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Clinical Indicators 
In Community Health

Alison Brown
Clinical Governance Project Manager

Link to Clinical Governance

Definition of Clinical Governance
The systems by which the governing body, 
managers and clinicians share responsibility 
and are held accountable for patient or client 
care, minimising risks to consumers, and for 
continuously monitoring and improving 
the quality of clinical care

ACHS

Indicators vs Clinical Indicators

Indicators are succinct measures 
that describe a system in order for 
us to understand, compare and 
improve it 

(NHS, Good Indicator Guide)

Indicators for 
Clinical Governance

Dimensions of Quality

• Safe

• Effective

• Appropriate

• Acceptable

• Accessible

• Efficient

Indicators for 
Clinical Governance

• Guidelines & Checklist for reporting on clinical quality 
and safety

• Indicators & minimum reporting frequencies

Indicators for 
Clinical Governance

• Safe

• Effective    -Will intervention work?

• Appropriate -Suitable intervention?

• Acceptable

• Accessible

• Efficient
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Definition of Clinical Indicators

‘A measure of the clinical 
management and/or outcome of 
care’

Collopy B. Int J for Quality of Health Care June 2000:12,3

Types of Clinical Indicators

• Process
• Outcome

Types of Clinical Indicators

• Process
• Outcome
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Based on: Centre for Health Services and Policy 
Research 2004. A Results Based Logic Model for 
Primary Health Care
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VHA Clinical Indicator 
Working Gp

Method
• Examined literature
• Existing indicator sets
• Considered clinical risks
• Draft indicators
• Pilot
• Sector feedback

VHA Clinical Indicator 
Working Gp

Completed and Piloted Initial Set of
Process Indicators
• Care Plans
• Diabetes Care

Investigating Outcome Indicators
• Self Management
• Quality of Life

Outcome Indicators

Outcome

INDIRECT 
OUTCOMES

DIRECT 
OUTCOMES

FINAL

OUTCOMES

Area of influence 
(Effectiveness)

External Factors

Direct Outcomes/Impact
Program Specific
•Knowledge
•Risk reduction
•Level of independent functioning
Generic
•Self management
•Self efficacy

Final Outcomes
Program Specific - ?
Generic
•Quality of Life
•Health Outcome measures

Direct Outcomes

• Self efficacy

• Self management 
(PACIC- The Patient Assessment of 
Chronic Illness Care )

Final Outcomes

Quality of Life Indicators 
• WHOQoL 

Health Related Quality of 
Life Tools
• Generic – SF36, AQoL
• Disease Specific – Arthritis, 

Cancer,  Asthma tools 

Health Status
Health Outcomes

Physical

Social

Environmental

Psychological

Final Outcomes

Clarity re objectives of outcome
indicators 
• individual measures –to informing 

individual client care
• Program measure – difference over 

time or difference between known 
groups

• ? Economic evaluation (QALY’s) or 
health outcome evaluation
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Peninsula HealthJulie White

Barwon HealthRebecca Smith

Djerriwah Health Service Mary Shaw

Dianella Community HealthSue Sestan

Eastern Access Community HealthRobyn Rourke

Ovens & King Community Health ServiceKaye Redfern

Knox Community Health ServiceWayne Massuger

South West Healthcare Catherine Loria

Doutta Galla Community Health ServicesAnne Lennard

Central Bayside Community Health ServiceNaomi Kubina

Dunmunkle Health ServicesLeanne Hood

Darebin Community HealthCarolyn Hines

Knox Community Health ServiceDenise Harisiou

Moreland Community Health Shadi Hanna

Eastern Access Community HealthJill Faulkner

Quality Improvement Council Steve Einfeld

Plenty Valley Community HealthRobyn Drosten

Darebin Community HealthBarb Bell

Whitehorse Community Health ServicePaula Bacchia

Moreland Community HealthChristine Armit

Mitchell Community Health ServiceBronwyn Allen

And 12 pilot agencies

2nd Round Pilot – September 08

• Feedback 
November 07 
forum

• Changes to 
clinical indicators

• Audit forms
• Benchmarking

Care Plan Indicators

Indicator 1 Complete care plan
Indicator 2 Incomplete care plan
Indicator 3 Reason for incomplete care plan
Indicator 4 Care plan review
Indicator 5 Goal Attainment
Indicator 6 Goals Partially Met

Care Planning

Issues:
• Definition of care plans, treatment plans, care 

coordination plans
• Functions of care planning  

– coordinate services
– Client centred goals
– Professional goal setting

• Lack of clear format for care planning
• Multiplicity of plans
• Application of care planning
• Trakcare/Isoft 

Pilot results

Indicator 1 Complete care plan  5%

• Client stated/agreed issues/problems
• Client stated/agreed objectives/goals, 
• Client stated/agreed strategies/action 
• Review date of care plan
• Timeframe for attainment of objectives/goals 
• Responsibilities for implementing strategies/action
• Participants in development of care plan
• Consumer Acknowledgement (signed or verbal acknowledgement 

recorded)
• Date care plan developed

Indicator 2 Incomplete care plan   80%
Indicator 3 Reason for incomplete care plan
Client stated/agreed Issues/Problems 62.4 %
Client stated/agreed Objectives/Goals 65.8 %
Client stated/agreed Strategies/Actions  65.8 %
Review Date Stated             42.2 %
Timeframe for goal attainment 27.6 %
Implementation Responsibilities   55    %
Participants Identified       48.8 %
Consumer Acknowledgement 21.4 %
Dated  64.0 %
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Indicator 4 Care Plan Review     14% Indicator 4 Care Plan Review     14%

Indicator 5 Goal Attainment        12% (60%*)
*For the 2 services who were able to determine whether goals were met

Indicator 4 Care Plan Review     14%

Indicator 5 Goal Attainment        12% (60%*)
*For the 2 services who were able to determine whether goals were met

Indicator 6 Goals Partially Met    12% (60%*)
*For the 2 services who were able to determine whether goals were met

Diabetes Care Indicators

Indicator 7 Diabetes Best Practice Care
Review

Indicator 8 Diabetes Care Review Data
Indicator 9 Communication to General

Practitioner

Diabetes Care 

Every two yearsReview Oral Health
AnnuallyReview Mental Health ( e.g. K10)

Every two yearsComprehensive Eye examination 
AnnuallyReview Medications
AnnuallyReview Smoking 
AnnuallyReview levels of physical activity
AnnuallyReview diet 
AnnuallyExamine feet 
AnnuallySelf care education 
AnnuallyUrinary Albumin Excretion
Six monthlyBlood Pressure 
Six monthlyBMI 
Six MonthlyCholesterol, triglycerides and HDL and LDL cholesterol 
Six monthlyHbA1c
Minimum FrequencyReview

Pilot Indicators

Pilot Indicator 7 -Diabetes Care Review
To determine the percentage of clients with Diabetes
whose client records have evidence of being screened
for all of the recommended reviews

Pilot Indicator 8: Diabetes Care Review Action 
To determine the percentage of clients with evidence of
action taken to refer for one or more reviews not
received in the recommended timeframe
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Indicator 7 
Diabetes Best Practice Care Review

To determine the
percentage of clients
who have received the
recommended review
in suggested
timeframe

Indicator 7 Pilot Results

%Review

1Oral Health
62.2Medication Review 
56Smoking Status
80.0Physical activity
82.5Diet
78.5Received self care education
52.5Albumin in urine
75.6Cholesterol, triglycerides and HDL cholesterol
66.3Examine feet
55Blood Pressure
40.6BMI 
57.3Eye examination
76HbA1c

Indicator 8 
Diabetes Care Review Data

Percentage of clients who have diabetes related
results for HbA1c, Albumin, total cholesterol,
HDL, LDL cholesterol and Triglycerides, blood
pressure, BMI 

Result recorded (%)Review

38.1BMI

42.2Blood pressure

56.3Cholesterol
63.1HbA1c

Indicator 9
Communication to General Practitioner

• To determine the percentage of 
clients with evidence of 
communication (excluding referral 
acknowledgement) from the 
community health service to the 
Client’s GP

• 58%

Pilot Feedback

‘The audit took approx 2 ½ hours to … which is not a lot 
of time considering the valuable information we have 
gained for further developing and promoting best 
practice standards within the diabetes service’

‘It did provide impetus, structure and an opportunity to 
take a “snapshot” look at some aspects of our diabetes 
services. The results have given us some ideas for 
improving some aspects of our diabetes services’

‘In our view optimal diabetes care is client-centred, not 
pathology-results-centred. Measures of  “optimal 
diabetes care” would therefore need to include client 
perspectives, evidence of self-management, 
social/community supports, and DNA rates for example.’

Where to from here

• Identify relevant outcome 
indicators

• Implementation of indicators 
• Examine benchmark options for 

indicators
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Benchmarking
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Jan-Mar Apr-Jun YTD

agency
region
state

DHSV Retreatment within 6 months

Discussion

1. What does the sector want from outcome indicators?
– Immediate impact or final outcome

2. In final outcome indicators do we want to be able to 
– Monitor individual change?
– Monitor change within a group over time?
– Compare groups with different interventions?
– Economic analysis or health outcome?

3. What do we need to implement these clinical indicators in the 
sector?


