wolff 
(2012); 
United 
States(19
0) 

Investigate 
effects of family 
companion 
presence on pt-
centred 
processes 
among older 
adults with poor 
mental health 
function 

Pts (>65yrs) and 
companions completed a 
self-administered pre- and 
post-visit survey. Visits 
audio-recorded, coded and 
analyses included logistic 
regression.  

Pts (n=390)/3 PC 
clinics 

RIAS(202) - GPs engaged in less 
partnership-building 
(p<0.001), but contributed 
more orienting statements 
(p<0.05) when pts with poor 
mental health were 
accompanied by family 
companions.  
-Pts with poor mental health 
were significantly less likely 
to experience pt-centred 
communication when 
accompanied (aOR=0.21; 
95% CI: 0.06, 0.68). 
- Accompanied pts in the 
lowest function subgroup 
experienced the least pt-
centred communication 
(0.96 vs. 1.35; p<0.05). 

5 Presence of a family 
companion did not 
significantly influence 
PCC, although pt 
characteristics may be 
a barrier to the delivery 
of PCC.  

Qualitative 
Cocksed
ge 
(2011); 
United 
Kingdom
(130) 

Explore urban 
GP and pt 
experiences of 
chronic illness 
management, 
with a focus on 
holding 
relationships 

Semi-structured interviews 
of GPs (>5yrs experience) 
and pt. Interviews 
audiotaped, transcribed, 
coded and analysed through 
the comparative method of 
Strauss and Corbin(228). 

Pts (n=14); GPs 
(n=11)/1 suburban 
care group 

Thematic 
analysis 

Four themes: 1) holding – an 
acknowledged GP-pt 
relationship, 2) the value of 
holding, 3) dangers of 
holding; 4) judgements on 
the other. 
- GPs reported ‘holding’ as 
partnership, emotional and 

5 GP-Pt relationship 
develops over time. Pts 
expect partnership, 
support, trust, 
understanding and 
listening from their GP.   
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social support, reassurance, 
having accumulated 
knowledge about pt.  
- Trust, consultation 
efficiency improved over 
time as knowledge 
accumulated. 
- Pts described key attributes 
of ‘holding’ as time to listen, 
interest in their local context 
and partnership. 
- Pts valued their GP as 
source of support and 
information.  

Nordin 
(2006); 
United 
States(19
4) 

Identify GPs 
goals for 
managing PC 
pts with 
unexplained 
symptoms 

Trained medical students 
interviewed GPs and Pts 
regarding goals, outcomes 
and disease management 
strategies. Interviews audio-
recorded and transcribed for 
thematic analysis. Pt 
completed a self-assessed 
26-item symptom survey to 
identify characteristics of 
unexplained medical 
symptoms.    
 

Pts (n=47); 
Clinicians 
(n=36;29 GPs) 

Thematic 
analysis 

6 themes of pt-centred goals: 
1) clinician support, 2) pt 
coping, 3) functional 
improvement, 4) 
reassurance, 5) insight, 6) 
harm avoidance.   
- 9% of GPs sought to 
reassure pts; 43% of pts and 
32% of GPs expressed pt 
coping as a treatment goal. 
- GP listening conveyed 
respect, caring, concern and 
commitment 
- Pts wanted to feel validated 
by a respectful, supportive 
clinician 
- 5 clinicians wanted to 
share responsibility with pts 
for managing treatments 

4 Goals of pts were 
mostly pt-centred. Few 
GPs sought to reassure 
pts and share 
responsibility for 
treatment management.    

Walseth 
(2011); 
Norway(
111) 

Examine 
Habermas’s 
theory as a 
practical 
deliberation 
procedure in 
lifestyle 

Researcher directly observed 
consultations, and audio-
taped and transcribed. Eight 
pts were interviewed at 3-
months to further explore pt 
experience. Qualitative 

Pts (n=12); GPs 
(n=8)/8 PC clinics 

Thematic 
analysis 

Three themes: 
1) Pt communication advice. 
Pts wanted GPs to provide 
understanding, consolation 
and encouragement; and 
dialogue to facilitate 
understanding of the medical 

5 PCC was important to 
pts. Pts built 
relationship with GP 
over time, valued being 
involved in DM, and 
were more open to 
treatment if strong 
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counselling via 
pt perspective in 
general practice 

analyses by systematic text 
condensation. 

situation and their everyday 
life. Pts valued if GP knew 
them and their situation, and 
if they acted in an open, 
honest, direct and humorous 
manner.  
2) Time. Pts emphasised 
need for time and repeat 
consultations. 
3) Motivation, obligation 
and care. Pts felt obliged to 
heed GP advice if the GP 
involved them in DM and 
care. Pts tolerated 
counselling better if there 
was an enhanced GP-Pt 
relationship.  

relationship with their 
GP.  

Abbreviations: API, Autonomy Preference Index; BA, behavioural adaptability; CAHPS; Consumer Assessment of Healthcare Provider and Systems; CARE; Consultation 
and Relational Empathy; CI, confidence interval; DBP, diastolic blood pressure; DM, decision making; GP, general practitioner; GPAQ, General Practice Assessment 
Questionnaire; GPAS, General Practice Assessment Survey; HBA1c, glycated haemoglobin; HCCQ, Health Care Climate Questionnaire; ICEE, ideas, concerns, 
expectations experiences; KHOS, Krantz Health Opinion Survey; MCO, managed care organisation; M.M., mixed methods; MPCC, Measure of Patient-Centred 
Communication; OR, odds ratio; PBQ, Provider Behaviour Questionnaire; PC, primary care; PCP, primary care physician; PCAS, Primary Care Assessment Survey; PCC, 
Patient-centred care; PEI, Patient Enablement Instrument; PDM, participatory decision-making; PPOS, Patient-Practitioner Orientation Scale; PR, prevalence ratio; PSQ, 
Patient Satisfaction Questionnaire; Pt, patient; Pts, patients; QOL, quality of life; RA, Research Assistant; RIAS, Roter Interaction Analysis System; SBP, systolic blood 
pressure; SD, standard deviation; SDM, shared decision-making; STAK, satisfaction, trust, autonomy and knowledge. 
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4.4.2 Data appraisal 

The methodological quality of included studies ranged from low (2 marks) to high (5 

marks). No studies were rejected based on their MMAT mark. The included RCTs lost 

marks for failure to adequately describe randomisation procedures and participant 

dropout (178,192). Qualitative studies were mostly rated high, though some lost marks 

for incongruence between data collection, analysis and presentation (111,130,194). The 

most frequent limitation of the quantitative studies was non-response bias, where 

explanations for participant withdrawal or non-consent were unclear (179,186,188,200).  

 

4.4.3 Meta synthesis 

Four main themes of GP-delivered PCC were identified: 1) understanding the whole 

person, 2) finding common ground, 3) experiencing time and 4) aiming for positive 

outcomes. A theoretical model of PCC containing components was constructed from 

these themes and their elements (Figure 5). The first three components are closely related 

through common elements of PCC (e.g., interpersonal skills). The occurrence of the three 

interrelated components of PCC fosters the fourth component, aiming for positive 

outcomes. In our model, aiming for positive outcomes is also illustrated to be a starting 

point for PCC implementation. Clinicians who delivered PCC were rewarded with 

positive patient outcomes, while harms of PCC were rarely reported.
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4.4.3.1 Understanding the whole person  

The first theme related to GPs consideration of the patient as a whole person, in addition 

to the presenting illness. The ‘whole person’ includes an individual’s characteristics, 

values and capabilities, and their influence on the doctor-patient relationship 

(33,159,229). Patients wanted GPs to create dialogue to develop an understanding of the 

medical situation in the context of their everyday life (111). Patients expressed that their 

GP having knowledge of their values, lifestyle and medical history was conducive to 

successful adherence to treatment plans (185,187). Cross-sectional reports in European 

general practices indicated that one-fifth of patients felt that their GP lacked interest in 

their personal situation (196), and felt unable to discuss their beliefs in one-third of 

consultations (200).  

 

Understanding patient preferences and perspectives was important to whole person 

comprehension (111,186,194). Patients who received care delivered in line with their 

preferences and perceptions exhibited higher satisfaction and treatment adherence (186). 

In the study by Cvengros and colleagues, patients who wanted to be involved in decision-

making (DM) and were involved reported being highly satisfied (186). When GPs 

attempted to seek and understand the patient perspective, they used verbal (e.g. asking 

questions) and non-verbal communication (e.g. eye contact) to judge characteristics such 

as emotions and personality (198). Several cross-sectional survey studies collectively 

reported that patients have varied preferences for PCC (186,191,193), suggesting that 

patient needs differ on a case-by-case basis. 

 

4.4.3.2 Finding common ground 

The second theme, ‘finding common ground’ relates to the dynamic where GPs and 

patients ‘meet-halfway’ to build a relationship and form a partnership. This theme is 

closely related to the first component of PCC, because both are underpinned by effective 

interpersonal skills. Key GP skills observed in studies and reported by patients for this 

theme were verbal and non-verbal communication (183,187,194,197), such as 

information sharing (111,194), patient enablement and stimulating them to ask questions 

(195); empathy (192,200), mutual respect (197), trust (109,130,191), autonomy support 

(191,199) and partnership building (130,182,194). Patients reported valuing GPs who 

conveyed respect, caring, concern and commitment (111), and reported wanting 
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validation, respect and support (194). Both patients and GPs expressed the desire to share 

control and involvement in DM (178,181,183,185). 

 

Observational studies reported that effective GP and patient interpersonal skills enhanced 

the doctor-patient relationship (192,200). Active listening by GPs conveyed respect, 

caring, concern and commitment (194). Effective non-verbal communication and 

consultation characteristics such as, attention, eye contact and consultation privacy 

supported the doctor-patient relationship (33). Patients expressed that ‘good’ doctor-

patient relationships involved GP empathy (159). One cross-sectional survey found that 

patient-reported empathy was positively correlated with enhanced patient satisfaction and 

enablement (195). Patients and GPs both reported empathy to be highly important (192). 

Wrede and colleagues audio-recorded consultations and found that GPs demonstrated 

empathy at least once in two-thirds of consultations (200). 

 

Trust was consistently reported as an element needed to establish common ground 

(109,159). In a cross-sectional survey by Dulewicz and Van Dem Assem, perceived GP 

trustworthiness was a predictor of patient satisfaction (109), continuity of care (109,188) 

and perceived GP performance (188). No included studies reported any negative 

consequences of high levels of trust (109,130,159,179,183,185,188,191,199) and patients 

surveyed by Choi and colleagues suggested that a lack of trust and respect could lead to 

disagreement with their GP (185). Patients felt that trust underpinned the depth of the 

doctor-patient relationship (159) and patients wanted a trusting relationship with their GP 

(109). Patients felt that trust was formed when GPs were open, honest and self-aware of 

their own limitations (159). Over three-quarters of patients surveyed in two descriptive 

studies indicated that they trusted their GP (179,191).  

 

The review by Hudon and colleagues reported that GPs facilitated and empowered 

patients to play an active role and be involved in DM (33). Cross-sectional studies 

suggested that higher levels of patient involvement in DM was associated with increased 

patient perceived autonomy support (191), trust (191) and patient satisfaction (8). In an 

observation and interview study by Walseth and colleagues, patients reported that they 

felt obliged to heed medical advice if they were involved with DM (111). Less than 5% 

of patients surveyed by Lee and Lin reported to prefer a purely passive role in DM (191). 

Rutten and colleagues surveyed patients and found that 94.4% were involved in treatment 

DM (181). Wrede and colleagues observed that GPs involved patients in DM in less than 
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half (47%) of consultations (200). However, Rutten and colleagues reported that only 

80% of GPs believed they shared decisions about treatment goals and care with patients 

(181). Patients want to be involved in DM, but there is an imbalance between the 

perceptions of GPs and their patients, as to the extent to which this is achieved.  

 

4.4.3.3 Experiencing time   

The third theme, ‘experiencing time’ has two key dimensions: i) the length of the doctor-

patient encounter and ii) the longitudinal doctor-patient relationship. This theme is closely 

related to all other themes because providers accumulate knowledge (130), build 

partnerships (193), and develop deep relationships with patients over time (108,130,194). 

In one observation and interview study, patients directly expressed the need for more time 

in consultations and for repeated consultations (111). In a different qualitative interview 

study, GPs expressed that having sufficient time to listen to patients was integral to the 

doctor-patient relationship (130). Vedsted and Heje surveyed patients and found they felt 

supported if GPs showed them time and interest (196). Analysis of audio-recorded 

consultations found that patients built higher levels of trust with their GP when the 

provider spent more time with them (109).  

 

Longer consultation duration was consistently reported in association with PCC 

(108,109). More time allowed GPs to focus on lifestyle intervention, health promotion 

and prevention (8,108,109). In urban primary care facilities, Orton and colleagues 

examined consultation length and found them to vary from 1-min to 36-min with an 

average length of 7.9 min (108). In this observational study, increased consultation length 

was positively associated with PCC (108), while shorter consultation length restricted 

empathy, participation and active listening (108). Fiscella and colleagues reported that 

each additional minute shared by GPs and patients corresponded to increased patient-

reported trust (109).  

 

Included studies indicated patient perception and experience of time to be an important 

determinant of optimal consultation duration. A Danish cross-sectional survey reported 

that 78% of patients felt that their GP ‘made them feel like they had time during the 

consultation’ (196). A German cross-sectional survey, by Altin and colleagues, indicated 

that patients who felt their GP ‘often or always spent time’ with them were three times 

more likely to be satisfied with care (8). Collectively, studies suggest longer consultation 
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duration and patient perception of adequate time is associated with higher levels of PCC 

(8,108,109).  

 

Interpersonal continuity of care, where patients re-present to the same GP, is one key 

dimension of longitudinal care. Dulewicz and Van Dem Assem reported that 

interpersonal continuity of care predicted patient-reported satisfaction, doctor 

performance and doctor trustworthiness (188). In their qualitative literature synthesis, 

Ridd and colleagues found that patients expressed doctor continuity to be valuable in 

forming an effective doctor-patient relationship, with nearly one-third of patients who 

had seen their GP at least once before reporting having a deep relationship with them 

(159). The shared longitudinal experience of time between patients and GPs appears 

fundamental to PCC.   

 

4.3.3.4 Aiming for Positive Outcomes 

4.3.3.4.1 Clinical outcomes  

GPs and patients set goals focused on harm avoidance and aimed for positive clinical 

outcomes (194). However, the effectiveness of PCC improving clinical outcomes was 

difficult to determine, because less than 10% of included articles involved a patient-

centred intervention (178,192,200), only one of which measured clinical outcomes (178). 

The RCT by Cooper and colleagues coached patients in the intervention group to increase 

empowerment, engagement and participation within consultations (178). After 12-

months there were no changes between the intervention and control group for systolic and 

diastolic blood pressure (BP), or for patient-reported medication adherence (178). 

Although not significant, there were trends for reduced systolic BP at 12-months in the 

intervention group with uncontrolled BP at baseline (178). On the basis of studies in this 

review, there is insufficient evidence for positive clinical outcomes as a result of PCC.   

 

4.3.3.4.2 Patient-reported outcomes and experiences  

Aiming for positive patient-reported outcomes and experiences was a recurrent theme in 

the literature. The most frequently cited positive outcome of PCC was global patient-

reported satisfaction (8,130,182,188,191). Studies found that highly satisfied patients 

participated in shared DM (8); experienced comprehensible communication (8); felt their 

GP had spent enough time with them (8); trusted their GP (188); received autonomy 

support (191) and formed partnerships (130). Schunk and colleagues surveyed diabetic 

patients and found that enhanced health-related quality of life was associated with a 
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perceived higher quality doctor-patient relationship (182). Lee and Lin reported higher 

levels of patient perceived autonomy support were found to be positively associated with 

health-related quality of life (191). Collectively, PCC components were associated with 

positive patient-reported outcomes and experiences.    

 

4.3.3.4.3 Clinician-reported outcomes and experiences 

Clinician-reported outcomes, including their experiences, perceptions and feelings was 

identified in the meta-synthesis, although, the theme emerged from a single study (130). 

In a qualitative interview study by Cocksedge and colleagues, GPs identified potential 

psychological harms of an ongoing doctor-patient relationship (130). In this study, GPs 

felt that maintaining a trusting relationship and providing ongoing support to patients who 

had no expectation of cure to be challenging and frustrating (130). They expressed that 

their role in the patient-centred relationship required skills, time and knowledge (130). 

Clinicians were concerned of any negative psychological response to an ongoing doctor-

patient relationship and the effect of this response on the care they provided (130). Future 

exploration of clinician-reported outcomes and experiences and PCC is needed to provide 

insight into any potential threats to the GP workforce if PCC is to be widely implemented.   

 

4.5 Discussion 

This literature synthesis progressed the knowledge regarding PCC delivered by GPs for 

preventative, acute and chronic care. The synthesis of thirty articles published over the 

past 15 years identified four main components of PCC: i) understanding the whole person, 

ii) finding common ground, iii) experiencing time and iv) aiming for positive outcomes, 

used to develop a theoretical model of PCC (Figure 5). This advanced previous work 

through the emphasis of the new dimensions, iii) experiencing time and iv) aiming for 

positive outcomes. This new model of PCC is valuable to GPs and general practices, and 

to researchers for informing PCC within the health sector. 

 

Our study makes explicit the importance of the experience of time between GPs and 

patients as fundamental to the PCC model. This was implied in previous research, by 

Hudon and colleagues who described six longitudinal dimensions of GP-delivered PCC 

for chronic disease, suggesting that the implementation of PCC occurs over time (33). 

Previous research also failed to acknowledge the importance of positive outcomes to PCC 
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(29,33). In our proposed model, ‘aiming for positive outcomes’ is a component of PCC 

that has the potential to foster partnership, and enhance the experience of time shared 

between clinicians and patients. 

 

Longer consultation durations were conducive to higher levels of PCC as more time 

enabled GPs to focus on lifestyle intervention, health promotion and prevention 

(8,108,109). This is of importance as broader research indicates that time constraints are 

a threat to the GP workforce, demonstrated to compromise clinicians’ sense of 

professional autonomy, values and job satisfaction (112,230). It should be noted that 

longer consultations will lead to higher costs and may not necessarily equate with optimal 

consultation duration. This is because patient perceived ‘time’ is an important qualitative 

determinant of optimal consultation length (8,130). Patient perceptions of sufficient time 

may be met through shorter consultations where lower levels of PCC is implemented. 

General practice appointment systems and business/funding models that support flexible 

consultation durations are needed to enable patients to spend adequate time with their GP.  

 

Both patients and GPs emphasised the importance of interpersonal continuity of care to 

PCC. Interpersonal continuity of care is important because it supports PCC elements such 

as, partnership, trust and involvement in DM (159,200). In wider research, a SLR of 22 

cohort/cross-sectional studies found that GP continuity was associated with lower patient 

morality rates (231). In recent years, some national health systems have been restructured 

to support care continuity, while other countries are yet to enact policy change. This is 

evidenced in the U.S. where patients are enrolled in the Medical Home (53) and the U.K., 

where nearly all National Health Service (NHS) patients are allocated to single practices 

(232). The RACGP has called for the health system to be restructured to encourage care 

continuity (21). If health systems are to effectively implement PCC, their structure needs 

to be oriented to promote interpersonal continuity of care. 

 

The model of PCC arising from this review forms a useful tool for GPs and general 

practices because it focuses on the doctor-patient encounter. Our study did not examine 

PCC components on the policy-level or organisational-level of healthcare. In a review by 

Scholl and colleagues (29), researchers’ mapped dimensions of PCC on to the ‘micro’ 

(i.e. doctor-patient), ‘macro’ (i.e. policy) and ‘meso’ (i.e. system) level of health care. 

Little is known from this review about the influence of the general practice systems on 
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PCC. Future research needs to explore the factors of general practice systems and their 

influence on GP-delivered PCC. 

 

The integrative review methodology increased the depth and breadth of this literature 

synthesis (160). The bulk of included studies followed a cross-sectional or qualitative 

design, considered to be a low grade of evidence (233). While RCTs provide a higher 

level of evidence, quality appraisal of the included RCTs revealed them to be of medium 

to low quality. In line with a constructivist approach to this review (234), all included 

studies were viewed as equal. Nevertheless, this highlights the need for well-conducted 

intervention studies regarding GP-delivered PCC. 

 

4.6 Conclusions 

This study outlined a model of GP-delivered PCC with four components, advancing on 

earlier research. These components can be used to develop toolkits to support GPs and 

general practice organisations in pursuit of PCC as well as tools to monitor GP-delivered 

PCC. Strategies are required to support GPs to ensure they have the knowledge, attitudes 

and skills to practice PCC. 
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5.1 Abstract 

5.1.1 Background 

PCC is care that is respectful and responsive to the wishes of patients. The body of 

literature on PCC delivered by GPs has increased steadily over time. There is an 

opportunity to advance the work on GP-delivered PCC through qualitative research 

involving both patients and providers. 

 

5.1.2 Aim 

To explore the perceptions and experiences of PCC by patient advocates and GPs. 

 

5.1.3 Design and Setting 

Qualitative description in a social constructivist paradigm. Participants were sampled 

from six primary care organisations in south east Queensland/northern NSW, Australia. 

 

5.1.4 Method 

Purposive sampling was used to recruit English speaking adult participants who were 

either practising GPs or patient advocates. Focus group sessions explored participants’ 

perceptions and experiences of PCC. Data were analysed thematically using a constant-

comparative approach 

 

5.1.5 Results 

Three focus groups with 15 patient advocates and three focus groups with 12 practising 

GPs were conducted before thematic saturation was obtained. Five themes emerged: 1) 

understanding of patient centred care is varied and personal, 2) valuing humanistic care, 

3) considering the system and collaborating in care, 4) optimising the general practice 

environment, and 5) needing support for PCC that is embedded into training.  

 

5.1.6 Conclusions 

Patient advocates’ and GPs’ understanding of PCC are diverse, which can hinder 

strategies to implement and sustain PCC improvements. Future research should explore 

novel interventions that expose GPs to unique feedback from patients, assess the patient-

centeredness of the environment, and promote GP self-reflection on PCC. 
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5.2 Introduction 

The WHO describes PCC as care that is respectful and responsive to the wishes of patients 

(48). A patient-centred approach to health care delivery has been advocated for decades 

by key health organisations and institutions throughout the world (2,48,53). GPs and their 

international counterparts (i.e. family physicians) are medical generalists who are 

typically positioned to be the first point of contact for patients entering health systems 

(48). Health policy suggests that GPs are expected to deliver PCC (21,53), and studies 

have reported that patients desire PCC (6,47,184,185).  

The implementation of PCC has been reported to support higher levels of care quality for 

primary care systems and organisations and lower costs (48,171,235). For patients, PCC 

has been reported to support adherence to treatment (12), increase satisfaction (11), and 

improve health outcomes (8,12,100). Providers benefit because PCC is associated with 

enhanced relationships with patients (100), positive perceptions of doctors’ performance 

(188), and higher levels of trust (159). Clearly, the implementation of PCC is a valuable 

strategy within health care. 

Our recent integrative review of qualitative, quantitative, systematic review and mixed-

methods articles used evidence to develop a theoretical model of GP-delivered PCC that 

contained four components: 1) understanding the whole person, 2) finding common 

ground, 3) experiencing time with patients and 4) aiming for positive outcomes (70). The 

quantitative studies included in the review tended to explore PCC in elements rather than 

considering a holistic view (70), indicating the need for more rigorous qualitative research 

on the topic of GP-delivered PCC (70). Qualitative investigation is valuable because it 

can effectively capture the context to which PCC is implemented, in conjunction with 

social experiences and perceptions (96,234).  

Primary care providers and patients have previously demonstrated unique experiences 

and perspectives of PCC (130,236). An understanding of both the patient and provider 

experience of PCC is important to the comprehension of this complex concept (237). Our 

integrative review showed a clear need for further research on the lived experience of 

PCC by patients and GPs (70). To our knowledge, no qualitative study of both patients 

and GPs has been published since our integrative review. Therefore, this study aimed to 

investigate the perceptions and experiences of patient advocates and GPs regarding PCC.  
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Patient advocate groups have been consulted with for decades, and have been reported to 

assist with bridging the gap between research and practice (163). An analysis of data 

across GP and patient groups has the potential to identify strategies to support greater 

implementation of PCC by GPs and general practices. Collective findings can ultimately 

add to the literature on the understanding of GP-delivered PCC.  

 

5.3 Methods 

5.3.1 Methodological overview and research questions 

A social constructivist philosophical position was used to ascertain meaning through 

social interaction (238). The research question was: “How do patients and GPs perceive 

and experience GP-delivered PCC?” Qualitative description, a form of naturalistic 

enquiry that allows the investigation of PCC within its context (161), was employed to 

address this question. Qualitative description is a generic approach that supports the 

description of a complex concept in everyday language (161), which was significant in 

addressing the research question. This manuscript adheres to the Consolidated Criteria 

for Reporting Qualitative Research (239).      

5.3.2 Study design 

Focus group sessions were held with practising GPs and patient advocate participants in 

south east Queensland, and northern New South Wales (NSW), Australia. Focus groups 

were chosen for their ability to explore the lived experience of health consumers and 

providers, and the social interaction within groups (234). In this study, practising GPs 

participated in focus group sessions independent from patient advocates, which supported 

participants to discuss their experiences, beliefs in a safe, peer context. Each focus group 

session aimed to involve between 4-12 participants to provide a variety of individual 

perspectives, whilst maintaining order (240). 

The primary researcher (BB) is a dietitian and PhD candidate who facilitated focus group 

sessions under the mentorship of expert qualitative researchers (LB/LW). BB was 

familiar with PCC research, which had sensitised him to PCC issues. Prior to data 

collection, BB led the development of a GP-delivered PCC conceptual model (70) and 

observed GP consultations to gain knowledge of a practical general practice context, 

language, and process. BB’s research lens was patient-focused and influenced by the GP-

delivered PCC model. However, the research team implemented group debriefing 
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sessions throughout the research process to enhance dependability and reduce reflexivity 

biases (234). Focus group questions followed an interview guide that was developed by 

the research team (Table 4). This guide was informed by the seven stages of an interview 

investigation (241), tailored for use in a focus group, piloted with four purposely sampled 

non-advocate patients, and modified before data collection.  
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Table 4: Focus Group Interview Guide 

Research 
Question 

Inquiry Purpose Main Interview Questions 
(General Practitioners) 

Main Interview Questions 
(Patient Advocates) 

Potential Probing 
Questions 

What are patients’ 
and general 
practitioners’ 
perceptions and 
experiences of 
PCC?    

1. Elicit existing views on PCC. 
2. Provide an opportunity for 
open expression of views 
regarding general practitioner-
delivered PCC.  
3. Understand the influence of 
the factors arising from the health 
system on PCC delivery. 
4. Explore perceived ways that 
the health care system can 
support the implementation of 
PCC.   
5. Consider participant 
perceptions regarding the value 
of monitoring PCC. 
6. Identify how patients and 
clinicians feel that PCC could be 
effectively monitored by the 
health system 
7. Allow participants time to 
freely express their thoughts and 
feelings. 

1. Can you tell me what you 
believe PCC to be? 
2. Can you tell me about an 
experience of PCC? 
3. How did the health system 
influence this experience?  
4. Are there any ways in 
which the health system could 
support the delivery of PCC?  
5. Do you believe that PCC is 
something the health system 
should monitor? 
6. Is there anything you want 
to say regarding your 
experience of PCC that has 
not come up in this interview? 

1. Can you tell me what you 
believe PCC to be? 
2. Can you tell me about an 
experience with PCC? 
3. How did the health system 
influence this experience? 
4. Are there any ways in which 
the health system could support 
the delivery of PCC?  
5. Do you believe that PCC is 
something the health system 
should monitor? 
6. Is there anything you want to 
say regarding your experience 
on PCC that has not come up 
thus far? 

1. Are there any other 
aspects of your 
experience that is 
important to you? 
2. Do you feel as if your 
peers feel the same way 
about this as you?  

Abbreviations: PCC; patient-centred care 
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5.3.3 Selection and recruitment of study population  

Patient advocates and GPs were purposively sampled through three patient advocacy 

organisations and three general practices in south east Queensland/northern New South 

Wales. The patient advocacy organisations contained approximately 20, 30, and 80 

patient members respectively, whilst the GP clinics contained three, six, and 11 GPs 

respectively. Eligible patient advocates were English speaking adults who had 

participated in at least one recent GP consultation (<3 months) and were currently 

participating in patient engagement activities. Engagement activities described any 

formal role where one advocates on behalf of other patients in health care. This commonly 

included being an active member of a patient advocacy group, which are formally 

organised groups who work towards supporting the well-being of a patient population 

(242). Advisory groups are made up of individuals with diverse characteristics to best 

represent their target population (146). Patient advocates are typically trained and 

experienced in research, and consider the significance for patients throughout the research 

process (162). They are typically paid by state-based health services and industry for their 

opinions and to generate information that is understandable and meets the needs of 

consumers (164). Patient advocates were recruited because of a likely greater ability to 

speak towards the complexities of PCC and a deeper understanding of the local health 

system compared with typical patients.  

Eligible GP participants were currently practising and English speaking. Three general 

practice managers and three patient advocacy group chairs were purposely engaged 

through e-mail to collaborate in the recruitment of participants. Study information sheets 

were provided to allow recruitment to snowball through managers, participants, and their 

peers. Practice managers supported researchers by recruiting GPs and scheduling the 

focus group sessions. No financial incentives were provided to participants. The variety 

within the patient advocate sample was supported by our sampling strategy and the 

diverse nature of patient advocacy groups. Written informed consent was obtained from 

participants.  

5.3.4 Focus group interview protocol 

Focus group sessions with patient advocates were conducted in the same way as to focus 

group sessions with GPs. The facilitator commenced the discussion with a short briefing. 

The facilitator then posed questions to the group in accordance with the structured guide 

(Table 4). To advance conceptual thinking, the facilitator and/or moderator added probing 
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questions throughout to encourage participants to elaborate on initial ideas. After the first 

focus group session and initial analysis, theoretical sampling was used where the 

emerging theory was explored with additional interview questions (243). The GP-

delivered PCC model (70) guided theoretical sampling and informed additional probing 

questions regarding participants’ PCC experiences. This was an iterative process, 

emerging codes and themes were explored in subsequent focus group sessions.  

5.3.5 Data collection 

Participants’ residence postcodes were recorded prior to the commencement of focus 

group sessions. All other data collection and data analysis were completed simultaneously 

and the number of focus group sessions and sample size were determined when thematic 

saturation was reached (244). An iterative sampling approach was undertaken to ensure 

comprehensive, diverse recruitment (244). Focus group sessions were held in a meeting 

room known to participants (e.g., workplace) and snack food and beverages were 

provided. Focus group sessions were audio-recorded using a dictaphone and were 

subsequently transcribed for analysis. One of the three patient advocate focus groups was 

moderated by a researcher (KT) who is a patient advocacy group manager. One of the 

three GP focus groups was moderated by a researcher (MM) who is a practising GP. 

Moderators used their background and skills to promote a controlled, open dialogue in 

the group; to add scrutiny to concepts that arose, and to make detailed notes, which 

assisted with analysis. Participants were provided with a copy of their individual 

transcript via email and invited to verify its accuracy.  

5.3.6 Data analysis 

Participants’ geographic information was interpreted using scores from the 

accessibility/remoteness index of Australia (ARIA) (245). Qualitative data were analysed 

using a constant comparative approach (228) and the six phases of thematic analysis 

(246). Thematic analysis commenced at the beginning of data collection, where 

researchers familiarised themselves with the data, completed level one and two coding, 

and generated initial ideas of thematic concepts to explore in subsequent focus group 

sessions. Due to this iterative and reflective process, researchers were able to identify the 

point at which thematic saturation was reached (244). The entire research team took part 

in level three coding, and reviewed, defined, and named themes (234). The GP-delivered 

PCC model was not used as a data source, although it influenced data categorisation and 
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interpretation as it shaped the beliefs of the primary researcher. Reflection throughout the 

analytical process was supported by field notes. 

5.4 Results 

5.4.1 Participants 

Twenty-seven participants engaged in focus group sessions between September 2019 and 

November 2019 and their individual characteristics are displayed in Table 5. More than 

half the total sample was female (n = 16; 59%) and the mean (SD) age was 55.3 (16.1) 

years. There were 15 patient advocates (5 males, mean age (SD) 57 (19) years) and 12 

practising GPs (6 males, mean age (SD) 53 (12) years). Two patient advocate participants 

(7%) lived in outer regional areas, which were classified to have significantly restricted 

access to good services and opportunities for social interaction (245), and the remaining 

resided in major cities.  

 
Table 5: Individual Characteristics 

 

Focus Group (n) Patient Advocate  Gender (M/F) Age (y)  
1 (moderated by KT) 1 F 22 
 2 M 20 
 3 F 47 
 4 M 68 
 5 F 61 
 6 F 69 
2 (moderated by BB) 7 F 38 
 8 F 75 
3 (moderated by BB) 9 F 80 
 10 M 81 
 11 F 44 
 12 F 68 
 13 F 59 
 14 M 64 
 15 M 61 
Focus Group (n) General Practitioner  Gender (M/F) Age (y) 
4 (moderated by BB) 1 F 43 
 2 M 70 
 3 M 65 
5 (Moderated by 
MM) 

4 F 55 

 5 F 40 
 6 M 67 
 7 M 62 
 8 M 43 
 9 M 39 
 10 M 63 
6 (moderated by BB) 11 F 43 
 12 F 47 



 
 

81 
 

5.4.2 Thematic analysis 

Five main themes emerged, 1) understanding of PCC is varied and personal, 2) valuing 

humanistic care, 3) considering the system and collaborating in care, 4) optimising the 

general practice environment, and 5) needing support for PCC that is embedded into 

training. Themes one and two relate to participants’ perceptions and views on PCC, while 

themes three to five indicate several barriers and enablers to PCC implementation. The 

themes are described below, with narrative quotes used to support the data. Patient 

advocate data is indicated by PA1-15 and GP data by GP1-12.    

 

5.4.2.1 Understanding of patient-centred care is varied and personal  

Perceptions of PCC were highly varied. Perceptions held by patient advocates ranged 

from a complete lack of knowledge, “I don’t even know what that [PCC] is” (PA2), to a 

detailed and personal understanding, “I think PCC is when my outcome is more important 

than their process” (PA4). One GP perceived PCC to encompass communication and 

agreement, “[PCC] is about the patient sharing the GP’s thoughts and together coming to 

an agreement” (GP5). While another GP described their experience of PCC to be listening 

to patients and responding to their wishes; “[PCC] is identifying what they [patients] 

want, what their priorities are, and where they’re wanting to go” (GP9). Both patient 

advocates and GPs tended to describe PCC in terms of how they interpreted it personally 

rather than describing a text-book definition. This individualised interpretation sometimes 

prevented the practice of PCC as one GP explained: “trying to get people back in for 

another appointment to do the longer stuff, that doesn’t go with their patient-centred ideas, 

they want it all done now. So that makes it difficult…” (GP2).  

 

5.4.2.2 Valuing humanistic care 

Humanistic care emerged as a theme because it was mentioned by many GPs and patient 

advocates as a fundamental aspect of PCC implementation. Humanistic care involved 

GPs making apparent that they care for patients as an individual by avoiding generic care 

activities and statements; “[my GP] puts a lot of care and attention into managing what I 

need as a person” (PA1). One patient felt humanistic care to be lacking in the current 

system; “If we substituted patients for bags of wheat, provided the Medicare number was 

the same, no one would notice” (PA4). Similarly, one GP expressed that GP prerogative 

could determine if humanistic care was delivered; “Some [GPs] are more willing to listen 

to patients on a deeper level than other GPs” (GP3). Patient advocates expressed that 
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being able to discuss things comfortably, feeling listened to and building trust were key 

experiences of humanistic care: 

 

Yes, I think it’s doctors listening to each individual patient and getting their story. Not 

just putting them in a box and you’re this or you’re that… and following the textbook. 

They [GPs] need to know the full story, the full background of each individual patient to 

be able to give care that is centred on the patient not on the textbook (PA8). 

 

Humanistic care was valued by GPs because they aimed to form relationships with 

patients and relate to them as an individual; “I mean lots of people come in with different 

levels of insights into their health care and we need to relate to them on a whole lot of 

different levels” (GP3). Although one GP found this difficult to achieve universally, 

“there has got to be a therapeutic relationship, but I don’t think that it is necessarily 

possible with every patient and doctor” (GP8). Patient advocates wanted GPs to be aware 

of their own limitations and be transparent about them: 

 

I think it’s important that doctors are quite human, in that they can acknowledge when 

they don’t know everything. They can admit to it. If maybe they don’t have all the 

knowledge about something, they can say ‘can I get back to you next time I see you about 

that’ (PA7). 

 

Being transparent about GPs’ limitations meant making these explicit through verbal 

communication, “if their [patient’s] expectations are a little bit beyond what you can offer 

as a GP, well how about a chat with them…” (PA12). Both patient advocates and GPs 

valued humanistic care and expressed it to be fundamental to PCC.  

 

5.4.2.3 Considering the system and collaborating in care 

Providers reported that they must consider many aspects of the broader health system in 

the pursuit of PCC. The system factors considered by GPs included costs to patients, the 

availability and appropriateness of necessary referral services, and ways to support 

patients to navigate complex pathways within the health system. One GP described a 

personal experience of considering the cost of investigations (e.g., medical imaging) and 

reported how this influenced his perception of PCC and how it is achieved: 
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I may refuse to do an MRI [magnetic resonance imaging] if they [patients] insist on it, if 

I don’t think it’s appropriate. I think cost is important, we are the gatekeepers, so it [PCC] 

certainly doesn’t mean doing what someone wants (GP6).  

 

Providers felt that providing PCC involved timely access to required health services for 

patients, which sometimes seemed difficult because of “trying to understand the public 

system” (GP2). One GP stated:  

 

He [my patient] would prefer to go through the public system, but to get him through the 

public system… it could be a year’s wait before he gets reviewed, and you know if he 

reckons his tinnitus is that bad he can’t work, you’ve got to get him seen faster than that. 

So, I have given him the option to at least pay for it and get it started, investigate it further, 

but these are the sort of decisions we need to make all the time (GP3). 

 

Collaborating with other health professionals, peers, family, and organisations, was 

suggested by GPs as a strategy to mitigate the complexity of the health system in the 

pursuit of PCC. One GP stated,  

 

…our time is limited, it’s very important that we can connect them [patients] to helpful 

resources and allied health professionals. We cannot do everything in one sitting, and we 

are just one person… allied health, even support from their family is very important 

(GP12).  

 

Business models with co-located health professionals supported collaboration; “most 

practices have… the dietitian, physiotherapist… you can directly refer with the care 

plan… you’re confident that they will be seen as soon as possible” (GP12). One patient 

advocate suggested peer groups could have the potential to support patients to navigate 

the system, and alleviate pressure on GPs;  

 

It would be great if the health system… had a face [to-face peer] group where a lot of us 

could go and get support, and someone would have our back and they’d help us navigate 

through the [system]…because they [GPs] wouldn’t know the ins and outs (PA5).  

 

One patient advocate showed compassion towards GPs who struggled to meet the 

expectations of patients because of the complex system, and recognised the value of 

collaborating with organisations commissioned to support primary care:  
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The mental health system is very opaque, what services exist, how to refer into them et 

cetera… I’ve had to find stuff myself because the doctors didn’t have that knowledge, 

and because it wasn’t easy to find. So, that de-mystification process needs to happen. We 

need a mind map, it needs to be more transparent… you can’t rely on the doctor to know 

that, and sometimes it might be new, and they haven’t had time to find out (PA7).  

 

5.4.2.4 Optimising the general practice environment 

Patient advocates viewed the general practice environment as an important influence on 

the extent to which PCC is achieved, illustrated by this comment, “person-centred care 

starts as you walk in the door!” (PA11). Patient advocates noted that environmental 

design (e.g., purposeful equipment placement, colours, and sounds), general practice 

culture and reception staff had the potential to promote PCC. One patient advocate who 

accompanies non-English speaking patients to GP consultations said that PCC can only 

be implemented if there is a “safe environment no matter your background or age” 

(PA12). A different patient advocate recounted the experience of a service ‘walk 

through’, whereby he provided feedback on the physical environment from a consumer 

perspective. The participant described how valuable his feedback was to the patient-

centredness of the service: 

 

…someone painted it, changed the seats, changed the whole format. [I] gave them a little 

bit of [further] advice, and the next time I went it I was like wow! You could feel the 

[patient-centred] culture from the moment you got there (PA14).  

 

In contrast, the general practice environment was described by GPs as being characterised 

by funding and time limitations, including “turnstile type medical practices” (GP3); and 

policy challenges “Medicare is underfunded, without doubt” (GP6) as environmental 

factors that inhibit the delivery of PCC. General practice reception staff were also 

regarded as having a role in PCC because they can “help someone feel at ease… 

communication, respect, and safety start with reception” (PA12). Patient advocates 

expressed that reception staff are vital in shaping the patient-centred experience; “the first 

person I meet at the counter… does determine my day at the GP” (PA15). Albeit in a 

different manner, both patient advocates and GPs expressed that the general practice 

environment can be optimised to support PCC. 
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5.4.2.5 Needing support for PCC that is embedded into training 

Patient advocates were concerned about the lack of support for GPs, “…maybe having 

someone that’s there to support our GPs, because I think our GPs don’t have any support. 

Not that I know of.” (PA3). Patient advocates suggested that personal and PCC support 

should be embedded into GP training: “[self-care] should be built into their [training]…” 

(PA6); “to insist on it [PCC] through more training in medical school, on the need for it, 

and the importance for it” (PA8);  

 

How much training is there on PCC when you are a medical student? How much of this 

is at the front of your training, because by the time you left university… you’re really 

concerned mostly with anatomy and disease…medications, treatments… (PA12). 

 

Patient advocates suggested that a GP self-reflection tool could be valuable to GPs 

supporting PCC when under pressure; “reflect on why did I start this job? Can I gain this 

passion back? What makes me connect well with my patients?” (PA3). A different patient 

advocate said, “and it’s that reflection that makes a difference… without that reflection, 

they are almost stuck in a loop aren’t they? It’s easier to stick with what they have 

done…” (PA14). Patient advocates felt that the implementation of PCC could be 

improved through additional support for GPs that is built into training and ongoing 

professional development activities. 

 

5.5 Discussion 

5.5.1 Summary 

This study explored the experiences and perspectives of PCC by patient advocates and 

GPs. The understanding of PCC by GPs and patient advocates was individual and varied, 

which may impact strategies to enhance PCC. Patient advocates and GPs both valued 

humanistic care and expressed it to be fundamental to PCC, which may provide ideas to 

support PCC. Providers in our study reported that system factors, such as treatment costs 

and scarcity of support services prevented them from being able to use a patient-centred 

approach. Participants suggested three strategies in supporting PCC, i) considering the 

system and collaborating in care, ii) optimising the general practice environment and iii) 

support for GPs that is embedded into training. Our findings have the potential to inform 

future interventions promoting PCC implementation. 

 



 86 

5.5.2 Strengths and limitations 

All patient advocate participants volunteered their time for this study, despite usually 

being paid for their time by their advocacy organisation. The advocacy organisations 

involved in this study were wholly funded by the Australian National and State 

Governments. Despite previous claims that patient advocates can be susceptible to biases 

and conflicts of interests (242), we saw no evidence of this in our study. However, we did 

not collect detailed information on their demographic characteristics, previous training, 

or other affiliations.  

 

Qualitative description, the methodological approach utilised, is a key strength because it 

allowed researchers to remain close to the data throughout the research process, and 

present findings in a language that closely reflected the language used by participants 

(161). Participants in the present study discussed PCC in the context of their experience 

and the local health system. Patients and GPs in the Australian general practice setting 

may have different experiences than those in other countries. For example, currently, in 

Australia, patients are able to choose any GP each visit, while many patients in the United 

Kingdom are enrolled in a single practice (232). The uniqueness of the Australian context 

may limit the generalisability of data to other health systems. In our focus groups, 

participants shared their perspectives, which promoted others to decipher and filter their 

views and opinions. This assisted with the validation of the views and opinions of others. 

However, an effective focus group dynamic must be achieved to maximise the richness 

of data collected, (234) and this was limited in two focus groups that contained only two 

participants in each.   

      

5.5.3 Comparison with existing literature 

Patient advocates perceived PCC to be multifaceted and emphasised elements that were 

important to them. Stewart and colleagues examined if patients perceived their care to be 

provided in-line with dimensions of PCC from an earlier model (247), and demonstrated 

that high levels of patient-perceived patient-centeredness predicted positive health 

outcomes and efficient care (247). Participants suggested that collaborative care could 

alleviate time demands on GPs and in turn, support PCC. A recent systematic review and 

qualitative investigation also reported that team-based care initiatives alleviate GP 

workloads, prevent GP burnout, and support PCC (248). This study underscores the value 

of collaborative care in support of PCC.  
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Participants agreed that the general practice environment has the potential to influence 

PCC. Patient advocates could be a useful future resource for the provision of feedback 

about the patient-centredness of the physical environment, general practice culture, and 

reception staff – factors that were not even considered as a part of PCC by the practitioners 

in this study. Effective health care space design has been reported to reduce stress, 

anxiety, and increase patient satisfaction (249). In hospitals, environmental characteristics 

including cleanliness of the space have been reported to influence patient perceptions of 

patient-centeredness (250). The extent to which GPs and general practices routinely 

engage with patients to seek their feedback on the general practice environment is 

unknown.  

 

5.5.4 Implications for research and/or practice 

General practices and GPs must be aware that the understanding of PCC among their 

patient base is individual. The patient is the ultimate judge of PCC, and general practices 

could support PCC with quality improvement initiatives involving both GPs and patients. 

There is also the opportunity for GPs to be supported to promote the implementation of 

PCC. Future research should explore novel interventions that expose GPs to unique 

feedback from patients, promote GP self-reflection on PCC, and assess the extent to 

which their environment is patient-centred. Interventions addressing these key issues 

should be embedded into GP training and ongoing professional development.     

 

5.6 Conclusions 

This study described the perspectives and experiences of PCC by GPs and patient 

advocates. Both GPs and patient advocates shared views on PCC concepts, despite 

individual variations. This study advances the literature on PCC, particularly by 

presenting novel views of GP-delivered PCC by patient advocates. Our findings can be 

used to support the development of tools to support patients, general practices, and GPs 

with PCC. 
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6.1  Abstract  

6.1.1 Background 

Patients, providers and health care organisations benefit from an increased understanding 

and implementation of PCC by GPs. This study aimed to evaluate and advance a 

theoretical model of PCC developed in consultation with practising GPs and patient 

advocates.  

 

6.1.2 Methods 

Qualitative description in a social constructivist/interpretivist paradigm. Participants were 

purposively sampled from six primary care organisations in south east 

Queensland/northern New South Wales, Australia. Participants engaged in focus group 

discussions where they expressed their perceptions, views and feelings of an existing PCC 

model. Data was analysed thematically using a constant-comparison approach. 

 

6.1.3 Results 

Three focus groups with 15 patient advocates and three focus groups with 12 GPs were 

conducted before thematic saturation was obtained. Three themes emerged: i) the model 

represents the ideal, ii) considering the system and collaborating in care and iii) 

optimising the general practice environment. The themes related to participants’ 

impression of the model and new components of PCC perceived to be experienced in the 

‘real world’. The data was synthesised to produce an advanced model of PCC named, 

“Putting Patients First: A Map for PCC”.  

 

6.1.4 Conclusions 

Our revised PCC model represents an enhanced understanding of PCC in the ‘real world’ 

and can be used to inform patients, providers and health organisations striving for PCC. 

Qualitative testing advanced and supported the credibility of the model and expanded its 

application beyond the doctor-patient encounter. Future work could incorporate our map 

for PCC in tool/tool kits designed to support GPs and general practice with PCC.  
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6.2  Background 

PCC is care that is respectful and responsive to the wishes of patients (48). In 2001, the 

U.S. based National Academy of Medicine (formerly, Institute of Medicine) nominated 

PCC a key objective for improving health care in the 21st century (251). High levels of 

PCC have been associated with improved health outcomes (8,10,12,100), enhanced 

relationships between providers and patients (100), enhanced patient satisfaction (8,11) 

and greater adherence to treatment (12). Clearly, PCC is valuable to patients, providers 

and health care organizations. 

 

Family physicians, also called GPs, are well-positioned to provide PCC because they are 

usually the first contact for patients entering health systems (4,21). Practising GPs need 

to be up-to-date consumers of research including PCC, to deliver high-quality and low-

risk care (21). Research on PCC has previously been synthesised through reviews and 

concept analyses, resulting in conceptual models that can be utilised by health care 

providers (29,69,91). Existing models of PCC vary in their relevance to a specific health 

setting or provider (29,31,70,91,252). 

  

Models of PCC are essential to supporting the understanding of PCC and the extent to 

which it is achieved in practice. One of the most commonly applied PCC models was 

published in 2014 by Scholl and colleagues, who reviewed 417 articles situated in 

primary, tertiary and acute care. This PCC model consists of 15 distinct dimensions, but 

its applicability to GPs and general practices is limited due to limited included studies 

being situated in primary care (<5%) (29). The most recently published model of PCC for 

GPs was published in 2019 by Brickley and colleagues (70). This model is highly 

theoretical because it arose from an integrative review of predominantly quantitative 

articles but also, systematic review, mixed methods and only three qualitative articles 

(70). Furthermore, included studies needed to refer to both a GP and patient and 

consequently, most studies took place in the micro-level of health care (doctor-patient 

encounter) (70). The Brickley and colleagues’ model (70) places greater emphasis on the 

micro-level of health care compared to the practice-level. The model is yet to be evaluated 

and its ability to inform the development of an implementation tool kit is unknown. 

 

In the ‘real world’, PCC is derived from the context to which it is implemented, social 

experience and individual perspectives (96). These factors can only be captured by 

qualitative study design (47,70,234). Patient advocates offer unique perspectives because 
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they are typically trained and experienced in research, and they consider the significance 

for patients throughout the research process (162). Furthermore, they tend to offer an 

‘expert’ perspective on PCC because of their likely deeper understanding of the health 

system compared with typical patients. Consultation with patient advocates and GPs can 

inform new ideas for supporting PCC. 

  

This study aimed to evaluate the recent model of PCC for GPs developed by Brickley and 

colleagues (70), in collaboration with GPs and patient advocates, to advance a model of 

PCC. A PCC model-informed implementation tool kit has the potential to be valuable to 

policy makers, patients, health professionals, health systems and researchers to inform 

PCC research. 

 

6.3  Methods 

6.3.1 Study design 

This study was conducted from a social constructivist/interpretive philosophical position 

(238). The research question was “How do patients and GPs perceive the model of PCC 

for GPs, published by Brickley and colleagues in 2019 (70)?” This model is comprised 

of four inter-related components and is displayed in Figure 5. To address the research 

question, this study employed a qualitative descriptive approach, utilising focus groups 

with patient advocates and focus groups with GPs. Focus groups commenced with a broad 

exploration of GP-delivered PCC, which has been published elsewhere (253). Ethics 

approval was obtained from the Griffith University Human Research Ethics Committee 

(No. 2019/634).  

 

6.3.2 Selection and recruitment of study population  

Patient advocate and GP participants were recruited from six primary care organisations 

in south east Queensland and northern New South Wales (NSW), Australia. Three patient 

advocacy group managers and three general practice managers who were known to 

researchers were purposely engaged via email to assist in the recruitment of participants. 

Study information sheets were provided to managers and recruitment snowballed through 

their respective organisations. Patient advocates are those who participate in health 

consumer engagement, advisory or consultant groups and ‘advocate’ on the behalf of 

others (254). The involvement of patient advocates in research has been shown to produce 
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health information that meets the needs of consumers, assist with bridging the gap 

between research and practice (163), and increase the quality of services (164). Eligible 

patient advocates were English speaking adults, who had participated in at least one recent 

GP consultation (<3 months) and were currently participating in patient engagement 

activities. We considered engagement activities to be any formal role where an individual 

is advocating in health care on behalf of other patients. Eligible GP participants were 

English speaking adults who were currently practising. 

 

6.3.3 Interview protocol 

Focus groups contained structured questions outlined in an interview guide developed by 

the research team (Table 6). The interview guide was informed by Kvale’s (1996) stages 

of conducting in-depth interviews (241), then tailored for use in a focus group. The 

interview guide was piloted with four purposely sampled patients, and then modified prior 

to data collection. The facilitator (BB) initially provided participants with a hard copy of 

Brickley and colleagues’ PCC model (70). Participants were given time to read the model, 

provided with an opportunity to ask questions and clarify their understanding, and were 

encouraged to reflect on their ‘real world’ experiences of PCC in consideration of the 

model. The facilitator then posed questions to the group in accordance with the structured 

guide. To advance conceptual thinking, probing questions were added to encourage 

participants to elaborate on initial ideas. All focus groups were ~30 minutes in duration. 

After the first focus group and initial analysis, a theoretical sampling technique was used 

to revise and adapt the interview process as the research progressed (243). Interviews 

were redirected to focus on new concepts as some components of PCC became saturated 

with explanatory data. This was an iterative process and researchers explored emerging 

codes and themes in subsequent focus groups. 
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Table 6: Focus Group Interview Guide 

Research Question Inquiry Purpose Main Interview 
Questions (GPs) 

Main Interview Questions 
(Patients) 

Potential Probing Questions 

What are patients and 
GPs perceptions of the 
theoretical model of 
PCC (identified in 
phase 1)? 
 

1. Provide opportunity for open 
expression of views regarding the 
theoretical model of PCC. 
2. Determine the perceived 
similarities and differences of the 
theoretical model of PCC to 
participants lived experiences of 
PCC. 
3. Identify experiences that 
describe the important elements 
of ‘real world’ PCC. 

1. Can you elaborate on your 
views and feelings of the 
model of PCC? 
2. Have you felt that care you 
have provided in the past 
included all aspects of this 
model? 
3. Can you give a more 
detailed description about 
what this model lacks in 
respect to ‘real world’ 
application of PCC? 
 

1. Can you elaborate on your 
experience, views and feelings of 
the model of PCC discussed in the 
briefing? 
2. Do you feel that you have 
experienced all aspects of this model 
in care from your GP? 
3. Can you give a more detailed 
description about what this model 
lacks in respect to real ‘world’ 
application of PCC? 

1. Are there any other aspects of 
your experience that is important 
to you? 
2. Do you feel as if your peers feel 
the same way about this as you? 

 
Abbreviations: PCC, Patient-centred care; GP, General practitioner 
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6.3.4 Data collection 

Participants’ postcodes of residence were recorded. All other data collection and analysis 

were completed simultaneously and the sample size were determined when thematic 

saturation was reached (244). An iterative approach of purposive sampling was 

undertaken to ensure data saturation (244). Focus groups were audio-recorded using a 

dictaphone and subsequently transcribed for analysis. One of the three patient advocate 

focus groups was moderated by a researcher (KT) who is a patient advocacy group 

manager. One of the three GP focus groups was moderated by a researcher (MM) who is 

a GP. The primary researcher (BB), who is a PhD Candidate, served as both facilitator 

and moderator in the remaining four focus groups. Moderators used their background and 

skills to maintain a controlled, open dialogue in the focus group; to add scrutiny to 

concepts that arose and to make detailed notes, which assisted with analysis. Participants 

were invited to verify the accuracy of the transcript with their contribution to the focus 

group. 

  

6.3.5 Data analysis 

Participants’ geographic information was interpreted using scores from the ARIA (245). 

Qualitative data was analysed using a constant comparison method and the six phases of 

thematic analysis (246). Data analysis commenced simultaneously with data collection, 

where researchers generated initial ideas of themes to explore in subsequent interviews. 

Field notes supported the analytical process. No further focus groups were required when 

thematic saturation was obtained; which was identified by research team consensus as 

analysis failed to yield any new codes or themes (244). The analytical process was highly 

reflective, and the entire research team took part in reviewing, defining and naming 

themes (234). 

 

6.3.6 Model development 

The primary researcher (BB) reflected on the present study’s interview data and its 

relationship to Brickley and colleagues’ existing PCC model (70). The entire research 

team then revised the conceptual model, to be inclusive of as much data as possible. New 

elements of PCC were synthesised with the existing model to form an advanced, 

integrated summation of PCC for GPs and general practices. The components and design 

of the advanced model were continually discussed by the research team until a consensus 

was reached. The primary researcher (BB) collaborated with a local graphic design 
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company to produce a visually appealing map for PCC that was purposely designed for 

use by patients, GPs and general practices. 

  

6.3.7 Model verification 

Once the model was developed, one practice manager and one advocacy group manager 

were approached to refer participants for an additional verification step. The newly 

developed model of PCC was presented to a group of patient advocates during a local 

consumer advisory council meeting, some, but not all the 15 patient advocate attendees 

had participated in focus group one of this study. The model of PCC was also presented 

to three GPs, one of whom had participated in focus group four, whilst the other two were 

colleagues of the previous participant. Participants were invited to verify the accuracy of 

the advanced model with an emphasis on its applicability to the ‘real world’. This stage 

informed further development on the model to ensure it closely reflected participants 

ideas and was inclusive as much data as possible.   

 

6.4  Results 

6.4.1 Participants 

Twenty-seven participants were involved in focus groups between September 2019 and 

November 2019. Participants’ individual characteristics are displayed in Table 7. There 

were 15 patient advocates (5 male, mean age (SD) 57 (19) years) and 12 GPs (6 male, 

mean age (SD) 53 (12) years). Nearly all participants (93%) resided in major cities with 

relatively unrestricted access to goods and services (245).  
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Table 7: Participant Individual Characteristics 

 
Abbreviations: ARIA, Accessibility Remoteness Index of Australia; GP, General 
practitioner; MC, major city; OR, outer regional; PA, patient advocate  
 

  

Focus Group (n) PA Gender 
(M/F) 

Age (y) ARIA 
classification 

Duration 
(mins) 

1 (moderated by 
KT) 

1 F 22 MC 83.0 

 2 M 20 MC 
 3 F 47 MC 
 4 M 68 MC 
 5 F 61 MC 
 6 F 69 MC 
2 7 F 38 MC 50.0 
 8 F 75 MC  
3 9 F 80 MC 69.0 
 10 M 81 MC 
 11 F 44 MC 
 12 F 68 MC 
 13 F 59 OR 
 14 M 64 MC 
 15 M 61 OR 
Focus Group (n) GP Sex 

(M/F) 
Age (y) ARIA 

classification 
Duration 
(mins) 

4 1 F 43 MC 30.0 
 2 M 70 MC 
 3 M 65 MC 
5 (Moderated by 
MM) 

4 F 55 MC 33.0 

 5 F 40 MC 
 6 M 67 MC 
 7 M 62 MC 
 8 M 43 MC 
 9 M 39 MC 
 10 M 63 MC 
6 11 F 43 MC 37.0 
 12 F 47 MC 
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6.4.2 Thematic analysis 

Three themes emerged from our analysis that related to participants’ overall impression 

on the model and gaps that were identified: i) model represents the ideal of PCC, ii) 

considering the system and collaborating in care and iii) optimising the general practice 

environment. We also noted general suggestions from participants to improve the model’s 

application to the ‘real world’ (Supplementary Table – Appendix C). These did not 

emerge as main themes as they were mentioned in brief but were important to the 

advancement of the PCC model. Interpretive findings are described below and supported 

with narrative quotes. Patient advocate data is indicated by PA1-15 and GP data by GP1-

12. 

 

6.4.2.1 Model represents the ideal of PCC 

Participants’ ideals of PCC aligned with the components displayed in the model. 

Providers’ said, “it’s all ideal” (GP2); “I agree with all of it, it’s got everything to it. It’s 

what I thought it [PCC] was” (GP9). Patient advocates said, “this is a perfect model” 

(PA3); “In a perfect world, every GP would follow this model” (PA1). However, there 

was uncertainty to whether it is possible to achieve all components of this model 

universally in practice. One patient advocate said they had never experienced PCC 

consistent with the model; “If you showed me a doctor that does this I would go to that 

doctor” (PA3). Some providers aimed to implement all aspects of the model but indicated 

that it is not always achievable, “I’m sure this is what most of us would be aiming for” 

(GP2). One GP suggested that the wording of the model was particularly idealistic, and 

that it should be changed to be more realistic, “clinicians try to ensure patients have had 

enough time in consultations” (GP3).   

 

6.4.2.2 Considering the system and collaborating in care 

The complexity of the local health system was reported by both GPs and patient advocates 

to be a common barrier to PCC. One GP felt a barrier to PCC to be “trying to understand 

the public system” (GP2). A patient advocate expressed “I’ve had to find [services] 

myself because doctors didn’t have that knowledge, and because it wasn’t easy to find” 

(PA7). One GP reflected on an experience regarding care coordination, which was made 

difficult due to a complex health system, “it could be a year’s wait before he gets 

reviewed… you’ve got to get him seen faster than that” (GP3).  
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Cost and remuneration were key considerations of GPs when striving for PCC. One GP 

felt that the current health system’s funding arrangements caused personal financial 

pressures for GPs, which led them to compromise PCC. Similarly, one other GP reported 

to act against the wishes of a patient if the cost to the health system is too high: 

        

I may refuse to do an MRI if they [patients] insist on it, if I don’t think it’s appropriate, 

and I think cost is important, we are the gatekeepers (GP6). 

 

Time poor general practice business models, such as “turnstile type medical practices” 

(GP3); and policy “Medicare is underfunded without doubt for general practice” (GP6) 

exacerbated time and financial pressure placed on GPs. One solution for patients and GPs 

to mitigate the complexity of the health system while striving for PCC was to collaborate 

with other health professionals, peers, and organisations. One GP stated, 

  
It’s very important that we can connect [patients] to helpful resources and allied health 

professionals. We cannot do everything in one sitting, we are just one person (GP12). 

 

6.4.2.3 Optimising the general practice environment 

Patient advocates viewed the entire general practice environment as an important 

influence on the extent to which PCC is achieved; “person-centred care starts as you walk 

in the door!” (PA11). Patient advocates associated the environment with outcomes; “the 

environment will facilitate the opportunity to have a successful outcome” (PA14). In this 

context, general practice reception staff were regarded as having a role in PCC because 

they can “help someone feel at ease… communication, respect and safety start with 

reception” (PA12). Patient advocates noted that environmental design (e.g., purposeful 

equipment placement, colours and sounds), general practice culture and reception staff 

had the potential to promote PCC. One patient advocate (PA14) recounted the experience 

of a service ‘walk through’. The participant described how valuable his feedback was to 

the patient-centredness of the service: 

 
…someone painted it, changed the seats, changed the whole format, gave them a little bit 

of [further] advice, and the next time I went it I was like wow! You could feel the [patient-

centred] culture from the moment you got there (PA14).  
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6.4.3 Conceptualisation and verification of Putting Patients First: A Map for Patient-

Centred Care 

Putting Patients First: A Map for PCC was conceptualised from the data and is displayed 

in Figure 6. The map illustrates the integration of new PCC components: considering the 

system and collaborating in care; and optimising the general practice environment. The 

verification groups called for the text in the map to make explicit the incentive to deliver 

PCC, and to be orientated to engage general practice managers, all general practice staff 

and patients. A purpose statement and ‘what’s in it for me’ statement were added and the 

six components of PCC were supported with text descriptors as a guide for key 

stakeholders of PCC in general practice. 
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6.5  Discussion 

Putting Patients First: A Map for PCC was synthesised from the evaluation of an existing 

model of PCC for GPs (70) in consultation with GPs and patient advocates. This study 

supported the Map for PCCs readiness for practice, as qualitative testing has 

contextualised the model to the ‘real world’ and extended its application to beyond the 

micro-level of health care. Our model provides an enhanced conceptual understanding of 

PCC that can be used to support the development of tools/tool kits and future research 

promoting the adoption and implementation of PCC.   

 

An evaluation of the U.K. based MAGIC programme found that a lack of support tools 

and the day-to-day demands and priorities for GPs inhibited shared decision-making, 

which is a fundamental component of PCC (139). These findings are reflected in our 

study as both patient advocates and GPs identified that GPs need support for PCC. 

Providers in our study expressed that at times their practice’s business model placed 

greater pressure on their time with patients and personal remuneration, and consequently 

compromised their ability to practise PCC. Providers in the U.K system have experienced 

the same issue. A lack of time with patients, and reduced ability to deliver PCC has been 

reported to result in a loss of professional autonomy and diminished job satisfaction for 

GPs (230). Responsibility to deliver PCC lies with providers but also the wider general 

practice team (21). Continuing the education of PCC among all practice staff, with the 

use of the Map for PCC in a collaborative QI activity has the potential to promote PCC 

and alleviate the pressure on individual GPs striving for PCC. The development of 

tools/tool kits that include our new Map for PCC, can prompt GPs with new ideas to 

deliver PCC and support GPs to re-hone their skills and knowledge regarding PCC. 

  

 A lack of time, financial pressure and the gatekeeper role were noted by GPs in our study 

as health system factors that contributed to compromising PCC. Participants’ proposed 

collaboration with other health professionals as a valuable strategy to alleviate GP time 

pressure and support PCC. This supports a recently published systematic review and 

qualitative investigation that reported collaborative care initiatives helped to alleviate 

individual GP workload, prevent GP burnout and support PCC (248). Our findings add 

to the literature valuing the collaboration of care with other health professionals and a 

patient’s social support network as supportive of PCC. 
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Patient advocates in our focus groups highlighted the opportunity for environmental 

design, general practice culture and reception staff to facilitate PCC. In wider research, 

effective health care space design has been reported to reduce stress, anxiety, and increase 

patient satisfaction (249). In hospitals, environmental characteristics (e.g. cleanliness of 

the space) have been reported to positively influence patient perceptions of patient-

centeredness (250). Of note, providers in our study did not raise consideration of the 

patient-centredness of their practice environment as an issue. This concept was 

emphasised in the map for PCC as a practical consideration for GPs to implement PCC 

and ensure patients feel safe and at ease when they engage with general practice. A 

patient-centred environment was outlined as supportive of all other aspects of the model, 

such as forming relationships with providers and involvement in care. Future research 

should explore novel interventions to assess and optimise the general practice 

environment to be conducive to and support PCC in practice.  

 

6.5.1 Strengths and limitations 

A strength of this study is that it was based on consultation with the users and 

beneficiaries of PCC. However, nearly all participants were based in an Australian, urban 

general practice setting. The applicability of the new Map for PCC outside this context is 

unknown. Qualitative description presented data in a language used by participants, 

which supported the new Map for PCC to be credibly contextualised to the ‘real world’ 

(161). This study made explicit that change in practice is required to support the effective, 

universal delivery of PCC in accordance with our advanced model. This is important 

because innovation theory indicates that providers are more likely to implement practice 

change if there is evidence that change is required (255).  

 

The synthesis of patient advocate voices with GP voices was essential to informing a 

model that captures the ‘real world’ understanding of PCC. Patient advocate voices are 

informed by their training, prior experiences with their GP and own health care, and their 

knowledge of the health care system. While we did not collect detailed information on 

the characteristics of patient advocates, their views are likely to be unrepresentative of 

their patient peers and this may introduce bias to our model. However, patient advocates 

have demonstrated that their understanding of PCC is highly individual and is grounded 

in their personal experience (253). Patient advocates were essential to the development 

of our PCC model because of their likely deeper understanding of the health system and 

informed perspectives of health care compared with typical patients.  
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6.6  Conclusions 

This study has advanced our conceptual understanding of PCC in the ‘real world’. Putting 

Patients First: A Map for PCC is a valuable tool for patients, providers and health systems 

that needs to be embedded into tools or support kits for PCC. A novel finding of this study 

is the importance of the general practice environment, and all staff within the environment 

for PCC delivery. The physical environment and the role of all general practice staff needs 

to be a focal point in any analyses or initiatives in the pursuit of PCC.   
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Chapter 7 Phase Three 

7.1 Introduction 

Phase three of this PhD program was informed by the two previous phases in this PhD program. 

It sought to consolidate the new knowledge on PCC generated through the research and develop 

a tool kit that could be used in practice to support the understanding and delivery of PCC by 

general practice teams. Thus, the work is seeking to close the knowledge-to-practice gap of 

PCC research and as such, address one of the well-known barriers to enacting PCC. Phase three 

aimed to develop and assess the feasibility of a novel, evidence-based, tool kit within the Gold 

Coast general practice region. The development of the tool kit was undertaken as planned and 

is highly valued by the GCPHN as part of their practice support resources. The PCC tool kit 

can be found in (Appendix E). Unfortunately, the feasibility testing that was proposed to be 

undertaken could not be completed in full due to the heights of the COVID-19 pandemic. This 

chapter will outline the development that occurred and feasibility testing that could be 

undertaken in the future. 

 

7.2 Rationale and Aims 

Patient-centeredness can be promoted through QI initiatives (58). When implemented within a 

primary health care context, QI initiatives can facilitate a continuous effort to improve 

systematic care processes, and this can occur by identifying a problem, examining and applying 

solutions and monitoring for improvement (256). Irwin, Stokes and Marshall published a 

review of 23 systematic reviews that examined practice-level QI initiatives in primary care 

(38). However, none of the included reviews contained an initiative on the topic of GP-

delivered PCC (38), demonstrating a clear lack of tested initiatives supporting PCC. Recently 

published research from within this PhD program have proposed new ideas for promoting PCC, 

including establishing a collaborative, practice-wide activities that enhance knowledge of PCC 

(253), clinician reflective capacity (257) and patient involvement in QI (253,257). The 

literature suggests that a practice-wide QI initiative that aims to promote, support and sustain 

PCC is needed.  

 

Existing interventions to support PCC tend to focus on singular aspects of PCC within medical 

consultations. Gambling and Long (258) interviewed intervention group participants from a 
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randomised controlled trial, who delivered patient-centred communication to enhance self-care 

among diabetes patients. Despite the uniform intervention and training of clinicians to practice 

PCC communication, qualitative analysis found that the delivery of PCC was highly individual, 

suggesting that approaches to support PCC need to be flexible and consider the uniqueness of 

patients and clinicians (258). Other forms of PCC interventions used in medical consultations 

include leaflets and information packages, patient engagement strategies and self-management 

action plans, however these focused on aspects of PCC such as educating, informing and 

involving patients (259). The bulk of existing PCC interventions does not aim to enhance 

holistic PCC, nor do they provide practice teams with an opportunity to reflect on PCC within 

their practice. A shared vision for PCC among general practice teams was viewed by the co-

creation team as a fundamental starting point for PCC. Therefore, informed by the literature 

and practice-based informants within the co-creation team agreed upon a practice-wide QI 

approach as a crucial design objective of the tool kit. 

 

The concept of QI is prominent in many general practices across Australia, albeit in various 

forms. Most, but not all, general practices are accredited against the RACGPs Standards for 

General Practices (5th edition) every three years, and these specifically contain a quality 

improvement module (114). In addition, the Australian Government’s Practice Incentive 

Program (PIP) was established in 2019 and involves a payment to general practices that 

participate in QI activities to improvement patient outcomes and deliver best practice care 

(148). To be eligible for this incentive, practices must also provide the PIP eligible data set to 

their local PHN. The familiarity of general practice teams with QI and growing incentives 

towards QI initiatives, makes a QI approach for supporting PCC worthy of investigation. 

     The aims of this phase of research were to i) develop a tool kit that can be used by general 

practice teams to raise awareness and understanding of PCC and implement and sustain 

changes that facilitate PCC; and ii) assess the feasibility of the tool kit in practice; identify and 

apply modifications to the tool kit that were informed by the perspectives and views within 

general practice.  

  

7.3 Development of the Patient-Centred Care Tool Kit  

The effort towards development of the tool kit involved planning and co-creation (166), which 

was completed in 2020. The concept of the tool kit was collaboratively developed through a 

research partnership with Griffith University, Bond University and the GCPHN, Australia. The 
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stakeholders and researchers from these organisations brought together expert practice-based 

general practice experience and knowledge, expertise on QI, and research-based expertise on 

PCC. A PCC tool kit named Putting Patients First: A Tool Kit for Enhancing Patient-Centered 

Care was developed that was informed by recent research regarding GP-delivered PCC 

(Chapters 4-6 of this PhD) (70,253,257), internal QI resources of the GCPHN, including the 

Continuous QI Project Template (Appendix D) and wider published research on QI (38,171). 

The tool kit is evidenced-based and incorporates components of QI that have been 

demonstrated to be effective (38,256). The tool kit incorporates relevant theoretical 

frameworks (260), such as social learning (261) and quality management theory (262).  

 

In line with an action research methodology, initial ideas for the tool kit were advanced through 

a series of listening, observation, evaluation and critical reflection (167). As an example of the 

developing initial ideas, in a formative co-creation meeting an academic-GP stated that “GPs 

do not want to be education but rather would appreciate practical strategies to support their 

practice”. The GCPHNs Consumer Advisory Committee were consulted for initial ideas on 

supporting PCC in general practice. An idea raised during this consultation was that, if any 

PCC initiative is to be effective, then its vision needs to be shared by the whole general practice 

team. Throughout the entire research process, developing ideas like these were documented in 

a research journal kept by the PhD candidate, and this assisted with subsequent reflection, 

establishment of design objectives and iterations of the tool kit development.  

 

The tool kit was tested twice with a health professional and a small group of researchers, during 

these repeated pilot tests, face validity and comprehension were assessed (263). The tool kit 

was subsequently revised based on pilot testing, which resulted in the addition of prompt 

questions to support QI participants to progress successfully through the tool kit. The tool kit 

was presented to the GCPHNs Primary Healthcare Improvement Committee, which comprises 

a panel of expert practice-based clinicians and managers. Committee members provided 

feedback on the tool kit, which resulted in the addition of a list of sources with strategies to 

enact PCC. The committee provided guidance on the sustainability of the tool kit and strategies 

to communicate it to general practice teams. Repeated iterations were overseen by the co-

creators and resulted in modifications that further enhanced the tool kit readiness to be 

evaluated in practice. The committee informed a practical perspective for the motivations for 

general practice teams to use the tool kit, due to this, the tool kit contains detailed rationale for 

its adoption and use by practice staff. The tool kit is designed to be implemented via an eight-



 
 

107 
 

step process, which is described in Appendix E (page 185). The PCC tool kit contains a 

collaborative audit process, it focuses on and continuing education for general practice staff, 

and it promotes higher levels of practice facilitation/leadership.  

  

Within the tool kit, there is a cross-sectional analytical strategy that has been previously been 

advocated for QI in Australian general practice; a strengths, weaknesses, opportunities and 

threats (SWOT) analysis (141,264). A SWOT analysis promotes collaboration and is relatively 

simple and time efficient (265). These characteristics are important to addressing a lack of 

skills and capacity by practice staff, which are commonly reported barriers to QI (266). The 

SWOT encouraged staff members to take responsibility for PCC, such as, leading the SWOT 

analysis session or the implementation and monitoring of session outcomes. The cross-

sectional nature of a routine SWOT analysis has been reported to hinders effective, continuous, 

QI (38). However, the SWOT analysis in our tool kit is designed to be implemented in a 

sequential, cross-sectional nature, which allows for both longitudinal and cross-sectional 

comparisons. A time-efficient, collaborative activity was important to embed within the tool 

kit because a lack of enthusiasm, training and resources for general practice teams has 

previously hindered ongoing QI (267).  

 

7.4 Feasibility Study 

7.4.1 Study Design and Research Questions 

An innovative, qualitatively driven (169), mixed methods feasibility study (157) was conceived 

that was led by the PhD candidate in collaboration with partner researchers/stakeholders. The 

aim of the study was to test the PCC tool kit in general practice in Gold Coast, Australia. 

Feasibility studies can effectively evaluate the extent to which an initiative is appropriate, 

relevant and sustainable in practice (168). To implement the tool kit and complete the study, 

practices would need to host a QI session that aimed to include at least one staff member from 

each role and at least one patient representative. Then, practices would need to follow the PCC 

tool kit to complete all eight steps, and the time taken to achieve this would be variable but 

should be a maximum of eight weeks for the study period. The study aimed to assess the 

feasibility of the PCC tool kit through four main criteria: relevance, suitability, acceptability 

and practicality. The overarching research question was “To what extent is the PCC tool kit 

feasible in practice?” This question was answered by the cumulative outcomes of sub-
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questions, which are outlined in Table 8. Findings of this study could inform what, if any, 

modifications the PCC tool kit needs and how these changes may occur (168).  

 

Co-creation and an action research methodology was intended to address the objective of  

developing a PCC tool kit capable of influencing both knowledge and practice (167). 

Researchers planned to partner with the end-users of the tool kit who were stakeholders of 

general practice, such as practice managers, GPs and patient representatives. Study outcomes 

can progress the development of a resource that can be used to support PCC in general practice, 

and inform a recommendation for further research applicability to different populations (168). 

This study received ethics approval by Griffith University Human Research Ethics (No: 

2020/737), however this was rescinded in February 2021.     
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Table 8: Approach towards assessment of relevance, suitability, acceptability, practicality and efficacy potential 

 
Line of Inquiry Research Sub-Question Data Collection Respondents Analysis Indicator of Acceptability 
Relevance To what extent do the intended 

users of the tool (general practice 
staff and a patient representative) 
believe it to be relevant to 
practice? 

Quantitative; closed survey 
responses; record analysis 
[documented PCC strategies 
and session outcomes]  

All participants*  • Respondents completing closed 
survey on AVAS scale (ratings 1-10) 
on: i) value, ii) importance, iii) 
relevance 

• Respondents creating implementable 
change strategies 

• Average rating of 7/10 or 
higher for all measures 

• The development of at 
least one strategy that 
supports PCC as a result of 
the session   

Suitability To what extent is the guide 
suitable for use? 

Quantitative; records analysis All participants*  • Respondents completing closed 
survey on AVAS scale (ratings 1-10) 
on: i) suitability 

• Respondents identifying strengths, 
weaknesses, opportunities and threats 
that align with the 6 components of 
GP-delivered PCC (257) 

• Average rating of 7/10 or 
higher 

• Interpretive analysis by the 
research team of SWOT 
templates and GP 
delivered PCC model 

Acceptability To what extent is the guide 
acceptable to intended users of 
the tool? 

Quantitative; closed survey 
responses; observation 

All participants* • Respondents completing closed 
survey on AVAS scale (ratings 1-10) 
on: i) acceptability 

• Average rating of 7/10 or 
higher 

Perceived 
practicality and 
modifications 

To what extent is the guide 
conveyed in an understandable 
format? 
What are the perceptions of the 
practicality of the tool kit? 
What are the perceptions of the 
likelihood to use the tool in the 
future? 
What, if any, modifications need 
to be made to the tool kit? 

Quantitative; closed survey 
responses; observation 
Qualitative; follow-up 
virtual/phone interviews with 
all participants 

All participants* • Respondents completing closed 
survey on AVAS scale (ratings 1-10) 
on: i) ease of use practice, ii) feeling 
confident to complete the tool 
independently 

• Researchers observing the 
participatory sessions able to be 
completed in a timely manner: <1.5 
hours and overall tool kit to be 
implemented over the 8-week study 
period  

• Constant comparison and thematic 
analysis 

• Average rating of 7/10 of 
higher for all measures 

• Timely manner to be less 
than 1.5hrs for the 
participatory session and 
within 8 weeks for the tool 
kit. 

• Positive perceptions of 
practicality and likelihood 
to implement the tool in 
the future. 

• Minor suggestions on 
modifications 

Perceived 
efficacy potential 

To what extent do general 
practice staff feel that the tool can 
support PCC? 

Qualitative: open-ended 
survey responses 

Practice team 
leaders or tool kit 
champions* 

• Constant comparison and thematic 
analysis 

• Positive perceptions of 
positive efficacy potential 

*All participants = All participants involved in the Tool Kit (i.e., members of the general practice team and a patient representative) 
AVAS = Adaptive Visual Analogue Scale 
SWOT = Strengths, Weaknesses, Opportunities, Threats 
PCC = Patient-Centred Care 
GP = General Practitioner 
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7.4.2 Selection and recruitment of study population 

Researchers sought to recruit a sample of diverse general practices from the context of 

urban general practice in the Gold Coast, Australia. General practice managers were 

engaged via email from the PhD candidate with the endorsement of the GCPHN and were 

invited to participate through a study flyer. Food and beverages were to be provided 

during throughout the study. In light of the pandemic, practices could choose the study to 

be held on virtual platforms or face-to-face. Between December 2020 and March 2021 

approximately 26 general practices on the Gold Coast were invited to participate in this 

study. This figure represents 13% of the total number of general practices in the Gold 

Coast (150). All 26 practices had existing relationships with the GCPHN were either 

known to participate in research or known personally to general practice engagement staff 

at the GCPHN. Despite this effort to recruit, no general practice teams were able to 

participate in the study, citing that they did not have enough time due to the pandemic. 

An ethics variation was approved, and participating practices were to be provided with a 

$500 honorarium. Mass media has been shown to support general practice engagement 

(268). After the initial recruitment, the study was advertised in an article within the 

GCPHNs general practice bulletin and within a Facebook group for GPs. Despite the 

additional efforts towards recruitment spanning across three months, no practice teams 

had the capacity to participate in this study and therefore recruitment efforts were 

discontinued.   

 

7.5 Chapter Summary and Reflection 

The purpose of the feasibility study was to assess the capability of the tool kit for its 

purpose and to generate evidence that could be used to promote its use in practice. Despite 

having discontinued the feasibility study, the development of the tool kit was a key output 

of this PhD research. The GCPHN will use the tool kit to support practices who are 

seeking to enhance PCC. Further research outside the scope of this PhD should seek to 

evaluate and enhance the tool kit, to ensure it is of value to the wider general practice 

workforce as a QI resource. Reflection of the theoretical framework of this PhD, 

professionalism and awareness of the emerging research regarding COVID-19 in general 

practice informed the next step in this PhD program. After phase three, this PhD research 

sought to explore PCC within the context of the pandemic, which had a noticeable impact 

general practice. Prior to phase four, little was known about the perceptions and 

experiences of PCC within general practice teams since the onset of the COVID-19 
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pandemic. These perceptions could inform strategies to promote the use of the tool kit 

and map for PCC that were developed throughout this PhD  
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8.1 Abstract 

8.1.1 Background and Objective 

The COVID-19 pandemic has changed the way general practice teams interact with 

patients. This protocol paper describes the rationale and design of an exploration of the 

experiences and perceptions of patient-centred care (PCC) by high functioning general 

practice teams in Australia.  

 

8.1.2 Methods 

A qualitative descriptive approach and collective case study method will be used. 

Potential participants are individuals representing a high functioning general practice 

team, who will be asked to participate in a semi-structured interview. Eligible general 

practice clinics have received a “Practice of the Year” award or commendation from the 

Royal Australian College of General Practitioners or Australian General Practice 

Accreditation Limited. Interview data will be analysed thematically, with constant 

comparison and meta-synthesis.   

 

8.1.3 Discussion 

Collective case study research is valuable because it enables rich exploration of PCC 

within the context of the pandemic. Rapid research on PCC may highlight new 

approaches towards the delivery of PCC.  
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8.2 Introduction 

The World Health Organization defines patient-centred care (PCC) as care that is 

respectful and responsive to the needs and wishes of patients (49). There are many 

reported benefits of PCC, including improved health care outcomes (8,10,12,100), 

enhanced relationships between providers and patients (100), and enhanced patient 

satisfaction (8,11). There is a clear need to explore the processes and implementation of 

PCC because of its impact on patient experience, providers and organisations, and its 

long-standing emphasis within health care policy, such as the National Safety and Quality 

Health Service Standards (14) in Australia.  

 

The SARS-CoV-2 (COVID-19) pandemic has brought about sweeping changes to health 

care systems across the world, including in Australia, where physical distancing 

regulations and public health orders affected the availability of general practice staff and 

influenced the way patients access and interact with general practice services (117). 

Initially, fewer patients attended general practice services for routine care (116,117). 

Then, general practices were called upon to administer COVID-19 vaccinations to a 

significant proportion of the national population. The COVID-19 pandemic caused a 

significant disruption to general practice and its impact on PCC is not yet understood. 

 

Patient-centredness is a dynamic concept in global health systems and it is susceptible to 

compromise if priorities of health care shift, such as in times of a health crisis. Published 

in 2021, a Delphi study involving 114 health care experts, managers, clinicians and 

patients expressed there may be new priorities in achieving PCC in the COVID-19 era, 

including greater emphasis on patient safety, care for vulnerable patients, promoting self-

management and patient autonomy (269). These priorities diverge from what was known 

about enacting PCC prior to the pandemic, which focused on six key components: 1) 

understanding the whole person; 2) finding common ground, 3) experiencing time, 4) 

aiming for positive outcomes, 5) considering the system and collaborating in care and 6) 

optimising the general practice environment (257). Trustworthy qualitative research is 

valuable to understand the experiences and perspectives of PCC whilst capturing the 

contextual factors of the pandemic to inform higher levels of PCC.   

 

The performance of general practice can be externally assessed, and those practices who 

demonstrate a commitment to quality may be recognised with an award. Award-winning 

practices are high performing and are considered to have a high functioning practice team. 
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High functioning general practice teams are the leaders of the workforce and exemplify 

the characteristics of general practice, which include quality, safety and PCC (24). The 

objective of this study is to explore the attitudes towards, experiences, and perceptions of 

PCC by Australian high functioning general practice teams. By aggregating exemplar 

cases of PCC, this study seeks to explore many valuable insights from the experiences 

and perceptions of PCC within high performing practices. Rigorous qualitative research 

on PCC is needed as the extent of pandemic’s influence on PCC is unknown. The 

identification of novel strategies to deliver PCC throughout the first 18-months of the 

pandemic is important given PCC is prioritised in the Australian Government’s Long 

Term National Health Plan (5). The proposed research is one of the first to explore PCC 

during the COVID-19 pandemic.   
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8.3  Methods 

8.3.1 Methodological Overview  

This study will be situated in a social constructivist philosophical position (270) to 

explore PCC in the context of the COVID-19 pandemic. Our view is that all knowledge 

is constructed by the interaction between human beings and their world; with important 

influence from the social context (270). A qualitative descriptive methodological 

approach (161) will be employed to address the research questions, which are outlined in 

Table 1. This approach is a well-established alternative qualitative methodology that is 

commonly used to identify the “who”, “what” and “where” of experiences in their natural 

state. This approach is ideal to generate data on the complex concept of PCC in a real-

world language (161) and allow for the identification of PCC strategies that can be easily 

integrated into practice. The qualitative descriptive approach will also enabled a 

description of PCC that accounts for any influence of the pandemic (161).      

.    

 

8.3.2 Study Design 

The concept of PCC was well-defined prior to the COVID-19 pandemic (70,257) but the 

disruption to the general practice sector caused by the pandemic has influenced the social 

situations in which PCC is delivered. A collective case study method (271) will be 

employed to ascertain general practice teams’ perspectives of PCC throughout the 

pandemic and describe PCC initiatives. Brickley and colleagues’ map of PCC (257) will 

inform a foundational descriptive theory, which will be used to guide data collection and 

analysis, and this is routine in descriptive case study research. The proposed study is 

collective in design (aggregating cases and synthesising results across participants), it will 

also be instrumental as participants will be recruited based on their ability to deliver PCC 

at high levels. Semi-structured interviews will be conducted to identify the experiences 

and perspectives of PCC. Ethics approval was obtained from the Griffith University 

Human Research Ethics Committee (No. 2021/132). 

 

8.3.3 Sample and Recruitment 

The sampling strategy will aim to recruit information rich cases, to describe PCC as it 

appears, in practices that we believe delivered PCC at high levels prior to the pandemic 

(161). The Royal Australian College of General Practitioners (RACGP) and Australian 

General Practice Accreditation Limited (AGPAL) provide awards and commendations to 

general practices throughout the country for quality care. To be eligible, general practices 
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will have been i) awarded “general practice of the year” by the RACGP or ii) awarded 

“general practice of the year” by AGPAL and Quality Innovation Performance Limited 

(QIP); or iii) highly commended in the “general practice of the year” award by AGPAL 

and QIP. The identification of high-performing practice has been completed similarly 

elsewhere (272). Practices must have received an award in the last five years, to increase 

confidence of practice high performance.  

 

The RACGP is the leading representative body for general practice in Australia, while 

AGPAL and QIP are providers of accreditation and quality improvement for general 

practices. To be awarded, practices must have been accredited, and any two persons must 

have submitted a nomination of the practice to the relevant organisation with a description 

of what differentiates the practice from other practices. The “practice of the year” award 

signifies quality, safety, and best-practice general practice with evidence of continuous 

quality improvements in terms of efficiencies, processes, staff, and patient engagement.  

 

A total of ten practices were identified from a publicly available list of the respective 

award winners dating back to 2016 with the most recent award provided in 2020. The ten 

practices will be approached to participate in an interview via phone by an experienced 

GP who is also an academic (MM). The practice contact person will be asked to nominate 

a practice representative to participate in the interview, who was employed at the practice 

before the pandemic and willing to speak on behalf of the practice team. The primary 

researcher will then follow-up all nominated interviewees via email with a study flyer, 

study information sheet, and schedule the interview. A representative was chosen rather 

than a focus group for pragmatic reasons, to not overload general practice teams during 

the additional demands of pandemic conditions. The interviews will be conducted over 

phone or videoconference (Microsoft Teams) and conducted independently by a primary 

care researcher/dietitian (BB). Participating practices will be paid a $100 honorarium.  

 

8.3.4 Interview Protocol 

Semi-structured interview questions were informed by an interview guide developed by 

the research team (Table 9). The interview guide was reviewed by expert qualitative 

researchers and a GP, then tested with an allied health professional who is also a consumer 

of general practice. Pilot testing of the interview guide identified the need to better define 

PCC for participants, which led to the inclusion of the Brickley and colleagues’ map for 
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PCC into the interview protocol. Participants will also be provided with the map for PCC 

prior to the interview. The interview will commence with a short briefing, in which the 

facilitator will clarify that participants should address the questions on behalf of their 

practice team and elaborate on any alternate views. Questions will begin with broad 

inquiry about PCC within the context of the pandemic. Then, participants will be shown 

the Brickley and colleagues’ map for PCC (257). Although participants will have already 

seen the map, participants will be given additional time to reflect upon the map and an 

opportunity to ask questions to clarify their understanding of PCC. Participants will then 

be asked to elaborate on the strategies their practice has used to deliver the six components 

of PCC (as outlined in the map) in the context of the pandemic. The interview duration 

will be a maximum of 30-minutes, to allow for probing questions, provide time for 

interviewees to elaborate on specific concepts and express their views freely. Interview 

questions will be tailored after the first interview to explore ideas that arose from the 

initial analyses with subsequent participants, in an iterative process, with developing 

themes explored in subsequent interviews (243). 

 

8.3.5 Data Collection 

Descriptive practice data collected will be practice names, location (postcode), number 

of employed full time equivalent GPs, and business model type. The occupation of the 

practice representative will be recorded. Social demographic, cultural and 

epidemiological characteristics of the practice catchment area will be collected online 

from Informed Decisions: Demographic Information Tools (2020 estimates), and, if 

recent estimates are not available, from the 2016 National census data (Australian Bureau 

of Statistics). Interviews will be audio-recorded using a dictaphone or electronically using 

Microsoft Teams software. Audio-recordings will be subsequently transcribed verbatim 

using Griffith University’s Speech-to-Text Transcription Service. All practice 

representatives must provide verbal consent prior to their interview. Verbal consent will 

also be obtained for participating practices to be named in the dissemination of findings. 

Narrative quotes included in this manuscript that could be perceived as sensitive will be 

sent to interviewees prior to dissemination, as such interviewees can revise their quotes 

or withdraw consent to be named. The primary researcher will take field notes during all 

interviews. All participants will be contacted via email and invited to verify the accuracy 

of their transcript prior to data analysis.  

 

.



 
 

119 
 

Table 9: Research Questions and Semi-Structured Interview Guide 

Research Questions Inquiry Purpose Main Interview Questions Potential Probing Questions 
What are the attitudes, 
beliefs, and experiences 
of PCC within high 
performing general 
practices in the context of 
the COVID-19 
pandemic?  

1. Elicit existing views on 
PCC and provide 
opportunity for open 
expression of views 
regarding PCC.  
2. Understand the 
pandemic’s influence on 
PCC delivery, and 
investigate if any 
attitudinal changes in 
practice teams have taken 
place. 
 
 

1. Can you describe to me your practice team’s views on PCC 
throughout the pandemic? 
2. Are there any different views throughout the practice? 
2. Have any members of your practice team’s views and 
attitudes towards PCC changed since before the pandemic?  
3. If they have changed, can you elaborate on how they are 
different? If they are the same, can you explain why? 

1. Do you share the views of your practice team on this 
topic? 
2. How long have you felt this way? 
3. What advice could you give another practice team 
striving for PCC in the current health care system?  
4. What do you think the necessary changes to policy 
are to promote PCC in the current environment? 
5. What, if any, are the most effective models of 
general practice in terms of providing PCC? 
6. Further questions to be guided by findings of initial 
analysis. 

The Brickley and colleagues map of PCC to be shown to participants at this stage of the interview. All participants are to be given time to read and reflect on the model, with an 
opportunity to ask any questions  
To what extent have high 
performing general 
practice staff delivered 
PCC throughout the 
pandemic?  
What, if any, strategies 
have been used to achieve 
this? 
 

3. Explore perceived 
strategies that the practice 
has used to support the 
ongoing delivery of PCC.  
4. Allow participants time 
to freely express their 
thoughts and feelings. 

4. Do you believe that your practice team has been able to 
successfully deliver PCC throughout pandemic? 
5. Where there any recent initiatives in your practice 
undertaken towards promoting the delivery of PCC? Can you 
describe these? 
6. Is there anything you would like to express that has not 
come up in this interview so far? 

1. Can you elaborate on the roles of staff in this 
initiative?  
2. What advice could you give another practice 
intending to undertake the same initiative?  
3. Further questions to be guided by findings of initial 
analysis 

Abbreviations: PCC; patient-centred care 
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8.3.6 Data Analysis 

Data will be analysed using constant comparison and reflexive thematic analysis (246) 

and this will commence simultaneously with data collection. Field notes, ongoing 

reflection and debriefing within the research team will support the dependability and 

credibility of analytical process (273). Interview data will be analysed independently by 

two experienced qualitative researchers. Data will be initially analysed on an individual 

practice basis, then, data will be synthesised and analysed across the whole sample. This 

meta-synthesis will allow for case comparisons and the reflective analysis will inform 

main themes (177). Consensus on the analyses of interview data will be sought between 

two researchers. The analyses will then be shared with the entire research team, who will 

collaboratively review, define, and name themes (234,273). Brickley and colleagues’ map 

of PCC will influence the data analysis because it will inform an instrumental definition 

of PCC (257). Practice location (postcode) will be analysed by their 

Accessibility/Remoteness Index of Australia (ARIA) classification (245). The number of 

employed full-time equivalent GPs will be used to categorise practice size: 1-3 (small), 

4-7 (medium), >7 (large). The analysis of other contextual data (socio-cultural) will 

support the understanding of PCC strategies and perceptions at each practice. 

8.4 Discussion 

This study described in this paper, will be one of the first studies to explore the 

perceptions and experiences of PCC by high-functioning general practice teams 

throughout the COVID-19 pandemic. Collective case studies help identify views and 

experiences that may be significantly influenced by contextual factors. This approach is 

important for the proposed research because we are seeking to identify experiences of 

PCC during the pandemic and explore if the pandemic has influenced general practice 

teams’ views on the complex concept of PCC. Our sampling strategy and collective case 

method will enable case comparisons of exemplar PCC, which is significant because the 

subsequent analysis can inform adaptations to policy and practice during the COVID-19 

pandemic and beyond. 

 

Limitations of the study design is exacerbated by the need to minimise the burden of 

participating in research given the clinical demands of participants. Participants will 

outline the perspectives of PCC on behalf of their practice team, although the ability to 

capture the practice team’s view will be limited as only one team member will be 

interviewed per practice. Furthermore, our sample consists of general practice staff whose 
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practice had received an award in recognition of quality. The sample is limited to practices 

who had received an award within the last five years, to strengthen the likelihood that 

participating practice teams value PCC and can provide examples of delivering PCC 

under pandemic conditions.  
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8.5 Abstract 

 

8.5.1 Background and Objective 

The COVID-19 pandemic has significantly impacted primary health care systems 

throughout the world. This article presents the analysis of the perspectives and 

experiences of patient-centred care during the pandemic by high functioning general 

practice teams in Australia. 

 

8.5.2 Methods 

A qualitative descriptive approach and collective case study method was employed. 

Participants were representatives of high functioning general practice teams, who 

undertook a semi-structured interview. Reflective thematic analysis was applied to all 

interview data (meta-synthesis) using a constant comparison approach. 

 

8.5.3 Results 

Five clinic representatives were interviewed. Six themes developed, highlighting that 

despite the pandemic creating new challenges to deliver PCC, general practice teams 

maintained a focus on PCC. General practice teams adapted to deliver PCC through 

strategies not used prior to the pandemic. 

 

8.5.4 Discussion 

This study identified new approaches to PCC that can guide other general practices and 

progress our health system towards policy-based PCC objectives. 
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8.6 Introduction 

Patient-centred care (PCC) is a priority for primary health care clinicians, researchers, 

and policymakers (14,21,257). In Australia, general practitioners (GPs) and patient 

advocates have defined PCC to contain six inter-related components: 1) understanding 

the whole person; 2) finding common ground, 3) experiencing time, 4) aiming for positive 

outcomes, 5) considering the system and collaborating in care and 6) optimising the 

general practice environment (257). The concept of PCC is integral to the Australian 

primary care system, and practice-based research plays a role in supporting PCC.   

 

The SARS-CoV-2 (COVID-19) pandemic has impacted health care systems across the 

world. In Australia, social distancing regulations and government-enforced lockdowns 

affected the availability of general practice staff and influenced the way patients access 

and interact with general practice services (117). Initially, fewer patients attended general 

practice services for routine care (116,117). Then the number of telehealth consultations 

delivered by GPs increased, despite historically, information and communication 

technologies (i.e. telehealth) being used predominately to provide care across geographic, 

time, social and cultural barriers (274). After the onset of the pandemic, the scope of 

funding for telehealth within the Medicare Benefits Schedule (MBS) was expanded, and 

this also contributed to an increased number of telehealth consultations (116). Primary 

Health Networks across Australia collaborated with general practices to roll out and 

administer COVID-19 vaccinations to the nation.  

 

The impacts of the pandemic on PCC are worth attention given its priority in general 

practice. High functioning general practice teams are committed to quality, safety and 

PCC (24). This study seeks to explore the attitudes towards, experiences, and perceptions 

of PCC by Australian high functioning general practice teams.  
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8.7 Methods 

8.7.1 Methodological Overview and Study Design 

A detailed description of methodology and methods have been published recently (275). 

Briefly, this study used a social constructivist philosophical position (270) and qualitative 

descriptive methodological approach (161). A collective case study method (271) was 

used to ascertain various perspectives of PCC throughout the pandemic and describe PCC 

initiatives. Brickley and colleagues’ map of PCC (257) informed a foundational 

descriptive theory that guided data collection and analysis of this study. Semi-structured 

interviews were conducted to identify the experiences and perspectives of PCC within 

high functioning general practice teams throughout the pandemic. Ethics approval was 

obtained from the Griffith University Human Research Ethics Committee (No. 

2021/132). 

 

8.7.2 Sample and Recruitment 

Eligible general practices were i) those who had been awarded “general practice of the 

year” by the Royal Australian College of General Practitioners (RACGP) and ii) those 

who had been awarded “general practice of the year” by Australian General Practice 

Accreditation Limited (AGPAL) and Quality Innovation Performance Limited (QIP); and 

iii) those who had been highly commended in the “general practice of the year” award by 

AGPAL and QIP. The identification of high-performing practice has been completed 

similarly elsewhere (272). A total of ten practices were identified from a publicly 

available list of the respective award winners dating back to 2016 with the most recent 

award provided in 2020. Recruitment occurred via email and potential participants were 

provided with a study flyer and study information sheet. The interviews were 

subsequently scheduled and conducted independently by the lead researcher over phone 

or videoconference (Microsoft Teams). 

 

8.7.3 Data Collection 

Descriptive practice data collected were practice names, location (postcode), number of 

employed full time equivalent GPs, and business model type. The occupation of the 

practice representative was recorded. Social demographic, cultural and epidemiological 

characteristics of the practice catchment area were collected. Semi-structured interview 

questions adhered to an interview guide (275). Questions began with broad inquiry about 

PCC, and the interview duration aimed to be a maximum of 30-minutes. Interviews were 
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audio-recorded using a dictaphone or electronically using Microsoft Teams software and 

audio-recordings were subsequently transcribed verbatim. All practice representatives 

provided verbal consent prior to their interview. Verbal consent was obtained for 

participating practices to be named in the dissemination of findings. All participants were 

contacted via email and invited to verify the accuracy of their transcript prior to data 

analysis. 

 

8.7.4 Data Analysis 

Data were analysed using constant comparison and reflexive thematic analysis (246) and 

this commenced simultaneously with data collection, which allowed for initial codes and 

themes to be explored in subsequent interviews. Field notes, ongoing reflection and 

debriefing within the research team supported the dependability and credibility of 

analytical process (273). Interview data were analysed independently by two experienced 

qualitative researchers. Data were analysed across the whole sample, which allowed for 

case comparisons and the meta-synthesis of all qualitative data to inform main themes. 

Findings were then discussed between the two researchers until a consensus was reached. 

Practice location (postcode) was analysed by their Accessibility/Remoteness Index of 

Australia (ARIA) classification (245). The number of employed full-time equivalent GPs 

was used to categorise practice size: 1-3 (small), 4-7 (medium), >7 (large). Other 

contextual data (e.g. median age of population base) assisted to explain many of unique 

PCC strategies and perceptions at each practice. 
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8.8 Results 

8.8.1 Participants and their Practices 

Five of the 10 invited general practice teams participated in this study between April and 

May 2021: Saunders Street Medical Practice (SSMP), Hawkins Medical Clinic (HMC), 

Inala Primary Care (IPC), Hunters Hill Medical Practice (HHMP) and Atticus Health 

Medical Clinic (AHMC). Practice information, local socio-demographic characteristics, 

practice representative and interview duration are displayed in Table 10. Practice 

representatives were three GP-owners, one practice manager and one nurse team leader. 

The impacts of COVID-19 on participating practices were diverse, with practices in QLD 

and SA experiencing low levels of community transmission prior to data collection as 

compared those in TAS, VIC and NSW.  
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8.8.2 Thematic Analysis  

Six themes developed from the meta-synthesis and all themes are described in 

detail supplemented by indicative narrative quotes.  

 

Theme 1: The pandemic created new barriers to enacting patient-centred care 

The COVID-19 pandemic created new challenges for practice teams in the pursuit of 

PCC. As participant said, “Everything went out the window throughout the pandemic… 

with patients not being able to get in as needed, I just think that nothing really flowed 

well” (IPC). The clinic environment and the usual activities of general practice clinicians 

were adversely impacted by the pandemic, and this meant practice teams needed to 

explore new methods of enacting PCC. As one study participant said, “I guess the 

pandemic forced people to see a different way” (HHMP). The level of disruption caused 

by the pandemic varied across the sample. Enacting PCC was severely impacted in areas 

with a high number of COVID-19 cases, due to the significant disruption it caused the 

local health system.  

The local hospital was closed in the middle of the pandemic as they had a big [COVID-19] 

outbreak. So, it was another part of the challenge in the middle of the pandemic here, that general 

practices were asked to be the local hospital emergency department for a few weeks while the 

local hospital was closed for a deep clean. GPs in other areas wouldn’t have had that… That’s 

another added layer of complexity for us. It was something new for us in COVID that we had to 

act in lieu of the local emergency department, and we had to be open for patients from anywhere 

not just our practice. So that was something we didn’t need but we managed. (SSMP) 

As another example, HHMP detected several COVID-19 cases through their testing 

facility, leading to a dramatic spike in the number of local patients engaging with HHMP 

for a COVID-19 test. The NSW government carried out close-contact tracing and 

isolation of patients who were suspected have come into close contact with the virus while 

attending the clinic. Conversely, HMC reported that the delivery of PCC in their clinic 

was minimally impacted due to the low level of community transmission in their area.  

All practices established PCC policies and protocols (e.g. phone screening patients for 

COVID-19 symptoms prior to attending the clinic). However, the frequently changing 

nature of government-enforced regulations added complexity to this task, which impacted 

the confidence of practice teams to ensure access to their services, a foundational aspect 

of PCC. 
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The rules were changing basically every two to three days and you know we would come up with 

a new process or protocol then everything would change again…we had modified our staffing to 

create teams so different people aren't on at the same time. (HHMP) 

One practice (IPC) actively cancelled their elderly patients’ appointments to protect them 

from the virus, while others cancelled appointments due to a lack of confidence in staff 

availability caused by mandatory isolation.  

Those patients were also the ones that every time we went into a little lockdown so we might ring 

them up, book them in, every time we go into lockdown and really don't want the elderly people 

out wandering around, we then have to cancel and reschedule then. So, they've had a lot of 

appointments cancelled and rescheduled and I don't think that is patient-centred care (IPC) 

The pandemic had a negative impact on practice leadership of HMC, which placed 

pressure on GPs to satisfy business needs, at the expense of PCC initiatives like bulk-

billing and discounting fees for low-income patients. 

We've lost nine partners and a lot of those doctors were highly influential on the less experienced 

doctors coming through, and on the attitudes around the place. So, one thing that the pandemic 

has done for us, not for us but possibly to us, is to mean that with a lower number of people in the 

ownership group, there's more of a focus on making sure that there's enough money coming in to 

pay the bills [at the expense of PCC]. That wasn't necessarily a concern before, but it definitely is 

now and something that we are constantly aware of and trying to do. (HMC) 

 

Theme 2: A focus on patient-centred care within general practice teams was maintained 

throughout the pandemic 

PCC was a clear foundational value of all practice teams in this study, and it remained 

important despite the COVID-19 pandemic. All practices sustained their interest and 

commitment to a patient-centred approach to care as the pandemic commenced and then 

continued. GP-owner representatives described making an active decision to remain 

open; with patient safety, engagement, and professional duty front of mind to ensure 

patients could maintain access to continuous, comprehensive, general practice services, 

whilst assuring safety.  

We wanted to have local patients to be able to be tested locally, quickly, with the people they know, 

and those people to get the results back to them. The other point of view was that we wanted our 

regular patients to be able to access the services they need. (HHMP) 
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The concern that came to patients’ minds was that they need to know that they are in safe hands 

within their chosen practice… The prime concern was that we needed to do things to make sure 

people felt safe during the pandemic. (AHMC) 

One practice (HHMP) reflected that although PCC was still an essential part of their 

clinic, it was not delivered “as systematically” as the process outlined in the latest 

theoretical model (257). The diversity in patient opinion about the pandemic quickly 

became apparent to practice teams, “to this day, there is a spectrum of views [of the 

pandemic by patients] rather than one or two views in fact” (AHMC). Some patients 

expressed frustration at physical distancing requirements, scepticism of the virus or 

concern about their health and their loved ones, leading to anxiety. In response, practice 

teams became more attuned to the perspectives of patients as individuals and focused on 

listening and responding to needs on an individual basis. This experience led practice 

teams to view PCC in a new, more pragmatic light as they realised PCC needed to be 

implemented differently compared with before the pandemic.  

 

Theme 3: Proactiveness led to patient-centred innovations  

Despite the challenges to delivering PCC, all practices were proactive; they adapted 

processes to deliver PCC using new strategies.  

We got proactive pretty early in identifying people who are at-risk, who would normally come and 

see us. We reversed the model of patients coming to see us; we-to-them. (SSMP) 

SSMP experienced a reduction of attendance and engagement in their service, so they 

established a database of vulnerable patients and phoned them to ask if they required any 

general practice services.  

Last year was certainly challenging. Many patients wouldn't touch base. So, the challenge was, 

trying to get a database of people… basically we had to cold call them. But we found that everyone 

appreciated the call. So, we found that us going out to patients was beneficial for patients, and we 

were dealing with issues that they would otherwise have not bothered about. We picked up some 

very important diseases and illness behaviours and tried to manage patients as best we could. 

(SSMP) 

This activity uncovered high levels of social isolation among their patients; and allowed 

the practice team to develop a deeper understanding of their patients, whereas patients 
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would usually present with a medical problem in a visit to their practice. The SSMP team 

responded accordingly and led interventions to address social isolation among their 

patients. The services delivered because of this initiative identified medical issues that 

would have not been identified using processes in place prior to the pandemic. The SSMP 

community services a higher proportion of older patients compared with other 

participating practices, and this strategy was tailored to the needs and behaviours of their 

patient base. The innovative strategy enacts PCC because it supports relationships 

between clinicians and patients, allows GPs to spend more time with their patients and 

aims for positive patient outcomes as a priority. 

Proactiveness by general practices teams led to staff taking on new roles, providing more 

opportunities to enact PCC. While the administrative workload increased, reception staff 

spent more time listening to patients, clinicians trained GP-registrars and interacted with 

their patients using new technology. One new strategy for training GPs that was 

implemented during the pandemic was a three-way facetime call between the patient, GP 

registrar and GP supervisor. Increased use of telehealth meant communication skills were 

important for clinicians in terms of taking clinical history over the phone and making 

diagnoses. The interviewee from SSMP reflected that increased dialogue led clinicians to 

be more aware of patient health literacy levels, providing more opportunities to enact 

PCC. 

As far as understanding the whole person goes, we had to use our listening skills and we probably 

became more aware of their health literacy from only using telehealth, because we had to hone 

our history taking skills and ability to diagnose just by talking and certainly, we appreciated more 

the social situation of patients. We did see them more as the whole person during COVID. (SSMP) 

Proactiveness by general practices led to team members taking on new roles, which led 

to more opportunities to enact PCC. While the administrative workload increased, 

reception staff spent more time listening to patients, clinicians trained GP-registrars and 

interacted with their patients using new technology. One new strategy for training GPs 

that was implemented during the pandemic was a three-way facetime call between the 

patient, GP registrar and GP supervisor. Increased utilisation of telehealth meant 

communication skills were important for clinicians in terms of taking clinical history over 

the phone and making diagnoses. The interviewee from SSMP reflected that increased 

dialogue led clinicians to be more aware of patient health literacy levels, providing more 

opportunities to enact PCC. 
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Theme 4: Strong leadership and patient-focused practice culture enabled patient-centred 

care 

All interviewees were in a leadership role in their practice. Strong practice leadership, 

characterised by integrity and courage, communication, honesty, and influence were 

regarded by participants as key to addressing barriers to PCC caused by the pandemic. In 

many clinics, general practice staff became prominent leaders of their community because 

they demonstrated courage by continuing to operate in the pandemic, and they embodied 

confidence while serving their patient base to make patients feel safe. Reassurance of 

safety alleviated fear and frustration among patients induced by the pandemic. Strong 

leadership by general practice teams enabled PCC throughout the pandemic by ensuring 

continuity of services and by assisting clinicians to connect with their patients. GPs at 

HHMP spent time supporting their co-located allied health professionals. They 

communicated confidence and safety to allied health clinicians in the same way they 

supported their patients; and supported them to integrate technology into care delivery. 

HHMP leaders supported their co-located allied health services because they saw them 

as fundamental to PCC.  

The allied health [clinicians] that share the rooms with us; they were scared of what it [the 

pandemic] meant to their business and also for them seeing patients and we spent a lot of time 

supporting them… We supported them to convert to electronic [services] and we supported some 

of the more essential services to sort of modify. Again, with the understanding that you know, we 

need to be there for the patients, in good times and bad. (HHMP)  

Many participants, but particularly the participant from AHMC, expressed the importance 

of having an established ethos as a source of inspiration for the practice team, particularly 

in times of adversity. The practice team drew upon this ethos throughout the pandemic, 

and this enabled PCC. The team at AHMC modelled their ethos on Atticus Finch (276), 

a character in literature who demonstrates the qualities of integrity, empathy and respect. 

The GP-owner at AHMC led the pursuit of these values by firstly, reflecting on this value 

set and implementing it in the practice, becoming a role model of these values for the 

practice team. Then, the GP-owner articulated these values across the practice team, 

encouraging further reflection by others, ultimately evoking these values in the wider 

practice team; “connection was the real driver of patient outcomes and PCC” (AHMC). 

This form of active and influential leadership enabled PCC because it led to greater levels 



 134 

of respect towards patients. The ongoing focus on empathy meant that the needs and 

preferences of patients were put first in practice decisions throughout the pandemic. 

 

Theme 5: Investment in new technology and infrastructure enabled patient-centred care 

In response to the pandemic, participants identified the need to quickly invest in 

technology and infrastructure. Investing time and money into technology resulted in new 

processes for general practice services that assured the safety of patients and general 

practice teams, thus supporting PCC and ensuring the continued operation of the practice.  

We spent the whole year investing in technology, in terms of our IT. We centralised things. We 

decided what the purpose was of centralisation and decentralisation. Different staff members were 

involved in the changing environment and a whole heap of phone calls. So, the point is to be 

accessible to our patients was very important to maintain that connection. (AHMC) 

Like most clinics, IPC used telehealth to screen patients for COVID-19 infection 

symptoms prior to physically attending the clinic; “They’d [patient would] ring up and 

we did lots of questioning every time they made an appointment” (IPC). The use of 

technology was seen as providing improved communication and engagement with 

patients, and this promoted access to services. HMC used Facebook as a means of mass 

communication, whereas HHMP used SMS messaging to communicate practice news 

with their patients. Effectively utilising technology to enable PCC was a process that 

required time to adjust to, as clinicians initially experienced difficulties in integrating new 

technology into their practices, and organisations needed to establish and adapt to new 

technological systems.  

We used SMS extensively where we downloaded mobile number lists from our software, put it 

through into an SMS software in just send sort of regular updated messaging about, you know 

local cases or you know, testing or flu vaccine availability or lack of availability or when we were 

open, or you know what services were available. Well, it [SMS messaging] gives us greater access 

to patients, but it also gives the patients greater access to us in terms of availability and knowing 

what services are available to them locally at the place where they normally go. But it also makes 

it easier for the patients to contact us. (HHMP) 

One example of innovative practice to support PCC was enhancing team collaboration by 

holding regular clinical meetings over videoconference software while GPs were working 

remotely. Virtual clinical meetings helped support practice team interconnectedness and 

decreased the isolation. While not all general practice staff embraced these changes 
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initially, they evolved over time as staff saw their new strategies to deliver PCC in effect, 

and practice staff felt that the new changes are likely to be sustainable.  Innovations in 

technology led some practices to appreciate the environment in a new fashion. For 

example, SSMP realised that a virtual general practice environment could play a role in 

providing social support to patients, which is an important component of health care, and 

can support PCC through enhanced patient-clinician relationships. 

Social isolation was a big problem, especially with a lot of older people living by themselves, widowers. 

It turned out to be a big part of our COVID-response was touching base with people who were 

isolated… We had to change the place from the physical space to a whole community space basically, 

considering patients first in their own homes as opposed to patients coming to us. So, we made our 

general practice not a virtual practice but certainly made a telehealth space. All the staff contributed 

here. (SSMP) 

Participants modified the physical layout of the clinic and invested in new practice 

infrastructure in response to social distancing requirements and best-practice COVID-19 

infection control. Some practices converted current spaces, others hired equipment and 

some built new rooms entirely to create isolation rooms.  

We got our patient population vaccinated for the flu across the pandemic which was challenging. 

We wound up renting an Atco-hut and having that sitting in our car park and vaccinating people 

through there because it was easier to clean than the whole consulting areas. (HMC) 

Maintaining an organised and consistent patient flow was an important consideration in 

terms of achieving influenza vaccination goals, which were superimposed on the 

pandemic, and preventing any infection outbreaks. Participants saw the changes to the 

general practice environment as patient-centred, maintaining patient privacy and patient 

and clinician safety. The innovative use of technology and infrastructure are key concepts 

that have emerged from the pandemic that are likely to be maintained in the future of 

general practice. 

I think you still have to be very aware of pandemics and in the future, and how long it's going to be 

around. I think the way you design and build new places, I just think people now have to be aware of 

the size of rooms to fit people in, and I just think lots of things are going to have to change in general 

practice. (IPC) 
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Theme 6: Convenience and accessibility of telehealth was valued and embraced by 

clinicians and patients 

The pandemic forced participants to use telehealth consultations to sustain usual clinic 

services. The initial increase in telehealth use was not without challenges. One 

interviewee (HHMP) expressed that it took time to establish effective telehealth systems,  

As soon as the telehealth idea came up again, there was no real systems or providers that were 

offering telehealth, or you know a full telehealth package. So, I basically asked everybody to bring 

an old iPhone from home, separate to their normal phone. So, we brought all of those we 

connected to the Wi-Fi in the practice. And then got everybody to download Zoom and WhatsApp. 

And there's FaceTime. Obviously. On the iPhone. So that gave us three ways that we could connect 

with patients from a video point of view…(HHMP) 

The representative of AHMC had concerns about billing practices, feeling that “blanket” 

bulk-billing for telehealth might bias patients to use telehealth even if it wasn’t ideal for 

their medical care. However, over time, general practice teams began to value telehealth 

for its convenience and ease of access to engaging with patients. Participants reported that 

telehealth was widely valued by patients due to its convenience, affordability, and the 

ease of access to services. 

Apart from the pricing, you know for us, we will be making it the same pricing as face-to-face consults, 

the fact is it’s [telehealth] very convenient. What we found is that patients were loving telehealth for 

the convenience but also because it was bulked billed. (AHMC)  

As patients came in and saw what it was like and how sort of organised and systemised it was, 

especially when they came in for their flu shot because for that one, they had to come in. That couldn't 

be done by telehealth. They saw the systems in place. They felt very much more comfortable. (HHMP) 

Most practices delivered telehealth services as part of usual care prior to the pandemic 

and felt it to be a valuable tool to deliver PCC because of its potential to save time and 

increase patient engagement. Staff at one practice (SSMP) saw the potential for telehealth 

to deliver care that is more holistic and less disease-focused because of the advanced 

listening skills required during telehealth. The pandemic saw telehealth used in innovative 

ways, such as a dedicated phone script clinic by HMC and a structured telehealth clinic 

by IPC. 

We've adapted to telephone and telehealth consults pretty well. We actually have a dedicated 

phone script clinic now, so that instead of patients requesting a script, they can have a quick chat 
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with the doctors and then the script is faxed through to their pharmacy for them. That's a dedicated 

[service] that happens every morning and most evenings. We maintain that. (HMC) 

We're running our [telehealth] COVID clinic from 7am to 9am. So, we usually don't open till 

7:30am and a lot of doctors start at 8am, so the doctors that are here at 8am, they will just do 

telehealth from 8am to 9am because we can't have too many people in because of the number of 

patients are in the clinic… So, for them [GPs], they're just doing little jobs… like there might be 

abnormal results or non-urgent recalls or whatever that they have to ring up and discuss with 

their patients. (IPC) 

8.9 Discussion 

This is the first study to explore the perceptions and experiences of PCC by high-

functioning general practice teams throughout the COVID-19 pandemic. The pandemic 

did not detract from the importance placed on PCC by general practice teams, but it did 

create challenges in terms of sustaining PCC given expanded clinical roles and added 

complexity of clinician-patient interactions. Participants in our study described several 

characteristics throughout the pandemic that supported PCC, such as proactiveness, 

leadership and a patient-focused culture. Participants delivered PCC through strategies 

not used before the pandemic, centred around new infrastructure and innovative use of 

technology.  

 

These general practice teams strived for PCC in line with the conceptual definition of 

PCC illustrated in Putting Patients First: A Map for Patient-Centred Care (257), within 

the confines of new COVID-safe practice policies, whilst delivering new services (e.g. 

COVID-19 screening and immunisation). Despite the disruption to the health system 

caused by the pandemic, general practice teams in our study maintained their focus on 

PCC. Continued focus on enacting PCC by participants was important to support patient 

safety, accessibility, care comprehensiveness, and support engagement of patients by 

general practice teams. This supports pillar one of the Australian Government Department 

of Health’s long-term national health plan, which aims to “make primary health care more 

patient-focused, more accessible and better able to provide preventative health and 

management of chronic conditions” (5). It is encouraging to see that PCC was preserved 

in award-winning practices and our participants’ perspectives and experiences of PCC 

can inform PCC across the wider general practice workforce.  
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Participants relied upon telehealth to maintain access to their patients and continue to 

provide required services. Increased adoption of telehealth was reflected by the wider 

general practice workforce in Australia, with increased volume of telephone consultations 

involving GPs increasing drastically from 0% to 34% in the months following the 

expansion of telehealth MBS items in 2020 (277). All practice teams in our study valued 

telehealth and their experience using telehealth generated new ideas to enact PCC. The 

expansion of the MBS items meant that telehealth consultations were generally “bulk-

billed”, paid for through the MBS with no additional cost to the patient. One general 

practice team found it difficult to process private payments over videoconference/phone. 

Across our sample, telehealth was delivered at a low cost to patients, which has 

implications for the financial income for GPs and can lead to unnecessary care (278). A 

recent report published by COVID-19 Consumer Leaders Taskforce (Health Consumers 

New South Wales) cited that the rapid increase in telehealth consultations was “life-

changing” for patients (279). Patients experienced less pain, anxiety and exhaustion by 

joining a consultation from the comfort of their own home; patients saved time and money 

by not travelling to an appointment and sitting in a waiting room; and experienced a 

reduced impact on their working hours and income (279). Furthermore, patients who 

would have delayed or avoided seeking medical treatment have accessed services due to 

telehealth, suggesting telehealth consultations are worth promoting due to its benefits to 

patients (279). Future research needs to support GPs and patients to use telehealth wisely 

and avoid unnecessary care; and explore the development of guidelines for general 

practice teams enacting PCC over telehealth/videoconference. 

 

Participants demonstrated strong leadership qualities (e.g. integrity, courage, 

communication, and influence) throughout the pandemic and this enabled PCC in many 

ways. Prior to the pandemic, the perceptions of PCC by GPs and patients have been 

identified as highly individual and varied, and this may have been a barrier to PCC (253). 

The three GP-owners in our study articulated their patient-centred value set to their team, 

enacted PCC and supported others to carry out PCC. This form of leadership generated a 

shared understanding of PCC within general practice and enabled teams to work 

collaboratively on strategies to deliver PCC. Fix and colleagues have previously 

advocated for this, as they called for general practice team leaders to engage staff and 

middle managers to develop organisation-wide strategies to implement patient-centred 

principles (142). The Primary Health Reform Steering Group has recently identified 

leadership be fundamental to reform and achieving Australian Government Department 
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of Health’s long-term national health plan (5,280). The group identified role modelling, 

shared learning and innovation; and clinician-consumer collaboration as important 

leadership characteristics to drive PCC (280). Leadership is one of the characteristics that 

makes practices high performing (272) and the strong leadership seen in our sample may 

not be generalisable to wider general practice in Australia. Novel strategies to promote 

leadership within general practices warrants further attention.  

 

Our sample consisted of exemplar PCC contexts, made up of general practice staff whose 

practice had received an award in recognition of quality. The characteristics of patients 

within the practice catchments varied. For example, SSMP’s population is generally older 

in comparison to other participant’s populations; IPC’s catchment has the highest levels 

of unemployment and socio-economic disadvantage in comparison to other participating 

clinics. Future research should explore the influence of the pandemic on PCC across 

different geographic locations (e.g. rural and remote areas), population-specific general 

practice (e.g. Aboriginal health service), or common (non-awarded) general practices.      

 

8.10 Conclusions 

This qualitative case study explored the experiences and perceptions of PCC by high 

performing general practices in the first 18-months of the COVID-19 pandemic. Whilst 

the pandemic created challenges towards the delivery of PCC, these findings highlight 

that high functioning general practice teams still prioritise PCC. The PCC strategies 

identified in this study related to proactiveness; strong leadership and patient-centred 

culture; and innovation and use of new technology and infrastructure. New PCC 

approaches identified can act as a model to inform practitioners in care and assist 

policymakers with the development of patient-centred general practice policy. 
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Chapter 9 Discussion 

9.1 Overview of the Findings of the Studies in the Thesis 

The body of work in this PhD thesis developed and articulated a nuanced understanding 

of GP-delivered PCC; developed a practice-wide initiative to support PCC in general 

practice; and identified perspectives of PCC before and during the pandemic. The 

research was supported by the established partnership with local industry, the Gold Coast 

Primary Health Network. This partnership shaped the research focus towards pragmatic 

research with the intention to generate outcomes that could support the local health 

system. An integrative review and literature synthesis, followed by a series of 

qualitatively driven studies and a co-design project, contributed to the important 

outcomes of this PhD. Overall, this work advanced the conceptualisation of GP-delivered 

PCC, towards a broad understanding of PCC that has the potential to inform GPs, patients, 

and general practice teams to better understand and implement PCC. Table 11 outlines 

the aims and main findings of the studies included in the thesis.  
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9.2 Discussion of Key Findings 

9.2.1 Putting Patients First: A Map for Patient-Centred Care 

Phase two of this PhD identified that GPs and patients had a highly varied understanding 

of the concept of PCC (253). Individual GPs and individual patient advocates in our study 

tended to describe PCC as elements that were important to them personally, as opposed 

to providing a definition of PCC reflected by text-books or published conceptual models 

(253). GPs are evidence-based clinicians who rely on peer-reviewed literature to make 

informed treatment decisions and deliver holistic care (21). Prior to this PhD, there were 

several published models of PCC with a wide range of applications in care, and most were 

tailored to a specific health care context. Sladdin and Colleagues published a model of 

PCC for dietetics practice (252); Jardien-Baboo and colleagues published a model of PCC 

for nursing practice in acute care settings; whilst Constand and colleagues modelled PCC 

from a patient-lens (75). One of the most frequently cited models of PCC was published 

in 2014 by Scholl and colleagues, and as of July 2021, it has been cited 419 times (Google 

Scholar) (29). This model describes PCC to be comprised of 15 components labelled as 

dimensions, activities, or enablers (29). Scholl and colleagues’ model of PCC illustrates 

PCC to occur within the patient-doctor interaction and practice-level interactions. Social 

experiences in care are complex and differ across medical disciplines. The existing 

models of PCC were informed by a paucity of literature situated in general practice, and 

therefore are limited in conceptual generalisability and transferability to the complex 

system of general practice. Lack of a relevant model may have contributed to a lack of 

consensus among general practice teams regarding what constitutes PCC, and this may 

have influenced the observed knowledge-to-practice regarding GP-delivered PCC (281). 

This PhD generated evidence regarding PCC that could be used to diminish the 

knowledge-to-practice gap and to promote higher levels of GP-delivered PCC.  

 

It is important to establish a consensus between researchers, patients and health 

professionals on what defines PCC in general practice as advocated in the wider literature. 

A team of researchers in the United Kingdom reviewed experimental studies on PCC 

published between 2000-2010, and concluded that the standardisation of a patient-centred 

approach would make the implementation of PCC a more achievable goal (282). In 2014, 

Constand and colleagues reviewed 25 models of PCC (published between 1990 and 2012) 

and found each model to vary, with different strengths and weaknesses, suggesting that 
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clinicians should select a patient-centred approach from the literature best suited to the 

needs of their patients (283). While it appears that standardising PCC is important, 

researchers and clinicians need to acknowledge that PCC is a concept that is highly 

subjective, and the interpretation of PCC is influenced by the context in which it is 

experienced. This PhD developed a model of PCC best suited to GPs and patients in urban 

general practice in Australia. This model is most applicable to general practice teams and 

can establish a uniform understanding of PCC and identify new strategies for monitoring 

and enacting PCC.  

 

The model of PCC for GPs and general practice teams developed in this PhD is named 

Putting Patients First: A Map for Patient-Centred Care. This map was informed by phase 

one and two of this PhD. It encompasses the most recent literature on GP-delivered PCC 

(published internationally), in addition to the perspectives and experiences of GPs and 

patient advocates in urban general practice in Australia. It has been qualitatively tested in 

the setting of urban general practice in Australia. A noted limitation of this model is that 

it may not be applicable to rural settings or primary care systems outside of Australia. 

The map for PCC should be embedded within the QI initiatives, professional development 

activities and the ongoing reflective practice of general practice teams. If this model is 

used as a part of routine QI in Australia, it should enable general practice teams to deliver 

higher levels of PCC. A recent report by the Australian Government Productivity 

Commission called for the health system to reorient around the principles of PCC (15). 

The use of the map for PCC within the QI and professional development activities of 

general practice teams can enhance PCC in general practice and progress this policy 

directive. Other organisations have significant buy-in towards higher levels of PCC in 

general practice, such as RACGP with their vision for a sustainable health system that 

features higher levels of PCC as a priority for the future (21); similarly the Australian 

Commission on Safety and Quality in Healthcare (ACSQHC) that publishes standards 

that posit PCC as fundamental to all Australian health services (14). Nation-wide 

organisations like the RACGP and ACSQHC are well primed to advocate for the adoption 

of the map for PCC by general practice teams, and to fund to future exploration of how 

the map for PCC can be embedded in resources that drive higher levels of PCC.  

      

9.2.2 There are many strategies for enacting patient-centred care in general practice 

One of the key concepts emerging from phases two and four within this PhD was the GP-

held perception that “I know how to enact PCC but I am not always able to do so because 
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of [many reasons]”. Contrary to this perception, GP participants in this doctoral research 

understood PCC as components that were important to them as an individual (253,257). 

In the same fashion as patients, most GP participants lacked understanding of a 

multifaceted definition of PCC. Knowledge of the range of strategies to enact PCC can 

be expanded through a multifaceted understanding of PCC by GPs (284). Therefore, 

supporting GPs to better understand PCC is important to increase the capacity of GPs to 

enact PCC. Putting Patients First: A Map for Patient-Centred Care was created as an 

educational tool to address the lack of consensus of the understanding of PCC within 

general practice teams. However, education interventions may not always influence 

sustained behaviour change, and therefore higher levels of PCC (285). Behaviour change 

interventions were important to explore in the interpretation of findings as the purpose of 

this PhD was to generate evidence that ultimately could be used to influence practice and 

support higher levels of PCC delivered by GPs. 

 

In 2017, Chauhan and colleagues published an overview of reviews on behaviour change 

interventions and polices influencing healthcare professional practice (285). Their article 

reported that education-based interventions (increasing knowledge/understanding) 

constituted only 20% of the breadth of articles detected in their search (285). In addition 

to increasing knowledge/understanding, other categories of behaviour change 

interventions identified by Chauhan and colleagues, included enablement, environmental 

restructuring, incentivisation, modelling, persuasion and training (285). These six 

categories of behaviour change interventions represented 39% of the total literature 

detected in their review (285), suggesting they are well researched concepts. Future 

research needs consider a combination of behaviour change strategies to promote and 

operationalise the map for PCC.    

 

Phases one, two and four of this PhD provided narrative accounts of the ways in which 

GPs, general practice teams and patients enact PCC within all six of the mapped 

components of PCC. Study participants described establishing a PCC culture, role-

modelling PCC, collaborating care with health professionals and family, optimising the 

physical and virtual practice as examples of ‘real world’ PCC strategies. Broadly, the 

narrative accounts of PCC identified within this PhD sought to address change concepts 

such as, i) increasing the means or opportunity to deliver PCC; ii) changing the physical 

or social health care context to be more patient-focused; iii) providing an example for 
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others to aspire to or imitate; iv) communicating PCC and v) training others to enact PCC. 

The PCC strategies can be categorised under these elements and mapped onto the 

behaviour change intervention categories outlined by Chauhan and colleagues (285) (e.g. 

Strategy: optimising the virtual practice environment; change concept: change the 

context to be more patient-focused;  behaviour change intervention category: 

environmental restructuring). There is the potential for the PCC strategies and the new 

model of PCC outlined within this PhD, to inform future research targeting 

comprehensive behaviour change towards higher levels of PCC in general practice. 

 

9.2.3 Bridging the gap between knowledge and practice for patient-centred care: 

Realistic theory 

Prior to this PhD, the existing body of literature on the topic of GP-delivered PCC was 

highly theoretical due a high proportion of methods containing a variety of quantitative 

surveys; and the existing reviews having a limited research focus on practical applications 

(70). In wider literature, a report on advancing nursing practice in the United Kingdom 

identified several strategies that can be used to bridge the knowledge-to-practice gap in 

health care (286). These strategies, such as engagement with a clinician-researcher, 

promoting consensus on the topic of interest, and reflective action and practice, have been 

incorporated throughout this doctoral research.  

 

To generate realistic theory, a clinician-researcher, who has an in-depth knowledge of the 

context of care, needs to be involved in the research process (286). Indeed, clinician-

researchers have successfully completed research that informs practice (281,287). 

Through reflection, the primary researcher identified the lack of an expert GP perspective 

within the PhD, given both co-primary research supervisors were academics in another 

health profession. Following phase one of this PhD, a practising GP who was also an 

academic with a key role in the RACGP, was appointed as external supervisor of this 

PhD. This expert GP perspective, in combination with practice-based perspectives from 

within the GCPHN were essential in the success of this doctoral research program. Their 

perspectives informed studies from the planning stage to completion and dissemination, 

and they also mentored the primary researcher. The main influence on this PhD from the 

GCPHN came from the stakeholder and engagement manager (who is also lead of the 

consumer advisory council) and the director of commissioning (systems). The input from 

the industry partner and external supervisor ensured that all work within this PhD focused 

on practical applications and remained close to the “real” rather than theoretical “ideal”. 
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Future research in general practice pursuing impact on practice should consult with 

clinician-researchers and be guided by their expertise.  

 

Practice-based research in phase two of this PhD allowed clinicians and patient advocates 

to openly discuss their experiences in care and views on PCC within the clinical context. 

Analysis of interview data identified a lack of consensus on what constitutes PCC among 

and between GPs and patient advocates (253,257). In nursing practice, a lack of consensus 

among nurses, and between nurses and researchers, of what constitutes nursing 

knowledge created a gap between theory and practice, and this doctoral research sought 

to overcome this issue by developing a model of GP-delivered PCC (286). Reflective 

practice and innovative methods were implemented to generate a new patient advocate- 

and GP-informed model of PCC. In phase two this proposed model was evaluated in focus 

group interviews with GPs and patient advocates and further tailored to ensure a realistic 

definition of PCC was illustrated. The purposeful, strategic development of the model of 

PCC, and the PCC tool kit (phase three) were important to bridging the knowledge-to-

practice gap with potential impact for patients and practitioners. This model of PCC could 

be used as an educational tool within practices to ensure that all members of the general 

practice team and patients share a uniform understanding of PCC.  

 

9.3 Strengths and Limitations 

A preliminary literature review conducted before phase one of this PhD formed 

assumptions about PCC by the researcher from constructivist and interpretivist 

epistemological beliefs. These beliefs and the pragmatic stance adopted throughout this 

PhD, led to the use of qualitative approaches and methods, such as qualitative description 

(161), collective case study (288), focus group and one-on-one interviews (241). 

Qualitative methods are valuable in health research to advance topics where quantitative 

research cannot do so, such as how patients experience care, how practitioners approach 

care, or how the complex relations between the healthcare system and the outside world 

occur (289). The studies within this PhD allowed for a rich exploration of PCC, which 

would not be possible with quantitative research alone. This is important because the 

findings of this doctoral research can support the comprehensive implementation of PCC 

within patient-centred policy and practice. The qualitative approach was an important 
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strength of this PhD because much of the published general practice research is situated 

in the positivist (quantitative) paradigm. 

 

One of the common criticisms of qualitative research is a lack of generalisability and 

validity due to small sample sizes (290). Indeed, the overall sample size of this PhD was 

relatively small (n=33 articles in phase one; n=27 GPs/patient advocates in phase two; 

n=5 general practice clinic representatives in phase 4) and this is a clear limitation of the 

research. The PhD candidate’s pragmatic approach aimed for in-depth exploration of PCC 

during each phase, and this led to targeted, but modest sample sizes, which was needed 

to generate rich data and address the complex nature of PCC. Rigorous methodological 

decisions and approaches, such as a purposely sampling exemplar PCC contexts, and a 

meta-synthesis analysis within a qualitative collective case study enabled the genesis of 

rigorous, trustworthy data and a rich, in depth analysis. In support of this notion, 

methodological guidance for the qualitative descriptive approach recommends that 

qualitative sample sizes should be large enough to allow the unfolding of a ‘new and 

richly textured understanding’ of the topic of interest, but small enough to allow a ‘deep, 

case-oriented analysis’ (291), which is precisely what this PhD achieved. A deep, case-

orientated exploration of PCC was a pre-conceived objective within this PhD. 

Furthermore, sample sizes in qualitative interview studies can be guided by ‘information 

power’ (292). A lower number of study participants are needed if the information 

generated from the sample is significant relative to the research question(s), and this 

enhances ‘information power’ (292). Phase two and four of this PhD were supported by 

established theory, the two models of PCC that were developed within this PhD (70,257), 

and this further advanced the ‘information power’ of the qualitative data. The 

methodological approach of this PhD was a strength because it advanced the 

understanding of GP-delivered PCC, and future work exploring PCC should advance 

upon this qualitative approach to continue to generate rich, trustworthy data.  

 

This research aimed to support PCC by GPs with a particular focus on the population 

within the GCPHN region. Therefore, a limitation of this doctoral research is its 

applicability to other regions and communities, including rural and remote geographic 

populations, specific socio-cultural/ethic populations (e.g. Aboriginal and Torres Strait 

Islander peoples), and specific groups or medical conditions. Further research and 

conceptualisation of the PCC model and PCC tool kit developed within this PhD is 

required for the findings to be applicable to other populations or settings. Each individual 
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study has specific limitations, and these were discussed in detail in their respective 

chapter (Chapter 4,5,6,7 and 8). A major limitation is that the planned feasibility study 

was unable to be completed within the scope of this PhD given scholarship-related 

deadlines. The COVID-19 pandemic impacted general practice and the degree to which 

general practice staff would engage with research. Positive predictors of general practice 

engagement are reported to include the use of clinical champions (i.e. well regarded, 

medically trusted opinion leaders), frequent practice visits, mass media, and drawing 

upon pre-established relationships (268). While these factors were incorporated into the 

recruitment strategy of phase three, and over 10% of general practice in the Gold Coast 

region were contacted, there was no engagement possible. General practice 

managers/owners are often business-focused and have been reported to inherently have 

strong financial motivations (268). The lack of recruitment may be attributed to only a 

modest incentive ($500) offered to be paid to clinics if the team participated in the study, 

and this was due to a limited research budget. The assessment of the feasibility of the tool 

kit forms a recommendation for future research and is described in 9.4 Recommendations 

and Next Steps (below).   

 

9.4 Recommendations and Next Steps 

 

• Continued research to support PCC in a post-pandemic era  

The key findings of this research in regard to understanding PCC and enacting PCC in 

general practice were developed before and during the COVID-19 pandemic. Analysis of 

qualitative data in phase four of this PhD identified that the COVID-19 induced new 

challenges to deliver PCC, as the pandemic influenced the way health consumers 

interacted with general practice teams. There is clear rationale within this thesis in support 

of future research examining how the use of telemedicine influences the patient 

experience. Strong leadership, new infrastructure and technological innovations 

supported general practice teams to maintain PCC during the pandemic. Future research 

could explore if these main concepts (leadership, technology, and infrastructure) could 

support PCC for both vaccinated and unvaccinated patient populations. Proactive 

approaches to care, like that used by general practice teams in phase four, should be 

explored in other settings to assess their impact on chronic disease management and to 

promote PCC on a larger scale in the post-pandemic era. Clearly, continued research to 
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understand how PCC can be best delivered and sustained in the post-pandemic era is 

needed.  

 

• Continued operationalisation in practice of Putting Patients First: A Map for 

Patient-Centred Care 

Following this PhD, the map of PCC should be embedded in general practice QI 

initiatives as an educational or evaluative tool. To achieve this, the map for PCC by 

general practice teams and organisations needs to be disseminated throughout the general 

practice discipline and primary care sector. Bensberg and colleagues (268), and Parkinson 

and colleagues (293) found that GPs are more actively involved in research and QI when 

approached through a trusted network of professionals and offered compensation. 

National organisations who are trusted by GPs should endorse and promote the map of 

PCC, and these include the RACGP, Australian Medical Association (AMA), and the 

Australian Nursing and Midwifery Foundation (ANMF), PHNs, local practice-based 

research networks, and the Australasian Association for Academic Primary Care. These 

organisations also provide accreditation for professional development activities and have 

the capacity to provide an incentive for clinicians within general practice teams to embed 

the map into their routine practice by associating the map with professional development 

points/hours. Furthermore, embedding the map for PCC within the next edition of the 

RACGP’s standards for general practice is needed to support practice-wide 

operationalisation of the map for PCC.   

 

One example of the operationalisation of the map in practice is its use within the tool kit 

for enhancing PCC that was developed in this PhD. Whilst, the feasibility of the PCC tool 

kit was not able to be assessed due to the onset of the pandemic, it has the potential to be 

used to inform practitioners, organisations and patients seeking to operationalise the map 

for PCC. Other future recommendations to operationalise the map include embedding it 

within practice-based PCC initiatives, medical education programmes or patient support 

tools. These initiatives should be explored by Governments, universities and researchers. 

Nation-wide clinical champions should also play a role in supporting the continued 

operationalisation of the map for PCC. Clinical champions are respected members of their 

profession who are influential, and commonly have a reputation as ‘early adopters’ of 

innovation (294,295). The RACGP could nominate a clinical champion of the tool kit, 

who can then be funded to carry out practice visits and work to promote the use of the 

map for PCC as part of routine GP practice. Implementation of these strategies would 
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mean application of the PCC map would become part of routine practice for all GPs in 

Australia, leading to higher levels of PCC and better health outcomes for patients. The 

adoption of the map of PCC by the wider general practice workforce can support 

improved understanding of PCC and enactment of its principles by general practice teams 

and patients.  

 

• Continued research on the conceptualisation of Putting Patients First: A Map 

for Patient-Centred Care 

Putting patients first: A map for PCC was developed based on a systematic integrative 

review and qualitative meta-synthesis, in addition to patient advocate and GP research 

and evaluation in the setting of urban general practice, Australia. There are wide range of 

topics and applications in which the map of PCC can further conceptualised, such as to 

be applicable to rural general practice in Australia or to other health systems 

internationally. In addition, further research should seek to advance the model through an 

evaluation within an Aboriginal and Torres Strait Islander population. The map of PCC 

was developed from research conducted in a pre-pandemic general practice environment. 

Chapter eight describes the influence of the pandemic on exemplar general practices in 

Australia, which included effects on day-to-day tasks of general practice staff, such as the 

way they interact with their clients. Specifically, there was a marked increase in the 

proportion of telehealth consultations delivered by GPs compared with face-to-face 

throughout 2020 and this is continued in 2021 (117,296). Clearly, telehealth consultations 

will be a feature of general practice for many years yet, and the applicability of the map 

of PCC to telehealth consultations is currently unknown. Future research should be 

commissioned by the NHMRC, the RACGP or PHNs to explore the further 

conceptualisation of the Map for PCC to the wide range of health contexts and 

applications. Findings can be used to advance upon the map for PCC by revising its 

current form or by adding a component of the PCC model that captures telehealth 

consultations. 

 

The new concept of a ‘virtual general practice’ was raised in phase four of this PhD, and 

identified in a rapid scoping review of the general practice environment published by 

Jonnagaddala and colleagues in 2021 (296). A virtual general practice connotes the 

provision of general practice services without the traditional, established bricks and 

mortar setting (296). New ideas and evolving concepts in general practice provide further 



 152 

capacity to advance upon the map of PCC. If future research explored PCC within a 

virtual general practice environment, then the PCC component ‘optimising the general 

practice environment’ could be expanded upon. Clearly, there is the potential for a range 

of future research projects to explore PCC in different applications not previously 

considered by the map for PCC and to advance the model in a way that is trustworthy and 

valid. If this is done, then the map for PCC can inform higher levels of PCC throughout 

health systems internationally.  

 

• Continued research on the feasibility and effectiveness of Putting Patients 

First: A Tool Kit for Enhancing Patient-Centred Care 

The research in this PhD responded to the need for a practice-wide QI initiative on holistic 

PCC by the development of a tool kit named Putting Patients First: A Tool Kit for 

Enhancing Patient-Centred Care. This tool kit was an important extension to phase one 

and two of this PhD because it operationalises the map for PCC. The tool kit could be 

used by general practice teams to develop a shared understanding of PCC, critically 

evaluate PCC within the practice and identify new strategies to enact PCC. However, the 

feasibility and effectiveness of the tool kit in practice is still unknown. The planned 

feasibility study should be conducted following this PhD to establish face and construct 

validity (263,297), assess effectiveness (168), and make informed modifications to the 

tool kit (168). Once this stage is completed, the tool kit will be well placed to be shared 

to other PHNs and support the priorities for health care reform in Australia, such as  

“supporting and encouraging integrated person-centred care”, which has been called for 

explicitly in the Addendum to the National Health Reform Agreement (298p12).  

 

The research undertaken and published within this PhD is one form of evidence for the 

research capability of PHNs. The successful research collaborations built and maintained 

throughout this PhD and the ongoing link towards local general practice and patient 

advocates were credited to existing relationships of the GCPHN. Research conducted by 

the GCPHN can draw upon many levers to support the work that typically would not be 

accessed by university-based researchers. Hence, it is important to continue to empower 

the GCPHN’s research capacity and promote ongoing research embedded within the 

organisation. This PhD arose from the first PHN-funded PhD scholarship in Australia, 

which was an important step towards embedding research within the organisation. PHNs 

across Australia should continue to allocate funds towards PhD scholarships, build the 

organisational research capacity and involvement, and promote innovative research 
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projects. It is encouraging that additional Gold Coast PHN-funded scholarships are being 

considered following the value seen in this PhD experience. 

 

The GCPHN is poised to continue the research on the feasibility and effectiveness of 

Putting Patients First: A Tool Kit for Enhancing Patient-Centred Care. In addition to 

expanding research funding towards doctoral research programs, the GCPHN could 

continue the line of inquiry within this PhD and complete the planned feasibility study. If 

this is done, the tool kit can be added to the GCPHNs online suite of QI tools, with 

evidence of examples of documentation to assist practices to complete the tool kit and 

meet PIP QI requirements. A lack of recruitment in phase three of this PhD can be 

explained by a lack of available research funding and subsequent lack of incentives 

offered to participants, in conjunction with a reduced availability of general practice 

teams due to the COVID-19 pandemic. Therefore, funding and the research budget is an 

important consideration for those seeking to complete the planned feasibility study. 

General practice research needs to be better funded (19) to enable a post-doctoral research 

role within the GCPHN, allow researchers to collaborate with practitioners, and conduct 

impactful research. In 2019-20 only five million of the available 392.5 million Medical 

Research Future Fund (MRFF) budget was allocated to primary health care, with only a 

fraction of this realised by general practice (299). The MRFF should revise their 

investment plan to dedicate greater levels of funding to projects in primary care and 

general practice. If PHNs in Australia demonstrate their value in terms of their research 

capabilities, then they can be well positioned to apply and realise MRFF funding. 

Australia’s National Health and Medical Research Council (NHMRC) funding to primary 

care has been consistently low (300), despite primary care noted as a National medical 

research and innovation priority (301). If the scope of NHMRC funding is expanded, with 

emphasis on general practice research projects, then the capacity for researchers to 

conduct innovative, pragmatic research can progress policy directives and support greater 

levels of PCC.       

 

9.5 Conclusion 

The concept of PCC is embedded within global primary care policy as a strategy to 

ethically address the high prevalence of disease and illness and associated human and 

economic burden. The industry partnership throughout this PhD enabled pragmatic 
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research to support higher levels PCC by GPs. This doctoral research brought together a 

multi-disciplinary team to expand on previous work on GP-delivered PCC and addressed 

the issue of varying, unclear or highly theoretical definitions of PCC. In support of 

conceptual clarity, a realistic, qualitatively tested, patient advocate and GP-informed map 

of GP-delivered PCC was developed. This map of PCC should be used to address the 

highly subjective understanding of PCC identified among patients and GPs. It can also 

provide a foundation for future research and be embedded into practice-based PCC 

initiatives, medical education programmes or patient support tools. There is now 

opportunity to advance the operation and conceptualisation of the map of PCC to inform 

the delivery of PCC in various settings and populations. Many strategies to enact PCC 

were identified throughout this research, highlighting that general practice teams are 

resilient and have an inherent passion for PCC. Ultimately, this doctoral research can 

inform higher levels of PCC within general practice services; to make a significant impact 

on patients’ healthcare experience and wellbeing. 
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Chapter 11 Other material that is separate from the body of 

the thesis and submitted in support of the thesis 
 

11.1  List of oral presentations, poster presentations and research 
collaborations 

Whilst undertaking this PhD candidature, the candidate was an active member of multiple 

research teams. The following list representative outputs from projects that the candidate 

contributed to: 

• Kirkegaard, A., Ball, L., Mitchell, L., Brickley, B. & Williams L. T. Quality 

improvement strategies enhance primary care dietetics: a systematic review and meta-

analysis. Journal of Human Nutrition and Dietetics, 2021.  

• Clark, P., Williams L. T., Kirkegaard, A., Brickley, B., & Ball, L. Perceptions of 

primary care dietitians regarding the collection and use of outcomes data in practice: 

A qualitative study. Journal of Human Nutrition and Dietetics, 2021. 

• Brickley, B., Williams L. T., Morgan, M., Ross, A., Trigger, K., & Ball, L. How has 

the pandemic influenced patient-centred care? A collective case study of five high-

performing general practices. Health Services Research Association Australia and 

New Zealand, oral presentation, 2021 [conference delayed due to COVID-19].  

• Kirkegaard, A., Ball, L., Mitchell, L., Brickley, B. & Williams L. T. Quality 

improvement strategies enhance primary care dietetics: a systematic review and meta-

analysis. Dietitians Australia Conference, online, 2021.  

• Brickley, B., Williams L. T., Morgan, M., Ross, A., Trigger, K., & Ball, L. Putting 

patients first: development of a patient advocate and general practitioner-informed 

model of patient-centred care. Australasian Association for Academic Primary Care 

Annual Research Conference, poster presentation, online, 2020.  

• Brickley, B., Williams L. T., Morgan, M., Ross, A., Trigger, K., & Ball, L. Patient-

centred care delivered by general practitioners: a qualitative investigation of the 

experiences and perceptions of patients and providers. Australasian Association for 

Academic Primary Care Annual Research Conference, oral presentation, online, 

2020. 

• Brickley, B., Sladdin, I., Williams, L. T., Morgan, M., Ross, A., Trigger, K., & Ball, 

L. (2019). A new model of patient-centred care for general practitioners: results of an 
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integrative review. Australasian Association for Academic Primary Care Annual 

Research Conference, oral presentation, South Australia, 2019. 

 

11.2  Articles, awards, submissions, and other relevant training: 

Whilst undertaking this PhD candidature, the candidate undertook additional training for 

professional development, specifically in terms of research skills, writing skills, 

stakeholder engagement and communication skills. The following lists outputs of articles, 

submissions, other relevant awards and training: 

 

• 2021 – Communication and Collaboration, eGrad School, QUT, Brisbane. 

• 2021 – Advanced Media Training, Australian Science Media Centre, Adelaide. 

• 2021 – Article titled “Exploring patient-centred care by general practitioners” 

published in The Deeble Institute for Health Policy Research.  

• 2021 – Collaborated in grant application titled: Applied Research in Health 

Opportunity: Co-design and validation of a person-centred comprehensive Sense of 

Safety Audit for Primary Care, led by Dr Johanna Lynch.  

• 2021 – Interviewed on Solutions Council, a Brisbane-based community radio 

program.  

• 2021 – Led the submission to the Royal Australian College of General Practitioners 

on the topic of: Definition of general practice for the purpose of accreditation. 

• 2021 – Collaborated with Healthy Primary Care to provide feedback on the Primary 

Health Reform Steering Group Draft Recommendations to support the Primary Health 

Care 10-year plan as part of Australia’s Long Term National Health Plan.  

• 2020 – Collaborated with Healthy Primary Care to provide feedback on the National 

Safety and Quality Health Service Standards to the Australian Commission on Safety 

and Quality in Healthcare. 

• 2020 – Qualitative Research Methods (advanced post-graduate training), Griffith 

University, Gold Coast. 

• 2020 – Article titled: “Has Christmas come early for PhD candidates?” published by 

Healthy Primary Care. 

• 2020 – Article titled: “Why we need to listen to patients” published by Healthy 

Primary Care.  

• 2019 – Three-minute thesis competition: 2nd place, School of Allied Health Sciences. 



 180 

• 2019 – present: Member of the Academic Policy and Advocacy subcommittee of the 

Australian Association for Academic Primary Care. 

• 2018 – Article titled “Dietitian Busts Three Food and Nutrition Myths” published by 

Griffith University Health Check. 
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Chapter 12 Appendices 

Appendix A - Evidence of Ethics Approval for research within this PhD 
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Appendix B - Study Information Sheets (Phase Two, Three and Four) 

 

 

 

 

INFORMATION SHEET  

Study Title: Patient-centred general practice: investigating the perspectives of 

patients and general practitioners 

 

Griffith University Human Research Ethics Approval Number: 2019/634 
Research Coordinators: 
Mr Bryce Brickley (PhD Candidate) 
Prof. Lauren Williams 
Dr Lauren Ball 
School of Allied Health Sciences, Griffith University 
Contact: 
Bryce Brickley: bryce.brickley@griffithuni.edu.au or +61 414 864 202 
Lauren Ball: l.ball@griffith.edu.au or (07) 555 29702 
 
Who can participate: 

1. Any individual who has attended at least one consultation with their general 
practitioner in the last three months and is currently on a health care consultant 
committee 

2. Any practising general practitioner who is on a health care consultant committee 
 

Why is the study being conducted: Patient-centred care is important because it has been 

demonstrated to enhance health outcomes, decrease health care costs and improve 

relationships between clinicians and patients. Previous research by this group has 

identified a theoretical model of patient-centred care, however it is unknown whether this 

theoretical model could be applied to practice. This study will investigate existing 

perceptions of patients and clinicians regarding patient-centred care in addition to views 

on our model. This study will explore factors of the health system that influence the 

delivery of patient-centred care by general practitioners.  

 

What you will be asked to do: You will be asked to participate in one focus group 

discussion facilitated by the co-primary researcher (Mr Bryce Brickley) containing either 

all general practitioner participants or all patient participants. The clinician discussion 

group will be moderated by a practising general practitioner (Dr Mark Morgan). The 

patient discussion group will be moderated by patient consultant group manager Kellie 

Trigger (Gold Coast Primary Health Network). The interview is estimated to be a duration 

Mr Bryce Brickley 
School of Allied Health Sciences  

Telephone: +61 414 864 202 



 
 

183 
 

of a minimum of thirty minutes and maximum of one hour. You will initially be required 

to complete basic demographic and health service questions, then in detail discuss your 

experiences and perceptions of patient-centred care.    

 

What’s in it for me: All participation is voluntary and unfortunately, you will not be 

paid for your time. Snack food and beverages will be provided and you will be contacted 

with findings of the research once the results are finalised. You can access a summary of 

the research results written in plain language via email request from the co-primary 

researcher (Mr Bryce Brickley, contact information below).  

 

The expected benefits of the research: This research is expected to add to the existing 

body of literature regarding the understanding of patient-centred care and how the health 

system can support its delivery.  

 

Risks to you: There are minimal risks to you. The researcher will ask you to participate 

in focus group discussions in a safe place (i.e. Gold Coast Primary Health Network 

meeting room). All data is confidential will be de-identified and coded so that your 

anonymity is protected.   

 

Participation in this research is voluntary. Participants are free to withdraw from the 

study at any time without penalty in any form. 

 

Further information about the study, please contact: 

Mr Bryce Brickley     Dr Lauren Ball 

bryce.brickley@griffithuni.edu.au   l.ball@griffith.edu.au 

0414 864 202     (07) 555 29702  

 

Where will the research study be conducted? 

Gold Coast Primary Health Network meeting rooms: 1/14 Edgewater Ct, Robina, QLD, 

4226.  

 

What will happen to the data collected in this study? 

All data collected will be de-identified and stored electronically on password protected 

computers using the Griffith University Research Storage Platform. This data will only 
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be accessible by the researchers of analysing results and producing research papers. Data 

will be stored for 5 years, upon completion of this period the data will be destroyed. The 

data collected will be reported in an academic thesis, and may also be disseminated via 

peer-reviewed journal article publication and/or conference presentations. 

 

Conflict of Interest Disclosures: 

Professor Mark Morgan is a practising general practitioner and is Chair of the Royal 

Australian College of General Practitioners Expert Committee for quality care. All 

remaining authors declare no conflict of interest. 

 

What if I want to make a complaint? 

Griffith University conducts research in accordance with the National Statement on 

Ethical Conduct in Human Research.  If potential participants have any concerns or 

complaints about the ethical conduct of the research project, they should contact the 

Senior Manager, Research Ethics and Integrity on 3735 4375 or research-

ethics@griffith.edu.au. 

 

Legal Privacy Statement 

The conduct of this research involves the collection, access and / or use of your identified 

personal information. The information collected is confidential and will not be disclosed 

to third parties without your consent, except to meet government, legal or other regulatory 

authority requirements.  A de-identified copy of this data may be used for other research 

purposes.  However, your anonymity will at all times be safeguarded. For further 

information consult the University’s Privacy Plan at http://www.griffith.edu.au/about-

griffith/plans-publications/griffith-university-privacy-plan or telephone (07) 3735 4375. 
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INFORMATION SHEET  

Study Title: Development of a tool to support patient-centred care in general 

practice: A co-design and feasibility study 

Griffith University Human Research Ethics Approval Number: 2020/737 
Research Coordinators: 
Mr Bryce Brickley (PhD Candidate) 
Prof. Lauren Williams 
A/Prof. Lauren Ball 
School of Allied Health Sciences, Griffith University 
Contact: 
Bryce Brickley: bryce.brickley@griffithuni.edu.au or +61 414 864 202 
Lauren Ball: l.ball@griffith.edu.au or (07) 555 29702 
 
Who can participate: 

3. Any general practice staff member. 
4. Any person who is a client of a practice and who is willing to represent/advocate 

for their peers.   
 

Why is the study being conducted: Patient-centred care is important because it has been 

demonstrated to enhance health outcomes, decrease health care costs and improve 

relationships between clinicians and patients. Previous research by this group has 

identified a model of patient-centred care. This research team has used this model to 

develop a tool that aims to support the delivery of patient-centred care in general practice. 

This study will test the feasibility of the tool during an interactive session with 

researchers, general practice staff and a patient representative.  

  

What you will be asked to do:  

• You will be asked to participate in one ~1 hour quality improvement session 
facilitated by the co-primary researcher (Mr Bryce Brickley) or a nominated staff 
member in the practice. The session may be moderated by a practising general 
practitioner (Dr Mark Morgan). You will initially be required to complete basic 
demographic and health service questions, then as part of the session, express your 
perceptions and views on patient-centred care in your general practice. 

• The quality improvement session will create new ideas to support patient-centred 
care. The leadership team and practice staff will then use these ideas and the 
directives in the tool kit to create, document, communicate, implement, monitor 
and finally review strategies for patient-centred care.   

Mr Bryce Brickley 
School of Allied Health Sciences  

Telephone: +61 414 864 202 
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• Participants will be invited to participate in a one-on-one follow-up telephone 
interview after the strategies are implemented about their views and perceptions 
of the tool kit. This provides participants with an opportunity to provide feedback 
on the tool kit and suggest any future modifications. The interview is estimated to 
be a maximum duration of thirty minutes.   
 

What’s in it for me: Practices will be paid a $500 honorarium. All other participation 

is voluntary and unfortunately, you will not be paid for your time. Snack food and 

beverages will be provided and you will be contacted with findings of the research once 

the results are finalised. You can access a summary of the research results written in plain 

language via email request from the co-primary researcher (Mr Bryce Brickley, contact 

information below).  

 

The expected benefits of the research: This research is expected to add to the existing 

body of literature regarding the understanding of patient-centred care and how the health 

system can support its delivery.  

 

Risks to you: There are minimal risks to you. The researcher will ask you to participate 

in group sessions in a safe place (i.e. your workplace), or the session can be conducted in 

an online forum, such as Zoom. All data is confidential will be de-identified and coded 

so that your anonymity is protected.   

 

Participation in this research is voluntary. Participants are free to withdraw from the 

study at any time without penalty in any form. 

 

Further information about the study, please contact: 

Mr Bryce Brickley     Dr Lauren Ball 

bryce.brickley@griffithuni.edu.au   l.ball@griffith.edu.au 

0414 864 202     (07) 555 29702  

 

Where will the research study be conducted? 

Meeting room of participating general practices, or online via Zoom.   

 

What will happen to the data collected in this study? 

All data collected will be de-identified and stored electronically on password protected 

computers using the Griffith University Research Storage Platform. This data will only 
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be accessible by the researchers of analysing results and producing research papers. Data 

will be stored for 5 years, upon completion of this period the data will be destroyed. The 

data collected will be reported in an academic thesis, and may also be disseminated via 

peer-reviewed journal article publication and/or conference presentations. 

 

Conflict of Interest Disclosures: 

Professor Mark Morgan is a practising general practitioner and is Chair of the Royal 

Australian College of General Practitioners Expert Committee for quality care. All 

remaining authors declare no conflict of interest. 

 

What if I want to make a complaint? 

Griffith University conducts research in accordance with the National Statement on 

Ethical Conduct in Human Research.  If potential participants have any concerns or 

complaints about the ethical conduct of the research project, they should contact the 

Senior Manager, Research Ethics and Integrity on 3735 4375 or research-

ethics@griffith.edu.au. 

 

Legal Privacy Statement 

The conduct of this research involves the collection, access and / or use of your identified 

personal information. The information collected is confidential and will not be disclosed 

to third parties without your consent, except to meet government, legal or other regulatory 

authority requirements.  A de-identified copy of this data may be used for other research 

purposes.  However, your anonymity will at all times be safeguarded. For further 

information consult the University’s Privacy Plan at http://www.griffith.edu.au/about-

griffith/plans-publications/griffith-university-privacy-plan or telephone (07) 3735 4375. 
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INFORMATION SHEET  

Study Title: Exploring the attitudes, beliefs, and experiences of patient-centred care 

among representatives of high-performing Australian general practices  

Griffith University Human Research Ethics Approval Number: GU ref no: 2021/132 
Research Coordinators: 
Mr Bryce Brickley (PhD Candidate) 
Prof. Lauren Williams 
A/Prof. Lauren Ball 
School of Allied Health Sciences, Griffith University 
 
Who can participate: 

5. Any consenting representative of a high-performing Australian general practice. 
To be eligible, the representative must have been working with the practice since 
before the pandemic (March 2020) 
 

Why is the study being conducted: Patient-centred care is important because it has been 

demonstrated to enhance health outcomes, decrease health care costs, and improve 

relationships between clinicians and patients. Previous research by this group has 

identified a model of patient-centred care, although this model was developed for a pre-

pandemic general practice environment. This research team is now interested in what the 

current attitudes, perceptions and beliefs of patient-centred care are, among the high-

performing practices. Findings of this study will add to our understanding of best-practice 

patient-centred care. Findings will also be used to inform researchers, practice and policy 

pursuing initiatives to support higher levels of patient-centred care.  

 

What you will be asked to do:  

• You will be asked to participate in ~30-minute semi-structured interview 
facilitated by the co-primary researcher (Mr Bryce Brickley). You will also be 
asked to initially complete basic demographic and health service questions, then 
as part of the interview, express your perceptions and experiences of patient-
centred care in your general practice. 
 

What’s in it for me: All participation is voluntary and unfortunately, you will not be paid 

for your time. On the study consent form, you may provide consent for the identity of 

your practice to be shared in dissemination of study results, such as in a peer-reviewed 

Mr Bryce Brickley 
School of Allied Health Sciences  

Telephone: +61 414 864 202 
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manuscript, media article or PhD thesis. You can also access a summary of the research 

results written in plain language via email request from the co-primary researcher (Mr 

Bryce Brickley, contact information below). Ultimately, your views and experiences are 

valuable in informing our understanding of patient-centred care in a pandemic-influenced 

general practice.  

 

The expected benefits of the research: This research is expected to add to the existing 

body of literature regarding the understanding of patient-centred care and identify novel 

strategies to support the delivery of patient-centred care.  

 

Risks to you: There are minimal risks to you. The researcher will ask you to be in a safe 

place for your interview, such as office or home. All data is confidential will be de-

identified and coded so that your anonymity is protected.   

 

Participation in this research is voluntary. Participants are free to withdraw from the 

study at any time without penalty in any form. 

 

Further information about the study, please contact: 

Mr Bryce Brickley     Dr Lauren Ball 

bryce.brickley@griffithuni.edu.au   l.ball@griffith.edu.au 

0414 864 202     (07) 555 29702  

 

Where will the research study be conducted? 

Telephone, or online via Microsoft Teams.   

 

What will happen to the data collected in this study? 

All data collected will be de-identified and stored electronically on password protected 

computers using the Griffith University Research Storage Platform. This data will only 

be accessible by the researchers of analysing results and producing research papers. Data 

will be stored for 5 years, upon completion of this period the data will be destroyed. The 

data collected will be reported in an academic thesis, and may also be disseminated via 

peer-reviewed journal article publication and/or conference presentations. 
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Conflict of Interest Disclosures: 

Professor Mark Morgan is a practising general practitioner and is Chair of the Royal 

Australian College of General Practitioners Expert Committee for quality care. All 

remaining authors declare no conflict of interest. 

 

What if I want to make a complaint? 

Griffith University conducts research in accordance with the National Statement on 

Ethical Conduct in Human Research.  If potential participants have any concerns or 

complaints about the ethical conduct of the research project, they should contact the 

Senior Manager, Research Ethics and Integrity on 3735 4375 or research-

ethics@griffith.edu.au. 

 

Legal Privacy Statement 

The conduct of this research involves the collection, access, storage and/or use of your 

practice's identified information. As outlined elsewhere in this information sheet, your 

practice's identified information may appear in the publications/reports arising from this 

research. This is occurring with your consent. Any additional personal information 

collected is confidential and will not be disclosed to third parties without your consent, 

except to meet government, legal or other regulatory authority requirements. A de-

identified copy of this data may be used for other research purposes, including publishing 

openly (e.g. in an open access repository). However, your anonymity will at all times be 

safeguarded, except where you have consented otherwise. For further information consult 

the University's Privacy Plan at http://www.griffith.edu.au/about-griffith/plans-

publications/griffith-university-privacy-plan or telephone (07) 3735 4375. 
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Appendix C – Supplementary Results Table 

Participant Suggestions to Improve the Model 

Message Illustrative Quotations 

Change language: “halfway” GP7: In the finding common ground, meeting halfway would suggest that clinicians… 

GP4: Half wrong 

GP7: The other extreme. So, it’s just using skills to build trust and form partnerships.  

GP4: Leave out meet halfway 

GP7: It suggests that they’re actually adversarial at the start. 

The model is lacking medical 

details 

PA6: The first one [component] doesn’t seem to have anything medical in it. If I’m going to a clinician I’d really like him to be up to 

date with my health record, and my health status.  

The model is lacking beliefs  PA6: And I’d like to just add in there ‘beliefs’. 

The model is lacking patient 

and clinician expectations 

GP3: And I agree that we have to manage a balance of not only the patient expectation but the clinician expectation too. I mean you 

can write 10 pages on this, I mean that’s part of what we have to do, balance our expectations towards the patients. And sometimes if 

that’s not perfect that’s why they’ll go and get another opinion.  

The model is lacking patient 

experience 

PA7: I think their [patient] experiences should probably be added in there. Our experiential background has so much bearing on our 

current state of mind and our current wellness. 

The model is lacking cultural 

requirements 

PA8: Particularly that first one, understanding the values of patients I think is very important, we haven’t touched on that today… their 

values, their cultural requirements, their beliefs, all of that is so important. 

PA12: Where would cultural competency or cultural safety fit?  

PA12: I think it should be something like across cultures or whatever, be specific, like I said if we are going to be faithful to the 

multicultural… 
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The model is lacking a 

purpose statement 

PA12: I think probably for the likes of myself who comes not from a clinical background directly, I would like a purpose defined out 

there, like a, you know, not a vision, mission and all of that, but a purpose so that whenever someone picks this up or sees it, why, why 

are we doing this. Maybe a brief, clear and concise statement as a bi-line to the Patient-Centred Care title, that defines what PCC is. 

PA12: When all your staff know this is what you are trying to do (because they read the statement), you don’t have to spell out ok pick 

up the page with the model, you want to instil in your staff and your doctors your ideal, then everyone would work towards it without 

people telling others how PCC informs every step of the way, every action they take when consulting/treating a patient, including 

patients with no or low English proficiency. 

The model is lacking cost for 

patients 

GP11: Cost for patients. I think cost is really important [to PCC]… Because a lot of medications cost money. I really need to see the 

specialist or whatever. This all costs money… even if you have to refer to the public hospital. It’s the cost of the parking…  

Lacking health literacy GP11: Also health literacy! You need to know what they understand, and you need to have that information. 

Lacking GPs coordinating 

timely review of their 

patients   

GP12: I try to encourage them [patients] to come and book for follow-up appointments. If there are other minor issues that they want 

to discuss on the first visit, then they come back to discuss those… I tell them, I think this is not important today, but you can come 

back and discuss this with me, and we can deal with it dedicatedly for that issue. So, I think to overcome the time limit, I just tell 

them… unless it’s for acute obviously you manage the most acute condition then triage it or categorise it to less important.   

GP11: If they come back for review more frequently you get to know the person a little bit more better. So then you build up that 

rapport a bit better… 

GP11: I think the timeliness of review needed [is important] …you [patients] feel a bit resentful [regarding lengthy wait to for GP 

review] and therefore the trust relationship isn’t going to be as good. 
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Appendix E - The Patient-Centred Care Tool Kit 
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PREFACE

• This document (called, ‘the Tool Kit’) contains a guide to completing an evidence-
based, quality improvement initiative aimed to enhance the patient-centred care 
(PCC) in general practice. 

• The Tool Kit engages patients and a diverse sample of general practice staff. It 
contains a cross-sectional, collaborative SWOT (strength, weaknesses, opportunities 
and threats) analysis on PCC. 

• This Tool Kit can be implemented by general practices on a routine basis as an 
ongoing quality improvement initiative. 

• The Tool Kit highlights areas for improvement towards a patient-centred health 
service and provides stakeholders with an opportunity to develop strategies and 
systems to promote PCC.    
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1.0  MOTIVATION FOR GENERAL PRACTICES  
AND PRACTICE STAFF
• PCC is a critical aspect of quality care and a key feature of high performing 

health services (1). The delivery of PCC is valued by patients, policy-makers 
and general practice stakeholders, such as patients, practice mangers and GPs. 

• Our research team has recently developed Putting Patients First: A Map for 
PCC (2); a conceptual model of PCC designed for use by the stakeholders of 
general practice (Appendix A). 

• A recent qualitative study examined patient advocates’ and clinicians’ 
understanding of PCC and found that their understanding of PCC was highly 
individual (3). The study illustrated that differences between patients’ and 
clinicians’ understanding of PCC could be a significant risk to the ongoing 
delivery of PCC. 

• The Map for PCC is central to this Tool Kit and can be used to raise awareness 
of a multifaceted definition of GP-delivered PCC and support a uniform 
understanding of PCC by general practice staff and patients. 

• This Tool Kit provides an opportunity for general practice staff to re-hone 
their skills on PCC, through a nuanced understanding of PCC from the map. It 
also drives discussion and collaboration among practice teams, which informs 
innovative strategies to enhance the delivery of PCC. 

• The Royal Australian College of General Practitioners (RACGP) has developed 
and published Standards for general practices (5th edition) (called, ‘the 
Standards’) with the purpose of protecting patients from harm and improving 
the quality and safety of health services (4). 

• The Tool Kit, if implemented by general practices, will support practices to put 
systems in place to address accreditation indicators in the Standards. If general 
practices utilise the Tool Kit as part of their routine quality management and 
improvement initiatives, then it will drive a patient-centred culture and lead 
to efficiencies towards accreditation. Appendix B outlines the Standards, and 
highlights all indicators satisfied by implementing the guide.  

• If implemented, the Tool Kit has the potential to enhance PCC. Higher levels of 
PCC has been associated with many benefits for health consumers, providers 
and systems (5, 6). A high level of PCC is reported to improve health outcomes 
(7-9), including enhanced relationships between clinicians and patients 
(10), enhanced patient and clinician satisfaction (7, 11), greater adherence to 
treatment (11) and improved quality of life (9).

• Researchers will seek to apply for the tool kit to be formally reviewed and 
endorsed by the RACGP and Australian Nursing and Midwifery Foundation 
(ANMF) and be worth continuing professional development (CPD) points/
hours.  
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2.1 Purpose Of The Patient-Centred Care Tool Kit

2.2 Who Uses The Tool?

2.0  THE GUIDE

• This Tool Kit informs a step-by-step approach to a collaborative assessment of 
the strengths, weaknesses, opportunities and threats to PCC in general practice. 

• This Tool Kit aims to support the understanding of PCC by general practice staff 
and guide staff to establish and sustain strategies towards greater levels of PCC. 

• The Tool Kit involves an initiative that engages with patients and brings 
together the diverse perspectives of the stakeholders of general practice to 
build knowledge, identify and mitigate risks, and create initiatives towards 
higher levels of PCC. 

• The Tool Kit involves a group-based activity. For best outcomes, the activity needs 
to be inclusive of the diverse perspectives and experiences across the practice.

• Involvement from a broad cross-section of the general practice team will 
enhance the credibility of analysis data, and consequently more constructive, 
realistic improvement strategies can be formed. 

• The practice leadership team (i.e. practice owner, practice manager, GPs and 
other senior staff) would ideally drive the tool kit, with a focus on leading the 
analyses, strategy development, monitoring and evaluation. 

• A patient advocate, or patient representative from the practice’s patient base 
should be invited to participate in the analysis. The activity can also be completed 
independently by those unable to attend the group session, and then their 
contribution synthesised with the whole group’s data by the leadership team.
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2.3 When Should I Use The Tool?

2.4 The Blueprint

• This tool kit can be implemented at any time. However, it is particularly valuable 
to all general practices because it advances practices towards accreditation 
and establishes strategies in the pursuit of PCC.

• Practices should initiate the tool kit in the lead-up towards their accreditation 
cycle, and then review and revise the tool kit annually thereafter. There are 
also other specific situations when the tool kit should be undertaken for the 
first time, or revised, these are: 

i. A newly formed general practice, or during the strategic planning for a 
business that is not yet established. 

ii. If there is a broad change in the general practice environment, such as in 
the example of COVID-19, where the number of telehealth consultations 
were seen to increase (13).

iii. If there is a change in the general practice environment, such as a change 
in the practice leadership staff, general practice culture or mission.    

• Figure 1 provides the blueprint of the process for a general practice team to 
complete the Tool Kit for PCC. Each step will be elaborated on in sections 
below. The duration of the Tool Kit is variable. The participatory session in 
steps 1-4 can take approximately 1.5 hours. The duration of the remaining 
steps are dependent on the strategies and decisions made by the practice.    
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2.4.1   Step 1: Gather Team

2.4.2   Step 2: Familiarise Team

2.4.3   Step 3: Access Tools

• A group session is the recommended forum for completing the PCC tool kit. 
A member of the practice leadership group should invite a diverse sample of 
practice staff to a 1-1.5-hour quality management session in a board room/
meeting room or equivalent online forum. 

• It is highly recommended to include a patient voice in the group session. To 
engage patients in this initiative, practices could contact local patient advocacy 
groups, the local Primary Health Network, or simply contact a representative 
from the practice’s patient base. 

• The leadership team needs to create a forum of non-judgmental discussion. 
The team needs to appoint one facilitator (who will read the questions), 
appoint one moderator (who will control group discussion) and appoint one 
scribe (who notes down ideas in the template).

• The general practice team should acknowledge the variety of understanding 
and experience regarding conducting quality improvement, specifically a 
SWOT analysis. It’s important that all participating members be familiar with 
the process of a SWOT analysis and the value of undertaking a SWOT.

• Members should watch attached video resource (~3 minutes) to familiarise 
members with a SWOT analysis.  Please see video resource 1.

• All members to be provided with a hardcopy of Putting Patient First: A Map 
for Patient-Centred Care (Appendix A). Members need to be provided with 
time (<5 minutes) to read and understand the concept map. A foundational 
understanding of PCC in general practice is important for widespread 
implementation of PCC.  

• The scribe needs to access a SWOT template (Appendix C). The group will 
use the six components of GP-delivered PCC to drive their analysis.
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2.4.4   Step 4: Follow Prompt Questions

• Facilitator poses the prompt questions to the group, to create as much 
discussion and reflection as possible. 

• Prior to each prompt question, all staff should carefully read through the 
respective component on the concept map of PCC. 

• Team members need to consider internal strengths and weaknesses and 
consider external opportunities and threats. 

• The facilitator should progress through this section in a timely manner. The 
facilitator needs to use communication skills to create discussion and extract 
ideas in a time efficient manner. In large groups, not all voices will be able to 
be heard, so individuals should write their ideas within their personal SWOT 
templates which are to be handed to the senior leadership team prior to analysis.

• Scribe should document all verbal ideas put forth by the group discussion in 
the SWOT template provided. 

• The senior leadership team is responsible for synthesising all individual SWOT 
data with the group SWOT prior to analysis.

• Prompt questions corresponding to each component of PCC.

• Facilitators do not have to follow 
these prompt questions strictly.

• One could use the components of a 
GP-delivered PCC illustrated in the 
map as a guide for discussion. To be 
time efficient, the facilitator can focus 
on components they feel that are most 
relevant and important at the time of 
assessment.

• The following sample prompt questions 
correspond to each component of 
GP-delivered PCC. They read as 
instructional, so any general practice 
staff member can read the prompt 
questions verbatim to the group. 



Understanding the Whole Person Accreditation
Indicator

1. Communication

a. What, if any, are our strengths with patient-centred 
communication?

b. What, if any, are our weaknesses with patient-centred 
communication?

c. What, if any, are the opportunities towards patient-
centred communication?

d. What, if any, are the threats towards patient-centred 
communication?

2. Cultural safety

a. What, if any, are our strengths with cultural safety in 
our practice?

b. What, if any, are our weaknesses with cultural safety?
c. What, if any, are the opportunities with cultural safety?
d. What, if any, are the threats towards cultural safety?

2.1A

Finding Common Ground Accreditation
Indicator

1. Patient involvement

a. What, if any, are our strengths with involving patients 
in their care?

b. What, if any, are our weaknesses with involving 
patients in their care?

c. What, if any, are the opportunities with involving 
patients in their care?

d. What, if any, are the threats towards involving patients 
in their care?

QI 2.2B

2. Partnering with patients

a. What, if any, are our strengths with partnering with 
patients as an organisation?

b. What, if any, are our weaknesses with partnering with 
patients as an organisation?

c. What, if any, are the opportunities with partnering 
with patients as an organisation?

d. What, if any, are the threats towards partnering with 
patients as an organisation?



Experiencing Time Accreditation
Indicator

1. Adequate time

a. What, if any, are our strengths with supporting 
patients to spend adequate time in consultations and 
the practice?

b. What, if any, are our weaknesses with supporting 
patients to spend adequate time in consultations and 
the practice?

c. What, if any, are the opportunities with supporting 
patients to spend adequate time in consultations and 
the practice?

d. What, if any, are the threats towards supporting 
patients to spend adequate time in consultations and 
the practice?

2. Doctor continuity

a. What, if any, are our strengths with supporting 
patients to see a regular GP and build a relationship 
with their clinical team?

b. What, if any, are our weaknesses with strengths with 
supporting patients to see a regular GP and build a 
relationship with their clinical team?

c. What, if any, are the opportunities with supporting 
patients to see a regular GP and build a relationship 
with their clinical team?

d. What, if any, are the threats towards supporting 
patients to see a regular GP and build a relationship 
with their clinical team?

7.1D

Considering the System and Collaborating in Care Accreditation
Indicator

1. Professional roles with patient-centred care

a. Do all staff members know their role in the practice 
regarding patient-centred care? What, if any, are 
the strengths, weaknesses, opportunities and threats 
towards this matter?

3.4B

2. Care collaboration

a. How does our practice collaborate with other health 
services to deliver comprehensive care? What, if any, 
are the strengths, weaknesses, opportunities and 
threats towards this matter?

GP 2.3A



Aiming for Positive Outcomes Accreditation
Indicator

1. Positive outcomes for patients

a. What, if any, are our strengths regarding aiming for 
positive outcomes for patients in our practice?

b. What, if any, are our weaknesses regarding aiming for 
positive outcomes for patients in our practice?

c. What, if any, are the opportunities regarding aiming 
for positive outcomes for patients in our practice?

d. What, if any, are the threats towards aiming for 
positive outcomes for patients in our practice?

2. Positive outcomes for staff and the organisation

a. What, if any, are our strengths regarding aiming for 
positive outcomes for staff in our practice and/or the 
organisation?

b. What, if any, are our weaknesses regarding aiming for 
positive outcomes for staff in our practice and/or the 
organisation?

c. What, if any, are the opportunities regarding aiming 
for positive outcomes for staff in our practice and/or 
the organisation?

d. What, if any, are the threats towards regarding aiming 
for positive outcomes for staff in our practice and/or 
the organisation?

3.5A
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Optimising the General Practice Environment Accreditation
Indicator

1. Physical practice environment

a. What, if any, are the strengths of the patient-
centredness of the physical practice environment?

b. What, if any, are the weaknesses of the patient-
centredness of the physical practice environment?

c. What, if any, are the opportunities to support 
the patient-centredness of the physical practice 
environment?

d. What, if any, are the threats towards the patient-
centredness of the physical practice environment?

2. Practice Culture

a. To what extent is our practice culture patient-centred?
b. What, if any, are the strengths of our practice culture?
c. What, if any, are the weaknesses of our practice 

culture?
d. What, if any, are the opportunities to support the 

patient-centredness of our practice culture?
e. What, if any, are the threats towards the patient-

centredness of our practice culture?
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2.4.5   Step 5: Analyse Findings and Develop Strategies

• Once the practice has added data to each SWOT template by answering the 
prompt questions, then the practice is ready to analyse this data and develop 
strategies to pursue PCC. 

• The analysis and strategy development phase can be completed with the 
broad general practice team, or only with the senior leadership team. 

• A patient representative should be included in the strategy development 
phase. The purpose of the strategy development phase is for team members 
to build the practices’ strengths, address weaknesses, seize opportunities and 
mitigate threats. Please refer to the ‘how to construct a strategy map’ video 
as a guide for this step (See video resource 2).

For best outcomes, this phase should follow a stepwise approach:

i. Identify and prioritise the key issues within each component of PCC that 
are outlined in the SWOT templates. Discuss and reflect on these within the 
group until a consensus on priority issues are reached. 

ii. If you need support with ideas for strategies to enhance PCC, see the list of 
sources with strategies to deliver patient-centred care in Appendix D. 

iii. Team members to collaboratively set SMART (specific, measurable, achievable, 
realistic and timely) strategic goals based on the priority issues identified. It’s 
important that number of strategies in development to address these goals 
are achievable and realistic.   

iv. Team members then to brainstorm appropriate strategies to meet these 
goals by the determined time frame. Team members need to identify staff 
roles for the implementation, monitoring and evaluation of each strategy. We 
recommend most strategies to be evaluated at 12-months or in line with the 
next SWOT assessment. 

v. The strategies should be documented visually in the form of a “strategy map”. 
The strategy map should show a clear link between the SWOT analysis and 
developed strategy. 
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2.4.6   Step 6: Communicate Plan

2.4.7   Step 7: Implement Strategies

2.4.8   Step 8: Review

• After completing the SWOT analysis and strategy development, the practice 
should display the strategy map in a common area of the practice as a 
reminder for team members. At the same time, the developed strategies, 
and priorities for furthering the patient-centredness of the practice should be 
thoroughly communicated with the entire practice team. 

• Documented issues and strategies (i.e. on the strategy map) support staff 
to implement the strategies on a continual basis and allow for measurable 
change to be achieved. 

• General practice team members should be aware of their role as in individual 
in the ongoing implementation and monitoring of strategies outlined in the 
strategy map. 

• The general practice leadership team should monitor budget, resource and 
staff allocation in this phase. 

• It’s important to for the practice to be responsive to these issues and conduct 
an evaluation or tailor the PCC strategies before the intended review date. 

• The leadership team needs to also monitor that the strategies are being 
successfully implemented. Tools such as an activity record/registry can be 
used to assist staff with meeting daily goals.

• We recommend that the monitoring of strategies arising from the tool kit be 
completed on a continual basis, and the tool kit be re-completed annually. 

• At 12-months after the first SWOT was undertaken, the practice is well 
positioned to revise strategies and identify progress made in the pursuit of 
PCC. 

• If the timeframe established on improvement strategies are shorter than 12 
months, the practice may wish to repeat the tool kit before 12-months. 

• As described there can be unexpected issues affecting general practice, such 
as pandemics, staff change, or intended issues such as newly created quality 
improvement goals. The leadership team should be responsive to these and 
can decide to revise and re-complete the tool kit at any time.
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4.0  APPENDICES

A. Concept Map for GP Delivered PCC

B. The Standards

C. SWOT Template

D. List of Sources with Strategies to Deliver Patient-Centred Care





Appendix B – The Standards

Standard
Number

Indicator Mandatory
(Y/N)

1.1A Our patients can access up-to-date information about 
the practice

Y

1.2A Our practice manages telephone calls, telephone 
messages and or electronic messages from patients

Y

1.3A Our patients receive information about proposed 
investigations, referrals and treatments, including their 
purpose, importance, benefits and risks

Y

1.3B Our patients receive information to support the 
diagnosis, treatment and management of their 
conditions

Y

1.4A Our practice endeavours to use an interpreter with 
patients who do not speak the primary language of 
our practice team

Y

1.4B Our practice endeavours to use appropriate 
communication services to communicate with patients 
who have a communication impairment

Y

1.4C Our patients can access resources that are culturally 
appropriate, translated and/or in plain English

N

1.5A Our patients need to be informed about out-of-pocket 
expenses for healthcare they receive at our practice

Y

1.5B Our patients are informed that there are potential out 
of pocket costs for referred services 

Y

2.1A Our practice, in providing patient healthcare, considers 
patients’ rights, beliefs, and their religious and cultural 
backgrounds

Y

2.1B Our patients receive information from the clinical 
team about the risks resulting from refusing a specific 
treatment, advice or procedure

Y

2.1C Our practice acknowledges a patient’s right to seek 
other clinical opinions.

Y

2.1D Our patients in distress are provided with privacy Y
2.1E Our clinical team considers ethical dilemmas Y
2.2A Our practice obtains and documents the prior consent 

of a patient when the practice introduces a third party 
to the consultation

Y

2.3A Our patients with disabilities or special needs can 
access our services

Y

3.1A Our practice plans and sets goals aimed at improving 
our services

Y

3.1B Our practice evaluates its progress towards achieving 
its goals

N

3.1C Our practice has a business risk management system 
that identifies, monitors and mitigates risk in the 
practice

Y
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Standard
Number

Indicator Mandatory
(Y/N)

3.1C Our patients can access up-to-date information about 
the practice

Y

3.1D Our practice has a complaints resolution process Y
3.2A All members of our practice team understand their 

role in the practice
Y

3.2B Our practice has performance discussions with each 
team member

Y

3.2C Our practice inducts new members of the practice 
team and familiarises them with our systems and 
processes

Y

3.2D Our practice has at least one team member who 
has the primary responsibility for leading risk 
management systems and processes

Y

3.2E Our practice has at least one team member who 
coordinates the resolution of complaints

Y

3.3A Our practice has an emergency response plan for 
unexpected events such as natural disasters, pandemic 
diseases or unplanned absences of clinical team 
members

Y

3.4A Our practice team has the opportunity to discuss 
administrative matters with the principal practitioners, 
practice directors, practice management, or owners 
when necessary

Y

3.4B Our practice encourages involvement and input from 
all members of the practice team

Y

3.4C Our clinical team discusses the practice’s clinical issues 
and support systems

Y

3.5A Our practice supports the safety, health and wellbeing 
of the practice team

Y

3.5B Our practice team is encouraged to obtain 
immunisations recommended by the current edition of 
the Australian immunisation handbook based on their 
duties and immunisation status

Y

3.6A Our practice has all research approved by an ethics 
committee

Y

3.6B Our practice confirms that the appropriate indemnity 
is in place for research, based on the level of risk

Y

3.6C Our practice only transfers identified patient health 
information to a third party for quality improvement 
or professional development activities after we have 
obtained the patient’s consent. 

Y

4.1A Our patients receive appropriately tailored information 
about health promotion, illness prevention and 
preventative care

Y
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Standard
Number

Indicator Mandatory
(Y/N)

5.1A Our clinical team is able to access relevant current 
clinical and other guidelines that help diagnose and 
manage our patients

Y

5.1B Our clinical team supports consistent diagnosis and 
management of our patients

Y

5.2A Our clinical team can exercise autonomy, to the full 
scope of their practice, skills and knowledge, when 
making decisions that affect clinical care

Y

5.3A Our practice manages the handover of patient care 
both within the practice to other members of the 
clinical team and to external care providers

Y

6.1A Our practice uses a minimum of three approved 
patient identifiers to correctly identify patients and 
their clinical information

Y

6.2A Our practice has a system to manage our patient 
health information

Y

6.2B If our practice is using a hybrid patient health record 
system, a note of each consultation/interaction is 
made in each system, and that record includes where 
the clinical notes are recorded

Y

6.3A Our patients are informed of how our practice 
manages confidentiality and their personal health 
information

Y

6.3B Our patients are informed of how they can gain access 
to their health information we hold

Y

6.3C In response to valid requests, our practice transfers 
patient health information in a timely, authorised and 
secure manner

Y

6.3D Only authorised team members can access our patient 
health records, prescription pads and other official 
documents

Y

6.4A Our practice has a team member who has primary 
responsibility for the electronic systems and computer 
security

Y

6.4B Our practice does not store of temporarily leave 
the personal health information of patients where 
members of the public could see or access that 
information

Y

6.4C Our practice’s clinical software is accessible only 
via unique individual passwords that give access 
to information according to the person’s level of 
authorisation

Y

6.4D Our practice has a business continuity and information 
recovery plan

Y
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Standard
Number

Indicator Mandatory
(Y/N)

6.4G Our practice has a policy about the use of social media Y
7.1A Our practice has an individual patient health record 

for each patient, which contains all health information 
held by our practice about that patient

Y

7.1B Our active patient health records contain, for each 
active patient, their identification details, contact 
details, demographic, next of kin, and emergency 
contact information

Y

7.1C Our patient health records include records of 
consultations and clinical related communications

Y

7.1D Our patient health records show that matters raised in 
previous consultations are followed up

Y

7.1E Our practice routinely records the Aboriginal or Torres 
Strait Islander status of our patients in their patient 
health record

Y

7.1F Our practice routinely records the cultural backgrounds 
of our patients in their patient health record, where 
relevant

N

7.1G Our patient health records contain, for each active 
patient, lifestyle risk factors

Y

8.1A Our non-clinical staff complete training appropriate to 
their role and our patient population

Y

8.1B Our non-clinical staff complete cardiopulmonary 
resuscitation (CPR) training at least every three years

Y

QI 1.1A Our practice has at least one team member who has 
the primary responsibility for leading our quality 
improvement systems and processes

Y

QI 1.1B Our practice team internally shares information about 
quality improvement and patient safety

Y

QI 1.1C Our practice seeks feedback from the team about our 
quality improvement systems and the performance of 
these systems

Y

QI 1.1D Our practice team can describe areas of our practice 
that we have improved in the past three years.

Y

QI 1.2A Our practice collects feedback from patients, carers 
and other relevant parties in accordance with the 
RACGP’s Patient feedback guide

Y

QI 1.2B Our practice analyses, considers and responds to 
feedback

Y

QI 1.2C Our practice informs patients, carers and other 
relevant parties about how we have responded to 
feedback and used feedback to improve quality

Y

QI 1.3A Our practice team uses a nationally recognised 
medical vocabulary for coding

N
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Standard
Number

Indicator Mandatory
(Y/N)

QI 1.3B Our practice uses relevant patient and practice data 
to improve clinical practice (e.g. chronic disease 
management, preventive health)

Y

QI 2.1A Our active patient health records contain a record of 
each patient’s known allergies

Y

QI 2.1B Each active patient health record has the patient’s 
current health summary that includes, where relevant: 
Adverse drug reactions, current medicines list, current 
health problems, past health history, immunisations, 
family history, health risk factors (e.g. smoking, 
nutrition, alcohol, physical activity), social history, 
including cultural background.

Y

QI 2.2A Our patients are informed of the purpose, importance, 
benefits, and risks of their medicines and treatments

Y

QI 2.2B Our patients are made aware of their role in their own 
treatment

Y

QI 2.2C Our clinical team accesses current information on 
medicines, and reviews our prescribing patterns, in 
accordance with best available evidence

Y

QI 2.2D Our clinical team ensures that patients and other 
health providers to whom we refer receive an accurate 
and current medicines list

Y

QI 2.2E Our clinical team ensures that medicines, samples 
and medical consumables are acquired, stored, 
administered, supplied and disposed of in accordance 
with manufacturers’ directions and relevant laws

Y

QI 3.1A Our practice monitors, identifies and reports near 
misses and adverse events in clinical care. 

Y

Q1 3.1B Our practice team makes improvements to our clinical 
risk management systems in order to prevent near 
misses and adverse events in clinical care

Y

QI 3.2A Our practice follows an open disclosure process that is 
based on the Australian open disclosure framework

N

GP 1.1A Our practice provides different consultation types to 
accommodate patients’ needs

Y

GP 1.1B Our practice has a triage system Y
GP 1.1C Our recorded phone message advises patients to call 

000 in case of an emergency
N

GP 1.2A Our patients can access home and other visits when 
safe and reasonable

Y

GP 1.3A Our patients are informed about how they can access 
after-hours care

Y

GP 1.3B Our patients can access after-hours care Y
GP 2.1A Our patients can request their preferred practitioner Y
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Standard
Number

Indicator Mandatory
(Y/N)

GP 2.1B Our practice provides continuity of care and 
comprehensive care

Y

GP 2.2A Pathology results, imaging reports, investigation 
reports, and clinical correspondence that our practice 
receives are: reviewed, electronically notated, or, if on 
paper, signed or initialled; acted on where required, 
incorporated into the patient health record

Y

GP 2.2B Our practice recalls patients who have clinically 
significant results

Y

GP 2.2C Our patients are advised of the practice’s process for 
follow-up of tests and results

Y

GP 2.2D Our practice initiates and manages patient reminders N
GP 2.2E High-risk (seriously abnormal and life-threatening) 

results identified outside normal opening hours are 
managed by our practice

Y

GP 2.3A Our practice collaborates with other health services to 
deliver comprehensive care.

Y

GP 2.3B Our practice’s referral letters are legible and contain all 
required information

Y

GP 2.4A Our practice team transfers care to another 
practitioner (in our practice or in another practice) 
when a patient requests the transfer

Y

GP 2.4B Our practice facilitates the transfer of care of a patient 
when the practitioner requests transfer of care

Y

GP 3.1A Members of our clinical team: have current national 
registration where applicable, have accreditation/
certification with their relevant professional association, 
actively participate in continuing professional 
development (CPD) relevant to their position and 
in accordance with their legal and professional 
organisation’s requirements, have undertaken training 
in cardiopulmonary resuscitation (CPR), in accordance 
with the recommendations of their professional 
organisation, or at least every three years.

Y

GP 3.1B GPs working in our practice are one or more of 
the following: A vocationally registered (VR) GP, 
A medical practitioner on a pathway to general 
practice Fellowship, A general practice registrar 
under appropriate supervision from a qualified VR 
GP, Working under an approved workforce program 
Where recruitment of recognised GPs or doctors on 
a pathway to Fellowship has been unsuccessful, our 
practice ensures doctors have the qualifications and 
training necessary to meet the needs of patients

Y
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Standard
Number

Indicator Mandatory
(Y/N)

GP 3.1C Our clinical team is trained to use the practice’s 
equipment that they need to properly perform their 
role

Y

GP 3.1D Our clinical team is aware of the potential risks 
associated with the equipment they use

Y

GP 4.1A Our practice has at least one clinical team member 
who has primary responsibility for: coordinating 
prevention and control of infection, coordinating the 
provision of an adequate range of sterile equipment 
(reprocessed or disposable); where relevant, having 
procedures for reprocessing (sterilising) instruments 
onsite or offsite, and ensuring there is documented 
evidence that this reprocessing is monitored and has 
been validated; safe storage and stock rotation of 
sterile products, waste management.

Y

GP 4.1B Our practice has a written, practice-specific policy that 
outlines our infection control processes

Y

GP 4.1C Our practice has a clinical team member who has 
primary responsibility for educating the practice team 
about infection prevention and control

Y

GP 4.1D All members of our practice team manage risks of 
potential cross-infection in our practice by methods 
that include: good hand hygiene practices, the use of 
PPE, triage of patients with potential communicable 
diseases, safe storage and disposal of clinical waste 
including sharps, safe management of blood and body 
fluid spills

Y

GP 4.1E Our patients are informed about respiratory etiquette, 
hand hygiene, and precautionary techniques to 
prevent the transmission of communicable diseases

Y

GP 4.1F Our practice records the sterilisation load number 
from the sterile barrier system in the patient’s health 
record when sterile items have been used, and records 
the patient’s name against those load numbers in a 
sterilisation log or list

N

GP 5.1A Our practice’s facilities are fit for purpose Y
GP 5.1B All face-to-face patient consultations in our practice 

take place in a dedicated consultation or examination 
space

Y

GP 5.1C Our consultation spaces permit patient privacy and 
confidentiality

Y

GP 5.1D Our practice has a waiting area that accommodates its 
usual number of patients and other people who would 
be waiting at any given time

Y
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Standard
Number

Indicator Mandatory
(Y/N)

GP 5.1E Our practice has access to toilets and hand-cleaning 
facilities

Y

GP 5.1F Our practice is visibly clean Y
GP 5.2A Our practice has equipment that enables us to 

provide comprehensive primary care and emergency 
resuscitation

Y

GP 5.2B Our practice maintains our clinical equipment 
in accordance with each manufacturer’s 
recommendations

Y

GP 5.2C Our practice has one or more height-adjustable beds Y
GP 5.2D Our practice has timely access to a spirometer and 

electrocardiograph
Y

GP 5.2E Our practice has a defibrillator N
GP 5.3A Each of our GPs has access to a fully equipped doctor’s 

bag for routine visits and emergency care
Y

GP 6.1A Our practice has at least one team member who has 
primary responsibility for cold chain management in 
the practice

Y

GP 6.1B The team member who has primary responsibility 
for cold chain management ensures that the process 
used complies with the current edition of the National 
vaccine storage guidelines: Strive for 5

Y

GP 6.1C The team member who has primary responsibility 
for cold chain management reviews the following 
processes to ensure potency of our vaccine stock: 
Ordering and stock rotation protocols, maintenance 
of equipment, annual audit of our vaccine storage 
procedures, continuity of the cold chain, including 
the handover process between designated members 
of the practice team; accuracy of our digital vaccine 
refrigerator thermometer

Y

GP 6.1D Our practice has a written, practice-specific policy that 
outlines our cold chain processes.

Y

* 3.1A, 3.1B, QI 1.1B, QI 1.1C, QI 1.2B and QI 1.2C are demonstrated through overall 
completion of the tool. QI 1.1D is demonstrated through repeated completion and 
documentation of this tool.   
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National Voices (United Kingdom)

• Supporting self-management

 https://www.nationalvoices.org.uk/sites/default/files/public/publications/
supporting_self-management.pdf

• Supporting shared decision-making

 https://www.nationalvoices.org.uk/sites/default/files/public/publications/
supporting_shared_decision-making.pdf

• Improving information and patient understanding

 https://www.nationalvoices.org.uk/sites/default/files/public/publications/
improving_information.pdf

• Enhancing Experience

 https://www.nationalvoices.org.uk/sites/default/files/public/publications/
enhancing_experience.pdf

• Promoting health promotion and prevention

 https://www.nationalvoices.org.uk/sites/default/files/public/publications/
promoting_prevention.pdf

Appendix D – List of Sources with Strategies to Deliver Patient-Centred Care
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