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ABSTRACT
Introduction: Partnering with Consumers in healthcare systems is now widely accepted and mandated in many countries.

Despite this acceptance, there is minimal information regarding the best practice of how to successfully establish systems to

embed this practice into healthcare systems.

Methods: This evaluation used the RE‐AIM implementation framework to retrospectively analyse data from a 3‐year timeline

to review the events relating to the transition of Consumer Partnering into a Clinical Governance Unit. Data was sourced via

Phase 1 – a focus group to establish a 3‐year timeline of events, enablers and barriers, and Phase 2 – a quantitative and

qualitative semi‐structured interview to review systems that had been developed to support embedding partnering with con-

sumers into Clinical Governance.

Results: Five primary enablers and five barriers to successfully embedding a Consumer Partnering Team into a Clinical

Governance Unit were identified. Enablers included Executive sponsorship and ownership of the value of partnering with

consumers, Executive leadership influence on local area uptake, an organization‐wide network, valuing via remuneration, and a

centralized orientation and onboarding programme for Consumer Partners. Barriers included skills and attitudes of committee

chairs, the size of the Directorate (smaller local areas can be easier to influence change), patient feedback data requires

interpretation to be useful, staff turnover can reduce the relationships with Consumer Partners, and financial insecurity is a

barrier to implementation and maintenance.

Conclusions: This article described how an Australian Health Service embedded a Consumer Partnering Team into a Clinical

Governance Unit to ensure that partnering became business as usual practice. Enablers, barriers, and unintended consequences

can be used as learnings for other organizations to develop a similar approach.

Patient or Public Contribution: Two Consumer Partners with lived experience of the health service, and members of the

organizations committee structures are part of the evaluation team. As team members, the consumers participated as equal

contributors in evaluation design, analysis of the focus group and interview data, and contribution to the writing and review of

the manuscript. Two Consumer Partners with lived experience of the health service, and members of the committee structures

participated in the focus groups and the interviews.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly

cited.
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1 | Introduction

Clinical Governance is the framework that health organiza-
tions use to ensure safe and quality care is delivered to every
person who seeks support for health conditions [1]. In Aus-
tralia, there are eight National Safety and Quality Health
Service (NSQHS) standards that establish the minimum
standard of care that a consumer can expect to receive from
their local health service [2]. One of the eight standards is the
Partnering with Consumer standard which mandates orga-
nizations to partner with consumers in their own care, and in
the development and design of the organization [2]. Evidence
demonstrating consumer involvement in strategy, policy, risk
management, and workforce planning discussions and deci-
sions is required, but how this is done is left to the discretion
of each organization.

Embedding Consumer Partners into the Clinical Governance
process of health services is considered effective and widely
advocated for organizations [2, 3]. In 2023, a co‐produced
qualitative evidence synthesis of 33 international studies es-
tablished that successful formal partnering improves the
person‐centeredness of health service culture and improves the
physical environment of the health service [4]. A systematic
scoping review identified that consumer engagement is required
to continue to improve healthcare services but found insuffi-
cient research to guide the process [5]. It differentiated between
engagement via patient advisory councils addressing day‐to‐day
clinical challenges, versus patient members of governing boards
deliberating on higher‐level operational matters [5]. A survey of
Australian health services concluded that more easily organized
engagement such as consumers on existing committees or re-
viewing patient resources are still the most widely used form of
consumer partnering [6]. While less disruptive than changing
existing structures, this type of engagement tends to run in
parallel or ‘bolt‐on’ to health services rather than infiltrate the
systems and involve consumers in strategic planning and
activities considered more likely to affect population health [6].

To apply best practice principles [2, 4] and ensure that con-
sumer partnering is not an afterthought [3], a roadmap for
embedding consumer partnering in a health service governance
is required. There are many challenges to changing practice in
health services, including the gap between knowledge and its
implementation, particularly in settings that are not optimal [7].
The RE‐AIM framework was developed to support the imple-
mentation or evaluation of programmes in a real‐world clinical
setting [8, 9]. The five dimensions of the RE‐AIM framework
each contribute a better understanding of retrospectively why
an intervention did or did not work [8, 9]. The RE‐AIM
framework evaluates, Reach – how much of the organization is
willing to participate in the intervention; Effectiveness – impact
the intervention is having on the organization; Adoption –
organizational adoption of the intervention; Implementation –
extent the intervention has been implemented across the
organization, and Maintenance – extent the intervention has
become a routine part of the organizations' practices [8–10]. The
RE‐AIM framework was chosen to evaluate the transition of a
Consumer Partner Team into a Clinical Governance Unit and to
analyse the sustainability of consumer partnering for the orga-
nization moving into the future.

This paper aims to

1. describe and evaluate the process of embedding a Consumer
Partner Team into a Clinical Governance Unit in an Australian
health service; and

2. identify the successes and challenges that may affect the
sustainability of consumer partnering in a Clinical
Governance Unit to enable translation to other health settings.

2 | Methods

2.1 | Setting

The evaluation occurred at a public health service that includes
six Directorates (local facilities) made up of five hospitals,
Community and Oral Health, and Addiction and Mental Health
Services [11]. The services provide specialist care to a popula-
tion of more than 1.2 million people and employ more than
14,000 full‐time equivalent staff [11]. Exemption from ethical
review was provided by the local Ethics Committee.

2.2 | Design

The RE‐AIM framework was used to describe and evaluate the
implementation of consumer partnering initiatives. The five
dimensions (reach, effectiveness, adoption, implementation and
maintenance) organized quantitative and qualitative data to
identify real‐time implementation barriers and understand the
how and why of implementation to enable translation in com-
plex settings [8, 9].

Phase 1 – Focus group. Questions were developed by the first
and second authors based on RE‐AIM framework to support the
understanding of study Objective 1.

Phase 2 – Semi‐structured interviews. Questions were deve-
loped by the first author (JN) based on another study that uti-
lized the RE‐AIM framework to organize quantitative data [10]
to support the understanding of Objective 2.

The Standards for Reporting Implementation Studies (StaRI)
checklist was used to ensure all important areas of implemen-
tation were considered in the evaluation [12].

2.3 | Participants

Participation was voluntary and activities were conducted with
consideration and organizational oversight to avoid their ex-
posure to any harm. Remuneration was not available for par-
ticipants. Five participants (including two of the Consumer
Partners) were part of the authorship/evaluation team and took
part in Phase 1 and Phase 2.

Phase 1 – Purposive sampling was used to recruit participants
who were actively involved in consumer partnering at an
organizational level from 2019 to 2022, when the Consumer
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Partnering Team moved from the organization's Strategy and
Planning Team to the Clinical Governance Unit. The aim of
recruitment was to get in‐depth knowledge of experience not
diversity of perspective. The participants were selected as they
were information‐rich sources on the topic [13]. Purposive
sampling was used as it is widely used in implementation
research that contains qualitative data collection. The method
used was direct invitation from the first author (J.N.). Partici-
pants represented the Executive leadership team (four), Con-
sumer Partners (two), and staff from the Consumer Partnering
Team (two).

Phase 2 – Phase 2 included the same participants as Phase 1
with the addition of two staff from Directorate (facility) posi-
tions and one change with one of the Consumer Partners
unavailable for Phase 2.

2.4 | Data Collection

Phase 1 – A focus group was held in December 2022 with six
participants to map a 3‐year retrospective timeline of events
moving the Consumer Partnering Team into the Clinical
Governance Unit. It was facilitated by another staff member
who was not involved in the evaluation and supported by the
first author (J.N.). The focus group explored enablers, barriers
and unintended consequences of the transition. Two partici-
pants who were unable to attend the focus group were given the
draft timeline and asked to contribute extra input, and then two
focus group participants reviewed the draft and made additional
observations.

Phase 2 – Participants were invited to complete an interview via
an online session held between July 2023 and September 2023.
The semi‐structured interview was conducted by the first
author (J.N.) using the RE‐AIM framework to provide context
for the quantitative data and the focus group results. The par-
ticipants were given the interview questions before the inter-
view to support reflective practice. The interviews focused on
evaluating the systems implemented to support the consumers
and staff working with the new Organizational structure and
consumer feedback systems. Two of the ten participants being
interviewed were directly line‐managed by the interviewer
which may have contributed to relationship asymmetry. All
participants were given the opportunity to review the final
themes and provide feedback to an evaluation team member
who was independent of the Consumer Partnering Team.

2.5 | Data Analysis

Phase 1 – The first author (J.N.) transcribed the mapped data
onto a timeline document that was emailed to all participants
for verification and further input. Consensus was obtained via
iterative email communication and document refinement until
endorsed by all participants in August 2023.

Phase 2 – All semi‐structured interviews were audio‐transcribed
and mapped to the interview questions on an Excel spreadsheet.
Thematic analysis was completed by the first author (J.N.) with a

review by the second author (E.S.) who was not involved in the
interviews or part of the Consumer Partnering Team. Braun and
Clark's inductive approach [14] was followed over six steps to
develop patterns: 1. familiarity with the data (via the interview
process and transcribing); 2. generating codes (conducted by J.N.);
3. searching the themes (conducted by J.N. and E.S.); 4. reviewing
the themes (all evaluation team members including Consumer
Partners); 5. defining the themes (J.N., E.S.); and 6. producing the
report (all evaluation teammembers including Consumer Partners).

3 | Results

3.1 | Timeline Mapping

In 2017–2018, the Health Service Board introduced the American‐
based Planetree‐certified programme [15]. The organization and
Consumer Partners embraced the programme and committed to
improving medical care with a person‐centred lens. In January
2019, the second edition of the NSQHS standards commenced,
with person‐centred care requirements for accreditation detailed
in Standard 2 Partnering with Consumers [2]. In 2021, the orga-
nization decided to cease Planetree certification and restructure
Clinical Governance as a centralized department with a Consumer
Partnering Team and include Consumer Partners as members on
all NSQHS committees as part of a commitment to partnering.
New committee structures were developed for each of the NSQHS
standards, with Consumer Partners included as members. Several
Consumer Partners left, and participants reported a lack of orga-
nizational direction for the Consumer Partnering Team during
this period of change (Figure 1).

From July 2021 to December 2022, the organization invested
significant development into the Partnering with Consumers'
portfolio (Figure 1). This was led by an Executive Director
sponsor and the NSQHS Partnering with Consumers committee
(including four Consumer Partners) and supported by the
Clinical Governance Unit and Consumer Partnering Team.
Structures were established for the organization, including a
Consumer Partnering Policy, linked procedures, a Consumer
and Community Engagement Strategy and a Partnering with
Consumers gap analysis and action plan to ensure everyone was
working in a consistent direction. This was followed by further
work to improve consumer input, including the formalization of
a Consumer Partner Network (central orientation, quarterly
meetings with executive and learning opportunities) and the
development of a Patient Experience report containing data on
complaints and compliments, patient stories and benchmarked
(state‐wide) trended patient experience measures (Figure 1).
Embedding Consumer Partners within structural governance,
with clear strategic direction, coupled with strengthening
patient experience and consumer support, allowed the transi-
tion from reactive partnering to proactive partnering.

3.2 | Themes – Organizational Systems to
Support Partnering With Consumers

The semi‐structured interviews evaluated the systems estab-
lished to support Partnering with Consumers at an
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organizational level. This focused on policy documents, struc-
tures such as staffing and committees, and consumer feedback
systems. The current consumer feedback systems used include
Patient Reported Experience Measures Surveys (PREMS) as part
of a state‐wide programme that reports real‐time patient ex-
perience data, Best Practice Australia (BPA) annual surveys
conducted as a patient satisfaction review, and the complaints
and compliments system. Table 1–5 summarizes the quantita-
tive and qualitative RE‐AIM dimensions. The qualitative
reflections were analysed separately from the perspectives of
Executives, Consumer Partners, Consumer Partner Team
members and Directorate representatives.

3.2.1 | Reach – Organizational Systems to Support
Partnering With Consumers

Reach – How much of the organization is willing to participate in
partnering with consumers (Table 1)?

Partnering with Consumers is occurring at the organizational
level and at all Directorates. This is evidenced by Consumer
Partner representation on eight of the organization's NSQHS
committees, and on all the Directorate Partnering with
Consumers Committees. All Directorates are using consumer
feedback systems, although it is difficult to establish the ex-
tent the information is influencing service improvement.
Current Consumer Partner demographics include more
females (63%) than males (36%), First Nations representation
of 14% because of a focus to establish a First Nations Elders
Advisory Group in 2022, 20% who speak a language other
than English at home, and 30% who identify as living with a
disability.

There were few barriers to centralizing the Consumer Part-
nering Team into Clinical Governance as the changes made
sense to people and were seen as advantageous; however, the
transition time and implications of change were unsettling for
Consumer Partners, the Consumer Partner Team, and the
Directorate. The Directorates gave mixed reports, with some
feeling that change was imposed externally despite established
systems, while others were more enthusiastic about the change.
Some historical issues of resource inequity surfaced in Direc-
torates, while Executives felt the change strengthened leader-
ship and relationships for better clinical governance.

“A cultural change happening and a mindset change,

some more enthusiastic about it than others”
(Consumer Partner).

“Potential concerns about the unknown, like what it

would mean working with consumers or not under-

standing what value that they might bring to the table”
(Executive).

The introduction of Consumer Partners onto the NSQHS
committees was a significant role change for the Consumer
Partnering Team who were tasked with the recruitment, ori-
entation, and onboarding of Consumer Partners; however, the
centralization of this process improved the structure and sup-
port offered to the Directorates. There was uncertainty about
the new roles and relationships and getting it right, which
brought discomfort. Consumer Partners and Directorate staff
emphasized that the executive leader and/or committee chair
needs to value consumer partnering and support the change to
status quo to develop good partnerships that lead to change.

FIGURE 1 | Timeline Mapping of transition of Consumer Partnering Team into Clinical Governance Unit. CCE, Consumer and Community;

NSQHS, National Safety Quality Health Service; PCC, Person‐Centred Care Coordinators.
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“So, I think some of the barriers also is of how con-

sumer partnering is valued, embraced, accepted, pro-

moted by the executive at the at the time and

depending upon who's in those executive positions”
(Directorate).

3.2.2 | Effectiveness – Organizational Systems to
Support Partnering With Consumers

Effectiveness – what impact is partnering with consumers having
on the organization (Table 2)?

The organization has a current Consumer and Community
Engagement Strategy, which is a legislative requirement, and an
NSQHS Partnering with Consumers action plan to implement
the strategy and ensure the criteria of the Nationals Standards
are met. Four of the six Directorates also have an action plan,
and all met the requirements of the Partnering with Consumers
standard during accreditation assessments conducted between
2019 and 2022. One of the Directorates assessed in 2021 was
asked to address four recommendations to improve training of
Consumer Partners and the workforce. The centralization of
orientation, onboarding and learning supports have assisted in
meeting these recommendations.

“When consumer partners are part of the gap analysis

and action planning, they can meaningfully engage and

are able to understand what all is about” (Consumer

Partner Team).

The alignment of the Consumer Partnering Team into the
governance structure has improved effectiveness, enabled by a
dedicated NSQHS Standard 2 committee that has an action plan
with a clear vision and direction for staff and consumers. The
committee structure has an executive sponsor and committee
representative from each Directorate to drive actions. The
Consumer Partnering Team, including the Manager position
that chairs the committee, provides a point of contact and
accountability to ensure that plans are followed and contribute
to organizational strategy.

“Coming from the top of the organization all the way

through, with governance then providing the structures

and frameworks for that (consumer partnering) to

actually happen” (Executive).

Some downstream effects to the transition of Partnering with
Consumers into the Clinical Governance Unit included the
increase of visibility of the Consumer Partnering Team and the
positive influence on other teams in the unit, the access to
Executives, and the elevated importance of the contributions of
Consumer Partners. Participants opinions varied as to whether
the staff and Consumer Partners are working as a partnership,
with the acknowledgement like any team, familiarity with each
other's styles increases confidence in the relationship. There
was a general sense among participants of incremental changes
and improvement occurring with the building of the staff/T
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Consumer Partner relationship, with variation mostly attributed
to the committee chairs.

3.2.3 | Adoption – Organizational Systems to Support
Partnering With Consumers

Adoption – how much of the organization is partnering with
consumers? How many people are actively involved (Table 3)?

There has been widespread adoption of consumer partnering,
not only on the NSQHS committees but also in advisory com-
mittees (First Nations Elders Advisory Council, Multi‐cultural
and Disability and Inclusion), development of strategic plans,
and staff recruitment processes. An active recruitment drive has
increased the number of formal consumer partners from 80 in
2019, to more than 110 in 2022. Remuneration for formal
partnering activities is offered to Consumer Partners on over 63
committees. Consumer feedback systems include PREMS, BPA,
and complaints/compliments, reported to clinical, executive
and Board meetings at regular intervals. Despite the organiza-
tional reporting, there is little oversight into how consumer
feedback contributes to service change and improvements.

Factors contributing to the strong adoption across the organi-
zation include Executive leadership, support from the Manager
of the Consumer Partnering Team to establish a structure, a
clear vision that was inclusive of Consumer Partners and
Directorates, and the systems such as orientation and remu-
neration to make partnering easier.

“So, the hinge point was taking consumer partnering

and bringing it within the framework of governance.

This was a hinge point in the growth and development

and support of consumer partnering” (Consumer

Partner).

3.2.4 | Implementation – Organizational Systems to
Support Partnering With Consumers

Implementation – to what extent has partnering with consumers
been implemented across the organization (Table 4).

The Consumer Partnering Team has successfully transitioned
into the Clinical Governance Unit as per the organization's
Clinical Governance Framework, which is based on the
National Clinical Governance Framework [1]. The structural
change has enabled several support programmes to be deve-
loped and implemented including the NSQHS Partnering with
Consumers Committee, the Person‐Centred Care Community
of Practice, Consumer Partnering Orientation, Consumer Part-
ner remuneration, and the Consumer Partner Network. These
programmes are all supported by procedures and the Consumer
Partnering Team.

“Having those Person‐Centred Care Coordinators is

such an important position to facilitate person‐centred
care and the understanding for staff to embrace what

that means to them, and how it actually should be just aT
A
B
L
E
3

|
(C

on
ti
n
u
ed

)

A
d
op

ti
on

–
Q
u
al
it
at
iv
e
T
h
em

es

Q
u
es
ti
on

E
xe

cu
ti
ve

p
os
it
io
n
s

C
on

su
m
er

P
ar
tn

er
s

C
on

su
m
er

P
ar
tn

er
T
ea

m
m
em

be
rs

D
ir
ec

to
ra
te

re
p
re
se
n
ta
ti
ve

s

N
on

cl
in
ic
al

di
vi
si
on

s
–
fi
n
an

ce
s,

di
sa
st
er

pl
an

n
in
g,

co
rp
or
at
e
se
rv
ic
es

A
bb

re
vi
at
io
n
s:
A
D
M
S,

A
dd

ic
ti
on

an
d
M
en

ta
l
H
ea
lt
h
;
B
P
A
,
B
es
t
P
ra
ct
ic
e
A
u
st
ra
li
a;

C
P
T
,
C
on

su
m
er

P
ar
tn
er

T
ea
m
;
E
D
,
E
xe
cu

ti
ve

D
ir
ec
to
r;
C
G
,
C
li
n
ic
al

G
ov
er
n
an

ce
;
C
O
H
,
C
om

m
u
n
it
y
an

d
O
ra
l
H
ea
lt
h
;
P
C
C
,
P
er
so
n
‐C
en

tr
ed

C
ar
e;

P
R
E
M
S,

P
at
ie
n
t‐R

ep
or
te
d
E
xp

er
ie
n
ce

M
ea
su
re

Su
rv
ey
.

11 of 18



T
A
B
L
E
4

|
Im

pl
em

en
ta
ti
on

–
O
rg
an

iz
at
io
n
al

sy
st
em

s
to

su
pp

or
t
P
ar
tn
er
in
g
w
it
h
C
on

su
m
er
s.

Im
p
le
m
en

ta
ti
on

–
Q
u
an

ti
ta
ti
ve

Q
u
es
ti
on

M
ea

su
re

W
as

th
e
C
on

su
m
er

P
ar
tn
er
in
g
T
ea
m

em
be
dd

ed
in
to

C
li
n
ic
al

G
ov
er
n
an

ce
U
n
it
as

pe
r

th
e
C
li
n
ic
al

G
ov
er
n
an

ce
F
ra
m
ew

or
k?

Y
es

D
id

th
e
st
ru
ct
u
ra
l
ch

an
ge

of
th
e
C
on

su
m
er

P
ar
tn
er
in
g
T
ea
m

in
to

th
e
ce
n
tr
al

C
li
n
ic
al

G
ov
er
n
an

ce
U
n
it
su
pp

or
t
th
e
im

pl
em

en
ta
ti
on

?
Y
es

Im
pl
em

en
ta
ti
on

–
Q
u
al
it
at
iv
e
T
h
em

es

Q
u
es
ti
on

E
xe

cu
ti
ve

p
os
it
io
n
s

C
on

su
m
er

P
ar
tn

er
s

C
on

su
m
er

P
ar
tn

er
T
ea

m
m
em

be
rs

D
ir
ec

to
ra
te

re
p
re
se
n
ta
ti
ve

s

1.
W
h
at

w
er
e
(i
f
an

y)
th
e
m
od

if
ic
at
io
n
s

to
th
e
in
te
rv
en

ti
on

an
d
w
h
y
di
d
th
ey

oc
cu

r?

Im
pl
em

en
te
d
as

in
te
n
de

d
as

pe
r
C
li
n
ic
al

G
ov
er
n
an

ce
F
ra
m
ew

or
k

L
ea
de

rs
h
ip

–
ge
n
u
in
e

co
m
m
it
m
en

t
H
an

db
oo

k
fo
r
C
om

m
it
te
es

–
co
n
su
m
er

pa
rt
n
er

in
cl
u
si
on

P
C
C

C
om

m
u
n
it
y
of

P
ra
ct
ic
e

E
xe
cu

ti
ve

Sp
on

so
r
–
vi
si
on

of
h
ow

to
im

pl
em

en
t

L
in
k
to

N
at
io
n
al

St
an

da
rd
s

A
li
gn

m
en

t
to

N
at
io
n
al

C
li
n
ic
al

G
ov
er
n
an

ce
F
ra
m
ew

or
k

2.
W
h
at

w
er
e
th
e
ba

rr
ie
rs

to
th
e

im
pl
em

en
ta
ti
on

as
or
ig
in
al
ly

in
te
n
de

d?
N
o
ba

rr
ie
rs

R
ec
ru
it
m
en

t
of

m
an

ag
er

C
P
T

D
el
ay

in
st
re
am

li
n
e

re
po

rt
in
g
st
ru
ct
u
re

fo
r
C
P
T

So
m
e
re
lu
ct
an

ce
to

ce
n
tr
al
iz
e

fr
om

D
ir
ec
to
ra
te
s
du

e
to

lo
ss

of
au

to
n
om

y

T
im

e
to

u
n
de

rs
ta
n
d
th
e

ch
an

ge
in

w
or
k
fo
cu

s
(P
la
n
et
re
e
to

N
at
io
n
al

St
an

da
rd
s)

N
ee
d
m
or
e
su
pp

or
t
at

D
ir
ec
to
ra
te
s
to

h
el
p

im
pl
em

en
t
pr
oj
ec
ts

T
im

e
to

u
n
de

rs
ta
n
d
th
e
ch

an
ge

in
w
or
k
fo
cu

s
(P
la
n
et
re
e
to

N
at
io
n
al

St
an

da
rd
s)

3.
W
h
at

w
er
e
th
e
co
n
te
xt
u
al

fa
ct
or
s
an

d
pr
oc
es
se
s
u
n
de

rl
yi
n
g
ba

rr
ie
rs

to
im

pl
em

en
ta
ti
on

an
d
h
ow

do
w
e

ad
dr
es
s
th
em

?

M
in
im

al
ba

rr
ie
rs

So
m
e
lo
gi
st
ic
s‐
fo
ld
er

ac
ce
ss

Im
pr
ov
em

en
ts

oc
cu

rr
in
g
h
av
e

de
m
on

st
ra
te
d
th
e
be
n
ef
it
s
of

th
e

ch
an

ge

St
re
n
gt
h
in

de
ve
lo
pi
n
g

th
in
gs

as
a
sy
st
em

ve
rs
u
s
on

e
of

pr
oj
ec
t

St
ro
n
g
m
an

ag
er

vi
si
on

B
u
il
di
n
g
re
la
ti
on

sh
ip
s
to

bu
il
d

tr
u
st

an
d
co
n
fi
de

n
ce

Se
tt
in
g
co
m
m
it
te
es

u
p
fo
r

su
cc
es
s
(s
u
pp

or
ti
n
g
ch

ai
rs
)

4.
W
h
at

is
th
e
pr
oc
es
s
fo
r
w
h
ic
h
st
af
f
ca
n

im
pr
ov
e
th
ei
r
sk
il
ls
?

H
av
in
g
on

e
st
op

sh
op

fo
r

re
so
ur
ce
s

H
av
in
g
an

ex
pe

rt
te
am

to
su
pp

or
t
an

d
gr
ow

ot
h
er
s

O
n
li
n
e
m
od

u
le
s

M
or
e
co
ac
h
in
g
an

d
m
en

to
ri
n
g

C
lo
si
n
g
th
e
lo
op

an
d

sh
ow

ca
si
n
g
su
cc
es
s

V
is
ib
il
it
y
of

C
on

su
m
er

P
ar
tn
er
in
g
–
w
h
at

yo
u
se
e
if

w
h
at

yo
u
ac
ce
pt

F
ac
e‐
to
‐fa

ce
tr
ai
n
in
g
w
or
ks
h
op

s
E
xe
cu

ti
ve

le
ad

in
g
by

ex
am

pl
e

E
xp

os
u
re

of
cl
in
ic
ia
n
s
to

su
cc
es
sf
u
l
co
n
su
m
er

pa
rt
n
er
in
g

R
ea
di
n
es
s
of

st
af
f

H
av
in
g
on

e
st
op

sh
op

fo
r

re
so
u
rc
es

H
av
in
g
an

ex
pe

rt
te
am

to
su
pp

or
t
an

d
gr
ow

ot
h
er
s

O
n
li
n
e
m
od

u
le
s

M
or
e
co
ac
h
in
g
an

d
m
en

to
ri
n
g

N
ot

in
cr
ea
si
n
g
cl
in
ic
ia
n
's

w
or
kl
oa
d

W
il
li
n
gn

es
s
of

st
af
f
an

d
pr
io
ri
ty

ag
ai
n
st

ot
h
er

co
m
pe

ti
n
g
de

m
an

ds

Su
pp

or
t
to

co
m
m
it
te
e
ch

ai
rs

to
u
n
de

rs
ta
n
d
co
n
su
m
er

pa
rt
n
er
in
g

H
av
in
g
an

ex
pe

rt
te
am

to
su
pp

or
t
an

d
gr
ow

ot
h
er
s

M
or
e
co
ac
h
in
g
an

d
m
en

to
ri
n
g

C
lo
si
n
g
th
e
lo
op

an
d

sh
ow

ca
si
n
g
su
cc
es
s

L
ea
rn
in
g
to
ge
th
er

as
st
af
f
an

d
co
n
su
m
er

pa
rt
n
er
s

A
bb

re
vi
at
on

:
C
P
T
,
C
on

su
m
er

P
ar
tn
er

T
ea
m

12 of 18 Health Expectations, 2024



T
A
B
L
E
5

|
M
ai
n
te
n
an

ce
–
O
rg
an

iz
at
io
n
al

sy
st
em

s
to

su
pp

or
t
P
ar
tn
er
in
g
w
it
h
C
on

su
m
er
s.

M
ai
n
te
n
an

ce
–
Q
u
an

ti
ta
ti
ve

Q
u
es
ti
on

M
ea

su
re

A
re

th
er
e
po

li
cy

do
cu

m
en

ts
to

gu
id
e
pa

rt
n
er
in
g
w
it
h
co
n
su
m
er
s
in

th
e

or
ga
n
iz
at
io
n
?

C
on

su
m
er

P
ar
tn
er
in
g
P
ol
ic
y

C
om

pl
ai
n
ts

fe
ed

ba
ck

m
an

ag
em

en
t
pr
oc
ed

u
re

U
si
n
g
A
u
st
ra
li
an

C
h
ar
te
r
of

H
ea
lt
h
ca
re

R
ig
h
ts

pr
oc
ed

u
re

R
em

u
n
er
at
io
n
an

d
R
ei
m
bu

rs
em

en
t
pr
oc
ed

u
re

O
ri
en

ta
ti
on

,
on

bo
ar
di
n
g
an

d
ex
it
pr
oc
ed

u
re

Is
th
e
C
on

su
m
er

P
ar
tn
er
in
g
T
ea
m

m
ai
n
ta
in
ed

in
th
e
C
li
n
ic
al

G
ov
er
n
an

ce
st
ru
ct
u
re
?

Y
es
.5
.1
fu
ll‐
ti
m
e
eq
u
iv
al
en

tp
os
it
io
n
s
in

th
e
M
SH

te
am

,3
.4
fu
ll‐
ti
m
e
eq
u
iv
al
en

t
at

4/
6
D
ir
ec
to
ra
te
s

M
ai
n
te
n
an

ce
–
Q
u
al
it
at
iv
e
T
h
em

es
Q
u
es
ti
on

E
xe

cu
ti
ve

p
os
it
io
n
s

C
on

su
m
er

P
ar
tn

er
s

C
on

su
m
er

P
ar
tn

er
T
ea

m
m
em

be
rs

D
ir
ec

to
ra
te

re
p
re
se
n
ta
ti
ve

s

1.
In

w
h
at

fo
rm

ar
e
th
e

co
m
po

n
en

ts
of

P
w
C

in
C
li
n
ic
al

G
ov
er
n
an

ce
su
st
ai
n
ed

?

R
eq
u
ir
em

en
t
of

a
ce
n
tr
al

C
on

su
m
er

P
ar
tn
er
in
g

su
pp

or
t
te
am

R
eq
u
ir
em

en
t
of

D
ir
ec
to
ra
te

st
af
f

to
em

be
d
co
n
su
m
er

pa
rt
n
er
in
g
w
or
k

K
ee
p
th
e
co
n
su
m
er

pa
rt
n
er
in
g

co
n
ve
rs
at
io
n
al
iv
e/
im

po
rt
an

ce
of

co
n
su
m
er

pa
rt
n
er
in
g/
sh
ow

th
e

di
ff
er
en

ce
w
e
m
ak

e/
K
P
Is

to
de

m
on

st
ra
te

su
cc
es
s

B
u
dg

et
an

d
F
T
E
fo
r
co
n
su
m
er

pa
rt
n
er
in
g
su
pp

or
t
po

si
ti
on

s
ce
n
tr
al
ly

an
d
in

D
ir
ec
to
ra
te
s

F
ac
e‐
to
‐fa

ce
m
ee
ti
n
gs

to
bu

il
d

re
la
ti
on

sh
ip
s

F
ac
e‐
to
‐fa

ce
m
ee
ti
n
gs

K
ee
p
th
e
co
n
su
m
er

pa
rt
n
er
in
g

co
n
ve
rs
at
io
n
al
iv
e/
im

po
rt
an

ce
of

co
n
su
m
er

pa
rt
n
er
in
g/
sh
ow

th
e

di
ff
er
en

ce
/i
m
pr
ov
em

en
ts

w
e
m
ak

e/
K
P
Is

to
de

m
on

st
ra
te

su
cc
es
s
va
lu
e

B
u
dg

et
an

d
F
T
E
fo
r
co
n
su
m
er

pa
rt
n
er
in
g
su
pp

or
t
po

si
ti
on

s
ce
n
tr
al
ly

an
d
in

D
ir
ec
to
ra
te
s

F
ee
db

ac
k
an

d
re
co
gn

it
io
n
fo
r

co
n
su
m
er
s

Su
cc
es
si
on

pl
an

n
in
g

W
h
en

th
e
or
ga
n
iz
at
io
n
is

al
ig
n
ed

w
it
h
fo
cu

s
an

d
di
re
ct
io
n
,

m
ir
ac
le
s
h
ap

pe
n

Sy
st
em

s
th
in
ki
n
g
ap

pr
oa
ch

fo
r

su
st
ai
n
ab

le
pr
og
ra
m
m
es

C
on

si
de

r
di
re
ct

li
n
e

m
an

ag
em

en
t
of

P
C
C
po

si
ti
on

s
to

C
P
T
to

st
re
n
gt
h
en

im
pl
em

en
ta
ti
on

C
en

tr
al

sy
st
em

to
su
pp

or
t

po
li
cy

do
cu

m
en

ts
Sy
st
em

s
th
in
ki
n
g
ap

pr
oa
ch

fo
r
su
st
ai
n
ab

le
pr
og
ra
m
m
es

C
el
eb
ra
te

th
e
w
in
s
to

ge
n
er
at
e
on

go
in
g
en

er
gy

N
ee
d
to

st
re
n
gt
h
en

th
e

D
ir
ec
to
ra
te
s
ab

il
it
y
to

im
pl
em

en
t
an

d
su
st
ai
n

pr
og
ra
m
m
es

2.
W
h
at

ar
e
th
e
m
od

if
ic
at
io
n
s

th
at

h
av
e
be
en

m
ad

e
at

ea
ch

D
ir
ec
to
ra
te

af
te
r
th
e
tr
an

si
ti
on

of
P
w
C

in
to

C
li
n
ic
al

G
ov
er
n
an

ce
?

R
em

u
n
er
at
io
n
fo
r
co
n
su
m
er

pa
rt
n
er
s

T
h
e
P
C
C
ro
le
s‐
n
ee
d
st
ro
n
g
li
n
ks

to
th
e
D
ir
ec
to
ra
te

St
an

da
rd

2
co
m
m
it
te
e

N
/A

U
pt
ak

e
of

im
pl
em

en
ta
ti
on

of
ce
n
tr
al
iz
ed

pr
oj
ec
ts

(r
ed

u
ce
s

du
pl
ic
at
io
n
)

Su
pp

or
t
fr
om

th
e
ce
n
tr
al

C
on

su
m
er

P
ar
tn
er
in
g
T
ea
m

N
/A

3.
W
h
at

ar
e
th
e
ba

rr
ie
rs

to
m
ai
n
ta
in
in
g
th
e
pr
og
ra
m
m
e?

St
af
fi
n
g
to

su
pp

or
t
co
n
su
m
er

pa
rt
n
er
in
g
at

th
e
D
ir
ec
to
ra
te
s

(k
n
ow

le
dg

e
+

do
th
e
w
or
k)

M
at
ch

in
g
co
n
su
m
er

pa
rt
n
er
s
w
it
h

co
m
m
it
te
es
/g
ro
u
ps

w
h
er
e
th
ey

ad
d

va
lu
e

St
af
f
tu
rn
ov
er
/s
ta
ff
sh
or
ta
ge
s

St
ay
in
g
cu

rr
en

t
w
it
h
be
st

pr
ac
ti
ce

H
av
in
g
sy
st
em

s
in

pl
ac
e
to

su
pp

or
t
ex
pe

ct
at
io
n
s
of

co
n
su
m
er

pa
rt
n
er
s

B
u
dg

et
an

d
co
m
pe

ti
n
g

pr
io
ri
ti
es

B
u
dg

et
to

su
pp

or
t

co
n
su
m
er

in
vo
lv
em

en
t
in

qu
al
it
y
im

pr
ov
em

en
t

(C
on

ti
n
u
es
)

13 of 18



T
A
B
L
E
5

|
(C

on
ti
n
u
ed

)

M
ai
n
te
n
an

ce
–
Q
u
al
it
at
iv
e
T
h
em

es
Q
u
es
ti
on

E
xe

cu
ti
ve

p
os
it
io
n
s

C
on

su
m
er

P
ar
tn

er
s

C
on

su
m
er

P
ar
tn

er
T
ea

m
m
em

be
rs

D
ir
ec

to
ra
te

re
p
re
se
n
ta
ti
ve

s

P
ro
vi
de

an
en

vi
ro
n
m
en

t
w
h
er
e

co
n
su
m
er

pa
rt
n
er
s
w
an

t
to

w
or
k

w
it
h
st
af
f

F
in
an

ci
al

co
n
st
ra
in
ts

E
xe
cu

ti
ve

su
pp

or
t
(i
f
th
er
e
is

tu
rn
ov
er
)

M
an

ag
in
g
pe

rf
or
m
an

ce
of

co
n
su
m
er

pa
rt
n
er
s

B
ei
n
g
ab

le
to

de
m
on

st
ra
te

ge
n
u
in
e

pa
rt
n
er
in
g
fo
r
sh
or
t‐n

ot
ic
e

ac
cr
ed

it
at
io
n

P
er
fo
rm

an
ce
/e
ff
ec
ti
ve
n
es
s
of

co
n
su
m
er

pa
rt
n
er
s

M
an

ag
in
g
pe

rf
or
m
an

ce
of

co
n
su
m
er

pa
rt
n
er
s

In
st
ab

il
it
y
an

d
fr
eq
u
en

t
ch

an
ge

w
it
h
in

th
e
or
ga
n
iz
at
io
n
s

(c
on

st
ra
in
in
g
re
la
ti
on

sh
ip
s)

C
om

pe
ti
n
g
or
ga
n
iz
at
io
n
al

pr
io
ri
ti
es

an
d
u
rg
en

cy

H
av
in
g
th
e
st
af
fl
ev
el
s
to

su
pp

or
t

su
ch

a
la
rg
e
or
ga
n
iz
at
io
n
to

m
ak

e
su
re

im
pl
em

en
ta
ti
on

of
in
it
ia
ti
ve
s
is

sp
re
ad

N
ee
d
to

m
ak

e
co
n
su
m
er

pa
rt
n
er
in
g
ea
sy

fo
r
st
af
f
to

ac
h
ie
ve

M
ov
in
g
fr
om

im
pl
em

en
ta
ti
on

to
bu

si
n
es
s
as

u
su
al

A
pe

rs
on

em
pl
oy
ed

as
a

co
n
su
m
er

pa
rt
n
er

4.
F
or

C
on

su
m
er

P
ar
tn
er
s
w
h
at

is
th
e
su
cc
es
si
on

pl
an

,
an

d
in
te
n
de

d
ra
te

of
tu
rn
ov
er
?

N
ee
d
to

m
ak

e
su
re

w
e
ke

ep
ex
pe

ri
en

ce
d
pe

op
le

bu
t
al
so

ge
t

fr
es
h
id
ea
s

M
ak

e
su
re

w
e
h
av
e
gr
as
sr
oo

ts
se
rv
ic
e
u
se
rs

as
pr
of
es
si
on

al
co
n
su
m
er
s
ca
n
m
is
s
w
h
at
's

h
ap

pe
n
in
g
on

th
e
gr
ou

n
d

Su
cc
es
si
on

pl
an

n
in
g
is

di
ff
ic
u
lt
as

pe
op

le
do

n
't
w
an

t
to

go
N
ee
d
to

m
ak

e
su
re

w
e
ke

ep
ex
pe

ri
en

ce
d
pe

op
le

bu
t
al
so

at
ta
ch

n
ew

co
n
su
m
er
s

St
af
f
al
so

do
n
't
li
ke

to
ro
ck

th
e
bo

at
(T
h
er
e
n
ee
ds

to
be
)
st
ra
te
gy

fo
r

tr
an

si
ti
on

M
ak

e
su
re

th
er
e
is
a
pa

th
w
ay

fo
r

co
n
su
m
er
s
to

de
ve
lo
p

R
ev
ie
w

th
e
ef
fe
ct
iv
en

es
s
of

th
e

pa
rt
n
er
sh
ip
s

M
at
ch

in
g
co
n
su
m
er

pa
rt
n
er
s

w
it
h
co
m
m
it
te
es
/g
ro
u
ps

w
h
er
e

th
ey

ad
d
va
lu
e

N
ee
d
st
ro
n
ge
r
li
n
ks

to
co
m
m
u
n
it
y
gr
ou

ps

B
u
il
d
sk
il
ls

in
co
n
su
m
er

pa
rt
n
er
s
an

d
ke

ep
th
em

Se
co
n
d
st
af
f
to

co
n
su
m
er

pa
rt
n
er
in
g
te
am

to
bu

il
d

sk
il
ls

N
ev
er

h
av
e
en

ou
gh

as
th
er
e'
s
al
w
ay
s
at
tr
it
io
n

A
bb

re
vi
at
on

s:
F
T
E
,
F
u
ll
ti
m
e
eq
u
iv
al
en

t;
P
C
C
,
P
er
so
n
‐C
en

tr
ed

C
ar
e;

P
w
C
,
P
ar
tn
er
in
g
w
it
h
C
on

su
m
er
s.

14 of 18 Health Expectations, 2024



part of their job that they communicate with their pa-

tients in that partnership model” (Directorate).

Use of a systems approach to develop and sustain the pro-
grammes is seen as an enabler of implementation. The struc-
tures have enabled relationships to develop between staff and
consumers, which has built trust and confidence in progressing
actions and improvements. Ongoing challenges to implemen-
tation across the organization include limited resources to
support consumer partnering, and the time constraints placed
on staff who have multiple competing demands. This has been
reported as a challenge through all the RE‐AIM dimensions.

3.2.5 | Maintenance – Organizational Systems to
Support Partnering With Consumers

Maintenance – to what extent had partnering with consumers
become part of routine organization practice (Table 5).

The organization deliberately chose to have an Executive and
Board‐endorsed Consumer Partnering Policy that describes the
ethos of partnering. The policy is supported by procedural
documents that set minimum standards of business conduct to
maintain the commitment to Partnering with Consumers. The
organization employs 5.1 full‐time equivalent positions dedi-
cated to this portfolio, in addition to 3.4 dedicated positions
across the Directorates. These dedicated positions support a
local population of more than one million people, alongside a
general commitment from staff to the ethos of partnering.

“We need the central team to support a lot of the work

that that goes on, and resources within the Directorates

to implement the work” (Executive).

Continued growth and successful consumer partnering is
dependent on retention of experienced people alongside con-
tinued recruitment to bring fresh ideas and represent the
diversity of the community. A pathway of development for
consumers and process to match Consumer Partners with
committees/groups where they add value is seen as critical to
maintenance and growth.

“I think it's also just being realistic with the planning

and making sure that not biting off too much”
(Directorate).

“Need a sustainable model for recruitment of consumer

partners so you're managing/supporting your future

replacement” (Consumer Partner).

“When the organization is completely aligned with focus

and direction, magic happens” (Consumer Partner Team).

3.3 | Unintended Consequences

The mapping of the timeline and the interviews revealed some
unintended consequences as a result of moving the Consumer

Partnering portfolio into the Clinical Governance Unit. The
majority of these were viewed as positive downstream effects.

3.3.1 | Executive Positions

The presence of Consumer Partnering within Clinical Govern-
ance increased visibility across other areas within Clinical
Governance (such as the Patient Safety Team, the Clinical
Governance and Compliance Teams and the memberships of
the Executive Quality and Safety Committee) with a positive
effect and an increase in uptake of using Consumer Partners in
activities such as accreditation processes and development of
procedures. Consumer Partners were potentially maturing fas-
ter in their ability than the organization's acceptance.

3.3.2 | Consumer Partners

The transition of Consumer Partnering into Clinical Govern-
ance elevated the importance of Consumer Partners, with
consumer contributions being taken seriously. There was a
redundancy and reduced duplication of work being undertaken
at the Directorates as system change was led by the central
team, but then implemented as appropriate at the Directorate.

3.3.3 | Consumer Partner Team

The transition of Consumer Partnering into Clinical Govern-
ance enabled a seamless working together model rather than
working in parallel with clinical governance. It also enabled
closer relationships with executive leadership, but potentially
more distanced from the Board. The change enabled Consumer
Partners and staff to learn and improve together. It was more
effective to achieve outcomes and progress changes than
expected.

3.3.4 | Directorate Positions

It increased the visibility of Consumer Partnering and the
central team. It created a place for Person‐Centred Care Coor-
dinators to network and collaborate. One downstream effect
was an increase in workload for Directorates with the intro-
duction of new initiatives. Although the initiatives were wel-
comed and seen as desirable, there was often no additional
resources to support the increase in workload.

4 | Discussion

Our evaluation used the RE‐AIM implementation framework to
explore the enablers and barriers to embedding a Consumer
Partnering Team into a Clinical Governance Unit. A Cochrane
review published in 2021 reviewed five trials with more than
469 health service providers to determine that, the effects of
consumers and health providers working in partnership is still
unknown, however, recommended that pragmatic studies and
qualitative research, such as this implementation evaluation

15 of 18



were required to build the evidence base for working together in
healthcare [16]. This evaluation has not found new concepts;
however, it builds on the current evidence by describing en-
ablers and barriers to implementation.

4.1 | Enablers of Consumer Partnering and
Clinical Governance

Five main factors were reported as enablers of successful
implementation of consumers partnering in this evaluation, and
they are consistent with current literature.

1. Executive sponsorship and ownership of partnering with
consumers is essential, supported by strategic plans and
action plans. National policy does not specify how to
partner to ensure equity of power and success in con-
sumer relationships [3]. Executive ownership and a clear
vision in local policy documents support harmony in
partnering [4, 5]. This organization has achieved this by
allocating the Consumer Partner portfolio to an estab-
lished Executive Director position, in addition to the
Consumer Partner Team portfolio sitting in the Clinical
Governance Division which is also governed by an Ex-
ecutive Director position. This ensures that Consumer
Partnering is consistently advocated for at an executive
level.

2. Executive leadership and services directly connected to
communities influence local (Directorate) culture. Adop-
tion of formal consumer partnering is easier when it
builds on existing relationships within the community.
This is consistent with the Merner et al. (2023) Cochrane
review and the Sagen et al. (2023) systematic review.
Additionally, as supported by Cox et al. [17], the leader-
ship team has a key role in fostering, resources and pro-
moting the connection between the organization and
Consumer Partners. This connection can occur before and
during committee meetings or during attendance at the
Consumer Partner Network meetings. Executive need to
be available to respond to questions and concerns via e-
mail, newsletters and in person meetings.

3. An organization‐wide network enhances visibility and
strengthens relationships alongside a central Consumer
Partnering Team and collaboration with local Person‐
Centred Care Coordinators. This makes it easier to
implement strategic directions and action plans into local
facilities and is consistent with multiple other studies [4,
5, 18], This organization has achieved this by having a
central Consumer Partner Team and directorate‐based
Person‐Centred Care Coordinators that support the Con-
sumer Partner Network, develops the quarterly news-
letters, and encourages staff to close the loop on
engagement outcomes and influences.

4. Valuing Consumer Partners via remuneration demon-
strates the value placed on partnering. This is extensively
supported in the literature as remuneration is considered
essential to ensure that the diversity of the community is
represented, by compensating people for their time [5,
19–21]. This organization initiated a central remuneration

budget that is supported by a procedure to ensure con-
sistent remuneration practices with Consumer Partner
activity. Rates are linked to Health Consumers Queens-
land recommendations [22].

5. Centralized orientation and onboarding of Consumer
Partners, supported by dedicated and local Person‐
Centred Care Coordinators, improves, and sustains en-
gagement of Consumer Partners. This is extensively sup-
ported in the literature [4, 5, 20]. This organization
achieved this by establishing a central orientation pro-
gramme that all new Consumer Partners who will be
engaging with the organization in an ongoing formal
capacity attend (with remuneration) which then links to
the local work area to support onboarding to the local
project, committee, or quality improvement project.

4.2 | Barriers to the Symphony of Consumer
Partnering and Clinical Governance

Five prominent barriers were identified by participants in the
evaluation.

1. The skills and attitudes of committee chairs are significant
in whether and how Consumer Partners are involved in
committees and projects. Committee chairs who em-
braced Consumer Partners had significantly improved
outcomes with interactions [4, 5, 17, 20]. It is recom-
mended that a simple training or peer mentor programme
be available to support committee chairs to understand
effective partnering with consumers.

2. A barrier that this evaluation observed that has not pre-
viously been reported in consumer engagement literature
is the size of Directorates/facilities makes a difference in
change management with the bigger the facility associated
with increased difficulties implementing change. Execu-
tive sponsorship and ownership can influence the culture
change to support embedding partnering with consumers
[17]. For example, a unique programme this organization
initiated was the introduction of a Consumer Partner
panel as part of the recruitment process for Executive
positions which demonstrates the organization's value and
intent for authentic partnering.

3. Large quantities of patient experience data cannot con-
tribute to improvement without analysis. Feedback is
often too general for clinicians to act on locally. This is
consistent with other studies that have found patient ex-
perience data is collected; however, collation and thematic
interrogation is not common [23]. Organizations need to
develop a mechanism to analyse and use patient experi-
ence data to support the identification of gaps and to
develop quality improvement directions.

4. A unique yet expected finding from this evaluation is the
way that staff turnover can affect the continuity of con-
nection between staff and Consumer Partners. The loss of
experience and knowledge in relation to consumer part-
nering associated with staff turnover can also limit the
speed or capacity to drive initiatives. Programmes that can
continue to build connections such as a Consumer Partner
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Network, a centralized Consumer Partner Team and
Directorate‐based Person‐Centred Care Coordinator posi-
tions can ensure continuity and retention. If a staff
member leaves a position, it is powerful for the existing
staff member to introduce the new staff member to the
project/committee Consumer Partners to ensure conti-
nuity of relationships.

5. Another area that has had minimal discussion in the lit-
erature is the ability for an organization to financially
sustain the practice of consumer partnering. A few studies
have touched on limited funding dedicated to partnering
from policy‐makers as a barrier to implementation and
maintenance [5, 24, 25]. Health services have multiple
demands competing with consumer partnering initiatives.
Successful Partnering with Consumers requires financial
investment in staff, remuneration for Consumer Partners,
and funding of initiatives such as learning and develop-
ment programmes and translation of resources into mul-
tiple languages. Allocated resources need to be established
to support this work rather than relying on the good will
of staff or services to absorb this workload within already
busy portfolios.

4.3 | Limitations

This evaluation has limitations. It is limited by the bias of the
evaluation team and contributors in favour of the changes made
and the current system. Three of the seven authors are em-
ployed to design and deliver the programme being evaluated
and therefore have a vested interest in its success. Different
perspectives may have emerged from a wider consultation
process. The RE‐AIM framework was used to compare and
balance the perspectives of different stakeholders in the eva-
luation process. This evaluation was completed in a large public
Australian health service, so the discussion points may not
readily transfer to other health settings.

This evaluation has demonstrated that embedding a system of
Consumer Partnering into a Clinical Governance Unit is worth
integrating into a healthcare setting. One gap that requires
further investigation is the development of an evaluation tool to
explore the effectiveness and outcomes obtained from the
partnering process and the translation into health outcomes.

4.4 | Implications for Practice

Successful Consumer Partnering requires committed leadership
and management, underpinned by an organizational culture
that understands and values consumers as partners in the
governance of health services. A dedicated Consumer Partner-
ing Team located within the organization's Clinical
Governance Unit can ensure that orientation, onboarding,
support and remuneration are provided for consumer partners,
and support provided to staff. Genuine change management in
large organizations takes time, there will be many challenges
before the incremental rewards of changed practice are
experienced.

5 | Conclusion

There are many challenges to changing practice in health ser-
vices, including a gap between knowledge and its implemen-
tation, particularly in settings that are not optimal.

This article described how an Australian Health Service embedded
a Consumer Partnering Team into a Clinical Governance Unit to
ensure that partnering became business as usual practice
throughout the organization. Enablers, barriers and unintended
consequences will be used to continue the development of this
ethos throughout our organization and can be considered as
learnings for other organizations to develop a similar approach.
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