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Executive Summary 

MH-CoPES Framework 

The Mental Health Drug and Alcohol Office (MHDAO), NSW Ministry of Health, funded 

the NSW Consumer Advisory Group Inc (NSW CAG) to develop, trial and support 

implementation of the Mental Health Consumer Perceptions and Experiences of Services 

(MH-CoPES) Framework in four stages between 2004 and December 2012. The 

Framework has four steps—1. data collection (using questionnaires), 2. data analysis, 3. 

reporting and feedback, and 4. action and change—to be implemented in repeated 

cycles. It was designed as a mechanism to ensure consumer perspectives inform service 

quality improvement, sitting within broader quality improvement processes. 

Implementation would also provide services with evidence of consumer involvement in 

evaluation to meet the National Standards for Mental Health Services and accreditation 

requirements. 

Evaluation 

In September 2012 the NSW CAG commissioned ARTD Consultants to evaluate the 

Framework to: 

 assess how effective the Framework is in providing a structure for consumers of 
NSW public, adult mental health services to participate in evaluation and quality 
improvement of their services  

 assess how effective the Framework is in providing a structure for public, adult 
mental health services to use alongside existing quality improvement activities to 
collaborate with consumers in improving their service based on consumer feedback 

 establish if the Framework is effective for continued use 
 identify improvements and/or additional support needed for implementation. 

The evaluation collected data through a survey of all NSW adult mental health services 

(49% response rate), consultation with State-wide Implementation Committee 

representatives, case studies in seven services, and additional focus groups with 

consumers and consumer workers. It also included a scan of the literature on models for 

quality improvement involving consumers. There were some limitations to the methods. 

Due to delays in ethics approvals and difficulties in organising consumer consultations 

we spoke to fewer consumers with direct experience of the Framework than intended, 

and a lower proportion of services than expected completed the online survey. 

Nevertheless, we are confident that the data provide sufficient evidence for a sound 

assessment.  



Final report Evaluation of the MH-CoPES Framework 
 

ii 
 

Key findings 

Following significant investment in the Framework by the NSW Ministry of Health and 

strong support from senior management, most mental health services in NSW have 

begun implementing the Framework. However, services have encountered a number of 

barriers to implementation, some of which reflect the barriers identified in the research 

on consumer participation and some of which relate to the Framework design. 

After the initial two-year implementation period only a minority of services have 

completed all four steps of the Framework. Positive experiences among services that 

have completed all steps suggest the Framework has the potential to support consumer 

participation and feed into other quality improvement processes if the issues identified 

in this evaluation can be addressed. 

Implementation of Steps 1 to 4 

While most services have distributed questionnaires (Step 1), there are issues with the 

questionnaires and the distribution process that are impacting on the success of this 

first step and, in turn, on subsequent steps of the Framework. Service staff and 

consumer workers expressed concern that the wording of some items, the language 

used and the length of the questionnaires make them difficult for consumers to 

complete. Service staff also identified the need for changes to ensure the questionnaires 

include items that produce useful data for service improvement. 

Not all services have found it feasible to distribute the questionnaires in line with the 

Framework guidelines, particularly ensuring consumers receive support to complete 

questionnaires, if needed. While many have put significant effort and resources into 

distributing the questionnaires, and there has been some success in boosting response 

rates, overall response rates remain low.  

For a variety of reasons, only a minority of services have received quantitative data 

reports from Information Mental Health (InforMH) and qualitative data reports from the 

NSW CAG (Step 2). Additionally, the long timeframe between data collection and 

reporting has made it difficult for services that have received reports to use the data for 

quality improvement.  

Centralised data management and analysis is crucial to the successful implementation of 

the Framework because services do not have the capacity to analyse the data 

themselves. This represents a critical risk point to the successful ongoing 

implementation of the Framework. Qualitative data is no longer being analysed due to 

discontinuation of funding, and there are already concerns about this. The current data 

management and reporting system relies on significant dedicated resources and ongoing 

commitment from the NSW Ministry of Health.  

With low questionnaire returns, lack of reports, and concerns about reports being out-

of-date, only a minority of services have fed back findings to staff and consumers (Step 



Final report Evaluation of the MH-CoPES Framework 
 

iii 
 

3). The services that have done so identified difficulties reaching consumers, particularly 

those in community settings.  

The main reasons services have not progressed from Step 3 to deciding actions with 

staff and consumers (Step 4) are other work commitments and priorities. Services also 

mentioned that low response rates and ‘out-of-date’ data limited the success of Step 4. 

Services that have implemented Step 4 experienced difficulties engaging consumers in 

the action and change process, but some have had success with using existing consumer 

groups or providing incentives for consumers to participate.  

Supports and structures for implementation 

There are currently varying levels of understanding of the Framework within services, 

and this is likely to be impacting on the support for, and successful implementation of, 

the Framework. While education materials were developed and initial training provided, 

with high staff turnover not all current staff have seen the resources or participated in 

training. There is a need to consider alternative education and training processes that 

are effective but less resource intensive. 

The Framework was designed and trialled on the assumption that additional 

resources—in the form of consumer workers and LHD MH-CoPES coordinators—would 

be available to support implementation, but this has not been the case. Services raised 

concerns about the costs and time involved in implementation and most identified a 

need for changes to the Framework to ensure the benefits outweigh the costs. 

The intention was that the Framework sit within broader quality improvement 

processes in mental health services, but this is not clearly articulated in the model, and 

only just over half of surveyed services that have begun implementing MH-CoPES agreed 

they have been able to use the Framework alongside existing quality improvement 

processes to implement change. It is unclear if and how actions decided on in MH-CoPES 

action and change are fed into services’ broader quality improvement plans and how 

actions are tested and refined over time to ensure they best address identified issues.  

There are also a number of other mechanisms for collecting information from 

consumers’ perspectives in NSW mental health services, in particular the NSW Health 

Patient Survey and locally-designed consumer questionnaires. Overlaps between these 

and Framework data collection may be contributing to consumer fatigue and reduced 

questionnaire response rates.  

MH-CoPES implementation has been strongly encouraged but not mandated. Case 

studies and interviews identified the need for accountability structures to ensure the 

successful implementation of Framework steps and agreed improvement actions. 

Services that have staff championing or driving implementation are more likely to be 

successfully implementing the Framework than others.  



Final report Evaluation of the MH-CoPES Framework 
 

iv 
 

Conclusions 

The MH-CoPES Framework has the potential to support consumer input into mental 

health service quality improvement, but services have experienced difficulties in 

implementing the model in practice. The majority have not yet implemented all four 

steps of the model after two years of implementation with support.  

Implementation of the Framework in mental health services has required significant 

internal and external resources. The critical factors impacting on sustainability of the 

model in practice are the: 

 perceived value of the data collection instruments 
 ability of services to overcome barriers to consumer engagement in Framework 

processes 
 extent to which ongoing education and training in the Framework can be provided 

to services and staff 
 extent to which consumer workers or advocates are required for successful 

implementation  
 need for ongoing resourcing of centralised data management and analysis 
 provision of data to services that is perceived as valuable and useful  
 extent to which NSW Health provides policy direction, builds in accountability 

processes, and promotes use of the Framework  
 extent to which the Framework can be successfully integrated with other service 

evaluation and quality improvement processes.  

If the above factors can be successfully managed it should be feasible and valuable to 

continue use of the MH-CoPES Framework in mental health services as a tool for 

consumer input into service quality improvement.  

Recommendations 

We make the following recommendations. 

 Revise the current questionnaires, or use alternative questionnaires to ensure they 
are easy for consumers to complete and are perceived as appropriate and valuable 
by service staff. The newly developed national survey, which aligns with the 
National Standards, might be an appropriate replacement.  

 Consider alternative approaches to questionnaire distribution so that the process is 
less resource intensive and more sustainable. Options include annual distribution, 
with consumer support during the distribution window. 

 Explore and promote actions for overcoming barriers to consumers completing 
questionnaires or alternative options for data collection. 

 Consider translated questionnaires or alternative options for data collection for 
consumers from CALD backgrounds.  

 Explore ways to facilitate consumer engagement in Steps 3 and 4, including a 
process for consumers to register their interest in being followed up and online 
participation options. 
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 Establish a sustainable mechanism for education and training about the Framework. 
An online hub with resources and a mechanism for services to share strategies and 
successes might be a viable and cost-effective option.  

 Review the need for consumer worker or advocate support in each Framework step. 
 Review the recurrent costs of supporting efficient, centralised data management 

and analysis processes, and take action to ensure resources are available on an 
ongoing basis.  

 Review and refine the mechanisms for providing analysed data to services to ensure 
that the required data is provided to service managers or staff responsible for MH-
CoPES within three months of data collection. 

 Better articulate how the Framework fits within broader quality improvement 
processes and promote its use in service quality improvement processes.  

 Promote the value of the revised questionnaires and Framework as the primary 
method of ensuring consumer participation in evaluation of mental health services.  

 Seek clarification of the NSW Ministry of Health’s role in supporting implementation 
of the Framework, and their willingness to provide policy direction and build in 
accountability mechanisms for implementation.  

 Develop a plan for ongoing implementation of the Framework, which addresses the 
issues raised by this evaluation and includes processes for monitoring and review. 
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1. The Framework within the broader context 

for quality improvement and consumer 

participation in mental health services 

The four-step Mental Health Consumer Perceptions and Experiences of Services (MH-

CoPES) Framework for consumer participation in evaluation of NSW mental health 

services sits within the broader context for quality improvement and consumer 

participation in NSW mental health services. 

1.1 The MH-CoPES Framework 

The Mental Health Drug and Alcohol Office (MHDAO), NSW Ministry of Health, funded 

the NSW Consumer Advisory Group Inc (NSW CAG) to develop, trial and support 

implementation of the MH-CoPES Framework over four stages between 2004 and 2012 

(see box 1). The four-step Framework was designed to capture the consumer 

perspective and ensure it informs service quality improvement. It was intended to sit 

within broader quality improvement processes.  

1.1.1 A four-step cycle 

The MH-CoPES 

Framework consists of 

four steps—data 

collection from 

consumers, data 

analysis, reporting and 

feedback to consumers 

and staff, and action 

and change to address 

identified issues—to be 

implemented in 

repeated cycles (see 

figure 1).  

Implementation of the 

Framework is intended to improve adult mental health services.  

Figure 1. The four-step cycle 
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1.1.2 Nine underlying principles 

There are nine key principles underlying the Framework. 

 Recovery orientation: A recovery orientation to service provision means that at a 
systems level, mental health services are to be guided by consumers’ experiences 
and views of what works and what does not. Consumer evaluation of services is a 
central feature of a recovery orientation.  

 Consumer participation: Consumer evaluation of mental health services is an 
enactment of genuine consumer participation, most particularly at service and 
systems levels.  

 Empowerment: Consumer evaluation of mental health services is fundamentally 
informed by, and directed towards, creating opportunities for consumer 
empowerment.  

 Accountability: Services are accountable to consumers, families and carers, staff, 
funding bodies, and the NSW community.  

 Continuous improvement: Services should be striving to develop and advance their 
service delivery as a core part of their work. Continuous improvement is one of the 
quality indicators of NSW Health.  

 Privacy and safety: Evaluation of mental health services should be an activity that 
consumers and staff engage in, knowing their individual privacy will be maintained 
without fear of adverse repercussions.  

 Accessible and equitable: Evaluation processes should be freely available to 
everyone wishing to become involved.  

 Efficient and effective: The process of consumer evaluation should be easy to engage 
in, without creating unnecessary extra burden for consumers, staff or services. The 
process should also be effective, in that it guides service change on the ground.  

 Service and systems focus: The primary focus of consumer evaluation of services is to 
identify problems within the system, and at service levels. It is not aimed at 
identifying problems at individual levels, which is the focus of other quality 
processes in services. 
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1.1.3 A mechanism to ensure consumer input into quality improvement 

that sits within broader processes  

The Framework 

is one component 

of quality 

improvement, 

focused on 

gaining the 

consumer 

perspective to 

inform 

improvements, 

and designed to 

be integrated 

with other quality 

improvement 

processes (see 

figure 2). As Local 

Health Districts 

(LHDs) differ, 

how the 

Framework 

would fit with existing processes was worked out in localised implementation plans. 

Figure 2. Positioning MH-CoPES within the mental health system 

 

Note: LHDs replaced Area Health Services in 2011, after this figure was developed. 
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Box 1: Development of the Framework 
Genesis 

The concept of the MH-CoPES Project arose from the Mental Health Outcomes Assessment Training/ Tools 
Consumer Consultative Committee meetings in 2001, convened for consumers to discuss the introduction of 
routine consumer outcomes measures in NSW mental health services. The Committee indicated that other 
aspects of services also needed to be assessed and addressed, particularly consumer perceptions of quality and 
service delivery. To address this, MHDAO, NSW Ministry of Health, funded the NSW CAG to deliver the MH-CoPES 
Project between 2004 and 2012.  

Stage 1 (2004–2005)  

Stage 1 had two objectives. These were to: 

 develop a framework for consumer evaluation of NSW mental health services 

 identify or develop tools to assist in the conduct of consumer evaluation, consistent with the framework. 

The NSW CAG project team and a technical working group (with consumer and service representation) designed 
the MH-CoPES Framework and questionnaires (one for inpatient units and one for community mental health 
services) based on a review of the literature and available tools (including tools developed by NSW mental health 
services). The team then refined the Framework and questionnaires through two stages of consultation with 
consumers and services. The approach was designed to overcome the identified issues with capturing and 
ensuring use of consumers’ perspectives. 

Recognising that adoption and implementation of MH-CoPES would be a change for mental health services, and a 
challenging one in a medically-oriented culture, the Stage 1 literature review also identified factors affecting 
change implementation in organisations, including credibility, organisation culture and communication and 
change approaches in health services.  

At this stage, the project was developed as an approach for use in adult public mental health services only; future 
projects would be required to modify the approach for use in child and adolescent and older person’s services, 
and consultation with culturally and linguistically diverse (CALD) and Aboriginal communities would be required 
to modify the approach to suit these communities.  

Stage 2 (2006–2008)  

Stage 2 had three objectives: 

 produce final versions of questionnaires ready for State-wide implementation 

 identify and document the properties, standards and cost implications of each step of the Framework  

 assess the cultural and change management needs to support implementation and sustainability of the 
Framework 

 clarify the role and place of the Framework in service improvement. 

A State-wide Reference Group, with a service provider and consumer representative from each of the eight Area 
Health Services’ (AHS) mental health services, was formed to guide this stage of the project. Pilot committees 
were also set up in the two AHSs that trialled the questionnaires and protocols, to oversee implementation and 
provide advice.  

The NSW CAG project team visited participating services to inform staff about the process and advise those 
involved in questionnaire distribution. The team also trained consumer workers who were funded to distribute 
questionnaires, provide support, and promote the Framework. There was also a manual to guide implementation. 
Services trialled the questionnaires and protocols over two years, and the project tested the reliability and 
validity of the questionnaires. 

Over the same period, Information Mental Health (InforMH), introduced the questionnaires to public, adult 
mental health services State-wide with limited resourcing. Funding covered only the costs of questionnaire 
production, data entry and minimal reporting of results.  

The trial in the two participating AHSs had positive outcomes, including a change in thinking around listening to 
consumers, reducing stigma and stereotyping, improved engagement with consumer workers, and development 
of other initiatives. On this basis, the project recommended a State-wide rollout of the Framework. 

The trial also identified a range of factors that would effectively support the change required for implementation, 
including: 

 leadership by senior management at State, area and local levels and MH-CoPES champions at each of these 
levels 

 a clear communication and information strategy at all levels, covering the Framework, its purpose and fit with 
other quality processes, and the benefits of implementation 
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 clearly defined responsibilities for Framework implementation 

 promotion of a shared understanding of consumer participation and its value  through state consumer 
participation policy, leadership and consumer participation in all Framework steps 

 Framework processes embedded in daily functions  

 sustained engagement of staff  through creating a sense of ownership and clear communications 

 sustained engagement of consumers through promotion of  the benefits of the Framework and participation in 
action and change 

 maintenance of momentum through leadership and promotion of the benefits 

 a culture and structures enabling service improvement. 

The project made a number of recommendations around a State-wide rollout, not all of which were adopted. 
Recommendations were that: 

 the Framework be integrated into state, area and local service quality improvement structures  

 NSW Health adopt a policy position around consumer participation in evaluation of mental health services  

 the Framework be incorporated into regular reporting of NSW Mental Health Key Performance Indicators 

 NSW Health develop strategies to support the implementation of MH-CoPES 

 further research be conducted to adapt the Framework and questionnaires for use with Aboriginal and CALD 
consumers, child and adolescent consumers, older consumers, consumers in forensic mental health services, 
and families and carers. 

Stage 3 (2009–2010)  

In Stage 3, the project team developed a comprehensive cost analysis and state-wide and area implementation 
plans, which were endorsed by the State-wide Implementation Committee (SWIC) in June 2010. The team also 
developed a policy position on MH-CoPES, and NSW CAG liaison officers worked with AHSs to identify relevant 
policies or procedures that they could adapt to include MH-CoPES, for example, discharge/ transfer, orientation/ 
induction of new staff, consumer, community and carer participation, quality improvement and service 
evaluation policies and procedures. The NSW CAG also conducted education and awareness training across NSW 
mental health services and produced and disseminated the MH-CoPES manual and a PowerPoint presentation for 
training to support implementation.  

Stage 4 (November 2010–November 2012) 

Stage 4 was to support the first 12 months implementation of the Framework. The NSW CAG project team 
consisted of a project manager, a senior liaison officer and two liaison officers, and a senior qualitative researcher 
and two qualitative data analysts.  

Liaison officers supported mental health services and Local Health Districts (LHDs, formerly AHSs) to implement 
the Framework by offering central and on-the-ground support, training and revised resources (a resource kit and 
DVD).  

The qualitative analysis team managed the analysis of qualitative data by people with lived experience of mental 
illness, and produced state, area and service level reports. InforMH produced the quantitative data reports. 

During this stage the project team also conducted a trial with consumers from CALD communities to develop the 
inclusivity and suitability of the Framework and questionnaires for these consumers. 

During the implementation phase the SWIC, with representatives from each LHD and consumer and consumer 
worker representatives, met with the NSW CAG project team every two months to discuss progress. Funding for 
the NSW CAG project team ended in December 2012, but the SWIC continues to meet. 

Sources: NSW Department of Health, 2006 and the NSW CAG, 2011. 
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1.2 The context for quality improvement and consumer 

participation in NSW mental health services 

In Australia and internationally there has been a growing recognition of the importance 

of consumer participation in mental health services in general and in evaluation in 

particular.  

1.2.1 Policy requirements for consumer participation 

Australia has agreed on national standards for mental health services—the National 

Standards for Mental Health Services (the National Standards), which were revised in 

2010—and an accreditation system—the Australian Council of Healthcare Standards’ 

(ACHS) Evaluation and Quality Improvement Program (EQuIP5)—covered by an 

integrated review model (ACHS, 2012). EQuIP5 is a four-year continuous quality 

assessment and improvement accreditation program that NSW mental health services 

are required to undertake. Both the National Standards and EQuIP5 require consumer 

participation in mental health services. 

 National Standards for Mental Health Services: Standard 3 is ‘Consumers and carers 
are actively involved in the development, planning, delivery and evaluation of 
services’. 

 EQuIP5: Standard 1.6 is ‘The governing body is committed to consumer 
participation’ and 1.6.1 is ‘Input is sought from consumers, carers, and the 
community in planning, delivery and evaluation of the health service’. 

Additionally, the importance of measuring consumer perceptions and experiences of 

care in achieving quality improvement is reflected in the Fourth National Mental Health 

Plan (Commonwealth of Australia, 2009), and several other national and state policies 

and plans have aims related to consumer participation and quality improvement: 

 2008 National Mental Health Policy 
 National Mental Health Plan 2009–2014 
 Future Directions for Health in NSW – Towards 2025 
 NSW: A New Direction for Mental Health 2006–2011 
 NSW Community Mental Health Strategy 2007–2012 (NSW CAG, 2012). 

Implementation of the MH-CoPES Framework would provide services with evidence of 

consumer involvement in evaluation to meet the National Standards for Mental Health 

Services and accreditation requirements, and contribute to other national and state 

policy aims. 
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1.2.2 Quality improvement mechanisms in NSW mental health services 

There are a range of quality improvement mechanisms at different levels in NSW mental 

health services. 

 LHDs have quality review committees or quality and safety committees or 
equivalent that oversee and support quality improvement processes, including 
those related to meeting the National Standards and achieving accreditation.  

 Services have responsibilities for service-level improvement planning and 
implementation tied to meeting the National Standards and achieving accreditation. 
They have complaints and comments systems for addressing individual consumer 
complaints. They also receive regular reports on the results of their HONUS and 
Kesler-10 (consumer self-report) outcomes data, benchmarked against other 
services’ results. Information Mental Health (InforMH), the data unit within 
MHDAO, is supporting services to use this data to define and work on 
improvements. 

 External programs also have a role. The Official Visitors Program1 collects feedback 
from consumers to be addressed through improvement actions.  

1.2.3 Consumer participation in NSW mental health services 

There are several levels at which consumers can participate in mental health services:  

 individual care planning and assessment 
 service level planning, quality improvement and development 
 LHD level planning, quality improvement and development 
 state, national and international level strategy planning, development, 

implementation and evaluation.  
 
Consumer participation can be formal and structured or informal and unstructured, paid 

or unpaid, reactive or proactive, and one-off or ongoing. It can range from informing, 

through consulting, involving and collaborating to empowering. Examples of 

participation include involvement in personal treatment and planning, feedback through 

suggestion boxes, being a member of a committee or advisory group (where these are in 

place), training clinicians, leading research, evaluating client experiences, and systemic 

advocacy (Callander et al, 2011).  

In NSW and other contexts, consumers can also contribute in some mental health 

services as paid consumer workers. Consumer workers have been employed across 

NSW since the 1990s, but not all services or all LHDs have a consumer worker, even 

part-time. Consumer Worker Network data from 2012 suggests there are 61 consumer 

workers across NSW (see figure 3), but these numbers may have changed. Also, some 

services have consumer advocates and some LHDs have consumer-identified positions. 

                                                        
1Official Visitors—who are independent from the health system—are appointed by the NSW Minister for Health to visit people in 
mental health inpatient facilities in NSW and are available to assist consumers on community treatment orders. Official Visitors are 
intended to safeguard standards of treatment and care, and advocate for the rights and dignity of people being treated under the 
NSW Mental Health Act 2007.  
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A review, conducted by the NSW CAG as part 

of stage 1 of the Consumer Workers’ Forum 

Project, found consumer workers can have 

varying roles and responsibilities, including:  

 peer support and mentoring of 
consumers  

 individual and systemic advocacy 
 role modelling and support and 

incorporating a recovery framework 
 education and training of staff 
 supervision and debriefing of other 

consumer workers 
 administrative tasks (NSW CAG, 2010).  

The literature on consumer workforces 

identifies a number of barriers and 

challenges, which can result in inconsistencies 

in the consumer workforce. These are: 

 role conflict and confusion 
 job titles that do not reflect the work 

performed 
 dual relationships and boundary issues 
 concerns about inadequate remuneration 
 discrimination and stigmatising attitudes from staff 
 limited support and supervision structures 
 limited access to education and training for professional development 
 issues around addressing reasonable workplace accommodations 
 evaluation of the consumer workforce (NSW CAG, 2010). 

But the literature also suggests that consumer workers—with their lived experience, 

personal knowledge and consumer perspective—benefit consumers and mental health 

services. Also, employment as a consumer worker benefits the individual worker.  

Stage 2 of the Consumer Workers’ Forum Project was to develop a framework for 

consumer workers—which clearly sets out the roles, functions and responsibilities of 

consumer workers, minimum training and education standards, and a consumer worker 

Code of Professional Standards—for endorsement by the Mental Health Program 

Council (NSW CAG, 2010). 

1.2.4 Data collection from a consumer perspective in NSW 

There are a number of mechanisms in NSW mental health services to collect information 

on consumers’ perspectives. Some of these are related to outcomes (like the Kesler-10), 

while others are related to consumer perceptions and experiences of care. 

Local Health District Number of consumer 
workers 

Far West 1 

Hunter New England 7 

Mid North Coast 0 

Murrumbidgee 1 

Northern NSW 0 

Southern NSW 6 

Western NSW 4 

Central Coast 4 

Northern Sydney 12 

South Eastern Sydney 6 

Illawarra Shoalhaven 5 

St Vincent’s 1 

Sydney (Bankstown) 6 

South Western Sydney 2 

Western Sydney 5 

Nepean Blue Mountains 1 

TOTAL 61 

 

Figure 3. Distribution of consumer workers 
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The NSW Health Patient Survey is implemented annually across all health services, 

including mental health services. It was developed to obtain information from patients 

and carers about their experiences with health care services, to inform service 

improvement alongside other information on patient and carer experiences.  

Some mental health services or local service networks also use their own consumer 

surveys or established surveys to collect data on consumer perceptions of care. 

A national survey of mental health consumer perceptions and experiences of care has 

also been drafted as part of the fourth National Mental Health Plan. In 2010, the 

Commonwealth Department of Health and Ageing (DoHA) funded the Victorian 

Department of Health to assist this work by setting up the Consumer Experiences of 

Care Project to develop, trial and refine a survey tool for use in clinical public adult 

mental health services. The intention was for a tool to:  

 measure experiences and perceptions of care, building on evidence of good design 
from existing tools  

 measure how recovery-oriented the care a consumer has received from services is 
based on the National Standards 

 measure the degree to which consumers see themselves as involved and engaged in 
their own care  

 inform quality improvement of services.  

Consumers and consumer peak bodies across Australia have been consulted in the 

development of the tool, and Victoria was due to provide DoHA with the refined version 

of the tool in mid-2013. At this stage, it was unclear whether DoHA will fund piloting and 

subsequent implementation of the tool, but the recommended approach to 

implementation is distribution during a short ‘window’ period annually or biannually.  
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1.2.5 Barriers and enablers to consumer participation in mental health 

service evaluation 

Barriers 

While consumer participation is growing, the literature suggests a number of barriers 

remain. The reality of participation does not always match the policy.  

 

Consumer 

 Fear ‘speaking out’ may have negative 
repercussions 

 Limited understanding of participation and 
limited information about what it involves 

 Experience of ‘tokenistic’ participation 
 Lack of interest in participation because of 

values, deferential attitudes or passivity  
 Lack of choice and flexibility in ways of 

participating 
 Concerns about privacy and confidentiality 
 Relevance of issues being considered 
 Lack of support required to participate 
 Emotional impact of participation 
 Consumer vulnerabilities 
 Time required to participate a ‘burden’ 
 Lack of interest in participation 
 Lack of understanding of professional language  
 Lack of skills required 
 Lack of access to relevant education and training  

Staff 

 Attitudes toward consumer participation 
 Professional assumption that consumers’ views 

reflect their psychopathology so they can 
‘interpret’ what consumers mean 

 Limited understanding of ‘partnership’ and how 
to enact it 

 Lack of clarity about how to engage consumers 
 Lack of access to relevant education and training 
 Short staffing and staff turnover 
 Fear of change 
 Fear participation will lead to unrealistic 

expectations 

Service-side 

 Limited resources and perception that 
participation is expensive 

 Lack of integration of consumer participation 
within formal service planning, delivery and 
evaluation processes 

 Limited integration of quality management in 
everyday practice 

 Unsupportive organisational culture 

Cultural 

 A culture that values only particular types of 
information and devalues non-professional views 

 Dismissal of consumer voice because there is not 
an agreed and homogenous ‘consumer’ voice 

 Concerns about raising expectations to 
unrealistic levels 

 Perception that consumers who participate 
represent their own interests and not others’ 
interests 

Interactions 

 Differences between consumers’, carers’ and staff 
members’ objectives and views 

 Power inequities between consumers, staff, 
clinicians and managers 

 Poor communication and non-collegial 
approaches between staff and consumers 

 Lack of clarity about the purpose and type of 
participation, leading to role strain 

 Insufficient time and resources to develop trust 

Compiled from Callander, 2011, Hitchen et al, 2011, NSW Department of Health, 2006, Paton, et al, 2013, Patwardhan and 
Patwardhan, 2009, Weinstein, 2006, Stacey and Herron, 2002, Victorian Department of Human Services, 2009, Victorian Department 
of Human Services, 2005. 
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Enablers 

The literature also suggests a number of enablers to participation. 

Consumer 

 Promote opportunities to participate and provide 
information about what they involve 

 Make information accessible to diverse 
community needs 

 Consider the most appropriate ways to approach 
and engage consumers 

 Involve consumers early; give notice 
 Give consumers active roles and ownership, not 

passive participation 
 Explain participation will not have negative 

repercussions for consumers and confidentiality 
of information 

 Provide relevant  education and training 
 Ensure participating consumers aren’t isolated; 

identify a support person 
 Ensure appropriate support for participation 
 If data collection is written, provide 

opportunities for verbal feedback 
 Encourage consumers’ active involvement 
 Reimburse reasonable costs of participation 
 Do not overburden consumers 
 Keep surveys and interviews short 
 Provide feedback and evidence of changes 

achieved through participation over time 

Staff 

 Communicate commitment to participation  
 Inform staff about approaches to participation 

and provide information about what they involve 
 Involve staff early  
 Provide evidence of changes achieved through 

participation over time 
 Provide relevant  education and training 
 Capture services’ strengths to build on as well as 

weaknesses to address  
 Provide feedback and evidence of changes 

achieved through participation over time 

Service-side 

 Commitment from government, through policy, 
guidelines and accountability measures 

 Commitment from senior managers 
 Operational support in the form of resources, 

access to meeting rooms and administrative 
support 

 Identify organisational mechanisms to 
incorporate lessons learned into policy and 
practice 

 Organisational culture values and supports 
participation 

Cultural 

 Provide evidence of changes achieved through 
participation over time 

 Evaluate participation 
 Respect the particular expertise consumers bring 
 Have at least two consumers on any committee 

so they can support each other and ensure 
breadth of representation 

Interactions 

 Address differences in perspective 
 Recognise each other’s abilities 
 Address power imbalances 
 Provide clear briefings about the particular 

project/ approach 
 Ensure sufficient time and resources to create 

mutual understanding, trust and respect 

Compiled from Callander, 2011, NSW CAG, 2011, Patwardhan and Patwardhan, 2009, Weinstein, 2006, Stacey and Herron, 2002, 
Victorian Department of Human Services, 2009. 
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2. Approach to the Framework evaluation 

The evaluation used a mixed-methods approach to assess the extent to which MH-CoPES 

is achieving its intended outcomes and to identify potential improvements. 

2.1 Evaluation aims and objectives  

The NSW CAG, with the support of MHDAO, contracted ARTD to:  

 assess how effective the Framework is in providing a structure for consumers of 
NSW public, adult mental health services to participate in evaluation and quality 
improvement of their services  

 assess how effective the Framework is in providing a structure for public, adult 
mental health services to use alongside existing quality improvement activities to 
collaborate with consumers in improving their service based on consumer feedback 

 establish if the Framework is effective for continued use in NSW mental health 
services 

 identify improvements and/or additional support needed for implementation. 

2.2 Evaluation questions 

The NSW CAG outlined six questions for the evaluation, which cover how the 

Framework as a whole and each individual step is working from the perspective of 

consumers and services. 

1. How effective is each step of the MH-CoPES Framework in achieving its stated 
objective through consumer participation? 

2. How effective are the steps of the MH-CoPES Framework in facilitating consumer 
evaluation of services? 

3. What is the experience of mental health service staff, clinicians and other 
professionals involved in the steps of the MH-CoPES Framework, their learning, 
development and perceptions about: 
– consumer involvement in quality improvement 
– change and sustainability 
– emerging outcomes and impacts from the State-wide implementation of the 

MH-CoPES Framework? 
4. What is the experience of consumers involved in the steps of the MH-CoPES 

Framework regarding their: 
– experiences and perceptions of participating in the steps of the MH-CoPES 

Framework 
– experiences and perceptions of change in services? 

5. How does the MH-CoPES Framework compare to other models of quality 
improvement, which include consumer participation, both nationally and 
internationally? 
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6. What aspects of the processes (Framework steps) or implementation of the MH-
CoPES Framework require improvements and/or further supports for continued 
State-wide implementation? 

2.3 Realist evaluation approach 

We took a realist approach to the evaluation, focusing on the way in which the 

Framework (the mechanism) has been implemented in different mental health services 

(contexts), and how this has shaped what has been achieved (outcomes) (Pawson and 

Tilley, 1997). We identified the following contextual factors as potentially impacting on 

the outcomes achieved or the resources and processes needed to support 

implementation, and explored these through data collection and analysis: 

 service staff members’ perceptions about consumer participation in quality 
improvement 

 service history, including prior experience in involving consumers in service 
improvement 

 service type (inpatient and community services) 
 resources available to the service, including consumer workers, consumer 

participation coordinators, external training and support 
 operating contexts (regional, metropolitan, size of service and length of engagement 

with consumers) 
 demographics (of consumers and local community). 

Within this approach the evaluation explored the presence and influence of factors 

known to drive change in mental health practice, including consultation and 

communication, a sense of ownership, organisational culture and credibility, which were 

identified in the development of the Framework (NSW Department of Health, 2006). 

The evaluation considered whether issues identified related to the Framework itself, 

implementation processes established, sufficiency of support and resources or system-

level factors (for example, lack of integration with existing systems). This is because the 

Framework, with some support and resources from the project level, provides the basis 

for action, but services need to establish processes to ensure it is implemented as 

intended.  

To this purpose we developed a ‘process map’ to guide the evaluation with the input of 

the NSW CAG, and State-wide Implementation Committee (SWIC) members consulted in 

scoping interviews (see figure 4).2 The map shows each of the four steps of the 

Framework leading to the desired outcomes. It identifies the ‘attributes of success’ at 

each step, that is, what success will look like if that step is implemented effectively. 

These attributes were identified through a review of project documentation, 

consultation with the NSW CAG and the SWIC and scoping interviews with stakeholders. 

The map also includes attributes that might be assumed to be present at the project level 

and in implementation sites (bottom yellow box).  

                                                        
2 This is based on the MH-CoPES flowchart developed by the NSW CAG. 



Final report Evaluation of the MH-CoPES Framework 
 

14 
 

The ‘attributes of success’ provided the basis for the design of the data collection 

instruments and, along with the research questions, a focus for the analysis of the 

evaluation data.  
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Figure 4. Process map to guide the evaluation 

 

 Other required inputs and assumptions 

 MH-CoPES is perceived as credible by service staff and consumers—demonstrated commitment to the process 

 MH-CoPES is supported by management and MH service culture—active leadership is evident 

 Champion identified in each service and LHD to coordinate and drive the process—good communication processes are in place 

 Consumers and staff perceive that the MH-CoPES processes provide appropriate information for service quality improvement 

 Services receive sufficient training and appropriate resource materials to implement the steps 

 The Framework aligns with other quality processes and fits the policy context 

Attributes of success  

Stakeholders 

Outcomes Step 2: Data analysis Step 3: Reporting and feedback Step 4: Action and change 

 Consumers 

 Service managers and staff 

 Consumer workers 

 NSW CAG liaison officers 

 InforMH 

 NSW CAG qualitative analysts  

 NSW CAG liaison officers 

 LHD and service managers 

 MHDAO 

Consumers  

 LHD and service managers and 
staff 

 MHDAO 

 Consumer workers 

 NSW CAG liaison officers 

 Consumers 

 LHD and service managers and staff 

 Consumer workers 

 NSW CAG liaison officers 
 
 

 Consumers  

 LHD and service 
managers and staff 

 MHDAO 

 Consumer workers 

 The NSW CAG  

 Staff and consumers perceive 
questions as relevant, i.e.  they 
capture key information to 
inform quality improvement  

 Questionnaires tested for 
validity and reliability; staff 
perceive questionnaire as 
credible  

 Consumers can understand and 
complete the questionnaire/ 
receive support as needed 

 Services have an appropriate 
distribution process in place for 
their context & consumers (face 
to face generally preferable): 
o explains full MH-CoPES 

process  how data is used 
o reaches all relevant 

consumers 
o maintains confidentiality 

 Consumers take up the 
opportunity to contribute and 
return questionnaires 

 Services have a system for 
monitoring return rates and 
develop strategies to boost 
returns as needed 

 InforMH and the NSW CAG 
produce reports for all services 
that returned questionnaires, 
all LHDs and  the state 

 Reports are completed within a 
reasonable timeframe after the 
data collection period ends 

 Report formats are appropriate 
so findings can be used to 
inform quality improvement 

 A key person/s in each service, 
LHD and MHDAO receives the 
reports and disseminates 
further as needed 

 Stakeholders perceive reports 
as accurate, reliable and useful  
 

 Services and LHDs use reports to 
identify 3 strengths and 3 areas 
for improvement 

 Services have appropriate 
process to convey feedback to 
consumers and staff in an 
accessible way  

 Staff at all levels and consumers 
are reached and involved 

 Feedback is in a format easily 
understood by consumers and 
staff 

 Feedback advises of options to 
contribute to Step 4 

 Services and LHDs commit to A&C 

 Services and LHDs have an appropriate 
process/es in place to get input from 
both consumers and staff into strategies 
for A&C  

 Approved A&C is documented in a plan 
with clear steps, timeframes and persons 
responsible for implementation  

 A&C strategies are communicated to staff 
and consumers in an accessible way  

 Actions are implemented 

 Services have a system for monitoring 
implementation, including a process to 
address non-implementation or need for 
review 

 Achievements/ progress is fed back to 
consumers and staff 

 Provides 
consumers with 
genuine 
opportunity to 
participate in 
service quality 
improvement 

 Effectively 
contributes to 
service quality 
improvement  
alongside other 
quality 
improvement 
activities 

Process 

Step 1: Data collection 
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2.4 Methods 

We used both quantitative and qualitative methods to collect some consistent data on 

key MH-CoPES implementation and outcomes from services across NSW and explored 

implementation and outcomes in-depth in a subset of services.  

We sought and received ethics approval for consultation with consumers in selected 

services. Because it proved more difficult than anticipated for selected services to 

identify consumers for consultation, and because not all selected services had consumer 

workers, we included additional consultation with consumers identified through the 

NSW CAG’s mailing list and with consumer workers across the state. 

Table 1 provides an overview of the evaluation methods; more detailed information is 

included in appendix 1.
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Table 1. Overview of methods 

Study population Source/ method Timing Sample Comments 

MH-CoPES Project Background document scan August 2012 All key project reports from 
the NSW CAG team, 
implementation plans and 
MH-CoPES resources 

The document review was used to inform the evaluation 
design, identify factors to explore in data collection and 
analysis and support evaluation findings.  

Literature Brief scan  of the research 
literature on methods for 
quality improvement 
involving consumers 

August 2012 and 
April 2013 

Brief scan of academic 
databases for articles 
published since 2005 

This was not a systematic review. Our scan built on the 
findings of the comprehensive review the NSW CAG 
undertook in stage 1 of the MH-CoPES Project. 

SWIC  Exploratory scoping 
interviews (phone) 

August/ 
September 2012 

8 representatives from across 
the state 

 The sample—selected in consultation with the NSW CAG 
project team —included representatives from MHDAO and 
InforMH, LHD representatives, consumer workers and the 
coordinator of the Consumer Worker Network. 

 Interviewees confirmed the approach to the evaluation 
and methods and identified factors to explore through 
further data collection. 

 Because the interviews identified success factors and 
barriers, how implementation was working and outcomes, 
they were included in the broader analysis for reporting.  

The NSW CAG 
project team 

Exploratory scoping 
interviews (phone) 

August/ 
September 2012 

All key members of the NSW 
CAG team (n=3) 

 We were able to speak with all key members of the project 
team as intended—the project coordinator, senior liaison 
officer and qualitative data analyst. 

 Interviewees confirmed the approach to the evaluation 
and methods and identified factors to explore through 
further data collection. 

 Because the interviews identified success factors and 
barriers, how implementation was working and outcomes, 
they were included in the broader analysis for reporting. 

Mental health 
services 

Online survey with questions 
automatically tailored to fit 

September/ 
October 2012 

All adult mental health 
services across NSW 

 With the help of SWIC representatives, we emailed an 
individual link to the survey to a manager or team leader 
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Study population Source/ method Timing Sample Comments 

each service’s stage of 
implementation 

in each adult mental health service in NSW. We asked the 
key contact to consult with staff in completing the survey. 

 We had an overall response rate of 49%. This included at 
least one response from all but one LHD. 

 The split of respondents was roughly even between 
inpatient units (46%) and community mental health 
services (50%); the remaining 4% classified themselves as 
both. 

Case studies Interviews with relevant 
stakeholders in selected sites 

January–May 
2013 

7 selected services  Following the survey, we purposively selected 4 LHDs and 
2 services within each for case studies. The sample 
included metropolitan and regional services, inpatient and 
community services and services at different stages of 
implementing the Framework. We were unable to confirm 
consultation arrangements with 1 selected service after 
multiple attempts and this case study did not proceed.  

 We consulted with staff and management in all 7 sites, 
consumer workers in the 4 sites that had a consumer 
worker and consumers in 2 sites that were far enough 
along in implementation of the Framework to have 
involved consumers and were able to identify consumers 
the team could consult with within the evaluation 
timeframe. We were intending to speak with consumers in 
3 other sites, but in 2 of these no consumers were available 
and willing to participate on the day of the site visit and in 
the other we did not receive site specific approval from the 
LHD ethics committee in time to permit consumer 
consultation.  

 In addition to the case studies we identified 2 services not 
yet implementing the Framework to follow up and consult 
with the service manager. 

Consumers  May 2013 Self- selected sample   The NSW CAG advertised the opportunity to contribute to 
the evaluation at a group session on May 14 through a 
special bulletin to their email list (sent on April 10 2013).  

 4 consumers attended. 
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Study population Source/ method Timing Sample Comments 

 The sample was not intended to be representative of the 
views of all consumers but to provide an indication of 
consumer perspectives on the Framework when combined 
with other data sources. 

Consumer workers  Semi-structured group 
interview (mix phone and 
face-to-face) 

 Documented feedback 
from consumer workers 

May 2012 All consumer workers  The NSW CAG invited all consumer workers to contribute 
to the evaluation at a group session on May 13 2013 
through a direct email (sent on April 10 2013).  

 7 consumer workers attended; another was interviewed 
individually after the group; and another provided some 
feedback by email. 

 Prior to the workshop we reviewed the feedback from 
consumer workers across NSW documented for the SWIC. 
This data was also included in the broader analysis. 

SWIC  SWIC meeting minutes 
 Consultation on survey 

findings at SWIC meeting 
 Semi-structured individual 

interviews (phone) 

April 2012 All for broad feedback, and 
selected sample for individual 
interviews 

 ARTD attended the August and December SWIC meetings 
and has included information from representatives 
documented at these meetings, including feedback on our 
presentation of the survey findings. We also have included 
information from the minutes of the June and October 
meetings. 

 We also interviewed 5 SWIC representatives after the case 
studies were complete, and have included this data in 
shaping this report. 
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2.4.1 Strength of the evidence 

The evaluation draws on a survey of all NSW adult mental health services that should be 

implementing MH-CoPES, interviews with SWIC representatives, SWIC minutes and in-

depth interviews with a sample of consumers and service staff representatives. There 

are some limitations to the individual methods as implemented that need to borne in 

mind in interpreting the findings. But, overall, we are confident that the findings provide 

sufficient evidence to make a sound assessment.  

Only 49% of services returned a survey, and it is possible that the services that did not 

respond had a different experience implementing the Framework. It is also possible that 

some representatives completing the survey did not have a full knowledge of their 

service’s experience implementing MH-CoPES because interviews with stakeholders 

indicated managers, staff and consumer workers from within a service could have 

different views depending on the ways in which, and the extent to which, they had been 

involved in implementation. But the survey findings align with other data sources.  

The main limitation with the data is that we were unable to speak directly with as many 

current consumers, or consumers who had completed an MH-CoPES questionnaire or 

been involved in any steps of the Framework as intended because of delays in ethics 

approvals and difficulties services had organising consumer consultations when we 

visited. We were able to speak with only 11 consumers in total and some of these had 

not had direct experience with the Framework and questionnaires. We were, however, 

able to gather supplementary data on the consumer perspective through speaking with 

12 consumer workers from different locations across NSW who had direct knowledge of 

how consumers have responded to the Framework and questionnaires.  
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3. The Framework compared to other 

approaches to quality improvement 

3.1 The Framework compared with general approaches to 

quality improvement 

Approaches to quality improvement are generally tied to specific aims (for example, the 

Institute for Healthcare Improvement’s plan–do–study–act model), to specific questions 

of interest to a service and its consumers (for example, action research), or to meeting 

quality standards (for example, EQuIP5 for mental health services). They involve 

collecting data from a range of sources to identify potential improvement actions and 

testing and refining these actions in repeated cycles over time. (See appendix 2 for more 

information.) 

As a framework focused specifically on consumer input into quality improvement that is 

intended to fit within broader quality improvement processes, the MH-CoPES 

Framework will of course differ somewhat from these processes. The testing and 

refinement of actions over time should, however, be included in the MH-CoPES 

Framework as it is important to ensuring actions most effectively address identified 

issues. This process should occur as part of broader quality improvement planning and 

implementation.  

3.2 Collaborative and consumer-focused approaches to quality 

improvement in mental health services 

With the focus on community participation and recovery-oriented care in mental health, 

a number of collaborative and consumer-focused approaches to quality improvement 

have been developed in the mental health service context. ‘Recognition of the 

importance of using consumer feedback in service improvement is not new: the view 

that consumer participation should be intrinsically linked to quality assurance activity 

was integral to a model of consumer participation developed by Wadsworth and Epstein 

in 1996’ (NSW Department of Health, 2006).  

Our scan identified current collaborative and consumer-focused quality improvement 

approaches in the US (the Mental Health Statistic Improvement Program), the UK (User 

Focused Monitoring) and Victoria (MH ECO), previous short-term projects in Victoria 

and NSW3, and small-scale trials of quality-related activities with consumer input. It is 

likely there are also other models that have not been formally evaluated or reported on 
                                                        
3These include Victoria’s Understanding and Involvement project (a consumer-driven action research project, conducted by the 
Victorian Mental Illness Awareness Council between 1993 and 1996, which developed a model for seeking consumers’ evaluative 
feedback based on performance management not monitoring), and Wollongong’s Consumer Evaluation of Mental Health Services (a 
project conducted by the University of Wollongong between 2001 and 2003, which developed a framework for consumer evaluation 
of mental health services and a consumer questionnaire to input into the framework). 

http://www.ihi.org/knowledge/Pages/HowtoImprove/default.aspx
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in academic journals. The MH-CoPES Framework and these other models have some 

commonalities, but they also have differences reflecting the different contexts in which 

they were developed.  

The MH-CoPES Framework most resembles the Mental Health Statistic Improvement 

Program in that both use questionnaires (which consumers helped to design) as the 

basis for regular reports to services that can be used in service quality improvement.  

Victoria’s MH ECO also uses questionnaires and reports to services, but it includes data 

collection from consumers, carers and service staff, and brings these stakeholders 

together in a series of meetings to ‘co-design’ actions. The model is informed by the 

theory and practice of Experience-Based Design (Bate and Robert, 2007), which aims to 

engage consumers, carers and service providers in actively working together to co-

design features of service delivery (Fairhurst and Weavell, 2011). Unlike MH-CoPES, it 

separates the action development step from the implementation step. Also unlike MH-

CoPES, it explicitly involves presenting action plans to a central group for consideration, 

inclusion of approved actions in services’ broader quality improvement plans and 

follow-up meetings to assess progress. Articulating the fit of the MH-CoPES Framework 

with broader quality improvement planning and explicitly including follow-up on 

actions could strengthen it, particularly given the issues the evaluation identified with 

fitting the Framework within existing quality structures and ensuring accountability for 

implementation (see chapter 5). In some services a ‘co-design’ approach to identifying 

actions may also be appropriate, but there is some data to suggest that in certain 

contexts consumers may feel more confident and comfortable to voice their ideas in a 

forum without staff. 

The MH-CoPES Framework differs most from User Focused Monitoring, which is a 

process that begins with identifying a particular idea for a consumer-led improvement 

project. This kind of process enables services to hone in on and refine responses to local 

issues, which has its advantages. Processes like MH-CoPES with standard data collection, 

though, enable use for dual purposes: benchmarking/ comparisons and quality 

improvement.  

What the MH-CoPES Framework and User Focused Monitoring do share is the 

involvement of consumers in the design and in all steps of implementation of the model. 

Victoria’s MH ECO also involves consumers at all stages. This practice is in line with the 

National Health and Medical Research Council’s framework for consumer and 

community participation in health and medical research, which indicates the importance 

of involving consumers in all steps of the research cycle (2004). (See appendix 2 for 

more information.) 

3.3 Service-driven approaches to quality improvement 

Collaboratives—through which services share knowledge, strategies and success—are 

another, service-driven, approach to quality improvement. In the Australian health 

system, the Commonwealth Department of Health and Ageing (DoHA) funds 
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the Improvement Foundation4 to deliver the Australian Primary Care Collaboratives 

(APCC) Program. The MH-CoPES Framework differs from these processes in that it does 

not explicitly involve the sharing of learnings, strategies and success stories across 

services. The MH-CoPES Framework implementation has involved collaboration 

between LHD representatives through the SWIC, but it would be beneficial if this was 

extended to the service level. The consumer-led User Focused Monitoring introduced a 

mechanism for collaboration between services to facilitate effective implementation. 

(See appendix 2 for more information.) 

 

                                                        
4 The Foundation is a not-for-profit organisation whose core business is to provide expertise in developing and delivering quality 

improvement programs to achieve systems change. 

http://www.improve.org.au/
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4. Implementation and success of the 

Framework as a whole 

 

4.1 Implementation of the four steps 

After two years of implementation (September 2010 to September 2012), only a 

minority of services (less than one-quarter of those surveyed) had implemented all 

steps of the Framework (see figure 5).  

 

Differences by service characteristics5 

A higher proportion of inpatient units responding to the survey (32%) had completed all 

four steps than community mental health services (18%). Of the six services that 

reported having implemented no steps of the Framework, all were community mental 

health services. This is consistent with the feedback that implementation has been more 

challenging in community mental health services. 

                                                        
5 Note: For this question, only differences between community services and inpatient units were tested. 

Attributes of success for the Framework as a whole 

 Provides consumers with a genuine opportunity to participate in service quality improvement 

 Effectively contributes to service quality improvement  alongside other quality improvement activities 

23% of service survey respondents 
reported undertaking Step 4. 

93% of service survey respondents 
reported undertaking Step 1. 

 

38% of service survey respondents 
reported undertaking Step 3. 

32% of service survey respondents 
reported receiving quantitative reports, 
24% qualitative reports. Many services 
were unsure if they had received the 
reports.  

Figure 5. MH-CoPES Implementation 
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Qualitative data also indicate that implementation has been a particular challenge for 

acute services that support consumers at crisis points for a short time only.  

4.1.1 Factors supporting implementation 

Services that had begun to implement the Framework identified a wide range of factors 

supporting implementation, which fit with the literature on enablers of consumer 

participation (described in chapter 1) and diffusion of innovation in health services 

(Greenhalgh et al, 2004). The factors services identified as key include valuing consumer 

input, embedding MH-CoPES in policies and procedures and broader quality 

improvement processes, senior management support, and data analysis being resourced 

and undertaken centrally (see Table 2).  

Table 2. Factors supporting implementation 

 Factor 

% respondents 
ranked as 

significant/ 
moderate  

% respondents 
ranked in top 3  

Our staff valuing consumer input 67% 26% 

Embedding MH-CoPES practices in service policies and procedures 57% 23% 

Senior management support within our service 55% 7% 

Embedding MH-CoPES in our service's broader quality 
improvement processes 

55% 17% 

Senior management support at the LHD level 54% 10% 

Data analysis and reporting being completed centrally 54% 17% 

Using MH-CoPES to provide evidence of consumer input into our 
service for the Australian Council of Healthcare Standards’ 
Evaluation and Quality Improvement Program (EQuIP5) 

52% 10% 

The resources the NSW CAG provided to support MH-CoPES 
(manual, posters, templates) 

51% 6% 

Ongoing support from staff at the LHD level 49% 2% 

Our service’s prior experience with seeking and using consumer 
feedback 

48% 17% 

Having a local 'champion' to drive MH-CoPES implementation 48% 15% 

Having a consumer participation coordinator involved 45% 13% 

Ongoing support from the NSW CAG project team 43% 1% 

Having sufficient consumer workers 42% 13% 

Training and support from NSW CAG liaison officers 42% 8% 

Good links between MH-CoPES Framework and our other quality 40% 7% 
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 Factor 

% respondents 
ranked as 

significant/ 
moderate  

% respondents 
ranked in top 3  

improvement initiatives 

Source: Q34 Mental health service survey. 

Note: The denominator for this table is 84, but only 73 respondents ranked any of these items in terms of these factors being factors 
of success, and only 53 indicated whether any of these items are ‘top three’ success factors. Not all of these factors are in play in all 
services—not all have prior experience implementing MH-CoPES or have consumer workers, and not all said they had had access to 
training and resources from the NSW CAG or support from within their LHD. 

That only a very small number of services identified training and supports—including 

the information resources, support from NSW CAG liaison officers, and support from 

LHD staff—among the top three factors supporting success reflects the findings that not 

all services recalled receiving information resources or support. With staff turnover, 

some staff were not present for initial training sessions. 

4.1.2 Barriers to implementation 

Services that had begun to implement the Framework identified a range of barriers to 

implementation, which relate to resourcing in particular, but also to staff engagement 

and to the Framework itself. As with the success factors, some of these reflect the 

literature on barriers to consumer participation (described in chapter 1) and diffusion of 

innovation in health services (Greenhalgh et al, 2004). The barriers identified as key 

were lack of questionnaire returns, resourcing, and delays in receiving data reports (see 

Table 3). Case studies and interviews confirm that low response rates to the 

questionnaires and significant delays in receiving reports have been key impediments to 

successful implementation.  



Final report Evaluation of the MH-CoPES Framework 
 

27 
 

Table 3. Barriers to implementation  

Factor % respondents 
ranked as 

significant/ 
moderate  

% respondents 
ranked in top 3  

Lack of consumers taking up the option to complete and return the 
questionnaire 

70% 29% 

Lack of staff capacity/ resources 62% 19% 

Lack of consumer worker positions/ consumer participation 
coordinator to support implementation 

60% 13% 

Maintaining staff engagement in implementing MH-CoPES 60% 10% 

Lack of a dedicated staff member/ position to implement MH-
CoPES 

57% 11% 

Getting staff engaged in implementing MH-CoPES 51% 11% 

We are not realistically able to implement some of the changes 
consumers suggest 

46% 8% 

Delays in receiving reports on MH-CoPES data 45% 14% 

A lot of our consumers are not at a stage where it is appropriate to 
ask them for feedback on service quality 

43% 18% 

Our staff members' lack of prior experience involving consumers 
in service quality improvement 

37% 4% 

Difficulty balancing service staff and consumer views in deciding 
action and change strategies 

31% 2% 

Our staff are not convinced of the benefits of involving consumers 
in quality improvement 

20% 5% 

Our service is concerned the questionnaire lacks validity 19% 6% 

Our service has found the questionnaire does not collect useful 
data to inform quality improvement 

17% 0% 

Our service is concerned the questionnaire is not reliable 15% 4% 

Lack of senior management support for MH-CoPES at the LHD level 14% 0% 

Source: Q35 Mental health service survey. 

Note: The denominator for this table is 84, but only 75 respondents ranked any of these items in terms of these factors being 
barriers, and only 42 indicated whether any of these items are ‘top three’ barriers. Not all of these barriers are in play in all 
services—some have consumer workers and dedicated staff members to implement MH-CoPES and some have prior experience 
involving consumers in service quality improvement. 

Case studies identified that not all managers, staff and consumer workers had seen the 

available information resources or participated in training, and not all had a good 

understanding of the whole MH-CoPES Framework, and that this has impacted on 

successful implementation. Ongoing face-to-face training may not be sustainable, but an 

online portal with MH-CoPES resources, frequently asked questions and a mechanism to 

share strategies could provide a viable alternative. 
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Case studies also identified difficulties reaching and engaging consumers, particularly 

those in community settings, as barriers to implementation of Steps 3 and 4. One simple 

suggestion from consumers was to include a tear-off slip on questionnaires on which 

consumers could indicate their interest in receiving feedback (by email, or mail as not all 

consumers would have Internet access) and being contacted to participate in action and 

change. 

Differences by service characteristics 

Both inpatient units and community mental health services responding to the survey 

identified a similar number of factors as ‘significant’ barriers (an average of 2.5 and 2.7 

respectively), but they tended to include different factors among their top three 

barriers.6  

A higher proportion of community mental health services included lack of staff capacity 

and resources or a dedicated staff member to implement the MH-CoPES Framework 

among their top three barriers.  

A higher proportion of inpatient units included a lack of a consumer worker or 

consumer participation coordinator to support implementation, and getting staff 

engaged among their top three barriers. Inpatient units were also more likely to identify 

having a lot of consumers who are not at an appropriate stage in their recovery journey 

among their top three barriers, which reflects comments from community mental health 

services that their consumers are generally at a stage where they are ‘well’ enough to 

complete questionnaires (although they may not be interested in completing them). 

Difficulties in balancing staff and consumer views in deciding action and change 

strategies, and ability to implement some of the changes suggested were also more likely 

to be top three barriers for inpatient units, reflecting that more of these services had 

actually implemented the action and change step. 

For services not implementing the Framework 

Survey responses from the six community services not implementing the Framework 

identified a lack of capacity and resources, a dedicated position to implement the 

Framework or consumer worker or a consumer participation coordinator to support the 

process as key barriers, as well as receiving insufficient support or training for 

implementation. When we followed up a couple of these services we found that one is in 

an LHD that staged rollout of the Framework and had not yet been advised to commence 

implementation. The other is an acute service with high staff turnover and a large 

number of referrals per month resulting in high workloads. 

                                                        
6 Because of the small number of survey respondents these differences between inpatient units and community mental health 
services were not significant, except for the factor ‘getting staff engaged implementing MH-CoPES’. 
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4.2 Perceived impact 

4.2.1 Extent to which the Framework has facilitated consumer evaluation 

of services 

Two-thirds of services (66%) that responded to the survey said that consumers were 

not very or not at all involved in service quality improvement in their service prior to 

implementation of the MH-CoPES Framework, reflecting the impetus for establishing the 

Framework. 

Table 4. Extent to which consumers were involved in service quality 
improvement prior to MH-CoPES 

Level of involvement n % 

Very involved 9 10% 

Quite involved 22 24% 

Not very involved  54 60% 

Not at all involved 5 6% 

Total* 90 100% 

Source: Q5 Mental health service survey. 

Note: All respondents were asked this question. 

While over three-quarters of services that had begun implementing the Framework and 

responded to the survey agreed it provides an effective way to involve consumers, more 

of these ‘tended to agree’ (58%) than ‘agree’ (18%)7. This reflects issues identified with 

questionnaire response rates and challenges reaching engaging consumers in Steps 3 

and 4 identified in case studies and interviews.  

Differences by service characteristics8 

There were some differences in perspectives about the effectiveness of the Framework 

for involving consumers, by service characteristic.9  

A slightly higher proportion of inpatient units (78%) than community mental health 

services (73%) agreed the Framework provides an effective way to involve consumers. 

This is in line with qualitative data that suggest implementation has been somewhat 

easier in inpatient units.  

                                                        
7 Source: Q37 Mental health service survey. Only respondents that had implemented at least one step of the Framework were asked 
this question (n=84). For some items, some of these answered ‘don’t know’ or did not respond.16% tended to disagree and 8% 
disagreed. 

8 For this question, differences were not tested between services that did and did not have a staff member with designated 
responsibility for MH-CoPES implementation because it is about the Framework itself.  

9 Because of the small number of survey respondents differences were not statistically significant.  
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Services that had progressed further with implementation could be expected to be more 

positive about the Framework as a tool for consumer involvement. However, services 

that had implemented Steps 1–4 agreed and services that had implemented Step 1 only 

agreed in similar proportions (74% and 73% respectively).10 This result may be 

associated with the difficulties services identified with engaging consumers in Step 4. 

A higher proportion of services that began implementing the Framework in earlier years 

agreed it provides an effective way to involve consumers (79% or greater for any year), 

than those who commenced implementation in 2012 (46%).11 These services would 

have had more time to understand the Framework and how it could work to support 

consumer involvement in their services. 

A slightly higher proportion of services in which consumers were ‘very’ or ‘quite’ 

involved in service improvement before MH-CoPES agreed the Framework had provided 

an effective way to involve consumers (79%), than those in which  consumers were ‘not 

very’ or ‘not at all’ involved (75%). Qualitative data indicate that while these services 

have more experience in involving consumers, which may support successful 

implementation of the Framework, having existing processes for consumer involvement 

can also act as a barrier to implementation. If a service sees their own process as 

effective they may perceive less need for, and value in, adopting the MH-CoPES 

Framework, factors important to the diffusion of innovations in health services 

(Greenhalgh et al, 2004). Also, continuing to implement existing processes to collect data 

from consumers alongside MH-CoPES, as some services have done, has the potential to 

reduce questionnaire response rates and, thus, the success of MH-CoPES. 

On average, the services that agreed that the Framework provided an effective way to 

involve consumers had a higher number of consumer workers than those that disagreed, 

although there was variation in the number of consumer workers among both services 

that agreed and disagreed. This reflects feedback about the important role consumer 

workers can play in engaging consumers, but that services that do not have consumer 

workers have had to find ways of implementing the Framework without them. 

                                                        
10 92% of services that had implemented Steps 1–3 agreed. 

11 87% that began implementation during the pilot agreed, 80% of those that began in 2010 agreed, and 79% of those that began in 
2011 agreed. 
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4.2.2 Extent to which the Framework has supported service quality 

improvement 

Only about half the services that had begun implementing the Framework and 

responded to the survey agreed the Framework has supported service quality 

improvement, and more of these tended to agree (41%) than agree (10%).12 This 

reflects the limited implementation of the action and change step through which 

improvements are made. However, the evaluation also identified issues with how the 

Framework has fit within broader quality improvement processes. 

Differences by service characteristics 

A higher proportion of inpatient units (60%) than community mental health services 

(42%) agreed the Framework had supported improvements. This is in line with findings 

that more inpatient units had implemented action and change. Similarly, a higher 

proportion of those that had implemented Steps 1–4 (85%), than those that had 

implemented Steps 1–3 (36%) or Step 1 only (37%), agreed.13  

A higher proportion of services that began implementing the Framework in earlier years 

agreed it had facilitated improvements (52% or greater for any year), than those who 

commenced implementation in 2012 (33%).14 These services had had longer to progress 

implementation, though not all had moved beyond Step 1. 

A higher proportion of services with a staff member with designated responsibility for 

MH-CoPES implementation (53%), than those with no staff member with designated 

responsibility (36%), agreed the Framework had supported improvements. This reflects 

qualitative data about the need for people to drive and be accountable for 

implementation. 

Services in which consumers were ‘very’ or ‘quite’ involved in service improvement 

before MH-CoPES were also more likely to agree the Framework had supported service 

improvement (64%), than those in which consumers were ‘not very’ or ‘not at all 

involved’ (44%). But services in which consumers were ‘quite’ involved were more 

positive than those in which consumers were ‘very’ involved. This may be associated 

with the issues identified in services that had their own processes for consumer 

consultation, which they considered effective.  

On average, services that agreed that the Framework had supported quality 

improvement had a higher number of consumer workers than those that disagreed, 

                                                        
12 Source: Q37 Mental health service survey. Only respondents that had implemented at least one step of the Framework were asked 
this question (n=84). For some items, some of these answered ‘don’t know’ or did not respond. 36% tended to disagree and 13% 
disagreed. 

13 The difference by step implemented was statistically significant. 

14 57% of those that began implementing the Framework during the pilot agreed, 52% of those that began in 2010 agreed, and 52% 
of those that began in 2011 agreed. 
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although there was variation in the number of consumer workers among both services 

that agreed and disagreed.  

4.2.3 Broader impacts 

Some SWIC representatives, services and consumer workers described the Framework 

as having broader impacts on staff and consumers.  

A couple of SWIC representatives said that positive feedback and comments have been a 

morale boost for staff who do not often get this. But some services noted the process of 

implementation, not the feedback, had caused friction or anxiety for staff. 

Some stakeholders described broader benefits for consumers than actions made to 

address identified issues, including that the MH-CoPES process makes consumers feel 

valued, gives them an opportunity to focus on helping others, gives them a voice, and 

empowers them. 

A couple of managers said that the process had made staff see consumer feedback as 

important and one SWIC representative said the MH-CoPES implementation had raised 

the focus on listening to consumers. Another manager said it had created a better 

understanding of consumer issues. 

A couple of SWIC representatives described the process as having helped staff see 

consumers as capable of making reasonable suggestions for quality improvement. But 

the evaluation identified some ongoing questioning of the kind of feedback consumers 

provide in questionnaires. 

4.3 Perceptions of costs in relation to benefits  

Only a minority of services indicated the benefits of the Framework outweigh the costs. 

About two-thirds indicated a need for either some or significant changes to the 

Framework for the benefits to outweigh the costs, and a small number indicated that 

they did not think the benefits could ever outweigh the costs (see Table 5). While this 

might be considered a reflection of the limited progress with implementation to date, 

services that had completed Steps 1–4 were not that much more positive than services 

that had completed Step 1 only. Combined with the issues identified with resourcing and 

sustainability in case studies and interviews, this result suggests modifications are 

necessary.  
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Table 5. Perceptions of whether the benefits of MH-CoPES outweigh the time 
and resources required  

 n % 

Yes, definitely 16 21% 

Yes, but this could be improved with some 
modifications 

32 42% 

No, but it could with significant modifications 18 23% 

I do not believe the benefits of MH-CoPES will 
ever exceed the time or cost put into it 

11 14% 

Total 77 100% 

Missing  7  

Source: Q38 Mental health service survey. 

Note: Only respondents that had implemented at least one step of the Framework were asked this question (n=84).  

In their comments about the costs compared to the benefits, services responding to the 

survey commonly referred to the resources put into questionnaire distribution for 

limited returns, and issues with receiving reports. One service said they had developed 

their own consumer participation group, which has provided similar feedback at a 

‘fraction of the cost’. 

Differences by service characteristics15 

A higher proportion of inpatient units (70%) than community mental health services 

(54%) indicated that the benefits outweigh the time and resources invested or could 

with ‘some’ modifications. This is in line with data that indicates inpatient units found 

implementation somewhat easier than community mental health services.  

Services that had completed Steps 1–4 were more positive (65%) than those that had 

completed Step 1 only (58%), but services that had completed Steps 1–3 were the most 

positive about costs in relation to benefits (75%). This reflects the pattern of agreement 

that the Framework provides an effective way to involve consumers. 

A higher proportion of those that began implementing the Framework in earlier years 

were positive (65% or greater for any year), than those who began implementing it in 

2012 (27%).16 This reflects that these services were more likely to consider the 

Framework an effective mechanism for involving consumers and indicates the 

Framework had facilitated quality improvement. 

                                                        
15 Note: For this question, comparisons combine ‘yes, definitely’ and ‘yes, but this could be improved with some modifications’, and 
comparisons were not made between services with a staff member with designated responsibility for MH-CoPES and those without a 
staff member with designated responsibility, or by number of consumer workers. 

16 73% of those that began implementing the Framework during the pilot agreed, 65% of those that began in 2010 agreed and 69% 
of those that began in 2011 agreed. 
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Services that indicated the benefits outweighed the costs or that they could with ‘some 

modifications’ were more likely to have agreed the Framework had a positive impact. 

Almost all of the services that indicated that the benefits outweighed the time and 

resources invested (94%) also agreed the Framework is an effective way to involve 

consumers, while only about half (48%) of those that did not think the benefits 

outweighed the costs considered the Framework an effective way to involve consumers. 

Just over two-thirds of the services that indicated the benefits outweighed the time and 

resources invested (69%) also agreed that using the Framework has supported quality 

improvement, while only about one-fifth (22%) that did not think the benefits 

outweighed the costs  thought the Framework had supported improvement.17  

 
 

                                                        
17 Differences were not statistically significant. 
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5. Supports and structures for implementation 

 

5.1 Information resources, training and support 

During the first two years of implementation (September 20120 to September 2012), 

the NSW CAG has provided central coordination for MH-CoPES, developed, refined and 

distributed supporting information resources, and provided education and support 

through liaison officers. LHD representatives provided support for their districts. 

5.1.1 Receipt of information resources, training and support 

Most services that had begun implementing MH-CoPES and responded to the survey 

reported receiving at least one form of information or support available, but half or 

fewer recalled receiving any one resource or support available through the NSW CAG 

(see Table 6).  

Required inputs and assumptions 
 MH-CoPES is perceived as credible by service staff and consumers—demonstrated commitment to the process 

 Consumers and staff perceive that the MH-CoPES processes provide appropriate information for service 
quality improvement 

 MH-CoPES is supported by management and MH service culture—active leadership is evident 

 Champion identified in each service and LHD to coordinate and drive the process—good communication 
processes in place 

 Services receive sufficient training and appropriate resource materials to implement the steps 

 The Framework aligns with other quality processes and fits the policy context 
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Table 6. Supports and resources to implement MH-CoPES 

Support/ resource type n   respondents 
received* 

% respondents 
received 

The MH-CoPES representative from your LHD 49 58% 

The MH-CoPES manual^ 42 50% 

Training in MH-CoPES implementation from NSW CAG liaison 
officers 

34 40% 

Other MH-CoPES supporting resources 25 30% 

On-the-ground support with action and change (Step 4) from NSW 
CAG liaison officers 

15 18% 

Advice from the NSW CAG project team 13 15% 

Source: Q10 Mental health service survey. 

* Only respondents that had implemented at least one step of the Framework were asked this question (n=84). Three respondents 
reported that they did not receive any of these supports and resources.   

^ The NSW CAG developed a new resources kit to replace the manual but this was not long enough prior to the survey to ask services 

to comment on it. 

Case studies and interviews suggest some services responding to the survey may have 

forgotten about resources and training received when the Framework was first 

introduced but not accessed since. The differing levels of knowledge of the Framework 

we encountered among managers, staff and consumer workers suggest that in some 

cases the person completing the survey may have been unaware of the resources and 

supports received. Also, staff turnover means some staff would not have been present to 

participate in initial training sessions. There is a need for processes to ensure sustained 

knowledge, which are also cost-effective. While a couple of managers suggested regular 

in-servicing as a solution, an online hub for MH-CoPES that includes information 

materials could be a more viable approach. It would, however, have to be well-

promoted. 

One consumer worker suggested a need to educate consumers as well as staff. The MH-

CoPES DVD, released in 2012, could help address this concern; it includes information 

for consumers and staff. 
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5.1.2 Usefulness of information resources, training and support 

The services that reported receiving information resources, training or supports 

generally found these useful (see Table 7). 

Table 7. Usefulness of resources and supports to implement MH-CoPES 

Support/ resource type n*   Very 
useful 

Quite 
useful 

Not very 
useful 

Not at all 
useful 

The MH-CoPES representative from your LHD 46 46% 37% 17% 0% 

The MH-CoPES manual^ 39 36% 54% 8% 2% 

Training in MH-CoPES implementation from NSW 
CAG liaison officers 

30 43% 47% 10% 0% 

Other MH-CoPES supporting resources 24 29% 58% 13% 0% 

On-the-ground support with the action and 
change (Step 4) from NSW CAG liaison officers 

14 50% 36% 14% 0% 

Advice from the NSW CAG Project team 12 42% 42% 17% 0% 

Source: Q10 Mental health service survey. 

* The total number of respondents for each question is the number that indicated both that they received the resource and its 
usefulness. Those who rated a resource they did not say they received were excluded.  

^ The NSW CAG has developed a new resources kit to replace the manual but this was not long enough prior to the survey to ask 
services to comment on it. 

Central coordination 

The NSW CAG, in their central coordination role, has acted as a champion for the 

Framework and promoted it through their website and various forums. They have 

chaired the SWIC, which has facilitated shared learnings across LHDs, and supported 

consumer workers.  

While the funding for implementation ended in November 2012, stakeholders, SWIC 

members in particular, identified a need for continued central support, at least until the 

Framework reaches a more mature stage of implementation, if not in an ongoing way. 

There was not, however, agreement about whether this central role should be located 

within mental health or the NSW CAG. Some said a push from within mental health 

would carry more weight with services, but others identified the NSW CAG’s role as 

important because it gave the Framework weight as a partnership approach or because 

the NSW CAG team carried significant knowledge of the Framework and could 

troubleshoot questions. Victoria’s MH ECO includes a central role for the Department of 

Health and consumer and carer peak bodies. 
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Information resources 

Services that received them generally found the manual and supporting resources 

useful, but more found them ‘quite’ than ‘very’ useful. This is in line with feedback 

through the SWIC that the manual was too long and overly complex. The NSW CAG has 

already addressed this, producing a streamlined resources kit in 2012. But one group of 

staff we spoke to, who had not yet seen the new resources kit, thought it was still too 

long when told it was over 20 pages. The MH-CoPES DVD, also released in 2012, might 

be an effective alternative. 

While it is good that resources have been revised to reflect feedback, one SWIC 

representative highlighted the potential for the different resources distributed over the 

years to cause confusion. If information resources were contained on a central online 

hub, it would make communications and updates easier to manage. An online hub could 

also contain short and long versions of instructions, providing time-poor staff with a 

brief overview of essential points and those with specific responsibilities in relation to 

MH-CoPES implementation more detailed information 

NSW CAG liaison officer training and support 

Services that had received training or support with action and change from NSW CAG 

liaison officers generally found this useful. Some managers we spoke to said that prior to 

receiving training from liaison officers, their staff had been distributing questionnaires 

without really understanding the purpose or the whole MH-CoPES process. One said 

their questionnaire response rates increased after the training. Managers and staff who 

did not receive training said they thought it would be useful. 

SWIC representatives and consumer workers also noted support from liaison officers to 

fulfil their roles and responsibilities in the MH-CoPES implementation. But one 

consumer worker questioned the expertise of one liaison officer who was apparently 

unfamiliar with the concept of trauma-informed care. 

Liaison officers also had an important role in supporting action and change in a number 

of services that reached this step but, as one SWIC representative noted, there were not 

enough liaison officers to support all services trying to do action and change at the same 

time.  

Those who were aware of the NSW CAG liaison officer role saw continuation of the role 

as important, at least for the interim, to ensure continued understanding of the 

Framework and sustain momentum. Some SWIC representatives said that while having 

education and training provided from within mental health would be more sustainable, 

implementation has not yet reached the stage where this is feasible. Some consumer 

workers and one SWIC representative, though, identified the benefits of external 

support. The SWIC representative said external support was useful because ‘no-one 

likes being told what to do by a colleague’, while consumer workers thought external 
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support through the NSW CAG reinforced the partnership between mental health and 

consumers. 

While information resources may help fill the gap left by liaison officers, a comment 

from one manager suggests they are not a replacement because ‘you can’t ask a 

document questions’. In the absence of face-to-face support, a central information hub, 

with a set of frequently asked questions and facilities to share knowledge across 

services, would be useful. 

LHD representative support 

SWIC representatives generally identified having someone at the LHD level with a role in 

MH-CoPES as important to implementation. Services that received support from their 

LHD representative generally found this useful.  

The level and type of support provided by LHD representatives, though, seems to have 

varied depending on existing structures and priorities. Some LHD representatives were 

able to take a more hands-on support role or provide more oversight and follow-up than 

others.  

A couple of LHDs have identified resources for a consumer-identified position at the 

LHD-level, which will help to support MH-CoPES implementation. One SWIC 

representative, though, identified difficulties driving implementation from a consumer-

identified or a consumer unit position, particularly that it made the Framework seem an 

add-on rather than a necessary process. 

5.2 Understanding and perceptions of, and support for, the 

Framework 

Despite the information resources and training available, there remain varied levels of 

understanding of the MH-CoPES process. While support from senior management has 

reportedly been strong, support among LHDs, managers and staff has varied.  

5.2.1 Understanding of the Framework  

Survey data suggest staff in a significant minority of services do not have a clear 

understanding of MH-CoPES or their role in its implementation (Table 8).  
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Table 8. Staff understanding of MH-CoPES and their role 

 n*  Agree Tend to 

agree 

Tend to 

disagree 

Disagree 

Our staff have a clear understanding of the MH-
CoPES Framework 

76 20% 43% 26% 11% 

Our staff have a clear understanding of their 
role in implementing the MH-CoPES Framework 

76 25% 40% 21% 15% 

Source: Q11 Mental health service survey. 

* Only respondents that had implemented at least one step of the Framework were asked this question (n=84). Some of these 

indicated they did not know whether staff understand the Framework or their role (n=5), or did not respond to the questions (n=3). 

This reflects the different levels of understanding among managers, staff and consumer 

workers we spoke to during case studies and interviews. Some had only an 

understanding of questionnaire distribution and not the whole Framework. With staff 

turnover, some were not around for the initial MH-CoPES training and not all services 

seem to have included the whole MH-CoPES Framework in their induction processes. 

Even where they had, some staff noted that MH-CoPES can get ‘lost’ because there is so 

much else to take in during induction.   

The lack of clarity about the Framework and roles in implementation is likely to have 

had an impact on implementation. One manager we spoke to explained that they and 

their staff were initially suspicious of the Framework because they did not receive 

enough information about it. Staff only saw consumer workers coming to collect data, so 

they thought MH-CoPES might be a disciplinary activity. 

5.2.2 Perceptions of the Framework 

It is hard to separate stakeholders’ perceptions of the Framework from their 

perceptions of its implementation. Positive comments included that the Framework ties 

data collection to its use in improvement and that it is simple to understand. However, 

the sense from many who were positive about the Framework in theory or initially 

hopeful about its possibilities was that its implementation had not lived up to their 

expectations. Others identified issues with the Framework itself, including that it: 

 does not incorporate staff views (including staff who have themselves been 
consumers) 

 does not articulate that changes should be fed into the next round of 
implementation 

 seems to be a one-size-fits-all approach 
 is less responsive and immediate than service-level feedback loops that can address 

consumer concerns while they are still in the service 
 expects action at state, LHD and service level, which is a big demand. 

One staff member said that where staff have good rapport with consumers they can 

discuss and address issues without the Framework.   
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5.2.3 Support for the Framework 

The successful implementation of the MH-CoPES Framework requires managers and 

staff to see the value of consumer input to quality improvement and of the Framework 

as a mechanism to support this. Survey results suggest that support from senior 

management within LHDs is high, but that a lower proportion of services think their 

staff see the benefits of using MH-CoPES (see Table 9).  

Table 9. Support for consumer involvement in quality improvement 

 n* Agree Tend to 

agree 

Tend to 

disagree 

Disagree 

Our staff see the benefits of gaining consumer 
feedback about our service 

80 30% 54% 11% 5% 

Our staff see the benefits of using MH-CoPES to 
involve consumers in service quality improvement 

74 23% 50% 22% 5% 

Within the LHD mental health service there is  
senior management support for MH-CoPES 

77 55% 39% 4% 3% 

Source: Q12 Mental health service survey. 

* Only respondents that had implemented at least one step of the Framework were asked this question (n=84). Some of these 

indicated they did not know, or did not respond to certain questions. 

Senior management  

The majority of services identified a high level of support for MH-CoPES from senior 

management within mental health. Case studies and interviews reflected this, but also 

identified some variation in support across LHDs. One stakeholder said that senior 

management in their LHD supported the Framework but hadn’t sent a strong message 

that implementation was necessary. Another stakeholder from the same LHD said 

management was supportive but did not have a vested interest in the Framework, given 

the many other priorities. 

Service managers  

Case studies and interviews suggest support from managers varies between services. 

The project team noted that while some managers may have been initially resistant to 

the Framework, they became supportive once they understood the value of it and that it 

could help them meet consumer participation requirements for EQuIP5. Some consumer 

workers and a SWIC representative noted that managers may be supportive but have 

other competing priorities. A couple of SWIC representatives indicated that 

implementation had been more successful in services in which a supportive manager 

drove the process. 



Final report Evaluation of the MH-CoPES Framework 
 

42 
 

Staff 

While a high proportion of services agreed their staff see the benefits of MH-CoPES, 

more tended to agree than agree. Case studies and interviews identified varying levels of 

support among staff. While some initial resistance to what was seen as an imposed 

process had been overcome, low response rates to the questionnaires and lack of 

feedback and lack of action had led to flagging support. Other issues around garnering 

support for the Framework among some staff include: 

 lack of understanding of the Framework as a whole  
 fear of negative feedback 
 perception of the Framework as a performance appraisal rather than an 

opportunity to improve 
 reluctance to take on additional work, which may have been exacerbated by the fact 

that initial plans were for consumer workers rather than staff to distribute 
questionnaires  

 competing priorities 
 questioning of the accuracy of data that consumers provide. 

Consumers 

The Framework grew from consumer demand for a way to feed back their perceptions 

and experiences of services, as well as their perceptions of their outcomes. There was 

strong support for a mechanism to ensure use of consumer feedback in quality 

improvement from consumer workers and consumers we consulted, although the 

Framework had not yet met initial expectations. Interviews identified potential 

difficulties sustaining consumer interest and support where consumers have not seen 

their feedback impact on the service. 

One stakeholder in a consumer-identified position questioned whether a consumer 

focused on the immediate task of recovery would see the benefit of contributing to a 

process that would only have an impact in the longer term. Because the evaluation was 

only able to consult with a limited number of current consumers the depth of this issue 

is unclear, though it may be a contributing factor to low questionnaire returns. 

5.3 Resources for implementation 

The Framework was refined and trialled based on the assumption that funding would be 

available for LHD-level MH-CoPES coordinators and additional consumer worker hours 

to support implementation as well as for central data analysis and reporting. However, 

in practice, funding was only available for data analysis. This means that not all services 

had a consumer worker to support implementation and different LHDs had been able to 

dedicate varying resources to supporting implementation. LHD representatives and 

services raised concerns about MH-CoPES implementation in the context of high 

workloads and competing priorities.  
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About one-third of the services that responded to the survey did not have a consumer 

worker to support implementation of the Framework. While services with consumer 

workers were generally more positive about implementation, even these faced 

difficulties because consumer workers work limited hours and have other 

responsibilities besides MH-CoPES. Others raised concerns about using consumer 

workers as the main driver for MH-CoPES because they do not necessarily have the 

required ‘clout’ to ensure implementation. One consumer worker also identified a 

concern about the impact that consumer workers’ role in distributing questionnaires 

was having on their relationships with consumers: consumers were seeing them as the 

people with clipboards, rather than the people there to support them.  

MH-CoPES implementation entails costs to services not only in terms of staff time but 

actual funds for questionnaires and implementation of improvements. Some LHD 

representatives raised concerns about the cost of questionnaires. One suggested the use 

of plain, detached envelopes and return by internal mail to reduce costs, but another 

was reluctant to suggest this as the attached reply-paid envelope gives consumers 

confidence their data will be confidential, a not insignificant concern for mental health 

consumers.   

Some service stakeholders also identified difficulties finding required resources to 

implement suggested actions, though NSW CAG liaison officers had been able to support 

services to identify feasible actions. 

In the current funding context, annual distribution of questionnaires and 

implementation of action and change could be a less resource-intensive, more viable 

approach. 

5.4 Fit with service and LHD processes 

Some services have had success with the use of champions and embedding 

implementation in existing processes, but this has not occurred across the board. 

Moreover, there are concerns about how MH-CoPES fits within broader quality 

improvement processes. 
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5.4.1 Designating responsibility for implementation 

The majority of services responding to the survey that had begun implementing the 

Framework (82%) said they had a staff member or members with designated 

responsibility for ensuring MH-CoPES is implemented. In most cases this was the 

manager, team leader or NUM (55%), or the consumer worker (29%). Survey data show 

these services were more likely to say that the Framework supported quality 

improvement. 

Nearly one-fifth (18%) of services, though, had no staff member with designated 

responsibility for implementing MH-CoPES. Some services we spoke to noted difficulties 

in identifying staff to take responsibility for driving MH-CoPES implementation, in a 

context of high workloads. 

5.4.2 Champions to drive implementation 

Reflecting the research—which shows that champions are important to driving 

implementation of innovations in health services (Greenhalgh et al, 2004)—some case 

studies and interviews indicated implementation had been more successful in services 

with someone championing the process. But indications are that not all services have 

used champions effectively. One SWIC representative emphasised the need for 

champions at the LHD and service level to drive implementation. 

5.4.3 Plans and processes for implementation 

To guide and support implementation at an area level, NSW CAG liaison officers 

supported AHSs to develop local implementation plans in Stage 3 of the MH-CoPES 

Project in 2010, but these had to be revised when AHSs transitioned to LHDs in 2011, 

and new plans were not endorsed until the end of October 2012. The transition process 

is likely to have had some negative impact on implementation, although revision of the 

plans provided an opportunity for improvement because stakeholders found the initial 

plans too detailed. 

Managers and staff in case study sites did not refer to implementation plans and few 

referred to particular documentation to guide MH-CoPES implementation, although over 

three-quarters of the services that had begun implementation and responded to the 

survey (77%) said they had documentation to guide implementation. 

The NSW CAG and LHD representatives identified embedding MH-CoPES into services’ 

standard processes as important to implementation. Successful examples include 

incorporating questionnaire distribution into discharge processes, making MH-CoPES 

part of the service’s consumer participation framework, and having MH-CoPES on the 

agenda of regular meetings, for example, quality and safety committee meetings. But this 

has not occurred across all services. 
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5.4.4 Fit within broader quality improvement processes 

MH-CoPES was intended to sit within broader processes for quality improvement, but 

only about half of the services that had begun implementing MH-CoPES agreed they had 

been able to use the Framework alongside existing processes to implement changes, and 

more of these ‘tended to agree’ (41%) than ‘agree’ (15%).18 This is in part because so 

few services had implemented the action and change step. Most (90%) of the services 

that had implemented Steps 1–4 agreed or tended to agree they had been able to use the 

Framework alongside existing processes to implement changes, while only half (50%) of 

those that had implemented Steps 1-3, and less than half (39%) of those that had 

implemented Step 1 only, agreed or tended to agree. 

Case studies and interviews, though, identified several issues with how MH-CoPES fits 

within broader quality improvement processes. There are a range of ways consumers 

can feed back to services—through complaints and comments processes, Official 

Visitors, consumer advocates and consumer workers. This is not in itself problematic 

because these all serve different purposes, but the processes need to be differentiated, 

so they are not confused. Also, these processes collect data that could usefully inform 

MH-CoPES action planning, but services do not seem to be bringing the range of data 

sources together in action and change or feeding action plans developed as part of MH-

CoPES into other processes in which these other data sources are used to identify 

improvements.  

The fact that services can use MH-CoPES implementation to meet consumer 

participation requirements under the National Standards and EQuIP5 has facilitated 

support for the Framework, but not all services have made this connection, and MH-

CoPES action plans do not seem to be systematically connected to broader quality 

improvement processes, including improvement plans developed as part of EQuIP5. 

Integration with broader quality improvement seems to vary across LHDs. One service 

commented that the process is a bit separate from others because it is NSW CAG- rather 

than LHD-driven. 

The other issue is that MH-CoPES is not the only questionnaire being implemented to 

collect data on consumer perceptions in mental health services: services are also 

required to implement the NSW Health Patient Survey and some services and networks 

have continued implementing  locally-designed consumer questionnaires. While local 

questionnaires collect different information to MH-CoPES and services may see them as 

more useful than the MH-CoPES questionnaire, having multiple questionnaires creates 

an added burden on consumers and this, combined with other data collection 

requirements, may lead to questionnaire fatigue. 

                                                        
18 Source: Q37 Mental health service survey. Only respondents that had implemented at least one step of the Framework were asked 
this question (n=84). For some items, some of these answered ‘don’t know’ or did not respond. 31% tended to disagree and 13% 
disagreed. 
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Some services have also established their own regular feedback meetings to listen and 

respond to consumer concerns. While these are different to MH-CoPES because they do 

not use systematic data and focus on more immediate concerns, the two processes may 

be seen as overlapping if they are not clearly differentiated. 

These issues are important because of the evidence around the importance of 

integration of quality improvement into regular processes. The World Health 

organisation’s Mental Health Policy and Service Guidance Package stresses the 

importance of integration of quality improvement into the management and delivery of 

services (2003), and the Victorian Department of Human Services’ Strengthening 

consumer participation in Victoria’s public mental health services: Action Plan (2009) 

describes lack of integration of consumer participation within formal service planning, 

delivery and evaluation processes as a barrier to participation. 

5.5 Accountability for implementation 

While just under three-quarters of services that had begun implementing MH-CoPES and 

responded to the survey agreed there are effective accountability structures in place for 

MH-CoPES, more of these tended to agree (42%) than agree (30%).19 Case studies and 

interviews identified a lack of accountability for MH-CoPES implementation as an issue.  

Views about appropriate structures were, however, somewhat conflicting. Some 

suggested MH-CoPES needs to be mandatory or attached to Key Performance Indicators 

(KPIs) to ensure implementation, but others identified having KPIs on minimum 

response rates to voluntary questionnaires as problematic. There was, however, a 

higher level of agreement about the need for some oversight of action planning and 

implementation from the LHD level.  

Some SWIC representatives have already taken somewhat of an oversight role, 

monitoring response rates and following up with services or supporting the 

organisation of action and change sessions. One had taken to ‘naming and shaming’ 

services with low response rates and this had worked to maintain higher response rates 

in the LHD. But other representatives noted they lacked the authority to drive change. 

While there has been strong support from senior levels within mental health to date, at 

least one SWIC representative suggested a need for a stronger drive for, and position 

dedicated to, MH-CoPES within mental health. 

                                                        
19 Source: Q12 Mental health service survey. Only respondents that had implemented at least one step of the Framework were asked 
this question (n=84). Some of these indicated they did not know (n=7) or did not respond to the question (n=3). 23% tended to 
disagree and 5% disagreed. 
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6. Step 1: Data collection 

 

6.1 Implementation of Step 1 

Evidence suggests most services 

have now implemented Step 1 of 

the Framework. Only six 

services that responded to the 

survey had not implemented 

Step 1; these were all 

community mental health 

services. They identified a lack 

of capacity and resources, a dedicated position to implement the Framework or a 

consumer worker or a consumer participation coordinator to support implementation 

as key barriers, as well as receiving insufficient support or training. One of these 

services is in an LHD that has staged rollout, and had not yet been directed to begin 

implementation.    

6.2 Perceptions of the questionnaire tool 

While most services that had begun implementing the Framework and responded to the 

survey agreed that their staff believe the questionnaires collect useful information for 

service quality improvement, most only tended to agree and a significant minority said 

their staff think the questionnaires need additional items to inform service quality 

improvement (see Table 10). Also, most only tended to agree that the questionnaires 

produce reliable data and a significant minority did not think most consumers can easily 

complete the questionnaires. 

Attributes of success for Step 1 
 Staff and consumers perceive questions as relevant, i.e. they capture key information to inform quality 

improvement  

 Questionnaires tested for validity and reliability; staff perceive questionnaire as credible  

 Consumers can understand and complete the questionnaire/ receive support as needed 

 Services have an appropriate distribution process in place for their context and consumers (face-to-face is 
generally preferable) 
o explains full MH-CoPES process and how data is used 
o reaches all relevant consumers 
o maintains confidentiality 

 Consumers take up the opportunity to contribute and return questionnaires 

 Services have a system for monitoring return rates and develop strategies to boost returns as needed 

93% of service survey respondents reported 
undertaking Step 1. 
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Table 10. Services’ perceptions of the questionnaire 

Aspect of Step 1 n Agree Tend to 
agree 

Tend to 
disagree 

Disagree 

Our staff believe the questionnaire items collect 
useful information to inform service quality 
improvement 

73 27% 53% 14% 6% 

Our staff believe the questionnaire needs additional 
items to adequately inform service quality 
improvement 

61 15% 16% 46% 23% 

The current questionnaire produces data that is 
credible 

68 21% 52% 22% 6% 

Most consumers can easily complete the 
questionnaire 

72 27% 38% 24% 13% 

Source: Q16 Mental health service survey. 

* Only respondents that had implemented at least one step of the Framework were asked this question (n=84). Some of these 
indicated they did not know or did not respond to certain questions.  

While a few interviewees considered the questionnaires simple enough and user-

friendly, on the whole the consultations raised significant issues with the 

questionnaires. These include: 

 their suitability for consumers of  acute services, rehabilitation services and long-
term inpatient units 

 issues with particular items and how they can or should be interpreted 
(particularly, ease of seeing a doctor and privacy of information) 

 overlapping items 
 relevance of items for services’ needs in identifying quality improvements  
 the complexity of the language 
 the length 
 the amount of information on the front page 
 the reliability and validity of the data they produce 
 the lack of rich data to enable interpretation of why an item is identified as needing 

lots of improvement 
 the framing of questions from a deficit perspective. 

It seems also that some consumers may be misinterpreting the traffic light scale, as 

some questionnaires have been returned with positive qualitative comments but many 

items are identified as needing lots of improvement. 

Services also identified a need for translated questionnaires for CALD consumers. One 

staff member said one CALD consumer had misinterpreted the scale, associating the 

word ‘lots’ with good, rather than needs ‘lots of improvement’. 

Additionally, some services have continued to distribute old versions of questionnaires 

and some have confused inpatient and community mental health service versions. 

However, efforts have been made to visually differentiate the latest versions, and these 

issues are occurring less often. 
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Stakeholders suggested the need for changes to certain items or the need for additional 

items (in particular items with a recovery focus and aligned with the National Mental 

Health Standards), different versions for short- and long-term patients, and clearer 

visual differentiation between versions for inpatient units and community mental health 

services to prevent confusion between them.  

6.3 Questionnaire distribution 

While the intention was for services to distribute the questionnaires to consumers face-

to-face on discharge and annually for long-term consumers, not all services have found 

this approach feasible, particularly as there were not additional resources for consumer 

workers to support the process, as initially planned.  

In practice, services have used different and, in some cases multiple, approaches to 

distribution. While some services have had success with embedding questionnaire 

distribution in their existing processes, not all services have done this. Staff from one 

service said that questionnaires can sometimes be forgotten because they are not 

mandatory like other data collection processes. 

Generally, services that had begun implementing MH-CoPES and responded to the 

survey agreed that most of their consumers at an appropriate stage are given a chance 

to complete a questionnaire, though as many tended to agree (44%) as agreed (46%).20  

Inpatient units have, on the whole, found the distribution processes easier because they 

have a ‘captive audience’ when distributing questionnaires.  

In both inpatient units and community services, though, there are some concerns about 

the potential conflict of interest involved in having staff distributing and supporting 

consumers to complete questionnaires. There are also concerns that when staff 

distribute questionnaires they do not always provide sufficient explanation of the MH-

CoPES Framework processes or offer support if needed. And there were some 

differences of view about the most appropriate and most feasible modes and timing of 

distribution. 

Table 11. Survey distribution 

Approach  Comments 

Mode  

Face-to-face 

On the whole, face-to-face distribution seems to be easier for inpatient units than 
community mental health services, although some community mental health services 
have distributed questionnaires in waiting rooms. 
The strengths of this approach are that it makes it easier to explain the process to 
consumers and offer support if needed. If services have a locked box for returns and 

                                                        
20 5% tended to disagree and 5% disagreed that most of their consumers who are at an appropriate stage are given a chance to 
complete a questionnaire. 
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Approach  Comments 

mail questionnaires on consumers’ behalf, this can also prevent questionnaires being 
forgotten or lost. 
Some services have tried distributing questionnaires face-to-face in groups. This 
approach might make it easier to ensure that consumers who need it get support to 
complete the questionnaire and enable services to address issues as consumers raise 
them. However, it can be difficult to get consumers to attend and some consumers 
may be reluctant to complete questionnaires in a group environment (particularly 
given concerns about privacy). 

Mail  

Some community mental health services have seen mail-outs as the only real option. 
However, these are costly and, in some cases, have resulted in low or no returns. 
Mail-outs can also be problematic for consumers with paranoia or concerns about 
how their data is used. 

Timing  

On discharge 

Distribution around the time of discharge is seen as appropriate because by this time 
consumers are at a more stable stage of their recovery journey and able to provide 
feedback based on their whole experience with a service. 
Distribution on discharge has also enabled some services to better embed MH-CoPES 
in their processes by including questionnaire distribution on discharge checklists. If 
consumers complete the questionnaire before they leave the service, services can 
also mail them on their behalf, preventing them being forgotten or lost. But this 
approach has not guaranteed a high response rate. 
Some stakeholders, particularly consumers, indicated that distribution on the day of 
discharge may not be the most appropriate time because this is when consumers are 
focused on going home and when they are given a range of other paperwork. It may 
also mean they miss out on support from a consumer worker if one is not around at 
the time. These stakeholders suggested distribution a few days prior to discharge or 
in discharge planning groups, so consumers have time to reflect on the questionnaire 
and receive support if needed. 

Annual or biannual 
blitzes 

If questionnaires are distributed in blitzes, services can focus on questionnaire 
distribution for a set period. If the blitz is annual, it is less demanding on consumers 
and service staff, but it also means that the service does not receive an MH-CoPES 
report for one six-month reporting period each year.   

Continually 
available 

Some services have made questionnaires continually available in stands in waiting 
rooms or common rooms in wards. No particular strengths were identified with this 
approach. There was some concern, though, that having questionnaires continually 
available in inpatient units may mean consumers use the questionnaire to air a 
grievance at a particular point in time rather than to provide general feedback on an 
entire service experience. It may also mean consumers complete multiple 
questionnaires about the one service contact. 

Who21  

                                                        
21 Source: Q14 Mental health service survey. Only respondents that had implemented at least one step of the Framework were asked 
this question (n=84). Four of these did not respond to the question. Percentages total to more than 100 because multiple responses 
were allowed. 
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Approach  Comments 

Clinicians 

Clinicians are involved in Step 1 in 79% of services that are implementing Step 1 and 
responded to the survey.  
There were some issues raised with involving staff in questionnaire distribution 
because of competing workloads and priorities; one stakeholder said that staff may 
still not see questionnaire distribution as their role because the initial plan was for 
consumer workers to distribute questionnaires. 
Also, some stakeholders identified concerns with clinical staff distributing and 
supporting consumers to complete questionnaires as consumers are being asked to 
comment on the support these staff have provided. There were some concerns about 
clinical or nursing staff not providing an adequate explanation of the questionnaire 
and MH-CoPES Framework processes when distributing questionnaires or offering 
support if needed. There was also a concern that some consumers may fear staff will 
read their responses if staff ask them to complete the questionnaire. However, some 
services do not have a consumer worker to support implementation as an 
alternative. 

Manager/ team 
leader/ NUM 

Managers are involved in Step 1 in 58% of services that are implementing Step 1 and 
responded to the survey. This may mostly be in an oversight capacity as few 
stakeholders mentioned managers involved in questionnaire distribution. Although 
one did mention one manager in a community mental health service receiving a good 
response by giving up a week to sit in the waiting room distributing questionnaires 
and supporting consumers to complete them. 

Administrative staff 

Administrative staff are involved in Step 1 in 31% of services that are implementing 
Step 1 and responded to the survey. Administrative staff have supported mail-outs 
and, in some cases, direct distribution. One LHD identified having had success with 
administrative staff supporting mail-outs and asking consumers that come to 
reception to complete questionnaires. However, one interviewee was concerned 
administrative staff do not follow-up with consumers and explain the process if a 
consumer declines a questionnaire, while a consumer worker would. 

Consumer workers  

Consumer workers are involved in Step 1 in 37% of services that are implementing 
Step 1 and responded to the survey. 
Stakeholders identified a range of benefits of having consumer workers distributing 
questionnaires (as in the research literature on consumer distribution versus staff 
distribution), in particular that they can relate to the consumer experience, build 
trust and rapport, and are a step removed from the service consumers are being 
asked to comment on, so consumers can feel comfortable providing honest feedback. 
Some interviewees suggested consumers are more likely to respond if asked by a 
fellow consumer. However, not all LHD representatives or services saw it as 
necessary to have consumer workers distribute questionnaires. 
Stakeholders also identified difficulties relying on consumer workers to distribute 
questionnaires as they work part-time, sometimes across services, and have other 
competing priorities. 
One service identified some initial issues with external consumer advocates coming 
in and distributing questionnaires to consumers at an inappropriate stage of their 
recovery because they had not consulted with staff or management, but they had 
since resolved the issue.  
One consumer worker described questionnaire distribution as having had a negative 
impact on consumer workers’ relationships with consumers: consumers see them as 
the people with clipboards rather than the people there to support them. 

Explanation  

 
About three-quarters of services that had begun implementing MH-CoPES and 
responded to the survey said that consumers receive an explanation about the MH-
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Approach  Comments 

CoPES Framework and how the questionnaires contribute to it when they are asked 
to complete a questionnaire (34% agree and 40% tend to agree).22 
Case studies and interviews, though, identified concerns that not all consumers 
receive an explanation of the whole MH-CoPES Framework when asked to complete 
a questionnaire; not all staff have a good understanding of the whole process 
themselves. Stakeholders stressed that how the questionnaire is introduced and 
explained to consumers has an important impact on uptake. One consumer said they 
did not complete the questionnaire the first time they were asked to because it 
wasn’t explained, but when a consumer worker approached them to complete the 
questionnaire and explained the process they were interested in completing it. 

Support  

 

Most services that had begun implementing MH-CoPES and responded to the survey 
said their service is able to provide support to complete the questionnaire to those 
consumers who need it (47% agree and 43% tend to agree).23 
However, case studies and interviews identified some concerns that not all 
consumers are offered support. While some community mental health services said 
their consumers were generally at a stage at which they would not need support, 
interviewees identified concerns, including consumers having literacy issues or 
issues with vision associated with medication. Some also noted the language used 
and the wording of certain items can make it hard for consumers to complete the 
questionnaires alone. As noted above, there were also some concerns about staff 
providing support. 

 

At the state and LHD level, the variability in questionnaire distribution makes it hard to 

use data for comparisons across services. At the service level, simultaneous use of 

multiple approaches may be compromising data quality and frustrating consumers 

asked to complete a questionnaire more than once a year. While the differences between 

services suggest some arguments for flexibility in implementation, there is also a strong 

argument for more consistent approaches to ensure data quality. 

6.3.1 Alternative modes of distribution 

Some stakeholders suggested online versions of the questionnaires might be useful to 

boost response rates and enable real-time tracking of data, although they also identified 

that not all consumers in community settings would have access to a computer or the 

Internet and that ensuring access could be difficult in inpatient units because they have 

restrictive policies around Internet use. Also, not all stakeholders were convinced an 

online version would be more appealing to consumers than a paper version. 

If online versions were available, there would be a need to ensure consumers can 

complete only one, not multiple questionnaires and to address implications for 

confidentiality if services can access data directly. 

                                                        
22 20% of services tended to disagree and 7% of services disagreed that when asked to complete a questionnaire consumers receive 
an explanation about MH-CoPES and how the questionnaires contribute to it. 

23 8% of services tended to disagree and 3% disagreed their service is able to provide support to complete the questionnaire to those 
consumers who need it. 
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6.4 Consumer response to the questionnaires 

Slightly fewer than half the services that had distributed questionnaires and responded 

to the survey disagreed (15%) or tended to disagree (33%) that most consumers asked 

took the opportunity to complete a questionnaire.24  

It is not possible to calculate exact response rates to the MH-CoPES questionnaires 

because of the different and multiple distribution processes in place, but InforMH has 

estimated response rates based on intended distribution, using health information 

exchange data. For the most recent 12-month period, the estimated average response 

rate for NSW was 17% for inpatient units and 4% for community services, which is 

below the second year implementation phase targets of 20% for inpatient units and 

10% for community mental health services. At the LHD level, the minimum response 

rate for inpatient units was 3% and the maximum was 40%, and the minimum response 

rate for community mental health services was 0% and the maximum was 11%.  

Case studies and interviews raised significant issues with low returns. Some strategies—

including monitoring return rates, employing more consumer workers and embedding 

distribution in regular processes—have boosted response rates in some LHDs and 

services, but rates generally remain quite low. 

One suggestion from consumer workers was to include an item on the questionnaire for 

consumers who choose not to complete the questionnaire to indicate why. This would 

enable services to better track response rates and identify if issues with take-up related 

to how the questionnaire is being distributed or to consumer preferences. 

Another difficulty has been in getting a critical mass of returns for six-monthly reports in 

smaller services. For this reason, some services have been combined for reporting 

purposes. However, one service we spoke to that had received network level (rather 

than individual) reports said not having data specific to their service has prevented 

them from using the data for feedback and action planning. 

6.4.1 Consumer interest in completing the questionnaires 

Interviewees had differing views about whether consumers are generally interested in 

completing the questionnaires. While we had limited direct input from consumers, those 

we spoke with said they were interested in completing the questionnaire. Consumers 

and consumer workers, though, emphasised that consumers would need to understand 

the purpose of the questionnaires and how the information would be used, to show an 

interest. Consumers and consumer workers also noted that concerns about 

confidentiality of data, if not addressed, might deter some consumers from completing 

questionnaires. 

                                                        
24 Source: Q16 Mental health service survey. Only respondents that had implemented at least one step of the Framework were asked 
this question (n=84). Some of these indicated they did not know or did not respond to certain questions. 21% tended to disagree and 
31% disagreed. 
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Some consumers said that consumers may not be interested in completing another form 

when coming out of a period of being unwell. Some staff from community mental health 

services said their consumers do not want to focus on their service experience but on 

getting well, so may not be interested in the questionnaires. A staff group from an 

inpatient unit said that people come there to get treatment and have other things to 

focus on, so may not be interested in the questionnaires. 

One consumer worker and a group of service staff also noted questionnaire fatigue may 

be an issue because consumers are asked to fill in a lot of forms. The manager from one 

inpatient unit said some consumers complete the questionnaires without really 

engaging with them, just to get them out of the way. 

Some staff raised issues about who might be interested in completing the questionnaires 

and their motivations. One said they think those most inclined to complain would be the 

ones to complete the questionnaires. 

Some consumers and a consumer worker also indicated that some consumers may 

prefer to provide feedback verbally, rather than on paper. 

6.4.2 Consumer capacity to complete the questionnaires 

While we have very little direct feedback from current consumers on difficulties in 

completing the questionnaires, feedback from consumer workers and staff who have 

been supporting consumers to complete questionnaires suggests there are some issues. 

Some of these relate to the questionnaires themselves—to the level of language used, 

certain question wording or the length— and some relate to particular consumers’ 

issues with literacy or vision (associated with medication) or language (for consumers 

from a non-English speaking background without translated versions).  

There was also feedback from consumer workers that consumers in certain service 

types, particularly long-term inpatient units and acute services, may find the 

questionnaires harder or more overwhelming. 

Some services were concerned that some consumers would be too unwell to complete 

the questionnaires. Some staff were concerned that consumers would provide negative 

feedback when unwell but would not have the same view at a later stage. There was also 

some concern that consumers may use the questionnaires as a tool to vent a particular 

issue rather than to provide feedback on their whole experience with the service. One 

consumer we spoke to also felt that, while the process was important, it would collect 

some ‘wild’ data. 
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Learnings from data collection with consumers in other contexts 
Capturing perceptions not satisfaction 
The research literature shows a range of issues with using surveys based on a satisfaction construct to understand 
consumer perspectives. These surveys have found consistently high levels of satisfaction while interviews with the 
same consumers have found lower levels of satisfaction. Global ratings of satisfaction positively skew results and 
limit utility of data for service planning and improvement. The relationship between expectations and satisfaction 
is complex and consumers may describe experiences as negative but not evaluate a service as poor (NSW CAG, 
2004; Victorian Department of Human Services, 2005). A review of consumer survey implementation in Victoria 
found that rating satisfaction had minimal impact on service quality improvement, while consumer and carer 
experience of mental health services provides concrete evidence that can be readily translated into meaningful 
service quality improvement activities (Victorian Mental Illness Awareness Council, Victorian Mental Health 
Carers Network and Department of Health, Victoria, 2010). The MH-CoPES questionnaires, Victorian survey and 
national survey were designed to measure perceptions. The Victorian and national surveys are also linked to the 
National Mental Health Standards. 

Who develops the data collection tools and measures 
The review of the literature undertaken by the NSW CAG project team identified that measures have often not 
been developed by consumers, based on issues relevant to consumers. The review identified this as problematic 
because consumers place importance on different aspects of services to other stakeholders, and because of the 
potential impact on satisfaction levels. One study found lower satisfaction levels with a consumer-developed 
survey than a professionally-developed one (NSW CAG, 2004). Another study noted that service users involved in 
UFM argue that when they set the questions, conduct the interviews and compile the reports, the outcome is more 
interesting to other consumers and has a more powerful impact on service providers (Weinstein, 2006).The MH-
CoPES questionnaires, Victorian survey and national survey all had consumer and service input into their 
development. 

Quantitative versus qualitative data collection 
While consumer surveys have been widely implemented, some research suggests questions have remained about 
their reproducibility, reliability and validity (Patwardhan and Patwardhan, 2009). The review of the literature 
undertaken by the NSW CAG project team identified the importance of having some qualitative items as well as 
closed-response items in surveys because they can help to more clearly identify improvements (NSW CAG, 2004). 
Another study indicated that adding some open-ended items to surveys can increase the opportunities for 
consumers to register dissatisfaction appropriately and identify areas for possible improvement (Patwardhan and 
Patwardhan, 2009). The new national survey includes two qualitative items. 

Survey distribution and uptake 
Service user administrators may be preferred to staff administrators. Also, studies have shown lower satisfaction 
with consumer-administered than staff-administered surveys (NSW Department of Health, 2006). But some 
research indicates administrator bias can be reduced by reducing the ‘professional distance’ or balancing the 
power between service users and service providers (Victorian Department of Human Services, 2005). 

The Queensland experience  
The review of Queensland’s consumer survey trial, which used the US-developed MHSIP consumer surveys, found 
that handing out surveys achieved a higher response rate than random sample mail-outs.  

The trial outlined preferences for who distributed questionnaires: 1) consumer and carer consultant/ consumer 
liaison or administrative staff, 2) a clinician not providing direct care to the consumer, 3) a clinician providing 
direct care to the consumer. In practice, though, surveys were distributed differently and the Queensland trial 
found less evidence than others that who offers the survey impacts on the response rate.  

Response rates varied across services and were not as high as expected, in part because opportunities to distribute 
questionnaires as per the initial protocol were fewer than expected. The review also found that anonymity was 
important to most survey respondents, and that belief the information would be used was important to 
consumers’ willingness to complete a survey.  

There were difficulties with the protocol, which aligned distribution with regular collection of outcomes data, and 
it was changed. The experience suggested no single collection occasion (for example review or discharge) was 
appropriate for all populations; there was some evidence that discharge may not be the most appropriate time to 
survey consumers in extended treatment and ambulatory services. Managers identified difficulties with routine 
data collection, including how resource intensive it is, and generally favoured a snapshot approach.  

Inconsistencies in distribution made it difficult to use data for benchmarking or broader planning and policy 
development. The recommendations from the trial were that data be collected on a regular, not routine basis and 
surveys be offered face-to-face to ensure high response rates (Queensland Government, 2009). 

The Victorian experience  
The review of the 2003/04 Victorian surveys of consumer and carer experiences of public mental health services 
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identified two options for a survey framework for consideration: the first, consumer and carer led and the second, 
service managed. These approaches were not seen as mutually exclusive because both require partnerships 
between consumers, carers, service providers, peak bodies and the Department.  

The distribution period included some central support to services. The review found that where consumer and 
carer consultants, as well as service managers, team leaders and case managers, were actively involved in survey 
planning the response rates were higher, and that the greatest benefits occurred where stakeholders came 
together to coordinate and facilitate survey implementation locally. 

Response rates varied substantially between services for a range of reasons, including lack of commitment to and 
ownership of the process, distribution of fewer than intended questionnaires, limited resources, issues with mail-
outs and failure to distribute reminders, the limited time for planning, and issues with the formatting and language 
of questionnaires.  

The 2003/04 data collection used a combination of mail-out mail-back semi-structured questionnaires, and focus 
groups and individual interviews (conducted by consultants) in some sites. Services had to meet the postage costs 
of all mail-outs except for survey returns from consumers and carers, which were reply paid to the consultants. 
Some services found the postage costs burdensome. 

The review suggested that to encourage the diversity of consumers and carers to participate and reflect recovery-
oriented participation, questionnaires should be used as schedules for individual interviews and focus groups 
conducted by consumers face-to-face or by telephone, and that written questionnaires should be made available 
for those who prefer them. Service staff could also hand out written questionnaires at regular intervals to provide 
greater opportunities for, and diversity of, consumer and carer participation, avoid duplication of effort and 
resources, and provide more regular feedback. 

Having multi-method recruitment approaches achieved higher response rates but the impact on survey bias was 
unclear. The review indicated that sampling and recruitment protocols should promote a consistent approach 
between services while allowing some flexibility to fit local consumer and carer availability, needs and 
preferences, and that recruitment methods should be linked to existing processes for engagement within services 
but also increase opportunities for participation. 

The review suggested that the survey be conducted every six to 12 months to balance the amount of time and 
resources required with the benefits of providing a mechanism for regular feedback on consumer and carer 
experience. The review also suggested that local services have the opportunity to add some service-specific items 
to questionnaires (Victorian Department of Human Services, 2005). 

Reaching particular consumer groups 
Queensland’s experience with the MHSIP questionnaires suggested these were generally appropriate, but there 
would be a need to consider their applicability to extended treatment settings and adapted versions are needed for 
use with CALD and Aboriginal consumers (Queensland Government, 2009). 

Victorian studies have indicated the most appropriate way to obtain feedback from consumers and carers from 
CALD backgrounds is to use bilingual interpreter-facilitated telephone or face-to-face interviews based on the 
issues underpinning the questionnaire. Alternative sampling methods through cultural networks and groups, and 
providing opportunities for self-completion of translated questionnaires might also be appropriate (Victorian 
Department of Human Services, 2005). 

Feeding back and acting on information 
Both the Queensland and Victorian reviews identified the importance of timely feedback of data (Queensland 
Government, 2009 and Victorian Department of Human Services, 2005). The Victorian review also identified the 
importance of acting on findings. 
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Case study A: community mental health service at Step 1 
Service A is a community mental health service with both short- and long-term consumers. They do not have 
regular access to a consumer worker.  

Prior to the introduction of the MH-CoPES Framework, the local service network had established its own quality 
improvement processes—including surveys of consumers, carers and staff—which it has continued to 
implement.  

The service received some resources when the Framework was first introduced. But staff we interviewed had 
not seen the updated resource pack or DVD or received support from NSW CAG liaison officers. The LHD, though, 
had run a mandatory session on MH-CoPES. 

LHD management has encouraged Framework implementation and has set a minimum return rate for MH-CoPES 
questionnaires as a key performance indicator, but the manager and staff see this as problematic because 
completion of the questionnaires is voluntary.  

The service has a designated MH-CoPES champion who has encouraged questionnaire distribution. While they 
have made the questionnaires available to consumers at any time in a rack in their main room; have had staff 
offer the questionnaires to consumers at individual appointments and on discharge; have tried distribution in a 
blitz period; and have mailed questionnaires back for consumers, they have had low response rates. Staff do not 
think the problem is related to having staff (rather than a consumer worker) distribute the questionnaires or to 
not specifically offering consumers support to complete the questionnaires because their consumers are 
generally at a stage when they are quite well and do not have literacy issues, so they do not really need support 
to answer the questionnaires.  

The problem the service has identified is that some consumers are not interested in completing the 
questionnaires. Staff think this is because there are demands on consumers to complete other paperwork and 
consumers want to focus on getting well, not on their experience of being unwell. The manager and staff think 
distribution once a year for long-term consumers and on discharge would be reasonable.  

It also seems that some questionnaires that have been returned are not turning up in reports from InforMH, as 
the number of responses shown has been lower than the questionnaires they have sent in. The service is also 
concerned about the timeliness of the reports and that reports are only at the network, not individual service, 
level. They would be happy to feed back the MH-CoPES findings to consumers—for example, through group 
afternoon teas and posters—if they had responses and reports specific to their service.  

To implement the action and change step, the manager and staff said they would need the questionnaires to have 
some more relevant items, particularly around satisfaction with service delivery. They also noted that there 
would be some issues beyond their individual service’s capacity to address—for example, if there were high 
rates of dissatisfaction with ability ‘to see a doctor when I need one.’ 

The service manager and staff think their locally-designed surveys give them more relevant information for the 
purpose of service quality improvement than the MH-CoPES questionnaires. The reports produced on findings 
from the locally-designed surveys are also more relevant for use in service quality improvement because these 
are specific to the service, while MH-CoPES reports cover all services within the local network, including 
inpatient units.  

They were initially hopeful about the potential of the Framework to support service quality improvement. 
However, at this stage, they have seen an impact on staff workloads but not on quality.  

The manager suggested an online tool could help boost response rates and enable services to track and respond 
to data in an ongoing way. While services having direct access to raw data may cause concerns about 
confidentiality, this manager thought it was important to have direct comments from consumers to understand 
what people really think.  
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Case Study B: inpatient unit at Step 1 
Service B is an inpatient unit, which has access to a consumer worker only once a month. They have 
implemented Step 1 of the MH-CoPES Framework and received some reports but not yet fed back data to 
consumers. 

As well as MH-CoPES, the local mental health service network has its own consumer surveys, distributed on 
discharge in two snapshot periods per year, morning consumer meetings, which consumers can use to raise 
issues, and the standard complaints process.  

Initially, a NSW CAG liaison officer visited the hospital to explain the MH-CoPES Framework purpose and 
processes to managers and staff and provide the MH-CoPES manual. Since then, the liaison officer has been 
available to provide support over the phone if needed. The service manager said that the manual was a good 
resource to refer back to and that the training was well-delivered and raised awareness and understanding of 
the process among staff and increased engagement. But the training was a while ago now and the manager is not 
sure if other managers or staff refer back to the manual and thinks some staff lack an understanding of the 
process, particularly because of the high staff turnover.  

The staff we spoke to—who had been with the service for between 6 months and 3 years confirmed the 
manager’s view. They were informed about their role in distributing questionnaires when they joined the service 
and understand the intention to collect data to improve the service, but do not have a clear understanding of the 
whole process. They are, though, supportive of the questionnaires as a way for consumers to voice the issues 
they have raised with them but that they have no power to address. 

The manager suggested quarterly in-services on the MH-CoPES Framework would help ensure a consistent 
understanding through staff turnover, and a key contact in the NSW CAG for each service would also be useful. 
She was concerned that without NSW CAG’s role, there will be no education, which means staff will not 
understand the purpose of the MH-CoPES Framework and will not engage with it. 

Staff distribute the questionnaires because they do not have access to a regular consumer worker to support the 
process. They began distributing the questionnaires on discharge, but were getting low response rates. When 
they asked consumers why they were not completing the forms, many said they had either given up because the 
questionnaires were too long or had simply forgotten about them. The length of the questionnaire was beyond 
the service’s control to change, so they introduced a change that was in their control: a locked box for consumers 
to return their questionnaires before leaving the unit. Response rates have since improved. Staff said the locked 
box has helped not only because it prevents the questionnaire being forgotten when consumers get home but 
because it gives consumers confidence their responses will be confidential. However, staff said that a lot happens 
at the time of discharge and completing the questionnaire might not be a high priority for a consumer at this 
time. Also, they have a high number of CALD consumers who might find it difficult because the questionnaire is 
not available in any community languages.  

It also seems there are still some issues with not everyone getting a full explanation of the questionnaires, what 
they will be used for, and why they are important when asked to complete them. The manager thinks it would 
help to have a consumer worker distribute the questionnaires because they understand what it is like to be a 
consumer and can explain the questionnaire in a way that encourages consumers to complete it. In terms of staff 
distribution, those in the longer-term wards have more time to distribute the questionnaires. 

The Clinical Governance Coordinator receives the MH-CoPES reports and the information is fed to managers at 
Clinical Governance Council meetings, but these are not always held frequently or well-attended. Also, MH-CoPES 
is not always on the agenda and, when it is, they discuss the data but not how it will be used to improve services. 
The manager believes that senior management have processes in place to act on the data but these are not fed 
back to service managers.  

The manager has received only one report early in the implementation period. The delayed reporting has meant 
they could not use MH-CoPES data in the service accreditation process. Also, the data the manager has seen was 
at the LHD and not the service level, which is useful for senior management but not for individual services. They 
do not receive individual service level feedback from their local network survey either.   

While the manager has not received a directive from management to share the data with staff, they feed back the 
data they receive to their staff at meetings, though this is difficult because of the lack of data and level at which it 
is reported. The staff we spoke to had not had any feedback and were frustrated by this because they were 
supporting consumers to get their voices heard but they were not really being heard. These staff think a staff 
meeting to hear the feedback might be a bit too much of a demand, but an email would be good. Staff are also 
keen for an opportunity to contribute to action planning from the ground up. 

They do not currently have a way of feeding data back to consumers but, if they received a service-level report, 
they could feed this data back in their morning meetings with consumers and use these as a  forum for action and 
change. Staff are concerned that consumers who responded to the questionnaires get feedback, so they know 
that they have been heard. 
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7. Step 2: Data analysis  

 

7.1 Implementation of Step 2 

For the first two years of implementation, InforMH 

has produced quantitative reports, and the NSW 

CAG has produced qualitative reports, for six-

monthly data collection periods at the state, LHD 

and individual service level for services with 

sufficient questionnaire returns. They have 

distributed these to LHDs, which are expected to 

pass them on to individual services. However, only 

a minority of services reported receiving 

quantitative or qualitative reports. Also, the 

significant delay in reporting was one of the main issues identified with the Framework 

and its implementation to date. 

7.1.1 Analysis and report development 

Quantitative and qualitative data analysis can only begin once all questionnaires have 

been scanned and data cleaned. This process has been complicated by services using the 

wrong codes and by some inpatient units distributing community mental health service 

versions and vice-versa. InforMH has also had to send some data back to the scanning 

service to address errors in scanning. 

While the quantitative analysis was originally outsourced, InforMH now manages this 

analysis and reporting in-house as part of its regular business. This has reduced 

difficulties and delays, but there are still problems with the database.  

MHDAO funded the NSW CAG to undertake qualitative reporting for the first two years 

of implementation (to September 2012). The NSW CAG qualitative team included a full-

time qualitative data analyst and two consumer analysts because the NSW CAG 

identified having consumers involved in each Framework step and having a consumer 

perspective in the interpretation of consumer data as important. The team established a 

thematic framework for the analysis that could be carried across and added to each 

reporting period, but there are some indications the framework was more complex than 

Attributes of success for Step 2 
 InforMH and NSW CAG produce reports for all services that returned questionnaires, all LHDs and  the state 

 Reports are completed within a reasonable timeframe after the data collection period ends 

 Report formats are appropriate so findings can be used to inform quality improvement 

 A key person/s in each service, LHD and MHDAO receives the reports and disseminates further as needed 

 Stakeholders perceive reports as accurate, reliable and useful 

 

32% of service survey respondents 
reported receiving quantitative reports, 
24% qualitative reports. Many services 
were unsure if they had received the 
reports. 
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necessary. The team included themes but not direct quotes in reports because of 

concerns about confidentiality. Qualitative data analysis is labour intensive, and while 

hiring more staff for a shorter time period could have sped up the analysis, there was 

some concern that finding and training staff could be difficult. Such an approach might 

be necessary, though, to improve the timeliness of reporting. 

Once developed, reports had to be signed off by MHDAO and the NSW CAG before they 

were distributed to LHDs, which would then distribute them to services. There were 

some delays in this process. 

7.1.2 Report distribution and receipt 

Not all services that have distributed questionnaires have received reports. Some 

services have not received reports because they have had insufficient questionnaires 

returned. Staff turnover and long delays in reporting may mean some of those 

responding to the questionnaire were not at their service when previous reports were 

released. Other services may not have received their reports from their LHD 

representative—case studies and interviews identified some uncertainty about who 

reports were supposed to be sent to and who they were actually being sent to. One SWIC 

representative had asked each service in their LHD to name a MH-CoPES champion to 

whom they could send reports. Other stakeholders suggested reports should be sent 

directly to managers and/or other key stakeholders in each service as well as LHD 

representatives. 

Monthly data on returns 

Once questionnaires have been scanned and data cleaned, InforMH has distributed excel 

files with monthly data on returns to LHDs to distribute to services. Only a minority 

(18%) of services responding to the survey that had implemented Step 1 reported 

receiving monthly data on returns; nearly one-third (30%) were not sure if they had 

received these. LHD representatives interviewed were more familiar with the monthly 

data on returns. 
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Table 12. Services receiving monthly return data 

Receiving monthly data n % 

Yes 14 18% 

No 41 52% 

Not sure 24 30% 

Total* 79 100% 

Missing 5  

Source: Q17a Mental health service survey. 

* Only respondents that had implemented at least one step of the Framework were asked this question (n=84).  

Quantitative reports 

Only just over one-third (37%) of services responding to the survey that had 

implemented Step 1 said they had received quantitative reports from InforMH; almost 

one-third (30%) were unsure whether they had received these.  

Table 13. Services receiving six-monthly quantitative reports 

Receiving quantitative reports n % 

Yes 29 37% 

No 26 33% 

Not sure 23 30% 

Total 78 100% 

Missing 6  

Source: Q18a Mental health service survey. 

* Only respondents that had implemented at least one step of the Framework were asked this question (n=84).  

Qualitative reports 

Slightly more than one-quarter (28%) of services responding to the survey that had 

implemented Step 1 said they had received qualitative reports; 41% were unsure 

whether they had (see Table 14). This is lower than the proportion that reported 

receiving quantitative reports, probably because not all consumers make qualitative 

comments.   
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Table 14. Services receiving  six-monthly qualitative data reports from the NSW 
CAG 

Receiving qualitative reports n % 

Yes 22 28% 

No 25 32% 

Not sure 32 41% 

Total 79 100% 

Missing 5  

Source: Q19a Mental health service survey. 

* Only respondents that had implemented at least one step of the Framework were asked this question (n=84).  

7.1.3 Timeliness of distribution 

With the issues encountered in data cleaning and analysis there have been significant 

delays in both quantitative and qualitative reporting, and many services do not feel they 

receive reports within a timeframe in which they are still useful for informing service 

quality improvement (only 7% agreed and 46% tended to agree).25 Case studies and 

interviews confirmed delays in reporting as one of the major concerns about the 

Framework and its implementation. The delays are significant because they have slowed 

momentum, frustrated services, and made planning for feedback and action and change 

difficult. Having ‘old data’ has also made staff question the relevance and usefulness of 

the information in reports.  

While some interviewees suggested reports be available one month after the data 

collection period ends, it is unlikely this would be feasible. Others suggested reports be 

available within three months, and this would be more achievable. 

7.1.4 Frequency of reporting 

Stakeholders had differing views about the ideal frequency of reporting. Some thought 

six-monthly reporting was reasonable, while others thought more frequent reporting 

would be useful as it would mean some consumers who completed questionnaires might 

still be engaged in the service and could participate in action and change and see the 

impact of their feedback. More frequent reporting would, however, be more resource-

intensive for services, and there are already concerns about the resources required for 

MH-CoPES implementation. Many services would not receive enough returns for more 

frequent reporting to be useful. Also, services have other ways for consumers to report 

more immediate concerns, such as complaints and compliments processes and 

consumer meetings, which MH-CoPES should remain distinct from. 

                                                        
25 Source: Q19d Mental health service survey. Only respondents who have received six-monthly quantitative or qualitative reports 
were asked this question. For each item, one respondent answered ‘don’t know’ and for the last item, one respondent did not provide 
an answer. 32% tended to disagree and 14% disagreed. 
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7.2 Perceptions of the reports  

Services that reported receiving reports were generally positive about the formats used 

and the information in them. However, significant concerns were identified with low 

response rates and confidence in the data. Some stakeholders also raised issues with the 

usefulness of the information in reports for qualitative improvement, related to issues 

raised with the questionnaires (see chapter 6).  

7.2.1 Monthly returns 

Of the small number of services that reported receiving monthly returns, all but one 

agreed or tended to agree they have used this data to keep track of their returns.26 LHD 

representatives mentioned using this data to keep track of response rates and follow-up 

issues with services. 

7.2.2 Quantitative and qualitative reports 

Both InforMH and the NSW CAG have revised quantitative and qualitative reporting 

formats, based on feedback from stakeholders. Revisions to quantitative reports were 

made to ensure they can be easily interpreted and are black-and-white print friendly. 

Revisions to qualitative reports were made to contextualise themes in terms of 

frequency and occurrence across services. While services had probably not seen these 

new formats when they answered the survey, the majority were positive about 

reporting formats (see Table 15). Most were also positive about the usefulness of the 

data for service quality improvement, but some services we spoke with raised concerns 

about the usefulness of the information collected in the questionnaires to inform quality 

improvement (see chapter 1). 

The main issue services responding to the survey identified with the quantitative 

reports was the sufficiency of returned data. Less than one-quarter of services felt their 

return rate was sufficient to make six-monthly reports useful for service quality 

improvement. Some stakeholders noted the importance and usefulness of qualitative 

data where low returns have made quantitative data statistically invalid. 

With the issues identified with data cleaning and analysis and the timeliness of reports, 

only just over half of services agreed that staff have confidence in the data, and most of 

these only tended to agree rather than agree. A couple of LHD representatives noted that 

the recalling of reports or monthly data had compromised trust in the data.  

                                                        
26 Source: Q17b Mental health service survey. Only respondents who indicated they received monthly return rates from the NSW 
CAG (n=14) were asked this question. One of these did not respond. 



Final report Evaluation of the MH-CoPES Framework 
 

64 
 

Table 15. Perceptions about reports 

  n Agree Tend to 
agree 

Tend to 
disagree 

Disagree 

O
ve

ra
ll

* 

Our staff have confidence in the quality of the 
data in our six-monthly reports 

28 4% 50% 39% 7% 

Our consumer response rate has been sufficient 
to make the six-monthly reports useful for 
informing service quality improvement 

29 14% 10% 38% 38% 

Q
u

an
ti

ta
ti

ve
^

 The six-monthly quantitative reports set out 
information so it is easy to identify strengths and 
weaknesses to feed back to consumers and staff 

28 36% 46% 14% 4% 

The information in six-monthly quantitative 
reports is useful to inform service improvement 

28 39% 43% 14% 4% 

Q
u

al
it

at
iv

e#
 The six-monthly qualitative reports set out 

information so it is easy to identify strengths and 
weaknesses to feed back to consumers and staff 

22 36% 59% 5% 0% 

The information in six-monthly qualitative 
reports is useful to inform service improvement 

22 46% 41% 14% 0% 

*Source: Q19d Mental health service survey. Only respondents who have received six-monthly quantitative or qualitative reports 
were asked this question. For each item, one respondent answered ‘don’t know’ and for the last item, one respondent did not provide 
an answer. 

^ Source: Q18c Mental health service survey. Only respondents that have received six-monthly quantitative reports (n=29) were 
asked this question. For each item, one respondent answered ‘don’t know’. 

#Source: Q19c Mental health service survey. Only respondents that have received six-monthly qualitative reports (n=22) were asked 
this question. For each item, one respondent answered ‘don’t know’. 

 

Some stakeholders also raised concerns about the usefulness of the data because of how 

consumers might be completing the questionnaires, for example, using them as a tool to 

vent particular issues.  

7.3 Central versus local analysis and reporting 

While there have been major issues with central data analysis and reporting, most 

services would not have the capacity to analyse their own data (62% agreed and 23% 

tended to agree).27 There is thus significant concern that no plans have been made for 

ongoing qualitative analysis since funding to the NSW CAG ended at the end of 2012. 

                                                        
27 Source: Q20 Mental health service survey. Only respondents that had implemented at least one step of the Framework were asked 
this question (n=84). Six of these answered ‘don’t know’ and five did not respond.11% of services that had undertaken Step 1 tended 
to disagree and 4% disagreed their service would not have the capacity to analyse their MH-CoPES questionnaires and generate 
reports if this was not done centrally. 
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8. Step 3: Reporting and feedback 

 

8.1 Implementation of Step 3 

Slightly more than one-third of 

services that responded to the survey 

had implemented Step 3. The main 

reasons for not implementing Step 3 

were insufficient questionnaire 

returns and not receiving reports.  

In most services that implemented Step 3 (85%), managers (or equivalent) were 

involved in this step; clinicians were involved in in 42%, consumer workers in 33%, 

consumer participation coordinators in 15%, and administrative staff in 6%.28 

Services have used their data to identify strengths and weaknesses to focus on feedback 

to consumers and staff, in a range of ways. The posters provided in the MH-CoPES 

resource kit were the most common method of communicating findings to consumers, 

while feedback to advisory committees or existing consumer groups is less common 

because not all services have these (see Table 16). One stakeholder we spoke with had 

used newsletters to reach consumers. 

                                                        
28 Source: Q22 Mental health service survey. Only respondents that indicated they implemented Step 3 (n=34) were required to 
answer this question. One of these did not respond to the question. Respondents could select more than one response so percentages 
do not total to 100%. 

Attributes of success for Step 3 
 Services and LHDs use reports to identify 3 strengths and 3 areas for improvement 

 Services have an appropriate process to convey feedback to consumers and staff in an accessible way  

 Staff at all levels and consumers are reached and involved 

 Feedback is in a format easily understood by consumers and staff 

 Feedback advises of options to contribute to Step 4 

38% of service survey respondents 
reported undertaking Step 3. 
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Table 16. Methods used to provide feedback to consumers on the strengths and 
weaknesses identified in MH-CoPES data  

Method n* (33) % 

The posters [templates provided in MH-CoPES resources] 16 49% 

Our consumer worker/s discusses feedback with consumers 13 39% 

Joint consumer and staff forum/ meeting 11 33% 

Existing consumer advisory committees/ consumer consultative 
committees, consumer network meetings [external to the service] 

9 27% 

Existing consumer groups within the service, e.g.  weekly 
consumer meeting 

8 24% 

Our consumer participation coordinator discusses feedback with 
consumers 

8 24% 

Other 0 0% 

Source: Q24 Mental health service survey. 

* Only respondents that had implemented Steps 1 and 3 of the Framework were asked this question (n=34). One did not respond. 

Respondents could select more than one response so percentages do not total to 100%. 

Staff meetings were the most common way of providing feedback to staff, though 

services had also used posters and emails (see Table 17). 

Table 17. Methods used to provide feedback to staff on the strengths and 
weaknesses identified in MH-CoPES data  

Method n* (33) % 

Staff meeting 28 85% 

The posters [templates provided in MH-CoPES 
resources] 

15 
46% 

Email 13 39% 

Existing quality committee 12 36% 

Joint consumer and staff forum/ meeting 10 30% 

Other^ 2 6% 

Source: Q25 Mental health service survey. 

* Only respondents that had implemented Steps 1 and 3 of the Framework were asked this question (n=34). One did not respond. 

Respondents could select more than one response, so percentages do not total to 100%. 

^The other method two respondents described was through a service development plan.  

There is literature that suggests the importance of using multiple and targeted 

communication methods to engage service providers, consumers and carers, and that 

survey findings can be effectively communicated through forums, networks, groups, 

websites, email, posters, brochures, newsletters, radio and press (Picker Institute, 2003 

in Victorian Department of Human Services, 2005). There are also indications from 
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some sources that it may be useful to segment target groups and tailor messages for 

staff in different roles, and consumers with differing characteristics (Agency for 

Healthcare Research and Quality 2003 in Victorian Department of Human Services, 

2005). 

8.2 Perceptions of the feedback process 

Among services implementing Step 3, there was a relatively high level of confidence that 

feedback is reaching most staff (18% agreed and 64% tended to agree), but a much 

lower level of confidence that feedback is reaching most consumers (9% agreed and 

38% tended to agree) (see Table 18). Services were more confident they are providing 

feedback in formats that are easily understood.  

It is of concern for the successful implementation of the Framework that about one-

quarter of services have not been advertising opportunities to contribute to action and 

change when feeding back to staff and consumers, because this is a missed opportunity 

to engage them in the process.  

Table 18. Services’ perceptions about Step 3 

 n* Agree Tend to 
agree 

Tend to 
disagree 

Disagree 

We are confident that the feedback reaches most 
current staff 

33 18% 64% 12% 6% 

We are confident that the feedback reaches most 
current consumers 

32 9% 38% 41% 13% 

We are confident that we provide feedback in a 
format easily understood by consumers 

31 32% 48% 13% 7% 

We are confident that we provide feedback in a 
format easily understood by staff 

33 42% 52% 3% 3% 

Our feedback processes advise of opportunities for 
staff and consumers to contribute to action and 
change (MH-CoPES Step 4) 

33 30% 46% 21% 3% 

Source: Q26 Mental health service survey. 

* Only respondents that had implemented Steps 1 and 3 of the Framework were asked this question (n=34). Of these, some 
respondents answered don’t know or did not respond to some items. 

Case studies and interviews confirmed difficulties reaching consumers, particularly for 

community mental health services whose consumers are dispersed in the community 

and focused on getting well and getting on with their lives. Similarly, inpatient units face 

difficulties reaching consumers who have exited into the community.  

One suggestion to better reach consumers was to include a tear-off slip on 

questionnaires for consumers to indicate their interest in receiving feedback; another 

was to post state-wide and potentially LHD-level reports on a central website. Some 
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consumers also indicated online feedback mechanisms could be useful, but that other 

approaches would still be needed as not all consumers have access to a computer or the 

Internet. Other suggestions from consumers included use of newsletters, more use of 

existing consumer meetings, feedback through consumer workers, and directly 

providing consumer advisory groups with reports. 

Case studies and interviews also identified some difficulties in reaching staff. With 

rostered shifts, not all staff attend meetings at which findings are presented, and 

findings must compete for attention with the many other communications to mental 

health staff. Staff who had not received feedback expressed frustration with the process. 

Given different preferences among both staff and consumers, continuation of multi-

method communication processes will be important. 
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9. Step 4: Action & change 

 

9.1 Implementation of Step 4 

Just under one-quarter of services that 

responded to the survey said they had 

implemented Step 4.29 A higher proportion 

of inpatient units (32%) had completed all 

four steps than community mental health 

services (18%). 

For services that reached Step 3, the main 

reasons for not implementing Step 4 were 

other work commitments and priorities. 

Services also mentioned issues with implementing Step 4 related to issues with Steps 1 

and 2, particularly low response rates and ‘out-of-date’ data. Some interviewees said the 

information resources had made the action and change process seem more complicated 

than it is. 

Managers or equivalent were involved in action and change in most (86%) services 

implementing this step, clinicians in about half (52%), consumer workers in 38%, 

consumer participation coordinators in 19% and administrative staff in 10%.30 

Consultations identified that NSW CAG liaison officers also had an important role in 

supporting this process, though not all that reached this step received their support. In 

some cases, LHD representatives (including SWIC members) supported the organisation 

or implementation of action and change. 

Services undertaking Step 4 generally described their process as involving consultation 

with staff and consumers—either separately or together or both—through existing 

                                                        
29 NSW CAG data indicates 39% of services participating in 2011 had undertaken Step 4. The difference may be in part because 
services that began implementation in 2012 had not yet undertaken Step 4. Also, with staff turnover, some current managers may 
have been unaware of the 2011 implementation.   

30 Source: Q29 Mental health service survey. Only respondents that had implemented Steps 1, 3 and 4 of the Framework were asked 
this question (n=21). One of these did not respond to the question. 

Attributes of success for Step 4 
 Services and LHDs commit to A&C 

 Services and LHDs have an appropriate process/es in place to get input from both consumers and staff into 
strategies for A&C  

 Approved A&C is documented in a plan with clear steps, timeframes and persons responsible for  
implementation  

 A&C strategies are communicated to staff and consumers in an accessible way  

 Actions are implemented 

 Services have a system for monitoring implementation, including a process to address non-implementation or 
need for review 

 Achievements/ progress is fed back to consumers and staff 

23% of service survey respondents 
reported undertaking Step 4. 
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meetings or special forums. While there are benefits of bringing staff and consumers 

together to decide actions—in particular creating a shared purpose and shared 

understandings—some stakeholders suggested separate sessions may be more 

appropriate in some contexts as consumers can feel uncomfortable making suggestions 

in joint sessions.  

Services, particularly community mental health services, mentioned some difficulties 

engaging consumers in action and change. Some services have provided refreshments or 

lunch as an incentive for consumers to attend. Some suggested online forums may be 

appropriate in community settings in which consumers may have other commitments, 

including work, that make it hard to attend meetings. Another suggestion was to include 

a tear-off slip on questionnaires on which consumers could indicate their interest in 

being asked to participate in action and change and provide their contact details (in line 

with the suggestion to include a tear-off slip to indicate interest in receiving feedback). 

Some interviewees emphasised the need to get the right balance of consumers attending 

action and change groups. While the approach has often been to use existing consumer 

groups or consumer meetings in inpatient units, some former inpatients we spoke with 

emphasised that consumers who have exited and reached a more stable stage could 

make an important contribution.  

Despite these challenges, almost all (95%) services implementing the action and change 

step said they had developed a documented plan for action.31 All of those with 

documented plans said these include people responsible for actions and timelines for 

achieving them; most (89%) include a monitoring process.32 

9.2 Perceptions of the action and change process  

On the whole, services implementing Step 4 were generally positive about this process. 

All services agreed (45%) or tended to agree (55%) they had been able to use the action 

and change process to define feasible improvement actions, and almost all agreed (37%) 

or tended to agree (58%) they had made good progress  with implementing agreed 

actions (see Table 19). Some stakeholders we spoke to, however, questioned consumers’ 

capacity to identify feasible actions, and indicated issues in progressing actions to meet 

all identified issues. While some changes are relatively simple, some issues are beyond a 

service’s ability to address (though action and change sessions can, and have been, used 

to explain this to consumers), and others require services to find funds to address them. 

While most services said they have a system for monitoring progress on agreed actions, 

stakeholders we spoke with identified a need to strengthen accountability for 

                                                        
31 Source: Q31 Mental health service survey. Only respondents that had implemented Steps 1, 3 and 4 of the Framework were asked 
this question (n=21).  
32 Source: Q32 Mental health service survey. Only respondents that had a documented plan were asked this question (n=19). For 
each item, one of these did not respond. 
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implementation of actions, in line with comments about the need for broader 

accountability structures for MH-CoPES (see chapter 5).  

Survey data indicate services had greater difficulties with communicating agreed actions 

and feeding back progress on agreed actions to consumers than with other aspects of 

this step. 

Table 19. Services’ perceptions of Step 4 

 n* Agree Tend to 
agree 

Tend to 
disagree 

Disagree 

We have been able to use the action and change 
process to define feasible improvement actions to 
implement 

20 45% 55% 0% 0% 

Our service has a process to effectively balance 
staff and consumer input into deciding actions 

19 32% 47% 11% 11% 

We have a process to effectively inform current 
staff of agreed actions 

19 47% 47% 5% 0% 

We have a process to effectively inform current 
consumers of agreed actions 

18 39% 44% 17% 0% 

We have made good progress with implementing 
agreed actions 

19 37% 58% 5% 0% 

We have a system for monitoring progress on 
agreed actions 

18 39% 50% 11% 0% 

We have a system for feeding back agreed actions 
to consumers 

18 39% 33% 28% 0% 

Source: Q33 Mental health service survey. 

* Only respondents that had implemented Steps 1, 3 and 4 of the Framework were asked this question (n=21). For some items, some 
respondents answered ‘don’t know’ or did not respond. 
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Case study C: inpatient unit at Step 4 
Service C is a short-term inpatient unit. Prior to the introduction of MH-CoPES the service had used consumer 
surveys, but not systematically, and they did not have a local consumer advisory committee or equivalent. The 
service has had trouble recruiting a consumer worker and the position was unfilled for some time.   

While LHD management has embraced MH-CoPES, implementing the Framework and getting it embedded in 
practice has been ‘a long, slow process’. Initially, the service manager and staff were not particularly supportive 
of MH-CoPES, concerned it would increase their workload and provide negative feedback. The service has since 
employed a new manager, who has driven MH-CoPES implementation, and filled their consumer worker 
position. Some staff have left and others have attended an information and training session with a NSW CAG 
liaison officer. Now they understand the process better and realise they do not have to sit down with every 
consumer to complete the questionnaires, staff are more supportive of the MH-CoPES Framework.  

Still, not all staff have a good understanding of the MH-CoPES Framework processes. With staff turnover and 
rostered shifts, some were not present at the initial training, have not seen the resources, and have not been at 
staff meetings when findings have been presented. The NUM suggested regular training would be useful to 
ensure continued understanding of the process; while a resource kit might provide information, staff cannot ask 
it questions like they can a trainer. 

While questionnaire return rates were initially low, they have increased. There has been a push from the LHD to 
boost return rates; management has introduced MH-CoPES questionnaire distribution into the service’s 
discharge checklist and followed up with nurses to check questionnaires are being distributed; staff have been 
shown the value of consumer feedback; and results have been promoted on the ward to staff and consumers. 
There is some concern, though, that not all staff are adequately explaining the questionnaire to consumers and 
supporting them to complete it, and that some consumers may be reluctant to fill out a questionnaire given by 
staff for fear the staff may read it. It was also suggested that because consumers get so much information at 
discharge and they are focused on going home, it might be more appropriate to hand out the questionnaire a 
little before discharge.  

The delays in reporting have impacted on MH-CoPES implementation in this service, as elsewhere. But the 
reports, when they have arrived, have provided useful data for improvement.  

The service has fed back results to staff through staff meetings and by providing a copy of the report on the ward. 
They have also fed back to current—but not former—consumers through morning meetings and posters. 
However, they have identified opportunities to strengthen this step, for example, by displaying the results 
visually and sticking them up on the ward, as they have with return rates.  

With the support of a NSW CAG liaison officer, the service ran an action and change session with consumers and 
staff and developed actions to address areas identified for improvement. However, because consumer 
attendance at service-level sessions has been low, and it is difficult for managers to take time out for regular 
meetings, there are plans for a new consumer group to be established at the area level; this group will meet 
monthly and will support the action and change process. Consumers expressed concern about getting a mix of 
consumers with different views to participate in any action planning group to ensure a balanced view. They also 
suggested that consumers who have exited the service and reached a more stable stage should be included in the 
process because they could have a lot to contribute.   

It is early days in terms of impact as the service is still working on planned actions. Some issues are small and 
within the service’s capacity to address; some are systemic and more difficult to respond to; and some are 
relatively simple to address but come at a cost for which they would have to find funds. For example, the service 
is developing an information booklet because consumers said they wanted access to more information on rights 
and responsibilities, but they need funds to produce it.  
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Case study D: inpatient unit at step 4 
Service D is a short-stay inpatient unit with regular turnover in some staff positions. Prior to the introduction of 
MH-CoPES, service D did not have a structured way of seeking consumer feedback, only their complaints and 
compliments process and feedback through Official Visitors. Staff identified some overlaps between the Official 
Visitors process and MH-CoPES, but did not see these as problematic because consumers can speak with an Official 
Visitor when they're not well, while they provide feedback through MH-CoPES questionnaires on discharge. 

While LHD management has been supportive of MH-CoPES implementation, the initial drive from the LHD has 
fallen off. The LHD representative has provided some support for services implementing MH-CoPES—for example, 
explaining the process to services—but has competing responsibilities. The service manager and staff could not 
remember receiving any training from NSW CAG liaison officers, but they may have initially.  

At the service level, the manager and the NUM have driven the process because staff are busy managing their 
regular workload. The staff we spoke with were not that familiar with the Framework itself, but were well aware of 
the processes for its implementation in their service, the feedback received and the actions made. Staff think 
ongoing support from liaison officers or an equivalent ‘couldn’t hurt’ but might be more valuable for services in 
which there are signs that implementation is slipping, for example, where response rates have dipped. 

The service has established a questionnaire distribution process that the manager and staff said is working quite 
well: they have consumers complete the questionnaire when they complete the HONUS prior to discharge and post 
the questionnaires on consumers’ behalf so they are not forgotten. Staff only offer support if a consumer asks for it 
because they are conscious that the questionnaire is confidential. But, they said, most consumers do not need help 
because they are quite well at the time of discharge. Some consumers may have literacy issues, though, and staff 
would support them by asking the questions aloud but not prompting for answers.  

Staff have not pushed consumers to complete the questionnaire, just encouraged them. They have explained 
feedback is valuable because consumers are the ones with the direct experience. The manager and staff said the 
refusal rate has not been high, but there will always be some consumers who do not want to complete the 
questionnaires, and their response rate will be affected by the characteristics of their consumer load at a particular 
time. Some consumers may not be keen to respond because they just want to get out of the service, while some 
have particular issues with paranoia about use of their information. The service’s questionnaire response rate has 
not been high. The manager was not sure why this is; it may be that consumers are returning incomplete 
questionnaires. 

As in other services, the reporting step has slowed implementation. The service has received quantitative reports 
infrequently and no qualitative reports. There is a possibility that qualitative reports have not reached the service 
from the LHD, and the manager would prefer the report came directly to the service.  

The manager has identified the service’s strengths and issues for improvement from the data, but has some 
concerns about the data. The manager is concerned that the response to some items—particularly access to 
doctors and choice in treatment—will remain the same over time because these are issues beyond a service 
manager's control to address. They do not have the resources to give patients access to a doctor every day and 
there are limited choices in treatment and choices that would be inappropriate. Other than these issues, though, 
not much in particular has stood out in the data as needing to be addressed. The manager would prefer more 
specific information to guide improvement—for example, while they cannot give consumers access to doctors 
every day as some might want, it would be a concern if a consumer had not seen a doctor in six days, and this is 
something they would follow up on. 

The manager has provided feedback and an opportunity to suggest actions through regular consumer morning 
meetings. Because they can only dedicate an hour in a day, they have usually run a few sessions to allow time to 
address issues that come up. In these sessions, the manager has explained what the service can and cannot address. 
The manager said that consumers have taken up the opportunity to participate and the process has been valuable. 
The process has opened their eyes on some things, for example, when privacy of information came up as an issue, it 
was not about files or information given to families, it was about consumers not wanting staff  discussing their 
personal issues in common spaces. The service is considering introducing these consumer meetings as a monthly 
process to clarify and respond to issues.  

Following the sessions, the manager has put up posters with the issues identified and actions to address them, and 
discussed these at staff meetings. The staff we spoke with had seen posters, attended meetings and received 
feedback via email, so this process seems to be working.  

The manager and staff think the process benefits consumers—the opportunity to contribute can make consumers 
feel valued and empowered. As consumers are often repeat users of a service, it is good for them to feel they are 
doing something to improve services they use. The manager said the process has made staff more mindful, though 
they are very patient-focused anyway. The service now has fewer complaints, but the manager is unsure whether 
this was because of MH-CoPES. 

The manager would like to see MH-CoPES implemented more consistently across services so they can better gauge 
performance compared with other services. There is a need for the LHD to make this happen, like other mandatory 
processes.  
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10. Conclusions and recommendations 

Following significant investment in the Framework by the NSW Ministry of Health and 

strong support from senior management, most mental health services in NSW have 

begun implementing the Framework. However, services have encountered a number of 

barriers to implementation.  

After the initial two-year implementation period, only a minority of services have 

completed all four steps of the Framework. Positive experiences among services that 

have completed all steps suggest the Framework has the potential to support consumer 

participation and feed into other quality improvement processes if the issues identified 

in this evaluation can be addressed. 

10.1 Implementation of Steps 1 to 4 

10.1.1 Step 1: Data collection 

Most services have implemented Step 1 of the Framework, but issues with the 

questionnaires and distribution processes are impacting on the success of this step and 

subsequent steps. 

Service staff and consumer workers have concerns about the suitability of the 

questionnaires for different service contexts, the wording of certain items, the language 

used and the length. Service staff are also concerned about the usefulness of data 

collected for quality improvement. Revised or alternative questionnaires are needed if 

consumers are to find them easy enough to complete and service staff to be able to use 

the information it collects for service improvement. It may be appropriate to use the 

recently-developed national survey, which is aligned with the National Standards and 

has a recovery focus. 

The model was for services to distribute questionnaires to all consumers face-to-face on 

discharge and annually to long-term consumers. However, not all services have found 

this feasible. In practice, distribution methods and timing have varied and some services 

are using multiple methods of distribution simultaneously. Services have also 

encountered difficulties ensuring consumers receive support to complete 

questionnaires if needed, particularly, but not only, if they do not have consumer 

workers to support questionnaire distribution.  

While services have dedicated significant resources to questionnaire distribution and 

some have had success in boosting response rates, overall response rates remain low. 

The annual distribution approach intended for the national consumer survey may be 

more suitable and sustainable in NSW. Using a distribution window rather than 
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continuous distribution might help services overcome the difficulties they have had with 

making support available for consumers.  

Alternative means of data collection or questionnaire administration may be needed for 

consumers in long-stay inpatient units and acute services to ensure these consumers can 

provide feedback. Alternative approaches may also be needed for CALD consumers with 

English as a second language. 

10.1.2 Step 2: Data analysis 

InforMH has produced quantitative reports and the NSW CAG, qualitative reports, for 

six-monthly data collection periods at the state, LHD and individual service level. Only a 

minority of services, however, reported receiving quantitative or qualitative reports. 

Some services have not received reports because of insufficient questionnaire returns, 

whiles others may not have received reports because of internal distribution issues. 

There have also been significant delays in reporting. These have impacted on services’ 

confidence in the data and the perceived usefulness of the data for quality improvement. 

Low questionnaire returns have also impacted on the usefulness of data reports.  

Centralised management of data analysis and reporting is a key factor to the successful 

implementation of the Framework because services do not have the capacity to take on 

the analysis themselves. However, delays in the reporting process have been a key 

barrier to implementation to date. A decision about the future resourcing of this step 

(now that funding to the NSW CAG for qualitative analysis has ended), and strategies to 

improve the timeliness of reporting are crucial to the successful ongoing 

implementation of the Framework.  

10.1.3 Step 3: Reporting and feedback 

Only just over-one third of services reported having implemented Step3. The main 

reasons for not having implemented Step 3 are not receiving sufficient questionnaire 

returns and not receiving reports.  

Services that have established feedback processes have concerns that feedback is not 

necessarily reaching consumers, particularly those in community services and those that 

have exited inpatient units. Less than half are confident that the feedback reaches most 

of their current consumers. Some have also experienced difficulties reaching all staff. 

Without approaches that ensure feedback reaches staff and consumers, it will be difficult 

to maintain commitment to and faith in the Framework. There were some suggestions 

that online feedback mechanisms might be helpful and that consumers should be able to 

register their interest in receiving feedback when they complete a questionnaire.  
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10.1.4 Step 4: Action and change 

Less than one-quarter of services reported having implemented the action and change 

step. The main reasons for not progressing from Step 3 to Step 4 are other work 

commitments and priorities. Services also mentioned issues related to low response 

rates and ‘out-of-date’ data.  

Services that have implemented this step—particularly community mental health 

services and acute services—have experienced difficulties engaging consumers in the 

action and change process. However, some have had success with using existing 

consumer groups or inviting consumers to attend a forum and providing an incentive 

like lunch or refreshments. Others suggested an online forum might be appropriate in 

community settings.  

While some services had questioned whether the process would generate reasonable 

and feasible actions, all that have implemented this step indicated that they have been 

able to use the process to define feasible improvement actions. Almost all have also been 

able to progress actions. However, fewer have successfully fed back agreed actions or 

progress with these. 

10.2 Supports and structures for implementation 

10.2.1 Education and training 

While information resources, training and support have been available for MH-CoPES 

implementation, not all current service managers and staff have seen these. Staff 

turnover and competing priorities mean there are currently varying levels of 

understanding of the Framework across and within services. So that services support 

and effectively implement the Framework, there is a need for an education and training 

mechanism that ensures continued understanding of MH-CoPES, and that is financially 

sustainable.  

10.2.2 Resourcing 

While there have been central resources to support implementation, the Framework 

was designed on the assumption that there would be funds for consumer workers to 

support implementation, and for an MH-CoPES coordinator in each LHD, and these have 

not been available. Services are concerned about managing the work involved within 

already busy workloads. About two-thirds of services identified a need for changes to 

the MH-CoPES Framework for the benefits to outweigh the costs. Making the process 

annual and using annual distribution of questionnaires may be more cost-effective and 

viable for services. 
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10.2.3 Fit within broader quality improvement processes 

The intention was that the Framework sit alongside other quality improvement 

processes in mental health services, but this is not clearly articulated in the model and 

only just over half of services that have begun implementing MH-CoPES agreed they 

have been able to use the Framework alongside existing processes to implement 

changes. It is unclear if and how actions decided on in MH-CoPES action and change are 

fed into services’ broader quality improvement plans and how actions are tested and 

refined over time to ensure they best address identified issues. 

There are also a number of other mechanisms for collecting information from 

consumers in NSW mental health services, in particular the NSW Health Patient Survey 

and locally-designed consumer surveys. Overlaps between these and Framework data 

collection may be contributing to consumer fatigue and reduced questionnaire response 

rates. If local service networks are to stop using their own consumer surveys, they may 

want the opportunity to include their own questions at the bottom of the MH–CoPES 

questionnaire. This has been considered in the development of the national survey, but 

it is unclear if it would be feasible in NSW with the current system for central analysis of 

questionnaires. LHDs or services would have to be responsible for data entry and 

analysis of service-specific questions. 

10.2.4 Accountability structures 

MH-CoPES implementation has been strongly encouraged but not mandated. Case 

studies and interviews identified the need for accountability structures to ensure the 

successful implementation of the Framework steps and agreed actions.  

10.3 Recommendations 

We make the following recommendations. 

 Revise the current questionnaires, or use alternative questionnaires, to ensure they 
are easy for consumers to complete, and perceived as appropriate and valuable by 
service staff. The newly developed national survey, which aligns with the National 
Standards, might be an appropriate replacement.  

 Consider alternative approaches to questionnaire distribution so that the process is 
less resource intensive and more sustainable. Options include annual distribution, 
with consumer support during the distribution window. 

 Explore and promote actions for overcoming barriers to consumers completing 
questionnaires or alternative options for data collection. 

 Consider translated questionnaires or alternative options for data collection for 
consumers from CALD backgrounds.  

 Explore ways to facilitate consumer engagement in Steps 3 and 4, including a 
process for consumers to register their interest in being followed up and online 
participation options. 
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 Establish a sustainable mechanism for education and training about the Framework. 
An online hub with resources and a mechanism for services to share strategies and 
successes might be a viable and cost-effective option.  

 Review the need for consumer worker or advocate support in each Framework step. 
 Review the recurrent costs of supporting efficient, centralised data management 

and analysis processes and take action to ensure resources are available on an 
ongoing basis.  

 Review and refine the mechanisms for providing analysed data to services to ensure 
that the required data is provided to service managers or staff responsible for MH-
CoPES within three months of data collection. 

 Better articulate how the Framework fits within broader quality improvement 
processes and promote its use in service quality improvements processes.  

 Promote the value of the revised questionnaires and Framework as the primary 
method of ensuring consumer participation in evaluation of mental health services.  

 Seek clarification of the NSW Ministry of Health’s role in supporting implementation 
of the Framework, and their willingness to provide policy direction and build in 
accountability mechanisms for implementation.  

 Develop a plan for ongoing implementation of the Framework, which addresses the 
issues raised by this evaluation, and includes processes for monitoring and review. 
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Appendix 1: Detailed methods 

1. Background document scan 

Because MH-CoPES has a substantial history of development and implementation (since 

2004), the evaluation team began with a scan of project documentation to inform the 

evaluation design. 

Documents scanned 

 Stage and progress reports 
– NSW Department of Health, 2006, A State-wide approach to measuring and 

responding to consumer perceptions and experiences of adult mental health 
services; A report on stage one of the development of the MH-CoPES 
Framework and questionnaires 

– NSW CAG, 2011, The MH-CoPES Framework and Questionnaires ready for 
State-wide implementation: Final Report of the MH-CoPES Stage 2 Project 

– MH-CoPES Interim Report Goal 2 
– MH-CoPES Interim Report Goal 3  
– MH-CoPES Interim Report Goal 4  

 Implementation plans 
– MH-CoPES 5-year State-wide Implementation Plan (not current) 
– Sample of LHD implementation plans (current and former AHS plans) 

 MH-CoPES resources 
– DVD and Resource Pack (new) 
– PowerPoint presentation for training  
– MH-CoPES manual (old version) 

 Reports 
– Sample of qualitative and quantitative reports (current and former) at state, 

LHD and service levels 
 SWIC 

– Terms of Reference 
– Results of consumer worker survey (reported to the SWIC June 2012) 
– SWIC meeting minutes (June 2012). 

2. Literature scan 

We undertook a scan of the literature and policy on involving consumers in service 

quality improvement to identify how the MH-CoPES Framework compares to other 

models of quality improvement that include consumer participation. 

Method: This was a scan, not a full review, of the research literature and policy because 

the NSW CAG had already undertaken a substantive review of the literature in Stage 1 of 

the project to inform the development of MH-CoPES.  
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Our scan included the review the NSW CAG completed in Stage 1, documents that the 

NSW CAG sourced from other jurisdictions, and journal articles and reports from other 

government jurisdictions published after 2005. We also identified sources through 

stakeholders and snowballing references.  

Focus: The focus was on frameworks and processes, not tools specifically as this was 

covered by the NSW CAG in the development stage of the MH-CoPES Project.  

3. Scoping interviews 

The scoping interviews were to inform the evaluation design and instruments and 

identify factors to explore in data collection and analysis.  

Interviews with SWIC representatives 

Sample: In consultation with the NSW CAG team, we selected a sample of 8 SWIC 

representatives for more in-depth consultation than was possible at the August 2012 

SWIC meeting. The sample included representatives from different LHDs, consumer 

worker representatives, InforMH and MHDAO. 

Method: We interviewed SWIC representatives over the phone using a semi-structured 

interview guide.  

Focus: The interviews focused on stakeholders’ perceptions on implementation of each 

step in the MH-CoPES Framework, key success factors and challenges and the 

practicality of proposed data collection methods. 

Analysis: Because the interviews identified success factors and barriers, how 

implementation is working and outcomes, they were included in the broader qualitative 

data analysis for reporting. 

Interviews with the NSW CAG Project team 

Sample: We interviewed all key NSW CAG team members—project coordinator, senior 

liaison officer and qualitative data analyst—in-depth about their role in MH-CoPES 

implementation.  

Method: We interviewed key NSW CAG team members individually using a guide with 

specific questions relevant to each role. 

Focus: The interviews focused on perceptions on implementation of each step in the 

MH-CoPES Framework, key success factors and challenges, their role in MH-CoPES, and 

the practicality of proposed data collection methods. 

Analysis: Because the interviews identified success factors and barriers, how 

implementation is working and outcomes, they were included in the broader qualitative 

data analysis for reporting. 
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4. Online survey of mental health services 

The online survey was to capture some standard data about perceptions of the 

Framework and its application across all services in the 15 LHDs in NSW.   

Sample: The SWIC representatives from each LHD provided ARTD with a list identifying 

one representative from each MH service in their LHDs and their contact details. The 

representative differed between service types, generally a NUM in inpatient units and a 

team leader/ manager in community MH services. We asked this key contact to consult 

with their team in responding to the survey. This approach was to minimise the burden 

on services, while enabling staff to contribute.  

Method: Prior to distribution of the survey we pilot tested it with a few services and the 

NSW CAG team.  

The survey was online, with a hyperlink distributed via email to the key contact for each 

MH service. Each service had a unique link to enable tracking of responses for follow-up.  

We intended to have the survey open for three weeks. The survey was opened on 

September 26 2012. Two reminders were sent, the first on October 8 2012, and the 

second on October 15 2012. An extension notice was sent on November 22 2012 to close 

on November 24 2012. So the survey was open for 4 weeks in total.  

Response: We had an overall response rate of 49%. This included at least one response 

from all, except one LHD. The split of respondents was roughly even between inpatient 

units (46%) and community mental health services (50%); the remaining 4% classified 

themselves as both (Table 20). A slightly higher proportion of community mental health 

services (53%) than inpatient units (43%) surveyed returned a response. 

Table 20. Service type 

Service type n % 

Inpatient unit 41 46% 

Community mental health service 45 50% 

Both* 4 4% 

Total 90 100% 

Source: Q2 Mental health service survey. 
*One of the four services that are both inpatient units and community mental health services is Aboriginal Mental Health orientated. 

Most of those that completed the survey were nurse unit managers (NUMs), service 

managers or team managers or leaders (see Table 21). 
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Table 21. Staff roles within their service 

Role n  % 

Nurse unit manager (NUM) 41 47% 

Service manager  16 18% 

Team manager/ leader 15 17% 

Acting NUM 5 6% 

Acting SM 4 5% 

Registered nurse/ senior nurse 4 5% 

Other* 2 2% 

Acting team leader 1 1% 

Total 88 100% 

Missing 2  

Source: Q4 Mental health service survey. 

*Other: CNC and Senior Clinical Psychologist / clinical coordinator. 

Most services that responded to the survey said they began implementing MH-CoPES in 

the 2010/11 financial year, in line with the State-wide rollout, but some commenced 

later (see Table 22).  

Table 22. Period when the service began implementing MH-CoPES 

Period n % 

Pilot in 2008/09 16 20% 

July – December 2010 21 26% 

January – June 2011 22 28% 

July – December 2011 9 11% 

January – June 2012 5 6% 

July – December 2012 7 8% 

Total* 80 100% 

Missing 4  

Source: Q6 Mental health service survey. 

*Only respondents that had implemented at least one step of the Framework were asked this question (n=84). 

About one-third of the services that responded to the survey said they did not have any 

consumer workers or consumer participation coordinators (see Table 23). Of the 

services that indicated they had this position, most had one full-time equivalent worker 

or less. There seems to have been some misunderstanding of the question as a few 
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services indicated they had ten or more of these positions. These were excluded from 

the analysis, but it is possible that they were referring to voluntary workers.  

Table 23. Number of full-time equivalent consumer workers or consumer 
participation coordinators  

Number of  consumer workers/  participation 
coordinators 

n % 

0 23 32% 

0.1–1 FTE  23 32% 

1 FTE 8 11% 

1.1–2 FTE 4 6% 

2 FTE 8 11% 

3–10 FTE 5 7% 

Total* 71 100% 

Missing or invalid^ 13  

Source: Q8 Mental health service survey. 

* Only respondents that had implemented at least one step of the Framework were asked this question (n=84).  

^Seven services indicated they had over 10 FTE consumer workers or consumer participation coordinators. These were excluded as 
invalid as we know there are not this many consumer workers. 

Of those with these positions, the median number was 1 and the standard deviation 1.7. 

Analysis: We analysed closed question survey data using SPSS v20. We then cross-

checked contextual data (service type and LHD) against our contact list for the survey 

and checked that appropriate exclusions had been applied (for example, only those that 

had completed the particular step of the Framework had been asked questions about it). 

We then conducted a descriptive analysis and ran cross-tabs on key questions to explore 

differences by service characteristics (service type, number of Framework steps 

completed, when the service began implementing MH-CoPES, number of consumer 

workers, existence of a staff member with designated responsibility for MH-CoPES , and 

the extent to which consumers were involved in service improvement prior to MH-

CoPES). Differences were generally not statistically significant though, because of the 

low number of respondents. 

We analysed qualitative data for key themes, relationships between these and important 

contextual factors.  
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5. Case studies 

We used case studies for in-depth exploration of MH-CoPES implementation and 

outcomes and in particular to identify what works, for whom, in what circumstances and 

how. 

Sample: Following the survey, we purposively selected four LHDs and two services 

within each for case studies. The sample included metropolitan and regional services, 

inpatient and community services and services at different stages of implementing the 

Framework. We also identified a further two services not yet implementing MH-CoPES 

to follow-up and consult with the service manager. 

We were unable to confirm consultation with one of the selected services after multiple 

attempts and the case study did not proceed in this site. 

Method: We developed the case studies from interviews with a range of stakeholders, 

depending on each selected service’s stage of implementation. We consulted with staff 

and management in all 7 sites (and the 2 sites not yet implementing MH-CoPES), 

consumer workers in the 3 sites that had a consumer worker and consumers in 2 sites 

that were far enough along in implementation of the Framework to have involved 

consumers and that were able to identify consumers the team could consult with in the 

evaluation timeframe.  

Focus: The case studies focused on perceptions about the Framework, its application 

and impact, issues raised in the survey, any differences in perceptions about or 

application of the Framework in different locations, and any differences in views 

between service managers, staff and consumers and/or staff within services. 

Analysis: Data from consultations was entered into NVivo 9 for analysis, using a coding 

framework to identify key and emerging themes and the relationships between these. 

Case studies drew together the range of data sources to provide a holistic understanding 

of how the Framework, processes and supports work in different contexts. 

Focus groups and interviews with service staff and managers  

Sample and recruitment: We interviewed a manager from each selected service. We 

worked with the key contact in each selected service to identify staff to consult. While 

we aimed to speak with a range of staff at different levels and with differing levels of 

involvement in implementing MH-CoPES to understand experiences and perceptions 

across the organisation, we were restricted to staff available at the time of site visits or 

able to be followed up by phone. 

Method: We interviewed managers individually and ran focus groups with staff using 

semi-structured interview guides. 

Focus: Consultation with service managers and staff explored in-depth the findings 

emerging from the online survey, perceptions about involving consumers in quality 
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improvement (in theory and in practice), and experience involving consumers in quality 

improvement prior to implementation of MH-CoPES. In services successfully 

implementing MH-CoPES we explored key success factors, and in others we explored 

barriers and suggestions for overcoming these.  

Consumer focus groups 

Sample and recruitment: Potential participants had to be current or recent past 

consumers of the selected NSW public, adult mental health services, identified as being 

at an appropriate stage of their journey to participate (consistent with the MH-CoPES 

Framework implementation in which consumers are not approached to complete 

questionnaires if they are at a current state where it would not be appropriate to do so).   

We provided the key contacts in all sites where the service had reached at least Step 3 of 

the Framework and for which we received site specific approval in time33 (n=4), with 

guidelines about their role and tasks in inviting consumers to participate. The consultant 

responsible for that case study site also spoke with the contact to explain the process 

and negotiate an appropriate consumer selection and recruitment process. The 

consultant then remained in contact with services to ensure the appropriate recruitment 

of consumers and address any issues that arose.  

We asked the key contact to consult with other staff as needed to ensure clinical 

judgement was used in inviting consumers to participate. The sample also excluded 

those who could not participate in a focus group conducted in English without an 

interpreter, as development of MH-CoPES for culturally and linguistically diverse 

communities was undertaken as a separate project.  

We provided the key contact with an information sheet and consent form, which 

explained the study and the role of consumers, to provide to potential participants. The 

contact was asked to emphasise that participation was voluntary and whether or not 

consumers participated would not affect their access to services. In inpatient units, 

potential consumer participants could return the signed consent form to the key contact. 

In community services, consumers could either complete their consent form and hand it 

back to the key contact or mail, email or fax the form back to the key contact. 

While we were intending to speak with consumers in 4 sites for which we received site 

specific approval in time, in 2 of these no consumers were available and willing to 

participate on the day of the site visit. In one site we spoke with one consumer, and in 

the other we spoke with three consumers who had exited the service and three 

currently in the service.  

Method: We held focus groups with consumers using a semi-structured interview guide 

that enabled them to talk through the steps of the MH-CoPES Framework from their 

perspective. 
                                                        
33 We did not receive site specific approval from the LHD ethics committee in time to permit consumer 
consultation in one other site as intended. 
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Focus: The consultation with consumers focused on: 

 perceptions about the MH-CoPES Framework 
 experiences of participating in the steps of the MH-CoPES Framework 
 the extent to which consumers think the Framework supported their involvement 

in service quality improvement 
 the extent to which consumers think the Framework helped overcome barriers to 

consumer involvement in service quality improvement 
 perceptions of changes occurring in services as a result of MH-CoPES 

implementation 
 perceptions of a need for improvements to the MH-CoPES Framework or additional 

supports with its implementation. 

When the consumer did not have direct experience of the steps of the Framework, we 

explained these and asked how these might work from their perspective. 

Focus groups or interviews with consumer workers/ advocates 

Sample: We worked with selected sites to identify consumer workers involved in 

supporting MH-CoPES. Only 4 sites had a consumer worker; we were able to interview 

all of these. 

Method: We consulted individually with consumer workers involved in supporting 

implementation of MH-CoPES, using a semi-structured guide. 

Focus: These consultations focused on seeking to understand, from consumer workers’ 

perspective, how the MH-CoPES Framework and steps, particularly data collection, are 

working, and whether MH-CoPES is enabling the range of consumers to contribute to 

quality improvement processes, or if improvements/ other supports are needed to 

overcome barriers.  

6. Group interview with consumers 

To ensure the evaluation adequately captured the perspective of consumers, the team 

decided to seek additional input from consumers not attached to services selected for 

case studies.  

Sample and recruitment strategy: On our behalf, the NSW CAG emailed a special 

bulletin to their mailing list on April 10 2013 seeking the input of consumers with 

experience of MH-CoPES at a group forum on May 14 (see invite below). 

Dear Network NSW members, 

Please see the call for participation in the MH-CoPES Evaluation below. As consumer participation is central to the 
MH-CoPES Framework, it is very important that the consumer views about the success and shortfalls of MH-CoPES are 
included in the evaluation findings.  As such, I strongly encourage people who have had involvement in MH-CoPES as a 
consumer to participate.   

If this is you, we hope to see you at the consultation.   Please RSVP (as per the instructions below) for catering 
purposes. 

Yours Sincerely, 
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Dr Peri O'Shea 
Chief Executive Officer 
NSW Consumer Advisory Group - Mental Health Inc. 

Invitation to consumers to participate in MH-CoPES Evaluation 

Are you in Sydney? Have you accessed an adult community mental health service or inpatient unit in the last two 
years? Have you had experience with the Mental Health Consumer Perceptions and Experiences of Services (MH-
CoPES) Framework? (You might have completed an MH-CoPES questionnaire about your perceptions and experiences 
with the mental health service or participated in a workshop to talk about actions and changes to improve the 
service). 

If you have, we would like to talk to you. ARTD Consultants is evaluating the MH-CoPES Project on behalf of NSW CAG 
to see if the Framework is supporting consumer involvement in improvement in NSW mental health services and to 
identify improvements. 

The workshop will be held at NSW CAG at 11am – 12:30pm on Tuesday 14th May at NSW CAG’s Boardroom, Suite 
501/80 William St Sydney (we can send you a map on request).  NSW CAG will provide refreshments and support 
with travel costs to the workshop. 

Your participation is voluntary and whether or not you choose to participate will not affect the services you receive in 
any way. If you participate, the feedback you give at the workshop will inform our evaluation report for NSW CAG 
along with the data we collect from other stakeholders. The report won’t identify any of you individually or link what 
you say to your name or the name of the service you work for. The report should be completed by June 2013 and NSW 
CAG has agreed to circulate the report once it is finalised. 

If you have any queries about the discussion session, please contact Peri O’Shea at NSW CAG on 9332 0226. To RVSP 
for the workshop, please email info@nswcag.org.au or contact Cecilia Rais at NSW CAG on 9332 0200. 

Four consumers opted to participate in the session and turned up on the day. As 

consumers self-selected to participate, it is possible those in the sample have different 

views to other consumers. The sample is not intended to be representative of the views 

of all consumers but to provide an indication of consumer perspectives on MH-CoPES 

when combined with other data sources. 

Method: The interview used a modified version of the semi-structured guide for 

consumers in case study sites. 

Focus: The consultation with consumers focused on: 

 perceptions about the MH-CoPES Framework 
 experiences of participating in the steps of the MH-CoPES Framework 
 the extent to which consumers think the Framework supported their involvement 

in service quality improvement 
 the extent to which consumers think the Framework helped overcome barriers to 

consumer involvement in service quality improvement 
 perceptions of changes occurring in services as a result of MH-CoPES 

implementation 
 perceptions of a need for improvements to the MH-CoPES Framework or additional 

supports with its implementation. 

Analysis: Interview data was entered into NVivo, coded (using an overarching coding 

framework) and analysed for themes, relationships and important contextual factors 

with other qualitative data sources. 
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7. Interviews with consumer workers 

To adequately capture the views of consumer workers who have played a key role in 

implementation of MH-CoPES and have an understanding of how it is working for 

consumers, we added a consultation with consumer workers.  

Sample and recruitment strategy: The NSW CAG invited all consumer workers to 

contribute to the evaluation at a group session on May 13 2013 or through a direct email 

on April 10 2013. 

Seven consumer workers attended or phoned in. We interviewed another individually 

over the phone and another provided some feedback by email. 

Method: Prior to the workshop we reviewed the report on the findings of the consumer 

worker questionnaire from the Consumer Workers Committee (June 2012). There was a 

71% response rate to the survey, which included a consumer worker from 14 of the 15 

NSW Local Health Districts that currently have a mental health consumer workforce. 

The interview used a modified version of the semi-structured guide for consumer 

workers in case study sites. 

Focus: The interviews focused on consumer workers’ views on how the MH-CoPES 

Framework and steps are working, whether MH-CoPES is enabling consumers to 

contribute to quality improvement processes, or if improvements/ other supports are 

needed to overcome barriers. 

Analysis: Interview data was entered into NVivo, coded (using an overarching coding 

framework) and analysed for themes, relationships and important contextual factors 

with other qualitative data sources. 

8. Consultations with SWIC 

The state-level consultations were to capture stakeholder views to inform a holistic 

assessment of the MH-CoPES Framework and its implementation.  

Sample: Throughout the evaluation we have collected feedback from various SWIC 

members, both informally and formally. 

Method: ARTD attended the August and December 2012 SWIC meetings and has 

included information from representatives documented at these meetings. We also have 

minutes from the October meeting 2012. We have included LHD representatives’ 

feedback as part of qualitative data in this report. 

We presented the preliminary findings from the survey at the December 2012 SWIC 

meeting and sought feedback on what these meant for MH-CoPES. We have included this 

feedback in shaping this report. 
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We also interviewed 5 SWIC representatives individually over the phone. 

Focus: Consultations covered perceptions of the extent and quality of consumer 

participation and how the Framework and its constituent steps are working, and areas 

relevant to the particular stakeholder or stakeholder groups. 

Analysis: Interview data was entered into NVivo, coded (using an overarching coding 

framework) and analysed for themes, relationships and important contextual factors 

with other qualitative data sources.  
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Appendix 2: Other approaches to quality 

improvement 

1. Approaches to quality improvement 

Plan–do–study–act around an aim 

The World Health Organisation’s Mental Health Policy 

and Service Guidance Package uses the US-based 

Institute for Healthcare Improvement’s model for 

quality improvement (see figure 6). The model 

involves:  

 forming an improvement team 
 setting time-specific and measurable aims, 

defining measures to determine if a change leads 
to improvement, and selecting ideas for change 

 testing and refining changes through progressive 
plan–do–study–act cycles 

 implementing and embedding the refined changes 
across the service.  

Successful implementation requires: 

 a staff member designated to support quality 
improvement (for example, a quality 
improvement officer), though not necessarily a 
full-time role 

 sufficient support from a senior level for the 
designated staff member, so proposals carry 
enough weight to be implemented 

 consultation with all relevant stakeholder groups 
(managers, staff, consumers and carers) in 
designing quality measures 

 participation of all relevant stakeholder groups (managers, mental health staff, 
consumers and carers) in implementing quality measures 

 an adequate budget for quality improvement. 

The advantages of this model are that: 

 quality improvement is built into the regular functioning of a service 
 quality assessment is based on process and outcomes indicators, not just inputs  
 staff and managers are encouraged to take responsibility for quality improvement, 

rather than it being imposed by management 
 clinical improvement is integrated with operational and financial performance 

(Hermann et al., 2000 in World Health Organisation, 2003). 

Figure 6. Institute for Healthcare 
Improvement’s model for 

quality improvement 

http://www.ihi.org/knowledge/Pages/HowtoImprove/default.aspx
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Action research around a question 

Action research is made up of four phases—plan, act, observe and reflect—designed to 

be implemented in progressive cycles to address a particular question of interest to a 

service and its consumers (see figure 7). 

The process is 

developmental—something 

that develops over time, not 

something that happens 

instantly. There is flexibility in 

implementation to suit local 

service contexts and questions 

being asked. Rather than 

implementing consecutive 

‘steps’, services may overlap, 

repeat or extend cycles as new 

understandings emerge. But 

they need to be conscious of 

what phase they are in at any given time and ensure the process is not so flexible that it 

loses direction and clarity (Crane and Richardson, 2000). 

Progressing through iterative cycles allows services to refine or change practices and 

understandings—or the question itself—over time (Crane and Richardson, 2000). 

Quality improvement as part of accreditation against standards 

Accreditation processes, including EQuIP5 for mental health services—include a quality 

or continuous improvement component related to meeting quality standards (see figure 

8). The EQuIP5 process includes: 

 a yearly self-assessment to 
evaluate performance against the 
National Standards  

 biennial onsite surveys by an 
external, experienced team of 
accreditation surveyors to provide 
an independent assessment of 
performance against the National 
Standards 

 an improvement process to 
address the recommendations 
from onsite surveys. 

The quality improvement plan a 

service develops as part of the process 

is expected to outline the areas that 

require improvement, how the service 

Figure 7. Action research cycles 

Figure 8: EQuIP cycle 
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intends to carry out these improvements, and the timeframes and responsibilities for 

improvement activities. Services provide their updated plans to ACHS in each year of the 

four-year EQuIP membership period (ACHS, 2012b). 

2. Collaborative and consumer-focused approaches to quality 

improvement in mental health services 

US-based Mental Health Statistic Improvement Program 

The US-based Mental Health Statistic Improvement Program (MHSIP) began in 1976 to 

develop national data standards for state and local governments and individual mental 

health services. The Program’s aim has since evolved to using ‘statistical information for 

decision support in the mental health service system’ and including ‘consumers and 

other stakeholders in all aspects of system processes’ (NSW CAG, 2004). 

The Program includes a consumer-oriented mental health report card based on 

indicators in four domains: access, appropriateness, outcome, and efficiency (originally 

prevention) (NSW CAG, 2004). Consumer surveys, with items related to the indicators, 

were developed (in consultation with consumers, carers and advocates) to feed into the 

report card. There are four surveys—one for adults, one for older adults, and two child 

versions (a family/ parent report and a child self-report)—which have been refined over 

time. In this sense, MHSIP and MH-CoPES are quite similar, but they use different 

surveys and approaches to distribution. 

Trained consumers and treatment and support staff have administered the surveys at 

varying intervals, including at the time the treatment plan is reviewed, at discharge, and 

one year post-discharge. They have administered the survey by mail, through face-to-

face interviews and over the phone. The findings suggest consumer administration can 

increase response rates and facilitate more open feedback (Victorian Department of 

Human Services, 2005). 

Survey results—at the state and service level—are regularly reported, so they can be 

used to contribute to quality improvement (Victorian Department of Human Services, 

2005). MHSIP has been integrated into several state quality and performance 

management systems (NSW CAG, 2004). 
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UK-based User Focused Monitoring  

User Focused Monitoring (UFM) is a model to evaluate mental health service provision 

from consumers’ perspectives. It was first developed by the Sainsbury Centre for Mental 

Health34 in 1996 to address consumers’ hesitancy to open up about their experience in 

traditional service-led research and difficulties capturing the perspective of 

marginalised groups (the Sainsbury Centre for Mental Health, 2007). It can be used in 

both inpatient and community settings. 

Originally, the UFM team based in the Centre directly coordinated UFM projects. But, 

since 2002 local coordinators have been recruited to support new UFM projects and 

central support has been at ‘arm’s length’. A national UFM Network was also established 

to facilitate networking, sharing of experiences and progressive refinement of the UFM 

model. When it became evident that stakeholders had questions about implementing the 

model and that some projects were not being implemented in line with the principles, 

the Centre produced a UFM 

guide. 

The model is more specifically 

focused than MH-CoPES in that it 

begins with identifying an idea 

for a UFM project (see figure 9). 

It then continues with preparing 

for the project—including setting 

up a UFM group and ensuring 

funding and support—planning 

for the project, collecting and 

analysing data, making 

recommendations based on the 

data, disseminating and 

implementing these 

recommendations, and then 

repeating the process to measure 

changes in consumers’ 

experience of services. Local UFM 

coordinators act as facilitators, 

and are responsible, along with 

any steering or advisory group, 

for ensuring adherence to the 

UFM principles. Service 

providers and other stakeholders 

                                                        
34 The Sainsbury Centre for Mental Health ‘is a charity that works to improve life for people with severe mental health problems. It 
carries out research, development and training work to influence policy and practice in health and social care’ and is affiliated with 
the Institute of Psychiatry at Kings College London.  

 

Figure 9. The UFM model 

http://www.smch.org.uk/
http://www.smch.org.uk/
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involved in the project are expected to actively promote UFM and proactively support it, 

in particular, by following through on recommended changes.  

There are ten essential criteria for UFM projects. 

1. Projects should be led and controlled by consumers, that is 
– the research topic is chosen based on the concerns of local consumers 
– the questions are created by consumers with reference to and input from a 

range of consumers using the services being evaluated 
– consumers form at least half (plus one person) of any management structure 

for the project 
– consumers are actively encouraged and supported to take part at all stages of 

the project 
– if it is not possible to recruit a UFM coordinator with experience as a consumer 

then the coordinator should have a demonstrated understanding of and 
commitment to consumer research and involvement, and a commitment to 
working towards UFM becoming a fully consumer-controlled project. 

2. There should be a clear focus on the development and improvement of services 
most frequently used by consumers, particularly consumers from marginalised 
groups. 

3. There should be an active commitment to secure the participation of a large 
proportion of consumers who have used the services under evaluation, including 
those whose voices are rarely heard. This includes 
– enabling consumers to participate in the project in a range of ways and at a 

range of levels 
– paying consumers for their input and reimbursing reasonable expenses 
– promoting the project. 

4. There should be an aim to disseminate findings as widely as possible, including 
ensuring that all interviewees receive feedback on the findings of the evaluation and 
are invited to give their views on the process and outcomes. Allies within mental 
health services and funders should provide support for this. 

5. There should be a commitment to addressing equality issues, for example by 
ensuring that the views and opinions of those whose voices are rarely heard are 
included as members of the UFM group and as research participants. There should 
be regular opportunities for new people to join the UFM group. 

6. The project team should have independence and adequate funding to ensure that 
independence.  

7. The UFM group should develop and follow good standards of research 
methodology.  

8. The coordinator and project group should have access to appropriate supervision, 
support and sources of expertise, which is flexible enough to suit their differing 
levels of experience, strengths and skills. 

9. The whole project team, including the coordinator, should have access to accessible, 
flexible and comprehensive training that caters for their differing needs. 

10. There should be a commitment from UFM commissioners and service providers to 
implementing recommendations from UFM projects.  

Implementation is said to have shown that if research is designed and conducted by 

service users it provides information that would be unlikely to emerge from more 

traditional research.  
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Over the last ten years of implementation across various sites in the UK, UFM has been 

shown to: 

 provide an opportunity for consumers to lead and implement an evaluation of a 
mental health service drawing on their personal experience of services 

 enable the voices of marginalised consumers to be heard and influence service 
development 

 provide new perspectives and information to service providers 
 provide a crucial ‘tool’ for clinical governance 
 enable equitable and constructive working partnerships between consumers, 

service providers, commissioners and local communities. 

UFM has also benefited consumers involved in UFM groups, by giving them an 

opportunity to: 

 do something that values personal experiences 
 make new friends and reduce isolation  
 participate in an activity that is not about being helped but helping others 
 earn money 
 develop skills and confidence. 

Victorian-based MH ECO 

Following a review that identified issues with Victoria’s mental health consumer 

satisfaction surveys, the Victorian Department of Health funded the C&C Experience 

Project to:  

1. improve the systematic collection, analysis and use of information about consumer 
and carer experience of mental health services in Victoria 

2. further integrate evaluation of consumer and carer experience of mental health 
services within broader quality monitoring and improvement frameworks at the 
service level. 

The project, implemented between 2006 and 2008, was a collaboration between the 

Department, the Victorian Mental Illness Awareness Council (VMIAC), the Network for 

Carers of people with a Mental Illness (the Network), and eight pilot sites. A consumer 

team was established in VMIAC and a carer team in the Network, each consisting of a 

manager and two project workers. The Health Issues Centre35 provided the teams with 

training and support. As with MH-CoPES, a State-wide Reference Group—with 

representatives from the Department, the two project teams, pilot sites, peak bodies, 

consumer and carer academic experts—oversaw the project (Victorian Department of 

Health, 2010).  

The project developed and piloted an approach to understanding consumers’ and carers’ 

experiences of mental health services and involving them in quality improvement. A 

                                                        
35 The Health Issues Centre is an independent, not-for-profit organisation (established in 1985) to promote equity and consumer 
perspectives in the Australian health system. It works with consumers, health providers, researchers, governments and other health 
organisations. The focus of its work is mainly in Victoria, but it has taken a national approach when appropriate. 

http://www.healthissuescentre.org.au/


Final report Evaluation of the MH-CoPES Framework 
 

96 
 

randomly selected sample of consumers and carers from participating sites were invited 

to provide their perspective through a questionnaire administered by Computer 

Assisted Telephone Interviewers (CATI); they could also opt to complete a written 

questionnaire instead. Those who completed the survey over the phone were asked to 

register their interest in participating in a follow-up interview or focus group; and 

participants were selected from this register (Victorian Department of Health, 2010).  

Following analysis and distribution of the findings, consumers and carers were involved 

in planning quality improvements with services (Victorian Department of Health, 2010). 

Mental Health Experience Co-Design (MH ECO)—which aims to improve the experiences 

of people who receive services from mental health—grew out of this experience 

(Fairhurst and Weavell, 2011). The model is informed by the theory and practice of 

Experience-Based Design (Bate and Robert, 2007), which aims to engage consumers, 

carers and service providers in actively working together to co-design features of 

service delivery (Fairhurst and Weavell, 2011). 

Like the MH-CoPES Framework, MH ECO 

consists of four steps, but the last two of 

these are quite different to MH-CoPES. 

The four steps are: 

 collect feedback through computer 
assisted telephone interviews, face-
to-face interviews and focus groups 

 identify key issues (or ‘touch points’) 
for consumers and carers from the 
data (in practice the three most and 
the three least positively rated 
service parameters) 

 co-design actions that will address 
these issues 

 implement agreed actions (see 
figure 10).  

 

As in the C&C Experience Project, consumer and carers teams with both research skills 

and lived-experience (in VMIAC and the Network) support the process, while services 

take responsibility for leadership and governance of their project (Fairhurst and 

Weavell, 2011). Following data collection, the consumer and carer teams provide two 

lots of training. The first is for participating consumers and carers and focuses on 

effective participation in groups and consumers’ and carers’ feelings about working on 

an equal basis with service staff. The second is for participating consumers, carers and 

staff and focuses on understanding the co-design process and fostering collaboration 

(Paton et al, 2013).  

Figure 10. MH ECO model 
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Following this, three co-design groups—which include staff, consumers and carers—are 

established to work through plans for the identified issues. A member of the consumer 

and carer project teams supports each group. The groups meet three times: 

 first, to discuss and map current processes related to the key issue they have been 
assigned to 

 second, to investigate examples of good practice (sourced by the consumer and 
carer research teams and the service’s project coordinator) 

 third, to develop a concrete action plan (related to their analysis of current 
processes and good practice). 

The three action plans are then presented to a central group for consideration. The 

group then recommends actions to be included into the service’s quality improvement 

framework (Fairhurst and Weavell, 2011). Follow-up meetings are held to assess 

progress and outcomes (Paton et al, 2013). Examples of changes achieved include a new 

discharge process intended to increase consumer and carer involvement in discharge 

planning, and staff training in providing information to consumers and carers (Paton et 

al, 2013).  

Identified success factors include the support and expertise of the project teams 

throughout the process, engagement of relevant champions, and support from senior 

executives that link back to the normal management processes within their organisation 

(Fairhurst and Weavell, 2011).  

An external evaluation found strong support for MH ECO among consumers, carers and 

services involved (Paton et al, 2013). It is unclear, though, whether implementation is 

currently mandatory or voluntary for Victorian mental health services and how long 

each cycle takes. 

Other quality activities with consumer input  

In Australia and internationally, other quality activities with consumer input have also 

been trialled or implemented. Trials of collaborative and user-led quality assurance and 

patient-facing kiosks provide some ideas about what is possible and valuable in 

collaboration and use of technology. 
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 Collaborative and user-led quality assurance: A UK study compared two approaches 
to quality assurance in a mental health day centre—the first a top-down inspection-
type approach (in 1998), and the second a collaborative approach with a user-led 
agenda (in 2000). The second approach featured many of the principles of user-
focused monitoring and aligned with a total quality management approach to 
quality (because it involved all stakeholders in the process). It included a steering 
group with both staff and consumer representatives and a questionnaire that users 
designed but staff had the final say on, which addressed concerns about staff feeling 
undermined by a user-led process. It focused on different priorities and got a higher 
response rate. The process took five months, from the first steering group meeting 
to the presentation of the final report to service users (Weinstein, 2006). The study 
found service staff and consumers had less ownership of the inspection-type 
approach, and that staff and consumers participating in the collaborative approach 
were more willing to work together (Weinstein, 2006).  

 Patient-facing kiosks: To address an identified issue with lack of referrals to weight 
management for overweight patients with schizophrenia, a study compared use of 
patient-facing kiosks—for people with schizophrenia to self-report their weight, 
whether they’d received a referral to a weight service and how many visits they had 
had in the last month—with usual care in eight medical centres of the Veterans 
Health Administration in the US. The kiosks, placed in waiting rooms, were designed 
for people with cognitive deficits or limited literacy. Consumers could see the 
questions on the touch screen monitor and hear them through a set of headphones.  
A set of scales was available next to the kiosk. Patients could print out a report, 
which included information and talking points, to take to their appointment and 
advocate for a referral. Clinicians and administrators received regular summary 
reports and clinical champions discussed the data and their relationship to 
benchmarks, clinician education, automated patient education and social marketing. 
The study showed patients could complete self-assessments and preferred this 
approach, and also that these assessments were as accurate as clinician-delivered 
assessments, reliable, and feasible to implement as part of routine care and to use to 
improve the quality of care (Chinman et al, 2004 and Chinman et al, 2007 in Cohen, 
et al, 2013).  
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3. Service-driven approaches to quality improvement 

Collaboratives—through which services share knowledge, strategies and success—are 

another, service-driven, approach to quality improvement. In the Australian health 

system context, the Commonwealth Department of Health and Ageing funds 

the Improvement Foundation36 to deliver the Australian Primary Care Collaboratives 

(APCC) Program. A team of managers and support staff in the Foundation delivers the 

Program and the Foundation funds each participating Australian Division of General 

Practice and state-based organisations to provide support and guidance to participating 

practices in their remit. Each state has an APCC Program manager, and regional 

manager, and each participating Division involved has a collaborative program manager. 

The Program has been used in more than 1,000 practices and health services, 10 

Medicare Locals and 80 Divisions across Australia (Improvement Foundation, 2010). 

It uses an adapted version of the Breakthrough Series Collaborative methodology—first 

developed in the US by the Institute of Healthcare Improvement and since applied in 

other countries. Within the APCC Program, participants: 

 attend a series of learning workshops 
 exchange ideas, share experiences, and learn from experts about practical quality 

improvement skills 
 learn how to make and test changes using the model for improvement 
 in teams from a number of general practices, work together to rapidly test and 

implement changes intended to lead to lasting improvements. 

The model for improvement—which 

uses plan–do–study–act cycles—

provides a framework for developing, 

testing and implementing changes 

(see figure 11). It can be used to test 

ideas—based on existing ideas that 

have been proven to work elsewhere, 

research, feedback, theories, reviews, 

audits—easily and rapidly. It breaks 

change efforts into small, manageable 

chunks that can be tested to ensure 

they lead to improvement and that 

effort is not wasted. A number of 

cycles may be required to take a 

project from start to finish. 

The Program encourages practices 

                                                        
36 The Foundation is a not-for-profit organisation whose core business is to provide expertise in developing and delivering quality 

improvement programs to achieve systems change. 

Figure 11. Model for improvement 

http://www.improve.org.au/
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across Australia to share ideas and achievements through networking at workshops, 

their Divisions, and the Program website. 

The collaborative methodology is said to work because it: 

 is straightforward and structured 
 includes dedicated support for participants 
 promotes ‘protected time' for participants to spend together solving problems as a 

team 
 is designed to implement change in small manageable cycles and identify where a 

change actually leads to an improvement (Improvement Foundation, 2010). 

A Danish study trialled four quality improvement collaboratives in the mental health 

context. It used a layered approach to quality improvement—involving action at the 

collaborative, organisation and team levels. The study found collaboratives led to 

significant improvement in most objective outcomes (including health, loneliness, and 

clients’ problem areas) and that a layered approach was needed to improve quality 

(Strating et al, 2012 ).  
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