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Abstract 

Background:  We aimed to contribute to developing practical guidance for implementing person-centred quality 
indicators (PC-QIs) for primary care in Alberta, Canada. As a first step in this process, we conducted stakeholder-
guided prioritization of PC-QIs and implementation strategies. Stakeholder engagement is necessary to ensure PC-QI 
implementation is adapted to the context and local needs.

Methods:  We used an adapted nominal group technique (NGT) consensus process. Panelists were presented with 
26 PC-QIs, and implementation strategies. Both PC-QIs and strategies were identified from our extensive previous 
engagement of patients, caregivers, healthcare providers, and quality improvement leaders. The NGT objectives 
were to: 1. Prioritize PC-QIs and implementation strategies; and 2. Facilitate the participation of diverse primary care 
stakeholders in Alberta, including patients, healthcare providers, and quality improvement staff. Panelists participated 
in three rounds of activities. In the first, panelists individually ranked and commented on the PC-QIs and strategies. 
The summarized results were discussed in the second-round face-to-face group meeting. For the last round, panelists 
provided their final individual rankings, informed by the group discussion. Finally, we conducted an evaluation of the 
consensus process from the panelists’ perspectives.

Results:  Eleven primary care providers, patient partners, and quality improvement staff from across Alberta partici-
pated. The panelists prioritized the following PC-QIs: ‘Patient and caregiver involvement in decisions about their care 
and treatment’; ‘Trusting relationship with healthcare provider’; ‘Health information technology to support person-
centred care’; ‘Co-designing care in partnership with communities’; and ‘Overall experience’. Implementation strategies 
prioritized included: ‘Develop partnerships’; ‘Obtain quality improvement resources’; ‘Needs assessment (stakeholders 
are engaged about their needs/priorities for person-centred measurement)’; ‘Align measurement efforts’; and ‘Engage 
champions’. Our evaluation suggests that panelists felt that the process was valuable for planning the implementation 
and obtaining feedback, that their input was valued, and that most would continue to collaborate with other stake-
holders to implement the PC-QIs.

Conclusions:  Our study demonstrates the value of co-design and participatory approaches for engaging stake-
holders in adapting PC-QI implementation for the primary care context in Alberta, Canada. Collaboration with 

© The Author(s) 2022. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/. The Creative Commons Public Domain Dedication waiver (http://​creat​iveco​
mmons.​org/​publi​cdoma​in/​zero/1.​0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Open Access

*Correspondence:  kmanalil@ucalgary.ca

1 Department of Community Health Sciences, Cumming School of Medicine, 
3D10, University of Calgary, 3280 Hospital Drive NW, Calgary, AB T2N 4Z6, 
Canada
Full list of author information is available at the end of the article

http://orcid.org/0000-0003-0826-7298
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s40900-022-00397-z&domain=pdf


Page 2 of 17Manalili et al. Research Involvement and Engagement            (2022) 8:59 

Background
Person-centred care (PCC) is a fundamental approach 
to primary care [1, 2]. While PCC is integral to deliver-
ing high quality primary care, the measurement of PCC 
is not currently performed in a routine, standardized 
manner [3–5]. This impacts the capacity of primary care 
organizations to identify gaps in their provision of PCC 
and drive the changes needed to enhance the quality of 
care and improve patient experiences and outcomes [3]. 
Person-Centred Quality Indicators (PC-QIs), developed 
by Santana et al. [6] offer an opportunity to address these 
gaps in measurement and to enhance person-centred 
primary care practice. The PC-QIs align with the goals 
of the Patient Medical Home Model [7] to promote PCC 
and continuous quality improvement (QI), as well ongo-
ing initiatives to incorporate the patient experience into 
QI [8]. While these quality indicators have been devel-
oped, they have not yet been implemented in practice.

Over the past 20  years, there has been considerable 
progress with respect to the identification and use of 
implementation strategies in healthcare and other sec-
tors (e.g. education, social programs), which are criti-
cal to the promotion of effective implementation, as 
they aim to mitigate barriers and leverage facilitators 
to implementation [9, 10]. The methods associated with 
identifying and applying implementation strategies 
continue to evolve, including the development of tax-
onomies for strategies, as well as a variety of systematic 

approaches [11]. Such systematic approaches include: 
group model building (engaging stakeholders in a 
guided approach to identifying and implementing 
solutions), concept mapping (engaging stakeholders 
in brainstorming, organizing, and rating strategies, 
and conjoint analysis (rating-based approach to meas-
ure stakeholder preferences, where there are trade-
offs with various strategies) [11]. However, questions 
remain regarding the tailoring of strategies that will 
reflect a thorough understanding of context [10]. While 
there is a greater need for systematic approaches to 
tailor strategies, the integration of more participatory 
and pragmatic approaches can facilitate stakeholder 
engagement, particularly among those who are imple-
menting the intervention and are impacted by it [12]. 
Tailoring strategies also ensures that local (specific 
implementation setting) contextual considerations and 
needs are addressed and the most effective strategies 
are prioritized [10, 13]. Active participation by stake-
holders is recognized as an important factor for the 
success of implementation, and is critical in the plan-
ning stages [14]. The engagement of stakeholders is 
necessary for understanding the context of implemen-
tation in primary care, which can be a complex setting. 
The organization, culture, and structures are highly 
variable, compared to acute care settings [2, 15, 16].

The literature regarding stakeholder involvement 
in implementation processes, and particularly with 

stakeholders can promote buy-in for ongoing engagement and ensure implementation will lead to meaningful 
improvements that matter to patients and providers.

Keywords:  Person-centred care, Quality indicators, Primary care, Implementation, Strategies, Context consensus, 
Participatory research

Plain English summary 

Person-centred care (PCC) is a model of care where patient needs and preferences are included in decisions about 
care and treatment. To improve PCC in primary care in Alberta, Canada, we plan to use person-centred quality indica-
tors (PC-QIs). Using PC-QIs involves surveying patients about their care experiences and using this information to 
make improvements. For example, if 20% of patients do not feel they are getting enough information, the clinic may 
create a checklist for the providers so information is not missed. We engaged a panel of 11 people, including patients, 
family doctors, and staff who support quality improvement in clinics across the province to decide together which 
PC-QIs primary care clinics in Alberta should use. We also asked the panel to decide the most important strategies 
that would make using the PC-QIs more successful. The panel chose PC-QIs related to: patient and caregiver involve-
ment in decisions about care and treatment, a trusting relationship with the healthcare provider, having health 
information technology to support PCC, partnering with communities in healthcare, and the patient’s overall experi-
ence. The most important strategies were: developing partnerships among people working in primary care in Alberta, 
discussing their needs and common efforts for improving PCC, engaging “champions,” and securing funding that 
would be needed. Finally, we asked the panelists to share their experiences with participating in this process. Panelists 
found the process useful and that their input was valued. Most panelists would also like to continue to work together 
to put the PC-QIs into practice.
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regards to planning for implementation and prior-
itizing implementation strategies, is limited [12, 17]. 
Moreover, little is known about the preferences and 
experiences of stakeholders regarding their participa-
tion in planning for implementation [12]. As a partici-
patory and pragmatic research approach that actively 
engages stakeholders, consensus methods offer an 
opportunity to collaborate with patients, physicians, 
and primary care QI staff to seek general agreement on 
planning for successful PC-QI implementation [18]. A 
consensus process can help to consider a diversity of 
perspectives and experiences with PCC measurement 
(logistics required, capacity, motivations) and how 
PC-QI implementation may impact them. The collabo-
rative and co-designed nature of the consensus process 
increases stakeholder ownership over the implementa-
tion [19], and thereby increases the likelihood of adop-
tion, implementation, and sustained use, and scale up 
of the PC-QIs.

The overall aim of our study was to contribute to the 
development of practical guidance on PC-QI implemen-
tation to promote adoption and use in primary care in 
Alberta, Canada. To work towards this aim, our objec-
tives were to conduct a consensus process for: 1. pri-
oritizing the PC-QIs, and 2. prioritizing evidence and 
theory-informed implementation strategies previously 
identified through engagement of stakeholders in PCC 
measurement across Canada as well as primary care 
stakeholders in Alberta. In consideration of the limited 
documentation of the use of consensus processes for 
prioritizing implementation strategies, our study also 
included a brief evaluation of the process with the con-
sensus panel members. This study is part of an ongoing 
program of research to develop and implement PC-QIs 
for general health system-use in Canada [6], and was 
approved by the University Health Research Ethics 
Boards (REB15-2846) at the University of Calgary.

Methods
Study design
We used a mixed methods consensus methodology to 
seek agreement among diverse perspectives represented 
by Alberta primary care stakeholders [20]. Leech and 
Ongwuegbuzie’s “Guidelines for conducting and report-
ing mixed research in the field of counseling and beyond” 
[21] and Staniszewska et  al.’s “Guidance for Reporting 
Involvement of Patients and the Public” [22] were used 
to guide the reporting of this study. We drew on the 
processes associated with a Nominal Group Technique 
(NGT) approach to obtain consensus with the goal of 
establishing priorities for PC-QI implementation [17]. 
Our aims were consistent with characteristics of an NGT 
process. We sought to identify areas of consensus and 

establish priorities for implementing the PC-QIs: indi-
vidual prioritization, group discussion for the purpose of 
consensus building, and final prioritization of the PC-QIs 
and strategies [19]. The benefits to using a NGT approach 
include: it is resource efficient (requires less time and 
money), requires little preparation by participants (espe-
cially important for busy clinicians and volunteer Patient 
Partners), allows for in-session completion during face-
to-face meeting, and encourages equal input from differ-
ent perspectives [19, 23].

As part of our mixed methods design, both quantitative 
and qualitative data were collected across three ‘rounds’ 
of activities during the consensus process. This mixed 
methods approach served two purposes: 1. To use both 
quantitative and qualitative data to provide a more com-
prehensive view of our findings in the first round of activ-
ities and inform the second round of activities, and 2. To 
use qualitative data from the second round to inform the 
third round of data collection, where quantitative data 
was collected. Additional details regarding how qualita-
tive and quantitative data were used to inform each sub-
sequent round is described below under our presentation 
of the application of the NGT.

Identification of the PC‑QIs
The PC-QIs were developed by Santana et  al. through 
a multi-phased program of research which involved 
a review of the literature [24, 25] and co-design with 
patients, caregivers, community members, healthcare 
providers, policymakers, and quality improvement 
experts in Alberta, across Canada, and internationally. 
Stakeholders were engaged through a survey, interviews, 
focus groups, and a modified Delphi consensus process 
[6, 26–28]. The PC-QIs were developed based on the 
Donabedian model for healthcare improvement (evalu-
ates the structures, processes, and outcomes of care) [29]. 
The list of PC-QIs has been published [6] and was pre-
sented to the panelists for their review and prioritization 
for this study.

Development of an initial list of implementation strategies
We identified implementation strategies through a rig-
orous research process using implementation science to 
assess Canadian healthcare organizations’ readiness to 
implement and use PC-QIs (via survey) and identify bar-
riers and facilitators to implementation (via interviews), 
from the perspective of Canadian healthcare organiza-
tions and primary care stakeholders in Alberta. These 
findings will be published elsewhere.

The study team identified the implementation strate-
gies from key aspects of organizations’ readiness, bar-
riers, and facilitators that emerged from the previous 
study, considering: 1. the salience of the construct across 
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stakeholder groups interviewed, based on our analysis 
using the Consolidated Framework for Implementation 
Research (CFIR) [30]; and 2. the number of codes for 
each construct. These factors were mapped to evidence 
and theory-informed broad strategies using the CFIR-
ERIC (Expert Recommendations for Implementation 
Change [31]) Implementation Strategy Matching Tool. 
The broad strategies chosen included those that have 
been endorsed by the greatest proportion of experts to be 
among the “top seven” strategies to address a particular 
barrier. We grouped the broad strategies thematically and 
further developed the strategies to reflect the context of 
PC-QI implementation in primary care in Alberta. The 
interview data (transcripts) directly informed the specific 
wording used to formulate the strategies. A summary of 
the mapping process is accessible via [Additional file 1].

Setting
The province of Alberta in Canada is home to over four 
million people and the country’s fourth most populous 
province. There are five health zones in Alberta (North, 
Edmonton, Central, Calgary and South) that serve 
diverse areas of the province including both rural and 
urban areas. While Alberta Health Services is consid-
ered the province’s single health authority, it has a lim-
ited role in the delivery of primary care, which is mainly 
provided by family physicians, paid by the provincial 
Ministry of Health (Alberta Health), on a fee-for-service 
basis [32]. Primary care clinics in Alberta vary in their 
size, resources available, and composition of staff. Most 
primary care clinics tend to be smaller practices, how-
ever, there are also larger “academic” clinics that provide 
training to medical interns and residents and conduct 
research. Most of the academic clinics are situated in 
the largest urban centres of Edmonton and Calgary. 
These clinics may also have dedicated staff for quality 
improvement.

Primary Care Networks (PCNs) in Alberta provide 
support to member family physicians (and their clinics), 
generally based on geography, with the vast majority of 
primary care physicians in Alberta being part of a PCN. 
Within PCNs there are also centralized, distributed and 
mixed models of operation. The centralized PCN model 
more closely replicates a referred outpatient program 
typical of the acute care system. Member physicians or 
nurse practitioners refer patients to the geographically 
distinct PCN central clinic for services. Distributed PCNs 
provide most resources within the community-based 
clinics that are the “medical home” for patients that are 
attached to a primary care provider, who is a PCN mem-
ber. Mixed models can support logistical realities, such 
as lack of space within member clinics and “economy of 
scale” benefits of centralization.

Panel recruitment
The consensus panel was selected to ensure a diverse rep-
resentation of primary care stakeholders in Alberta. We 
targeted approximately 9–12 stakeholders to ensure geo-
graphical and role representation of stakeholder groups 
as well as considering efficient and constructive group 
processes [23]. We aimed to obtain representation from 
the five health zones in Alberta as well as perspectives 
from both urban and rural areas. Stakeholder groups tar-
geted included: patients (2–3), physicians (2–3), clinic QI 
managers/leads of large academic clinics (2–3), and QI 
staff at PCNs (2–3).

We recruited potential consensus panelists from 
among past interview participants who provided their 
perspectives on barriers and facilitators to implement-
ing the PC-QIs through email invitation. Patient partners 
were recruited through the Alberta Strategy for Patient-
Oriented Research (SPOR) Patient Engagement Platform 
via a posting on their website, as well through email. We 
also approached the Alberta SPOR Primary Care and 
Integrated Health Care Innovation Network’s Patient and 
Families’ Panel for recruitment of interested patients. 
The invitation included an overview of the study aim and 
objectives, the consensus process, and time requirements 
for participation. Panelists were offered compensation for 
their participation with a $50 electronic gift card.

Application of an adapted NGT
We used a modified approach to NGT. First, the steps of 
an NGT were broken down into three ‘rounds’ of activ-
ity to accommodate virtual participation during the 
COVID-19 pandemic and to minimize time burdens on 
panelists, including clinicians, staff working at and with 
primary care clinics, and volunteer Patient Partners. The 
rounds included: Round 1 - A remote round of prioriti-
zation (administered by email) of PC-QIs and strategies 
individually by panelists; Round 2 - A virtual “face-to-
face” Zoom meeting of all panelists to discuss results 
from Round 1, where panelists provided additional 
insight into their prioritization; and Round 3 - A remote 
round of re-prioritization (administered by email) of PC-
QIs and strategies individually by panelists, considering 
the discussion in Round 2. Another adaptation made was 
that the ‘silent generation of ideas’ component of an NGT 
[23] was replaced with a presentation of previous study 
results, where extensive engagement of stakeholders in 
PCC measurement and primary care in Alberta was done 
(as described above).

Round 1 process
We developed a survey/prioritization tool using ‘Qual-
trics’ [33], a web-based data collection and management 
platform, supported by the University of Calgary. The 
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study team pre-tested the survey for clarity and ease of 
use. The survey included two main sections, designed to 
take approximately one hour to complete:

1.	 A list of all 26 PC-QIs, with hyperlinks to their full 
descriptions (including definitions, technical speci-
fications, relevant data sources, and supporting evi-
dence), of which panelists were asked to prioritize 
their top five choices for implementation in primary 
care in Alberta. Panelists were also asked to include 
comments about their prioritization choices in a 
free-text box.

2.	 A list of ten strategies (including full descriptions) for 
implementing the PC-QIs in primary care in Alberta, 
which the panelists were asked to rank from most 
to least important. Using this ranking process, we 
sought to obtain a general sense of how the strategies 
were perceived by the panelists, which could be fur-
ther discussed in Round 2, during the virtual meet-
ing component. Panelists were asked to include any 
missing strategies or comments about their ranking 
choices in a free-text box. The strategy descriptions 
are presented in Table 1 below.

The rationale for prioritizing PC-QIs and strategies is 
based on recommendations which suggest focussing on 
3–5 strategies is optimal [34].

Materials
Along with the survey link, each participant received the 
following materials: 1. Background information about 
the study; 2. A summary of the findings from the survey 
conducted on organizational readiness to implement the 
PC-QIs and the interviews on barriers and facilitators to 
implementation; and 3. The full monograph of the PC-
QIs, which included background information on their 
development and descriptions of each PC-QI. Panelists 
were asked to complete the survey within two weeks.

Analysis
We analyzed the results from Round 1 of the consensus 
process using a mixed methods approach to enhance our 
interpretation of the findings [23]. To determine overall 
relative priority of the PC-QIs across panelists and stake-
holder groups, we first calculated the frequency of each 
PC-QI as one of the top five priorities [35]. To determine 
the relative popularity of each PC-QIs as a top five pri-
ority, we calculated median ranking and interquartile 
range for each PC-QI that was prioritized, as well as the 
minimum and maximum range rating. Analysis was con-
ducted using Microsoft Excel. To summarize the results 
for the panelists, we created a bar graph to show the 
relative popularity of each PC-QI that was indicated as 

a top five priority among all panelists. A colour-coded 
summary table was also developed to guide discussion 
(green = high relative priority, among top five across pan-
elists; yellow = medium relative priority, among many of 
the panelists; red = low relative priority, only prioritized 
by zero, one, or two panelists). Any qualitative feedback 
(quotes) provided by panelists was also summarized 
and shared with the panelists for their consideration for 
Round 2. Specific feedback provided for individual PC-
QIs and strategies were presented to panelists with the 
scores as a joint display to provide a more comprehensive 
summary of the results [36].

Round 2 process
A 1.5 h virtual meeting was conducted via zoom with all 
the panelists, including: welcome and introductions; con-
sent to record the meeting; presentation of the PC-QI 
prioritization and strategy ranking results and questions 
from panelists; facilitated group discussion by one mem-
ber of the study team regarding the response to findings 
(agreement/disagreement, issues to consider – priority 
for whom, feasibility, value added, and clear PC-QI and 
implementation strategy priorities. Notes were taken by 
another member of the study team.

Materials
The meeting agenda, bar graphs, summary table, and 
panelist comments were shared with panelists one week 
prior to the consensus meeting for optional review. Ref-
erence materials were also provided, including the defini-
tions for the PC-QIs and the strategies.

Analysis
A verbatim transcript was produced from the Zoom 
meeting recording. We conducted a content analysis of 
the transcript and meetings notes to inform any poten-
tial changes to the prioritization of the PC-QIs and strat-
egies [37]. A summary of the qualitative feedback and 
any changes made to the implementation strategies was 
developed.

Round 3 process and materials
As in Round 1, the study team developed and pre-tested 
the final survey using the Qualtrics platform. It included 
three sections, designed to take approximately 30 min to 
complete:

1.	 A summary of the PC-QI prioritization with notes 
(qualitative data) based on the Round 2 group discus-
sions. Panelists were presented with the prioritized 
list of PC-QIs, including lower prioritized PC-QIs 
that were discussed in Round 2 (those lower prior-
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Table 1  Description of PC-QI implementation strategies (includes changes based on round 2)

Bold and italic font indicates changes made to strategies based on Round 2 discussions

**indicates a new strategy that was developed from Round 2

Implementation strategy Description

Needs assessment Engage Primary Care Networks, clinics, and patients about their understanding of person-centred 
care and needs/priorities around measuring person-centred care (considerations: obtain buy-in from 
stakeholders)

Develop partnerships Coordinate potential partners who can collaborate on supporting implementation of the PC-QIs, includ-
ing Universities, the Health Quality Council of Alberta, Primary Care Networks, patient advisories/groups, 
Alberta Health, and Alberta Health Services (considerations: Clinics require support from partners to 
enhance capacity for implementing successfully and sharing of resources)

Obtaining quality improvement resources Engage leadership at Alberta Health and/or Alberta Health Services regarding resources for quality 
improvement in primary care, which may include: additional dedicated staff and/or physician compensa-
tion or funding models to support time spent on quality improvement, supporting electronic systems 
to help with data collection from patients (e.g. tablets), managing the data and making it accessible to 
providers (e.g. Electronic Medical Records), and dashboards that will show providers the results in a more 
timely way (considerations: would address resource constraints and competing priorities for physicians; 
clinics that have these electronic systems in place are better able to use the PC-QIs in a way that is easy for 
their staff )

Aligning measurement efforts Hold meetings with key primary care stakeholders who are involved in guiding and mandating measure-
ment in the province, including: Alberta Health, The College of Physicians and Surgeons of Alberta, and 
the Accelerating for Change Transformation Team under the Alberta Medical Association (considerations: 
improving patient experience is a provincial priority, avoid extra measurement burden on staff, helps with 
motivation to use the PC-QIs if mandated and tied to funding, helps with primary care staff and provider 
motivation, avoids duplication of efforts)

Support from partners for implementation Coordination with the Health Quality Council of Alberta and Primary Care Networks who can support 
clinics with distributing patient surveys, collecting the data from the surveys, and reporting on the PC-QIs 
to the clinics, supporting the clinics to make improvements based on the data (considerations: minimize 
clinic staff time and resources and minimize conflicting priorities for focussing on patient care)

Champions Identify and work with "champions" (those who actively promote person-centred care measurement, 
including physicians, primary care network staff, and patients) to engage clinic staff on person-centred 
care and the importance of measurement to improve patient experiences and outcomes (considerations: 
some healthcare providers do not see the value or are familiar with the research, may address motivation 
challenges)

Adapting patient surveys Work with patients and primary care staff to tailor the surveys for patients to ensure they meet their needs 
of providers and patients (considerations: surveys have tended to be long for patients and providers/qual-
ity improvement staff do not see the value or do not feel they can make any improvements). Note: tailor-
ing the surveys will require collaboration with researchers to make sure the questions have some scientific 
basis to ensure the information is "valid" (can be trusted)

Patient engagement Working with primary care staff and patient groups to engage patients generally and at the clinic level 
around the value of completing patient experience surveys and the importance of their feedback for 
improving person-centred care (considerations: patients do not complete surveys, especially if they are 
long; engagement is needed with patients around expectations for care – higher expectations, better 
outcomes. Will get more valuable engagement. Providers will see this and help to shift practice)

Co-designing materials to implement the PC-QIs Co-design packaging of PC-QIs with providers, patients, and primary care organizations to provide 
tools that clearly show how to measure (what questions you need to ask on a survey), what the research 
shows to support measuring a particular indicator, and examples on what changes can be made to 
improve on an indicator (considerations: showing the value of why you would use an indicator, making it 
easy for those using the indicators to see what to do; provide “change packages” to help guide clinics on 
how to act on their data; while some standards can be established caution is needed around a “cookie 
cutter approach” – flexibility and tailoring is needed to accommodate specific clinic needs (e.g. rural 
vs. urban/smaller centres vs. larger); provides an opportunity to for patients and providers to work 
together)

Education for clinical staff Organize meetings with all clinic staff to orient them on person-centred care and using the PC-QIs, 
including how to collect the data from patients, summarize it using the PC-QIs and make changes to 
how care is delivered to improve on the indicators (considerations: not all staff know how to do quality 
improvement, dedicated staff usually needed, use of the PC-QIs would be led by the clinics vs. external 
partner)

**Pilot the implementation Identify clinics that will be involved in modelling and simulating the implementation of the PC-QIs to learn 
how best to collect data, report, and feedback to clinics for quality improvement. Identifying an effective 
process for implementation and demonstrating it will empower champions to build momentum among 
other primary care practices (considerations: will show clinics that it is feasible and effective, allow clinics 
to try it out without long-term commitment)
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itized and not discussed were discarded from consid-
eration) and their scores.

2.	 A summary of the implementation strategy prioriti-
zation and scores, with notes (qualitative data) based 
on the Round 2 group discussions. Panelists were 
presented with the ranked list of strategies that had 
been revised or added to, based on Round 2 discus-
sions.

3.	 A brief survey regarding their experience as a pan-
elist (5-point Likert scale), covering topics such as: 
value of the consensus process for informing PC-QI 
implementation, structure of the consensus process, 
whether panelist input was valued, burden of the 
consensus process, and interest in further involve-
ment in future PC-QI implementation.

Each panelist was sent their individual prioritization 
and ranking from Round 1 as a reference. Panelists were 
also asked to consider the discussion from Round 2 to re-
prioritize the PC-QIs and strategies. Panelists were asked 
to complete the survey within two weeks.

Analysis
The analysis was similar to Round 1 for the PC-QI pri-
oritization. Analysis for the implementation strategy 
prioritization followed processes done for the PC-QI pri-
oritization as well. A summary of any final changes to the 
prioritization as well as feedback was shared with pan-
elists and with primary care stakeholders for feedback 
and review.

Results
Panel
A total of 11 panelists participated in the consensus pro-
cess. A summary of the panel composition is found in 
Table 2 below.

10/11 panelists participated in all three rounds of the 
consensus process, with one panelist unable to complete 
the first round of the consensus process due to work 
commitments. All health care delivery zones in Alberta 
were represented by panelists, including those that 
served both urban and rural geographic areas. Three pan-
elists represented academic primary care clinics in larger 
urban areas with high levels of capacity in QI. One of 
these panelists also represented an urban academic clinic 
that serves a large immigrant and newcomer community.

Person‑centred quality indicators
The final PC-QIs prioritized by the panelists from the 
consensus process and the process of prioritization are 
presented on Fig. 1 below.

In the first round of individual remote prioritiza-
tion by the panelists, the ‘PC-QI for Health information 

technology to report on PCC’ was highly prioritized 
across stakeholders, but not by patients. This highlights 
the importance of having structures necessary for using 
the PC-QIs, something important from an implementer 
perspective. On the other hand, the second prioritized 
PC-QI ‘Patient and caregiver involvement about deci-
sions in care’, was highly prioritized by all three patient 
panelists. The remaining priorities for top five were pri-
oritized across stakeholder groups, showing greater con-
sensus of their relative importance.

During the Round 2 virtual meeting, in general, pan-
elists agreed with the PC-QI prioritization. However, 
panelists discussed how PC-QIs that were prioritized 
may be more challenging to implement, compared to 
those seen as lower priorities (and in some cases already 
being measured). Concerns around implementation were 
mainly around getting clinics to collect this data (feasibil-
ity), see it as being able to be measured (relevance), feed-
ing back the results to the clinics, and making changes to 
act on the data. Panelists noted that it is important to bal-
ance the likelihood that an indicator will support actual 
change (“actionability”) versus the feasibility of imple-
mentation, including resource requirements. Panelists 
also discussed PC-QIs that were not highly prioritized 
including: ‘Timely access to a primary care provider’; 
‘Overall experience (patients’ overall rating of their care 
experience in a health facility)’; and ‘Policy on person-
centred care’. While these PC-QIs were not highly prior-
itized by the group, individuals had ranked them among 
their top PC-QIs, resulting in some discussion on the dis-
crepancies between rankings and differences in perspec-
tives on relative importance.

Table 2  Summary table for consensus panelists

*Patient panel members were not recruited to represent a specific zone, but 
rather to provide a general/provincial patient perspective

Panelists (N = 11) Proportion % (n)

Perspective

Patient 27.3% (3)

Primary care physician 27.3% (3)

Primary care network QI staff 27.3% (3)

QI staff (large primary care clinic) 18.2% (2)

Gender

Woman 72.7% (8)

Alberta zone representation

Provincial/patient partner* 27.3% (3)

North zone 9.1% (1)

Edmonton zone 18.2% (2)

Central zone 9.1% (1)

Calgary zone 27.3% (3)

South zone 9.1% (1)
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Panelists reaffirmed the top five priority PC-QIs from 
Round 1 (though different rank order) in Round 3, 
except for the PC-QI for ‘Overall experience’ (previously 

low priority), which became one of the top five priori-
ties across panelists. The PC-QI ‘Timely access to a pri-
mary care provider’ was also ranked higher in Round 3 

Fig. 1  Consensus process for prioritization PC-QIs and strategies for implementation
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– considered a “medium” priority across panelists. The 
results suggest relatively high-level consensus regarding 
PC-QI prioritization and that the Round 2 discussions 
did change some perspectives around the indicator pri-
oritization. The details regarding PC-QI prioritization for 
all three rounds are summarized on Table 3 below.

Implementation strategies
The final strategies prioritized by panelists are included 
on Fig. 1.

In Round 1, there was less consensus around strate-
gies, which may indicate the difficulty in being able to 
rank. Panelist comments indicated that some panelists 
viewed all or most strategies important but attempted 
to rank based on an “order” in which the strategies could 
be implemented in practice rather than their potential 
impact. While this was not intended (instructions indi-
cated ranking based on importance/potential impact), 
this approach was discussed in Round 2.

Discussion in Round 2 regarding the implementation 
strategies highlighted an overall concern regarding the 
feasibility of implementing the PC-QIs. To some pan-
elists, feasibility was most important (and thus, informed 
their ranking). Panelists discussed how a system-level 
approach to implementation would be challenging given 
the resource constrained system and the varied contexts 
for primary care implementation (PCN or clinic capacity, 
interest, and budgetary constraints).

Panelists also discussed the importance of co-design 
among stakeholders to plan for implementation and the 
potential value of piloting PC-QI implementation to 
demonstrate the effectiveness and value using the PC-QIs 
to improve the quality of care. This resulted in modifica-
tions to the potential implementation strategies.

For Round 3, among the strategies, those that were 
most highly ranked in Round 1 were re-affirmed among 
the top five strategies. The order changed somewhat, but 
‘Developing partnerships’ was confirmed as the top strat-
egy for system level implementation. A notable change 
in ranking was for ‘Co-designing materials for PC-QI 
implementation’, which was prioritized higher during 
this round, based on some of the discussions in Round 
2 (changes to reflect more emphasis on co-design). The 
details regarding strategy prioritization for all three 
rounds are summarized on Table 4 below.

Panel evaluation
In general, panelists considered the consensus process to 
be positive and indicated future interest in being engaged 
in implementation. Table  5 provides a summary of the 
panelist responses related to evaluating the consensus 
process.

7 of 9 (78%) panelists that responded to the section of 
the survey on future involvement indicated an interest 
in working with stakeholders (government, primary care 
providers, patients, partners) to implement the PC-QIs in 
Alberta.

Discussion
We aimed to contribute to the development of practical 
guidance on implementing the PC-QIs to promote adop-
tion and use of the PC-QIs in primary care in Alberta, 
Canada. As a first step in this process, we undertook a 
consensus process to prioritize the PC-QIs and strate-
gies for implementation. Consensus panelists, repre-
senting diverse perspectives in primary care in Alberta 
prioritized the following five PC-QIs for implementa-
tion in primary care in Alberta in the following order: 
‘Patient and caregiver involvement in decisions about 
their care and treatment’; ‘Trusting relationship with 
healthcare provider’; ‘Health information technology to 
support PCC’; ‘Co-designing care in partnership with 
communities’; and ‘Overall experience’. Five evidence 
and theory-based PC-QI implementation strategies were 
also prioritized in the following order: ‘Develop partner-
ships’; ‘Obtain QI resources’; ‘Needs assessment’; ‘Align-
ing measurement efforts’; and ‘Champions’. With respect 
to priorities, those among the top five for both the PC-
QIs and the implementation strategies did not change 
substantially between Rounds 1–3. However, the discus-
sion in Round 2 did result in greater consensus as the PC-
QIs that were prioritized were considered top priorities 
across stakeholder groups, rather than having specific 
PC-QIs that were more important to those implementing 
versus patients, for example. This indicates that the dis-
cussion was important for understanding different per-
spectives and consensus building.

Panelists indicated that there was value in the consen-
sus process, where all panelists who completed the evalu-
ation saw the process as an important step for informing 
PC-QI implementation and that it was useful for obtain-
ing input from panelists and facilitating group discussion. 
Moreover, almost all panelists felt that their input was 
valued and that the activities were not burdensome in 
terms of time and energy for prioritization. This suggests 
potential for integrating the theoretical and evidence-
based approaches of implementation science – present-
ing panelists with implementation strategies already 
informed by rigorous and wide stakeholder engagement 
and identified through a systematic process - into prag-
matic, well-established participatory methods, such as 
the NGT. Moreover, our adapted NGT approach ena-
bled the participation of diverse stakeholders in primary 
care by offering a modified process for input that accom-
modated the busy schedules of primary care providers, 
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valued the time of volunteers, and addressed challenges 
associated with conducting participatory research in the 
context of COVID-19, where in-person discussion has 
been limited. The benefits of modifying the NGT pro-
cess to facilitate greater participation of stakeholders for 
healthcare implementation science projects is also docu-
mented in work done by Rankin et al. [38]. Additionally, 
previous experiences with the NGT process have shown 
that valuing participant perspectives equally results in 
patient involvement being able to shift quality of care pri-
orities among the group [39]. As such, for our study, we 
have “weighted” all panelist perspectives equally.

We were interested to note the relatively low prioriti-
zation of the PC-QIs related to ‘Timely access to a pri-
mary care provider’, as this indicator is one that is already 
integrated within Patient-Reported Experience Meas-
ures (PREMs) used in primary care in Alberta (thereby 
highly feasible to implement), and where access to care 
is considered a key value of primary care [2]. However, 
panelists also discussed the possibility that patients may 
have positive experiences with their primary care pro-
vider (due to relationship, grateful to have a provider), 
despite challenges with access. Additionally, as a strategy 
‘Patient engagement’ was not a top priority, despite stake-
holder interest in PCC. It can be noted, however, that 
some panelists considered ‘Patient engagement’ as part of 
a broader strategy to ‘Develop partnerships’ with various 
stakeholders in primary care.

The panelists’ discussion in Round 2 provided greater 
insight into the complexity of issues associated with 
PC-QI implementation at a system-level in primary 
care in Alberta: a need to balance the potential impact 
on improving PCC, feasibility (investments required 
for resources and coordination), health provider readi-
ness, and what stakeholders value in both the care they 
provide, as well as the care they receive. While the 
strategies were already identified using extensive stake-
holder engagement, through the consensus process, the 
panelists provided valuable input to further refine the 
implementation strategies to reflect these context-spe-
cific considerations for primary care in Alberta. In most 
cases, under a fee-for-service model of physician remu-
neration, the resources and time that can be allocated for 
QI in primary care represents a short-term opportunity 
cost that may directly and negatively impact health ser-
vices and patient care. Only eight percent of all Alberta 
health care spending was allocated to community-based, 
office-delivered primary care in 2018–19 [40]. While the 
potential value of using PC-QIs are well demonstrated, 
the clinician and (physician) community clinic owner-
operator usually choose direct patient care over value-
added processes that promise future benefit. This is why 
implementation of tools, such as PC-QIs are so critical in 

the resource scarce primary care system. Evidence sug-
gests that investments to strengthen primary care can 
result in improved population health outcomes as well as 
decreased costs to the health system [5, 41]. Indeed, in an 
evaluation conducted by the Health Quality Council of 
Alberta in 2019, they found that two primary care clinics 
in Alberta that operate under alternative funding models 
(where providers are paid a prospective amount to cover 
services provided to patients within a specific period of 
time) not only demonstrated improvements in PCC, but 
also led to health system savings of $4.3 and $7.2 million 
(by each clinic) over the 2016–2017 period [42].

Our consensus process experience highlights the criti-
cal importance of highly participatory and continued 
engagement of stakeholders throughout planning for 
implementation and beyond in order to attain greater 
relevance and promote effective implementation that 
will translate into meaningful change [43–46]. This is 
consistent with perspectives that suggest that tailoring 
and adapting of interventions is best facilitated through 
participatory methods that ensure that those who will be 
involved in implementation and impacted by it are “at the 
heart” of planning for implementation [13, 47–50]. More-
over, the benefits of highly participatory approaches are 
not limited to specific projects, but can help to establish 
ongoing, collaborative relationships between researchers 
and stakeholders that synergize as partners build trust 
and continue to work together long-term towards health-
care system improvements [45, 47]. This is also reflected 
in our experience, where most of the panelists indicated 
an interest in continuing to collaborate and work with 
other stakeholders to implement the PC-QIs in Alberta. 
Many of these strengths or benefits associated with col-
laborative planning with diverse stakeholders have also 
been described outside the health care context as “social 
lab” methodology, used for addressing complex social 
system problems [49, 50].

A strength of our study is demonstrating how estab-
lished participatory methods, such as consensus 
processes can support the systematic, theory and evi-
dence-informed approach of implementation science. 
Our experience contributes to the ongoing reflection and 
dialogue regarding the development of approaches and 
methods for adapting and tailoring interventions to spe-
cific contexts. Furthermore, we were able to attain diverse 
representation on our consensus panel, representing 
healthcare providers, patients, QI staff, and PCN staff, 
from across Alberta, who could provide different per-
spectives on planning for PC-QI implementation. Finally, 
our mixed methods study design enabled us to use both 
quantitative measures (i.e. calculating ranking tendency 
measures) as well as qualitative feedback (i.e. comment 
boxes and discussions) to inform the prioritization of the 
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PC-QIs and strategies, and to enhance our process for 
consensus building.

Limitations of our study include the relatively small 
representation of panelists for each stakeholder group, 
which may limit the generalizability of our results. While 
we strived to attain geographic and role diversity, we did 
not seek to ensure that the panelists represented other 
aspects of identity (e.g. cultural, socio-economic). The 
inclusion of additional stakeholders in primary care in 
Alberta who represent other aspects of diversity may 
influence the priorities identified. While there is no 
consensus on the ideal number of panelists, we opted 
to balance representation with the need to ensure effi-
cient and constructive group processes [23]. Our future 
stakeholder engagement will involve validating our find-
ings and obtaining additional input and feedback, which 
will also inform our planning for future implementa-
tion efforts. As well, it is important to note that while 
the modified approach to NGT enabled us to attain 
high levels of participation among the consensus pan-
elists, there was insufficient time to discuss each PC-QI 
and strategy during the virtual meeting, which may have 
influenced our final results. This may have contributed 
to little change seen between prioritization of the PC-
QIs and strategies between Rounds 1 and 3. However, we 
believe that the panelists chose to prioritize the discus-
sions most important to them, and that the opportuni-
ties to provide additional qualitative feedback during the 
remote rounds and following the virtual meeting enabled 
participants to share any additional reflections with the 
panel for their consideration. It is also important to note 
that while presenting panellists with implementation 
strategies already informed by rigorous and extensive 
stakeholder engagement can be valuable, it may also be 
limiting and restrictive with regards to innovative think-
ing. Despite this potential limitation, we did find that 
panelists provided feedback to revise the strategies and 
propose a new one as well. Additionally, while NGT is an 
established consensus method, our specific adaptions to 
the NGT have not been tested previously. However, given 
the dearth of tools and documentation regarding the use 
of participatory approaches in planning for implemen-
tation and adapting to the local context [47], we believe 

that our experience contributes to the literature in this 
area. Finally, given that the evaluation of the process by 
the panelists was not anonymized, there is a risk that the 
responses were biased towards a positive experience.

Future research will incorporate ongoing stakeholder 
engagement, including many of our consensus panelists, 
to plan for implementation of the PC-QIs in Alberta. 
This will include meetings with provincial policymakers 
(Alberta Health), implementation partners (such as the 
Health Quality Council of Alberta and Alberta Health 
Services), PCNs, patients, and providers, to share our 
research findings, obtain additional input, and opera-
tionalize a provincial implementation strategy. This will 
include discussion on identifying appropriate measures 
for the PC-QIs. Additionally, while some panelists sug-
gested that the implementation strategies may follow a 
specific sequence to ensure greater feasibility and impact, 
this will be discussed with the larger group of provincial 
stakeholders.

Conclusions
In conclusion, our study demonstrates the value of co-
designing and integrating participatory approaches into 
implementation science. Participatory approaches that 
engage diverse stakeholders in adapting PC-QI imple-
mentation to the context are highly valuable for obtaining 
buy-in for ongoing engagement, and ensuring the imple-
mentation is responsive to the local needs and will lead to 
meaningful changes the quality of care for patients.

Abbreviations
PCC: Person-centred care; PC-QIs: Person-centred quality indicators; QI: Quality 
improvement; NGT: Nominal group technique; PREMs: Patient-reported expe-
rience measures; PCNs: Primary care networks; CFIR: Consolidated framework 
for implementation research.
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