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Executive Summary 

In 2008 the Australian Government, with the agreement of state and territory governments, 

set a goal to halve homelessness by 2020 (FaHCSIA 2008).  $7.8 billion was spent over 

five years to reduce homelessness. Despite government initiatives, homelessness has 

since increased across Australia1. 

In NSW at the last Census there were more than 37 000 people experiencing 

homelessness. During 2017/18 homelessness services assisted more than 71 000 people 

in NSW.   

To improve service quality, transparency and accountability commissioning is being used 

to drive reform which aims to shift the Specialist Homelessness Services (SHS) funding 

from a focus on outputs to outcomes. DCJ is continuing specialist homelessness services 

contracts due to expire on 30 June 2020 for a further 12 months, from 1 July 2020 to 30 

June 2021. From September 2020, DCJ will start direct negotiations with existing service 

providers for three to five year contracts commencing 1 July 2021. 

The NSW Government Commissioning and Contestability Policy reflects international 

trends towards replacing the traditional contracting of services with a commissioning 

approach intended to shape services and systems around the achievement of desired 

human outcomes. The Policy summarises this as:  

Under a commissioning approach, agencies are required to put the needs of customers at 

the centre of service design, and allow for the development of a range of service responses 

to achieve desired outcomes within defined resources.  

Commissioning requires government to shift from managing inputs and outputs to 

managing for outcomes. It requires more sophisticated service design, government to 

market interactions and management agreements.  

The NSW Department of Communities and Justice (DCJ) is working towards 

Commissioning for Outcomes for human services. DCJ has taken a partnership approach 

in developing the SHS outcomes, starting in 2015 with the development of the 

Homelessness Outcomes Implementation Group (HOIG) which aimed to build knowledge 

on outcome measurement and trial different approaches to collecting and measuring 

service users’ outcomes.  

In 2018, thirteen consultation workshops were held across NSW involving over 200 

industry agencies and partner representatives to develop the SHS Outcomes Framework. 

In 2019 DCJ developed the Homelessness Services Outcomes Blueprint in consultation 

with the SHS sector which sets out: 

 How the outcomes will be measured and how the information will be used in 

contract management 

                                            

1 During that time the ABS changed the definition of homelessness to include people living in overcrowded 

housing.  
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 Who is accountable for the outcomes 

 How outcomes information will be used to promote accountability and to plan 

outcome improvement. 

The Blueprint sets out an approach where DCJ will work with providers in a developmental 

way to implement outcomes measurement and reporting. A Pilot was planned to:  

1. Build industry and DCJ understanding of the scope and purpose of incorporating 

outcome indicators in future SHS contracts  

2. Develop and test a prototype system for measuring and reporting a proposed set of 

SHS contract outcome indicators  

3. Evaluate the feasibility and value of measuring and reporting the proposed set of 

SHS contract outcome indicators 

4. Identify the risks and risk mitigation strategies to inform decisions about 

incorporating outcome indicators in future SHS contracts 

Three outcomes and their indicators were selected for the Pilot to test whether they are fit 

for purpose to be included in SHS contracts in 2021. The Outcomes of Safety, Housing 

and Well-being were measured during the Pilot using  

 The Personal Wellbeing Index (PWI) 

 The Client Outcomes Survey (COS) 

 Data from the SHS Client Information Management System (CIMS) 

DCJ invited expressions of interest from providers to be part of the Pilot.   

Over six months in 2019 DCJ worked with 17 providers of Specialist Homelessness 

Services in 19 sites to pilot the use of Outcomes measures in service delivery regarding 

safety, housing and wellbeing as means for: 

1. Improving client outcomes 

2. Informing case management 

3. Identifying service enhancements 

4. Informing contractual arrangements between DCJ and individual providers 

5. Informing District and State-wide planning. 

No other Australian jurisdiction has yet applied outcomes measurement and reporting to its 

commissioning of homelessness services. Hence, there were necessarily many unknowns 

at the start of this process, making a six-month pilot a rich learning experience.  

Evaluation purpose 

This evaluation has considered:  

1. The feasibility and usefulness of the chosen outcomes measures for the 

above purposes 



Evaluation of the Outcomes-Based Commissioning Pilot 
 

 

  Page 11 
 

2. The data collection and reporting processes, including the experiences of 

clients and workers, and 

3. Risks and mitigation strategies for any further roll-out of the approach. 

Method 

We adapted the Consolidated Framework for Implementation Research (CFIR) to guide 

the collection and analysis of the evaluation data. Data generated by the collection of 

outcomes indicators was analysed. An ethical guide informed our interviews and focus 

groups with 140 diverse stakeholders: 42 clients, 83 SHS staff and 15 DCJ staff. These 

interviews were transcribed and coded into NVivo to develop a reliable understanding of 

the key themes. Emergent findings were tested with providers and DCJ stakeholders 

through a workshop in late August.  

Limitations 

This was commissioned as a process evaluation of the Pilot, especially its implementation 

and use of specific indicators and tools.  

The brief period of the pilot has been both a strength and limitation for learning and 

adapting from the experience. The pilot has enabled some key issues to be surfaced and 

addressed early through the use of independent evaluators, but six months has proved to 

be not enough time for: 

1. Adequate implementation of the Client Outcomes Survey  

2. DCJ and providers to have meaningful contractual discussions around the 

outcomes data 

3. Providers to build an appropriate culture and pattern of data use within their 

organisation, including to identify service enhancements 

Not being able to evaluate the above aspects of the pilot means that this evaluation is 

limited in its ability to draw conclusions regarding how the tools and indicators could be 

used for commissioning in the SHS sector. However, there are significant and valuable 

insights to be drawn from the 6-month Pilot.  

There were limitations to the data provided to the evaluators, which did not make use of 

the full potential of the data sets within CIMS to inform an understanding of outcomes 

around selected cohorts of clients. Key lessons have been identified in terms of better 

collating, reporting and using available data. 

Findings and Recommendations 

Overall Findings: Building a SHS Commissioning for Outcomes approach 

Surveys of international research regarding commissioning for outcomes are consistent in 

identifying that (Dickinson 2015; Australian Department of Health, 2016; EY, 2015; Mental 

Health Australia 2015): 

 Commissioning for outcomes remains an emerging field of work – even though it 

has been practiced in some nations for more than 20 years 
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 Evidence regarding the effectiveness of commissioning for improving outcomes, 

quality and value for money is limited 

 There is no single recommended model for commissioning for outcomes, but there 

are a number of principles, practices, capabilities and behaviours that seem 

important 

 The quality of relationship and informed interaction between commissioning 

agency and providers remains critical to achieving innovation and improvements in 

quality and outcomes – suggesting some value in localised decision making  

 There are challenges in attempting to make comparisons of outcomes data across 

different service landscapes  

 Caution is to be exercised in linking bonuses or penalties to outcomes indicators – 

with close attention needed regarding attribution and proportionality 

 The more genuinely integrated service provision is the more viable it is to hold 

providers to account for client or population outcomes  

 There are risks of providers being incentivised to avoid clients with more complex 

needs – requiring sophisticated demand analysis and commissioning methods 

 The development of commissioning for outcomes is best achieved in a gradual 

manner with time for adaptation, experimentation and refinement 

NSW research has found there is an appetite among human service providers for a better 

focus on the achievement of outcomes for people, but that there is also wariness 

regarding the quality of the tools and indicators selected to measure client outcomes 

(Mason, 2018). This is consistent with previous consultations with SHS stakeholders 

(ARTD, 2018) and stakeholder input to this evaluation - along with a strong desire to 

ensure that clients experience genuine benefits from the use of an outcomes framework.  

The evaluation of this pilot indicates that careful implementation of the tools and indicators 

could be very useful for informing evidence-based discussions between DCJ and providers 

regarding contracts and District and State strategy. However, consistent with the above 

evidence, they seem unlikely to become useful for stand-alone benchmarking or 

comparisons between providers or payment for outcomes approaches. Significant issues 

of comparability, attribution and volatility would need to be addressed, while safeguards 

against perverse incentives would also be needed.  

To use the tools and indicators for benchmarking or to inform payments without far greater 

sophistication would undermine provider confidence in the use of Outcomes measures 

and adversely affect data quality. Provider fears regarding how outcomes measures will be 

used in contracting are strong and pervasive.     

However, an appropriate commissioning for outcomes framework with the right climate 

could build stronger collaboration between providers in order to learn from each other’s 

experiences around improving client outcomes and experiences – as has already started 

to happen to a small degree. Ongoing implementation will also enable the development of 
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the kind of data baselines and analysis which will enable increased sophistication in the 

use of outcomes data to improve client outcomes over time.  

Overall Recommendations: Building a SHS Commissioning for Outcomes approach 

1. The Blueprint provides a sound initial framework for the implementation and 

refinement of commissioning for outcomes in the SHS sector.  

2. The implementation process was a significant weakness in the pilot – despite the 

efforts of DCJ and providers. The effective collecting, reporting and using of 

outcomes information requires more attention to implementation planning and 

supports. Top-down and bottom-up implementation strategies are vital in order for 

the outcomes framework to add value for commissioning, service improvement, 

practice and clients.  

3. The six-month period of the pilot was insufficient for full implementation of the 

outcomes framework, making it impossible for the evaluation to answer all the 

intended questions. Consistent with wider research, we recommend robust 

implementation of the framework over 2 – 5 years in order to 

a. Build the quality of outcomes culture, practice and data within DCJ and 

providers 

b. Properly test and refine the measurement tools 

c. Start to build meaningful baselines of outcomes data around specific cohorts 

of SHS clients 

Such implementation could take the form of a longer pilot, a staged roll-out or full 

roll-out.  

4. As envisaged in the Blueprint, the outcomes indicators should be added to other 

information to inform contracting and strategy discussions between DCJ and 

providers. Contracting discussions can use outcomes data, along-side other 

information, to agree on actions the provider will take to improve outcomes, and 

then accountability can be focussed on the delivery of those agreed actions rather 

than primarily on changes in the outcomes data.  

This approach will enable providers and DCJ to build significant cohort data over 

time – enabling the gradual development of more sophisticated approaches if and 

as they become appropriate and feasible.  

5. To drive a positive data culture to enable the above, it is recommended that: 

 The central focus of data use be about improving client outcomes through 

quality improvement, with shared responsibility between DCJ and providers as 

set out in the Blueprint.  

 Providers set data collection goals with staff that are genuinely connected 

through to improving the lives of homeless clients  

 Data is available to providers in real time (or with high frequency) to inform 

implementation and monitor client outcomes. 
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Summary findings and recommendations 

This summary of findings and recommendations addresses specific questions posed by 

the evaluation brief.  

Summary Key Findings  Recommendations 

Feasibility and usefulness of the tools 

The PWI and Tenancy Stability data are 

feasible and useful indicators of SHS client 

outcomes. Well-being is an important focus 

for human service outcomes measurement 

internationally. The PWI addresses well-

being domains relevant to homeless 

people and has been well validated in 

comparison to other tools. It is important 

that wellbeing data complement tenancy 

data to understand housing sustainability. 

(Chapter 5) 

The use of the PWI within case work 

seems to have the ability to to strengthen 

clients’ sense of control which is known to 

contribute to wellbeing. Whether this will 

also contribute to housing stability is yet to 

be determined.  

Case workers and leaders reported value 

in using the PWI within case work to 

(Chapter 6):  

 Give clients a stronger voice  

 Focus on building strengths 

 Focus on, and gain insight to, client 

needs 

 Help clients visualise their journey 

 Support Motivational Interviewing 

 Set a professional practice standard 

This was especially true for, but not limited 

to, workers who were provided with a clear 

client-centred rationale for implementing 

the pilot. 

For some workers, a lack of perceived 

benefit for clients or practice was 

connected to a low level of buy-in to the 

pilot and low rates of tool completion by 

clients and/or poor data quality. (Chapter 

4) 

Continue use and development of the 

current tools for client outcomes through 

improved implementation and over a 

longer period.(8.2)  
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Due to limited implementation it remains 

unclear to what degree the COS is feasible 

and useful but stakeholders see it as a 

useful start. (3.3; 4.2) The COS addresses 

relevant domains.   

Further evaluation is recommended in 

relation to the design and use of the COS. 

This will be achieved through ongoing 

implementation and review.  

Some staff and clients reported difficulty in 

understanding some of the wording within 

the PWI. (4.5) 

Adopt the Intellectual Disability version of 

the PWI for adults and young people to 

make it easier to use for people with 

literacy or language challenges. The 

questions for this version are the same as 

for the young person’s version.  

Amend the “away from home” question to 

be “How happy are you doing things away 

from where you are currently living?” - as 

we have discussed with the PWI 

developer.  

While significant international research has 

been done to validate the PWI for different 

cultures. There has been no research 

conducted with Aboriginal people. (4.3) 

Research with Aboriginal homeless people 

should  be pursued to better understand: 

what drives wellbeing for this population; 

whether their set-point average is different 

to the wider population; and to understand 

how to mitigate fear when administering 

the tools. 

There is limited PWI research with 

homeless people leaving a weakness in 

our understanding of what different scores 

mean for this population.  

More research be conducted with 

homeless clients regarding use of the PWI, 

including whether their wellbeing set-point 

falls within the normal range. This data will 

be captured by CIMS over time.(4.9)  

It is too early to know if the outcomes data 

generated is having any effect on delivery.  

Providers were able to use the data to 

improve their implementation of Outcomes 

measures. This was largely a result of not 

having the time to understand and apply 

the data at the time of the evaluation.   

Further evaluation is recommended in 

relation to the use of data to improve 

service design, delivery and client 

outcomes. (Chapter 7) 

 

 

Specific research is required regarding the 

application of the COS and PWI with 

Aboriginal people. (5.3; 5.4)  

Further evaluation is recommended in 

relation to the cultural appropriateness and 

adaptation of the tools – especially for 

Aboriginal people.  

It is too early to know if the outcomes 

indicators will demonstrate overall client 

improvement, worsening or volatility over 

time.(1.6)  

Implement the tools and indicators over 

time to allow trends and baselines in 

relation to different cohorts of SHS clients 

to be developed.  
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The tools are not appropriate to use with 

occasional clients who are not receiving 

case management. DCJ is developing 

ways to track one-off clients using CIMS 

administrative data. (4.7) 

Only use the current tools with case 

managed clients – as has already become 

the practice.  

While some workers or providers are not 

sure of the suitability of the tools for use 

with clients with complex needs, there is 

sufficient research to suggest that these 

clients should not be excluded but further 

research should be carried out to better 

understand how the PWI works with 

complex clients. (4.7) 

Provide all clients who are case managed 

with the opportunity to use the tools – 

including clients with complex needs.  

Create guidelines to support workers in 

effectively offering the tools to clients with 

entrenched homelessness or other 

complex needs.  

At this stage neither providers nor the 

evaluation have been able to make use of 

cohort data.(1.6; 3.7; 4.5  

CIMS be used to better report cohort data 

and allow providers to see breakdowns by 

such factors as mental health issues, 

length of homelessness, and drug and 

alcohol issues. This will allow providers to 

monitor different homeless cohorts to 

inform strategic responses. 

Data collection and reporting processes 

Each site’s readiness for implementing 

outcomes measurement was varied. 

Workers experienced rushed 

implementation, often with insufficient 

levels of explanation, preparation, training 

and support. (Chapters 2-6)  

Providers have been able to implement the 

current data collection within existing 

resources. However, data and practice 

quality will be improved by a stronger focus 

on training and supporting front line staff.  

Only about 50% of front-line staff indicated 

they were provided with a sufficient client-

centred rationale for engaging strongly with 

the Pilot. Similarly, 50% saw the use of 

outcomes measures as just about 

compliance with DCJ expectations. (2.4)  

The client experience is affected by the 

level of worker commitment to learning 

through the Pilot, and the ways the tools 

are delivered. Some workers reported 

<10% of clients refusing to complete the 

Each provider to complete an 

Organisational Readiness Survey prior to 

implementation and from that develop an 

Implementation Plan.  

DCJ and providers to develop a bottom-up 

and top-down implementation strategy to 

achieve an open-ness to learning from the 

use of an outcomes framework among 

clients, workers and leaders, including:  

 Team leaders trained to be coaches 

and champions to ensure training gets 

embedded into practice and workers 

are supported 

 Use the practice wisdom of workers to 

inform strategies to achieve client 

engagement  

 Team leaders and workers explore the 

needs of clients to inform strategies for 

client engagement, and to understand 

the support workers need. 

The development of consistent training 

modules – with an accompanying 

implementation manual - targeted to team 
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tools, others (with lower buy-in to the Pilot) 

reported 50% refusal.  

Staff turn-over in the sector means 

providers need to be able to readily train 

new staff in the rationale and practice of 

using the outcomes tools and framework.  

 

leaders and frontline workers, based on 

the findings of this evaluation. A video 

format is suggested. 

To help inform providers' understanding of 

the PWI it is recommended that a series of 

research to practice papers are created on 

the evidence of the PWI and how it can 

apply in practice. 

Training videos specific to the needs of 

CPOs be developed regarding the 

commissioning for outcomes Framework 

and how to use the data, with an 

accompanying data manual. 

Providers and staff reported CIMS as 

being easy to use for the Pilot.  

A range of improvements to CIMS and to 

reporting have been suggested by 

providers. (4.8) 

 

 

 

 

Review provider suggestions regarding 

CIMS and reporting and make appropriate 

adjustments, regarding: 

 Reminder alerts 

 Simplified dashboard 

 User friendly outcomes reports 

 Creating a culture of valuing and using 

data – including through training and 

support 

 Real time/regular data availability 

 Better measuring small changes 

A well designed tablet-based process 

would likely increase consistency, reduce 

the triggering of shame in clients, reduce 

response bias and increase clients’ privacy 

and control. (4.4)  

This is especially important for the COS – 

otherwise case workers are directly asking 

clients questions related to their own 

performance which is likely to result in low 

validity.  

Administer the PWI and COS via client use 

of a tablet with features such as: 

 Multiple languages 

 The ability to listen to the questions 

using earphones  

 Consistent messaging of the purpose of 

the tools  

 Data sent automatically to CIMS 

A client video which introduces the tools 

and explains how their use can benefit 

clients and/or improve services 

Clients often arrive triggered to Intake 

making it inappropriate to administer the 

PWI at that time and affecting the validity 

of their responses. (4.6)  

 

The initial PWI not be administered where 

clients are in crisis (especially if at intake) 

but always be administered as soon as it is 

reasonable to do so, within two weeks of 

intake.  
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Clients often cease receiving a service 

before they go through formal case closure 

and complete the COS. (4.6) 

The PWI and COS be administered at 

regular intervals (at least every two months 

or at case review) to allow clients and staff 

to track their journey and ensure useful 

outcomes data is generated. 

The PWI has some known variations 

across cultures, and has not yet been well 

tested with Aboriginal people – many of 

whom report specific fears that affect the 

accuracy of responses. (5.3; 5.4)  

Cultural differences affecting client 

responses to the tools will affect the 

comparability of data between providers. 

Further research and development is 

required regarding the use of the tools with 

different cultures.  

In the mean-time, TFM’s Aboriginal 

Evidence Building in Partnership Project: 

Toolkit for using the PWI with Aboriginal 

people should be adapted for use in SHS. 

CIMS and outcomes data can be used to 

build understandings which will assist 

providers shape their services better to the 

needs of clients with complex needs. 

It important that providers not be given 

incentives which encourage them to avoid 

clients with more complex needs. (3.8)  

  

DCJ monitor and review clients who 

access services multiple times to 

understand the characteristics of these 

clients so evidence-based actions can be 

taken 

DCJ alert service providers when clients 

enter a service with a previous history of 

being homeless 

DCJ and providers use PWI data to see if 

housing status is impacted by a shaky 

well-being foundation (low PWI or 

fluctuating PWI scores). 
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Risks and Mitigation: Sector-Wide Implementation 

The following table summarises the key risks and mitigation strategies identified through 

the report. The mitigation strategies are also represented in the Recommendations 

section.  

To some degree consideration of the same implementation risks identified through the 

Blueprint process remains relevant, but the experience of implementation highlights the 

following as important to any roll-out from 2021.  

 

  

Risks Mitigation Strategies 

Low level of understanding, commitment 

and/or confidence in the emerging 

outcomes approach among provider 

management or staff  

Providers to conduct an Implementation 

Readiness Survey and develop their own 

Implementation Plans.  

Consistent communication and training 

modules. 

Resource leaders in time for them to in-

turn resource staff and build a positive 

implementation climate.  

Organisations engage workers in achieving 

client participation. 

Inconsistent quality in implementation of 

the tools and/or poor quality data 

generated 

Achieve strong worker and client 

engagement – especially by explaining the 

benefits for clients and rationale for 

building an outcomes approach.  

Consistent communication and training 

modules. 

Use of tablets for the administration of the 

tools with clients.  

Ensure data is available monthly to inform 

implementation. 

Data not adequately used to inform  

implementation and service/practice 

improvement 

Improve use-ability of reporting formats. 

Ensure data is available monthly to inform 

implementation. 

Consistent communication and training 

modules. 
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Commissioning for outcomes is complex and will take time. Whilst the majority of the 

providers believe the approach is suitable for contracts in 2021 this evaluation highlights a 

number of gaps that need to be addressed and re-evaluated. Careful implementation 

planning will assist determine whether it is best to proceed with a longer pilot, a staged 

roll-out, or a full roll-out to appropriately manage the change process and resolve issues.   

The PWI has validity for its purpose, as does the tenancy data, and the limited feedback 

available indicates that the COS is a sound starting point for development - if administered 

differently. This evaluation found sufficient potential benefit for clients, and potential value 

for improving service provision, for it to be worth pursuing a more robust implementation of 

the framework over a longer timeframe in order to refine an approach to commissioning for 

outcomes in this sector. Outcomes measurement has the potential to add a dimension to 

contracting discussions and to the collaborative planning of local and State strategy.  

Implementing outcomes into a diverse sector takes time and commitment. Whilst the move 

to collecting outcomes has been happening for over a decade the research indicates the 

move from measuring outputs to outcomes has been slow. This move involves a shift in 

mindset, skill sets and data culture.  

The evaluation provides valuable data on how to build the foundation for commissioning. 

Commissioning is an evolving process that needs to done through partnership between 

providers, DCJ and relevant stakeholders.   

Risks Mitigation Strategies 

Inappropriate or unclear use of the 

outcomes data by DCJ in commissioning 

or contracting, undermining provider 

confidence and participation 

DCJ articulate how it expects to use 

outcomes data in contracting over 

foreseeable future, directly addressing 

provider fears. Evidence be provided for 

the approach taken.  

Clients do not see a benefit in participating.  Use of tablets for data entry by clients, 

enabling: consistent and accessible 

explanation in multiple languages; client 

confidentiality and control; seamless 

remission to CIMS. 

Regular administration of the PWI and 

COS allowing clients to track their journey 

through visual reports. 

The administration of the PWI or COS 

heightens some clients’ distress 

No application of the PWI at Intake without 

careful practice guidance in place for 

suitably experienced practitioners.  

Tools are administered using a trauma-

informed approach.  
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1. Background 

In 2008 the Australian Government, with the agreement of state and territory governments, 

set a goal to halve homelessness by 2020 (FaHCSIA 2008).  $7.8 billion was spent over 

five years to reduce homelessness. In spite of government initiatives in relevant areas 

homelessness has increased across Australia2. According to census data NSW has the 

fastest growing homeless rate in Australia. There was a 37% increase in homeless people 

in NSW between 2011 and 2016 (ABS, 2016).  

To improve service quality, transparency and accountability commissioning is being used 

drive reform which aims to shift the Specialist Homeless Services (SHS) funding from a 

focus on outputs to outcomes. The NSW Department of Communities and Justice (DCJ) is 

committed to commissioning for outcomes within SHS which requires a rigorous 

engagement with evidence, robust data, testing what works and putting clients at the 

centre of the contracting model.  

1.1. What is commissioning?  

The NSW Government Commissioning and Contestability Policy reflects international 

trends towards replacing the traditional contracting of services with a commissioning 

approach intended to shape services and systems around the achievement of desired 

human outcomes. The Policy summarises this as:  

Under a commissioning approach, agencies are required to put the needs of customers at 

the centre of service design, and allow for the development of a range of service responses 

to achieve desired outcomes within defined resources.  

Commissioning requires government to shift from managing inputs and outputs to 

managing for outcomes. It requires more sophisticated service design, government to 

market interactions and management agreements.  

Whilst commissioning has been used in the UK for approximately two decades (Dickinson, 

2015) commissioning for outcomes is relatively new in Australia. Commissioning is 

complex and difficult to define. No standard definition has emerged in the UK after two 

decades (Bovaird, et al 2008). This is partly because commissioning for outcomes needs 

to be appropriate for the context. This means there is no one way of doing commissioning 

and no ‘blueprint for success’ (Williams et al 2012a). Processes that are appropriate for 

the local context need to be designed.  

Fox & Morris (2019) completed the first comprehensive review of outcomes commissioning 

in the UK. The review supported previous research which found there was little evidence 

on what ‘effective commissioning’ is (Gardner et al, 2016; Fox and Morris, 2019) and how 

it can be achieved in practice (Show et al, 2013). This does not mean that commissioning 

is not successful but rather there are few evaluations and those that exist are not of a high 

standard (Fox & Morris (2019).  

                                            

2 During that time the ABS changed the definition of homelessness to include people living in overcrowded 

housing.  
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Commissioning for outcomes has a number of complex elements as indicated in Figure 1, 

below (CSIA, 2018). Whilst commissioning is the centre of the model, the outcomes are 

the foundation. The quality of the commissioning process is determined by the quality and 

fit of the outcomes to the context of SHS.  

DCJ has taken a partnership approach in developing the SHS outcomes starting in 2015 

with the development of the Homelessness Outcomes Implementation Group (HOIG) 

which aimed to build knowledge on outcome measurement and trial different approaches 

to collecting and measuring service users’ outcomes.  

Figure 1. The elements and aims of commissioning (source: CSIA, 2018; p.10) 

In 2018, thirteen consultation workshops were held across NSW involving over 200 

providers and partner representatives to develop the following Outcomes Framework. 

1.2. SHS Outcomes Framework 

Table 1 shows the three outcomes and their indicators that have been piloted to test 

whether they are fit for purpose to be included in SHS contracts in 2021.  
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Table 1. Pilot Outcomes and Indicators 

1.2.1. Tools for measuring and reporting outcome 

One client outcome - the sustaining of tenancies or other stable accommodation – was 

tracked using administrative data from the Client Information Management System (CIMS). 

Five other client outcomes were measured using the following two outcomes tools.  

The Personal Wellbeing Index (PWI) is designed to measure subjective wellbeing. 

Validated and reliable versions exist for adults, children and people with an intellectual 

disability (Cummins et al., 2012; International Wellbeing Group [2013]. Renn et al., 2009; 

Tiliouine et al., 2006; van Beuningen & de Jonge, 2011). The PWI asks 7 questions: On a 

scale of 1 to 10, how satisfied are you with …  

Figure 2. Personal Wellbeing Index (PWI) 

 

Outcomes                             Indicators                Measurement tool 

Safety SHS clients feel safer Personal Wellbeing Index  

SHS clients make progress addressing their safety needs Client Outcome Survey  

Housing SHS clients make progress addressing their housing needs Client Outcome Survey  

SHS clients sustain their tenancy CIMS Data 

Wellbeing SHS clients have improved personal wellbeing Personal Wellbeing Index  

Clients have improved capacity to tackle future challenges Client Outcome Survey 

1. Your 
standard of 

living?

2. Your 
Health?

3. What you 
are achieving 

in life?

4. Your 
personal 

relationships?

5. How safe 
you feel?

6. Feeling part 
of the 

community?

7. Your future 
security
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The PWI was chosen because it measures outcomes relevant to the domains of the NSW 

Human Services Outcomes Framework and is already used by a number of individual 

providers and industry data systems. The tool is administered at least twice, in the 

beginning of a support period, and at the end to understand how clients change over time. 

Some agencies administered the PWI multiple times at case reviews.  

The Client Outcome Survey (COS) is a new survey developed specifically for the pilot to 

measure a client’s self-reported satisfaction with their progress on the outcome indicators 

relating to safety, housing and wellbeing. The COS uses a 5-point scale, is administered 

once at the end of the support period, and relates back to the actions planned through 

case management.  For the purposes of the pilot some providers also administered the 

COS at case reviews.  

1.2.2. The Commissioning for Outcomes Blueprint 

In 2019 DCJ developed a Blueprint in consultation with the SHS sector which sets out: 

 How the outcomes will be measured and how the information will be used in 

contract management 

 Who is accountable for the outcomes 

 How outcomes information will be used to promote accountability and to plan 

outcome improvement. 

In the Blueprint commissioning for outcomes is defined as shared accountability of funded 

services between DCJ and service system partners to analyse and use outcome 

information to identify opportunities and barriers to improving client outcomes. These 

improvement actions relate to service design and planning and are described in the 

Blueprint in three tiers: 

i. Jointly agreed actions by DCJ and funded services to improve client outcomes 

appropriate to the local context within Funded Agreement constraints. 

ii. Shared actions agreed by district homelessness service system partners to improve 

client outcomes within local service system contexts and constraints 

iii. DCJ lead action with state-wide partners to improve client outcomes aligned to the 

SHS Program Guidelines and NSW Homelessness Strategy. 

1.2.3. Developmental approach to commissioning for outcomes  

DCJ plans a staged approach, commencing in 2021, with ongoing development through 

the new contract period. Interim milestones will be set for 2021 to lay the foundations for 

full implementation of commissioning for outcomes in following contract periods.  

The current SHS contracts (2017 to 2021) have been used to pilot and implement 

outcomes-based performance measures and indicators, to help test and transition to 

commissioning for outcomes, commencing from 2021. 
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1.2.4. Pilot Participants 

Fifty four providers responded to an Expression of Interest sent out by DCJ for Pilot 

participants. Seventeen providers across 19 sites were chosen as a representative sample 

of the SHS sector based on provider size, metro/regional services, specialist and 

generalist services, and the cultural background of clients.  

1.2.5. Time period 

The six-month pilot started in January 2019 and finished in July 2019.  

 

1.3. Evaluation purpose and framework 

The purpose of the process evaluation is to determine the feasibility and value of 

measuring and reporting the proposed set of outcome indicators for clients using 

homelessness services. 

Insight Consulting adapted the Consolidated Framework for Implementation Research 

(CFIR) to guide the collection and analysis of the evaluation data to inform actionable 

findings about contextual and outcome factors affecting the implementation of the 

Framework.  

CFIR is a comprehensive framework that was developed to guide systematic assessment 

of implementation contexts to identify factors that might influence implementation and 

effectiveness (Damschroder, et al, 2009). When used to evaluate the initial stages of 

implementation, the CFIR helps to produce findings to inform stakeholders on 

improvements to the implementation process and outcome measures. 

The CFIR is composed of five major domains, each of which may affect the 

implementation of the Commissioning for outcomes framework. (see Table 2 below). 

  

The aims of the pilot were: 

1. To build industry and DCJ understanding of the scope and purpose of incorporating 

outcome indicators in future SHS contracts  

2. To develop and test a prototype system for measuring and reporting a proposed set of 

SHS contract outcome indicators  

3. To evaluate the feasibility and value of measuring and reporting the proposed set of 

SHS contract outcome indicators 

4. To identify the risks and risk mitigation strategies to inform decisions about incorporating 

outcome indicators in future SHS contracts 
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Table 2. Consolidated Framework for Implementation 

 

Consolidated Framework for Implementation Research (CFIR) 

 Construct  Short Description 

I. Outcome tools – CHARACTERISTICS 

A Evidence Strength & Quality Stakeholders’ perceptions of the quality and validity of 

evidence supporting the outcome tools. 

B Adaptability The degree to which the outcome tools can be adapted, 

tailored, refined, or reinvented to meet local needs.  

Including culturally appropriate and sensitive.  

C Trialability The ability to test the outcome tools on a small scale in the 

organisation, and to be able to reverse course (undo 

implementation) if warranted. 

D Design Quality & Packaging Perceived excellence in how the outcome tools are 

bundled, presented, and assembled. 

E Cost Costs of the measures and costs associated with 

implementing  

II. OUTER SETTING   

A Client’s needs & Resources The extent to which client’s needs, as well as barriers and 

facilitators to meet those needs, are accurately known and 

prioritised by the organisation. 

B External Policy & Incentives A broad construct that includes external strategies to 

spread outcome measurement, including policy and 

regulations (governmental or other central entity), external 

mandates, recommendations and guidelines, 

collaboratives, and public or benchmark reporting. 

III. INNER SETTING   

A Culture Norms, values, and basic assumptions of a given 

organisation. 

B Implementation Climate The absorptive capacity for change, shared receptivity of 

involved individuals to the outcome tools, and the extent to 

which use of the outcome tools will be rewarded, 

supported, and expected within their organisation. 

C Tension for Change The degree to which stakeholders perceive the current 

situation as needing change. 

D Compatibility The degree of tangible fit between meaning and values 

attached to the outcome tools by involved individuals, how 

those align with individuals’ own norms, values, and 

perceived risks and needs, and how the outcome tools fits 

with existing workflows and systems. 

E Relative Priority Individuals’ shared perception of the importance of the 

implementation of the outcome measures within the 

organisation. 

F Goals and Feedback The degree to which goals are clearly communicated, acted 

upon, and fed back to staff, and alignment of that feedback 

with goals. 
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G Learning Climate  A climate in which: team members feel that they are essential, 

valued, and knowledgeable partners in the change process; 

individuals feel psychologically safe to try new methods; and 

there is sufficient time and space for reflective thinking and 

evaluation. 

H Readiness for Implementation Tangible and immediate indicators of organisational 

commitment to its decision to implement the outcome tools with 

a focus on outcome management. 

I Leadership Engagement Commitment, involvement, and accountability of leaders and 

managers with the implementation. 

J Available Resources The level of resources dedicated for implementation and on-

going operations, training, education, physical space, and time. 

K Access to Knowledge & 

Information 

Ease of access to digestible information and knowledge about 

the outcome tools and how to incorporate it into work tasks. 

IV. CHARACTERISTICS OF INDIVIDUALS  

A Knowledge & Beliefs about 

outcome measurement using the 

outcomes tools 

Individuals’ attitudes toward and value placed on outcome 

management.   

B Self-efficacy Individual belief in their own capabilities to execute courses of 

action to achieve implementation goals. 

V. PROCESS   

B Engaging Attracting and involving appropriate individuals in the 

implementation of outcomes management through a combined 

strategy of, education, role modelling, training, and other similar 

activities. 

1 Opinion Leaders Individuals in an organization who have formal or informal 

influence on the attitudes and beliefs of their colleagues with 

respect to implementing the outcome measures. 

2 Formally Appointed Internal 

Implementation Leaders 

Individuals from within the organization who have been formally 

appointed with responsibility for implementing an intervention 

as coordinator, project manager, team leader, or other similar 

role. 

3 Champions “Individuals who dedicate themselves to supporting, marketing, 

and ‘driving through’ an [implementation]”, overcoming 

indifference or resistance that the intervention may provoke in 

an organisation. 

4 External Change Agents Individuals who are affiliated with an outside entity who formally 

influence or facilitate outcome management decisions in a 

desirable direction. 

C Executing Carrying out or accomplishing the implementation according to 

plan. 

D Reflecting & Evaluating Quantitative and qualitative feedback about the progress and 

quality of implementation accompanied with regular personal 

and team debriefing about progress and experience. 
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1.4. Evaluation questions 

The process evaluation was commissioned by DCJ to examine the following questions: 

1.4.1. Target audience 

 What proportion of eligible clients in each service had outcomes data collected from 

them? How representative of the broad population of homeless clients were they? 

(e.g. age, gender, Aboriginal status, Culturally and Linguistically Diverse (CALD) 

status, reason for presenting). 

 Which clients were excluded (and, if data is available, for what reason) and which 

declined consent (and, if data is available, for what reason)? Is selection bias 

evident? 

1.4.2. Impact 

 What impact did the routine outcome data collection have on the case management 

process, including:  

o The client perspective: questions on their experience in answering the 

outcomes questions, providing feedback on support received, as well as the 

clarity and appropriateness of the questions. 

o The case worker perspective: questions on the experience in administering 

the outcomes questions, as well as receiving feedback on support provided. 

 To what extent, and how, did providers use the outcomes measurement and 

reporting in: 

o case management? 

o informing contract and performance management discussions? 

o identifying potential service enhancements to improve client outcomes? 

 How did the outcomes reporting affect case management practices? What were 

benefits or limitations? 

 To what extent did District Commissioning and Planning Officers (CPOs) see 

outcomes data as being useful to inform or be part of contract management, 

performance monitoring and service system? 

1.4.3. Utility 

 To what extent are the pilot outcomes measures and indicators suitable for 

inclusion into contracts for 2021? This should include the: 

o feasibility to implement in timeframe (i.e. sector readiness, further indicator 

development, support/training resources) 

o applicability of measures across range of services/cohorts 

o usefulness of the data for intended purposes 

o validity and reliability of the data collected. 
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 What are the challenges of outcomes measurement for clients, providers and 

contract managers? 

 Did the pilot highlight any potential challenges for linking reward payments to client 

outcome measures?  

 How do the proposed outcomes align with existing frameworks and outcome 

measurement systems? (desk top analysis). Include, but not limit to: 

o overlap, duplication or inconsistency  

o comparison to other contract management approaches that incorporate client 

outcomes. 

1.4.4. Technical  

 Adequacy of the data collection/reporting mechanisms, as implemented through 

CIMS and other reporting systems, for capturing and reporting outcome data from a 

technical perspective  

 Adequacy of the data collection/reporting mechanisms, as implemented through 

CIMS and other reporting systems, from a user-perspective.  

 Additional development on data collection/reporting mechanisms required, from: 

o technical perspective 

o provider perspective 

o Contract Manager perspective. 

1.5. Methodology 

A mixed methods approach was used drawing on both quantitative and qualitative data. 

Quantitative analysis of outcome data included CIMS tenancy data, response rate of 

clients, patterns across service types, locations, and cohorts.  

Qualitative data was collected to understand the different perspectives of DCJ staff with a 

focus on CPOs, staff involved in the pilot at each of the 19 sites and clients using semi-

structured interviews (Attachment A). Providers organised client participation in the pilot.  

The interview process started with a pilot to test and refine questions and receive feedback 

from the different stakeholders to inform a final qualitative guide. The cultural 

appropriateness of the questions was also tested with small groups of Aboriginal and 

Torres Strait Islander clients and Culturally and Linguistically Diverse (CALD) clients. The 

interviews were conducted during June and August after the SHS and CPO contract 

meeting to discuss and review the outcomes data. A team of three interviewers conducted 

the interviews. An Aboriginal researcher conducted the interviews at two Aboriginal service 

provider sites.  

A total of 140 participants were interviewed. The breakdown is shown in Table 3 below.  
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Table 3. Evaluation interview participants 

Participants Numbers 

Clients 

Aboriginal   

Culturally and Linguistically Diverse 

Young people 

42 (total) 

7 

9 

8 

Senior Service Managers 17 

Team Leaders 20 

Front-line workers  46 

DCJ CPO (+ 2 project workers) 15 

Total stakeholders interviewed 140 

This number of interviewees meant that a large volume of rich data has been obtained, 

with key findings able to be based on multiple sources of information and perspectives. 

In most instances consent was provided for the interviews to be recorded and transcribed 

verbatim. Table 4 below outlines how transcripts were analysed using NVivo version 11 

(QSR International).  

Table 4. Process for Qualitative analysis 

Process for qualitative analysis 

Step 1  Understanding the data – reading transcripts 

Step 2 Initial codes were created using nodes – this was completed using CFIR constructs as outlined 

in Table 2. CFIR constructs were developed into a codebook to guide the coding process. A 

single data point was often categorised to multiple constructs. We coded the constructs using 

deductive content analysis, an approach that uses a framework for analysis based on previous 

knowledge. We analysed coded data using the ‘queries’ function in NVivo which generates 

counts of code incidence across all data. Although CFIR was used as a framework additional 

codes merged during step 1. Inductive coding was used to capture themes not represented in 

CFIR.  

Step 3 Theme development included in-depth conversations with other interviewers that tested any 

assumptions being made.  

Step 4 Testing emerging themes – a workshop was held on the 29th of August where all providers and 

CPOs were invited to participate in small group discussions on emerging themes relating to fear, 

outcome tools, including cultural appropriateness of tools and the use of data.  

Step 5 A review of themes and emerging research literature if available  

 

1.5.1. Ethical approach to collecting data  

Ethical guidelines were created to inform our process for conducting research with 

vulnerable people, including Aboriginal and Torres Strait Islander People and Culturally 

and Linguistically Diverse participants. These guidelines draw on the latest research and 

Ethical guidelines to promote an inclusive methodology. Elements from the Ethical 

Guidelines are incorporated into the Evaluation Plan - Attachment B, and consent forms 

are Attachment C.  

1.6. Limitations 

The six-month duration of the pilot was both a strength and a limitation.  
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A short, sharp process has meant that the experience of implementation has been quite 

significant - yielding early lessons to improve implementation. This is especially useful in a 

context where no other homelessness sector has commissioned for outcomes in Australia 

and there are therefore many unknowns at the start of the process.  

However, it also means that it is currently too early to draw some of the intended 

conclusions from the pilot. Primarily this is because SHS providers were not able to fully 

implement the outcome tools into practice. Research and experience elsewhere indicate 

that it can take three to five years to work through this process, make adjustments and 

implement a sustainable and effective outcome measurement system (Fixsen et al, 2001; 

2015). In practice this meant:  

 Evaluation interviews with stakeholders occurred soon after the first formal 

conversation between the CPO and the provider around the outcomes data. This 

was a ‘dummy run’ to inform future conversations and in many instances both 

providers and CPOs were still coming to terms with the data reports and their use. 

Hence, questions about how data informed contract discussions cannot be 

answered with confidence.  

 For many providers they had not yet been able to properly implement the COS - 

which was primarily being conducted at case closure - at the time of the evaluation. 

This limits our ability to comment on the usefulness of the tool to inform case 

management or provide a client perspective.  

 Data refinement and the building of a data culture were still early stages of 

implementation which limits our ability to talk about the impact of the data.  

Not being able to evaluate the above aspects of the pilot means this evaluation is limited in 

its ability to draw conclusions regarding how the tools and indicators could best be used 

for commissioning in the SHS sector. However, there is enough information to encourage 

further testing and development.  

There were limitations to the data provided to the evaluators, which did not make use of 

the full potential of the data sets within CIMS to inform an understanding of outcomes 

around selected cohorts of clients. Key lessons have been identified in terms of better 

collating, reporting and using available data.  

These limitations contribute to our recommendation that DCJ and providers continue to 

use, learn from and development the current outcomes framework and tools through 

ongoing implementation.   

This process evaluation uses the CFIR as a framework to interpret qualitative data. The 

difficulty with this is that when one interpretation is expanded it may be at the cost of 

alternative explanations. 

Nevertheless, conducting a rapid Pilot with an independent evaluation has surfaced many 

important findings and recommendations which can inform further piloting or roll-out with 

evaluation.   
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2. Roll Out of the Outcomes Pilot  

DCJ used a combination of leadership, systems support and competency training to drive 

the implementation of the pilot as outlined in the following table.  

Table 5. How DCJ implemented the pilot 

DCJ process for Pilot roll-

out   

Stakeholder feedback 

Step 1 Leadership 

DCJ championed the 

approach 

‘I thought there was a genuine partnership approach by 

DCJ’ 

Step 2 Systems support 

CIMS was refined to 

create streamlined 

data management. 

‘CIMS was easy to use’ 

‘I think we need to improve the outcome reports and 

dashboard. They need to be user-friendly and we 

needed more training’.  

Step 3 Competency building 

Staff training 

(4 hours) 

‘I think the training on the day was pretty damn good.  

Everyone turned up and people wanted to be part of 

this. I think the buy-in came from the belief that things 

needed to change and also wanting to ensure providers 

got a say in what the commissioning for outcomes 

Framework would look like’ (team leader) 

Step 4 Introducing 

Outcomes  

The COS and the PWI were only applied to new clients.  

Step 5 Feedback loops 

Webinars and 

continuous quality 

improvements 

‘I find the webinars are very good. We get our copies of 

any of the slides or any information they’re going to 

send out comes out quickly, so we’re kept in the loop 

and generally if we go back with a question it’s 

answered in a timely manner.’  

‘The Webinars have been, I wouldn’t say informative. I 

guess they’ve kept us, part of knowing that we’re not 

doing this on our own but there’s actually a whole group 

of us doing this. The information that we got from the 

webinar was okay. It did give us the opportunity to 

come back to them with questions and anything we 

didn’t understand’ 

Step 6 Support  

Site visits 

Email 

‘The best thing DCJ did was come out and see us and 

talk to staff. We got to talk about our concerns and tell 

them what was working and not working, and they got 

to see the work we do.’  

Some providers found the timing of the webinars not suitable to them, while others had 

technical issues like dropping out from the video link. A couple of webinars were cancelled. 
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These issues led to frustration with a couple of the providers, especially providers in 

regional areas who felt they were out of the loop. Active involvement by provider sites, 

including attending webinars and constantly feeding back concerns to DCJ was associated 

with higher confidence in and commitment – or buy-in - to the pilot.  

2.1.1. Implementing the Commissioning for Outcomes Framework  

NSW is the first state to pilot a commissioning for outcomes Framework in Australia with 

Specialist Homelessness Services. Whilst outcomes have been piloted within the sector 

and a number of providers are using outcomes, the evaluators found no examples of other 

homelessness sectors implementing an outcomes framework across the entire sector. The 

pilot is an opportunity to understand the support required to implement the framework 

across the diverse SHS sector. 

Due to the time limitation of the pilot this process evaluation focuses on the foundation of 

the commissioning for outcomes process – that is the implementation of the outcomes. It is 

critical that implementation issues are understood and addressed at this stage to build the 

right foundation for the commissioning process.  

Implementing a commissioning for outcomes framework is complex and requires cultural 

and behavioural changes. The diversity of the SHS sector increases this complexity 

because the outcome tools are delivered through the actions of front-line workers, with 

different levels of education and experience, within diverse organisations, which exist 

within complex multilayered social contexts (Fixsen et al 2009). The following diagram 

(next page) illustrates the complexity between the CFIR internal and external factors that 

influence the implementation of this pilot.  

2.2. Exploration stage – implementation readiness 

Implementation occurs in four widely recognised stages: exploration, installation, initial 

implementation and full implementation. These stages are not linear as each impact the 

other in a complex way and as previously mentioned take 3-5 years (Fixsen et al, 2012). 

This pilot was six months and, whilst the evaluation highlights a range of implementation 

issues, the ability of many of the providers to work through some significant obstacles is 

notable considering the short pilot period. 

There are three interconnected drivers that cross each of these implementation stages: 

leadership, competence building and continuous quality improvement. 

2.2.1. Leadership 

Leadership is an important driver in the implementation process (Greehaigh et al, 2004; 

Rycroft-Malone, et al, 2002). Leaders have an impact on how workers are trained and 

supported, and to what extent different tasks are addressed and prioritised in the 

implementation process (Uvhagen, et al, 2018).  

  



Evaluation of the Outcomes-Based Commissioning Pilot 
 

 

  Page 34 
 

Figure 3. CFIR internal and external factors that influence the implementation 

Aarons et al. (2015) suggests leaders need to understand four things to achieve effective 

implementation processes. 

 First, they need to be proactive by producing and communicating an implementation 

plan, and by finding and addressing circumstances that hinder the implementation 

process.  

 Second, they must have knowledge and understanding of implementation issues 

and be able to answer staff questions about the implementation.  

 Third, they should appreciate workers' implementation efforts, give feedback, and 

support workers in learning more about the implementation.  

 Fourth, they need to be persistent and reactive, and continuously address various 

challenges as they arise throughout the implementation process.  
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DCJ led the pilot in partnership with the 17 providers. In every pilot site, there was a 

nominated senior leader and within DCJ there were District champions.  

Whilst DCJ had an implementation plan that set out the process of the pilot as described 

previously, this plan lacked the detailed information required to take the outcomes 

framework into the 19 diverse sites in a consistent and reliable manner. As Aarons et al 

(2015) suggests, you need knowledge and understanding of the implementation issues to 

plan for them. Each site is unique and needs to understand the culture, climate and 

experience with outcomes to adapt an implementation plan that will enable the framework 

to be embedded into practice (CFIR). For example, some sites had experience using 

outcomes and had a better understanding of what implementation issues may arise, but 

others had no experience. This meant some providers were not ready to implement the 

outcomes as articulated by the following leader.   

We didn’t really think about implementation before the pilot. I guess we thought DCJ would 

help with that. But we did volunteer for the pilot so DCJ may have thought we were ready. 

A number of leaders felt like they did not get enough information to develop a plan as 

articulated by the following leader.  

For me it felt like “Here we go guys, here’s some stuff, go use it” and I get that because it’s 

a pilot they wanted to understand how services would use the tools and they didn’t want to 

give too much direction. 

The Majority of the providers did not have an existing outcomes framework. Of those that 

did, half thought the indicators complimented their framework. One provider thought their 

framework was more useful and that the Commissioning for Outcomes framework created 

duplication. In this instance we are unable to make a comparison because the provider 

could not share their outcomes approach. One provider added the pilot outcomes tools to 

a number of outcomes tools they were already using at intake and thus thought the 

framework created outcome fatigue for some of their clients.  

Recommendation – All providers complete an organisational readiness survey to inform 

their implementation plan for each site.  

2.3. Competence building – Training and support 

The second driver in implementation is building the competence of the team. It is important 

that workers understand why an outcomes tool is being introduced and how it fits within 

the wider context of taking a client-focused approach (CHP, 2018). This includes 

understanding what the benefits will be and how the information collected will be used so 

that workers are motivated to use the tool as intended. For commissioning for outcomes to 

be effective, training needs to ensure that frontline workers understand and deliver the 

tools in a consistent manner. Training and support of frontline workers is critical because 

they hold the reliability and validity of the outcome tools.  

As mentioned previously DCJ ran a training workshop with managers from each provider 

site. These managers were provided with a PowerPoint of the presentation and they were 

meant to train their frontline workers using a cascading approach. Despite this training, the 
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biggest gap in the implementation of the pilot was the lack of preparation, training and 

support for frontline workers and their team leaders.  Approximately 80% of the workers 

felt that they either did not get enough training and support or they received no support or 

training as indicated by the following worker.  

We had one meeting where we could ask questions. We didn’t know what the framework 

was. We were just told to give this to the clients. 

We got taught how to use the tools but, for me, there was a real lack of understanding 

about how the tool fits with what we do.  

I had no training. It wasn’t explained well. It was just something we had to do. With no 

understanding. I was just told that DCJ wants us to do this.  

It should be noted that a number of providers were successful in embedding the outcomes 

into practice with sufficient training provided to workers. A case study that illustrates one 

provider's approach will be shown later in the report.  

Whilst the majority of the leaders found the DCJ training useful to them they raised a 

number of issues with the DCJ training that affected its translation into practice.  Firstly, it 

occurred two days before the pilot started. This did not give providers enough time to plan 

for implementation as illustrated by the following leader.  

We needed lead-in time for staff to understand why they’re doing this and why they’ve got 

to change the way they think, and they behave. 

Secondly, only one or two nominated people per site attended the training run by DCJ and 

for some providers, this meant the information was not translated to the people who 

needed it as articulated by the following team leader.  

Our data person went to the training, she doesn’t work on the frontline so when she’s 

interpreting or getting information and handing it back to us she didn’t understand what it 

was and when we’d ask her questions she couldn’t answer our questions because she 

didn’t know how to translate it into practice.  

Thirdly, there was a lack of understanding of the complexity of translating tools into 

practice. Whilst a small number of providers had experience implementing outcome 

measures the majority did not. As illustrated by the following leader. 

We got told to make muffins, but we didn’t get the recipe. I wanted to know what leads to 

the muffins being overcooked or undercooked. I needed the detail. I couldn’t answer the 

questions my staff were asking.  

Providers needed to be able to articulate how their programs will achieve the outcomes. 

The best way to show this is to use a logic model. This provides an overall picture of what 

providers want to achieve in their service and how the outcome tools can help them 

understand the impact they have on clients.  Figure 4 below is an example of a logic 

model. The development of a logic model could be used as a tool in training frontline 

workers. 
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Figure 4. Example Logic Model 

Inputs/what providers invest 

 Program 
 

Outcomes  

 Core Components Who providers reach  Short Medium Long 

Implementation plan 

Leadership/champions 

Trained staff 

Coaching 

Engagement strategy 

Outcome measures 

Model of service delivery 

Number of sessions 

Number of referrals 

 - The evidence base and 

conceptual underpinnings of the 

program 

- Identifying and mitigating 

serious safety risks  

- Maximising opportunities to 

access and sustain safe, 

affordable housing or stable 

accommodation  

- Supporting improvements to 

overall wellbeing through 

building engagement and 

connecting clients to the support 

networks and services needed 

to address the underlying 

causes of homelessness.  

- Trauma-informed 

- Client centred 

People accessing 

services: 

- Aboriginal 

- Ages 

- CALD 

- Cohorts, example 

DFV 

- Complexity 

 - Client receives the service they 

need 

- In short-term accommodation 

- Client understands how to 

meet their needs  

- Increased knowledge of safety 

- Increased knowledge of 

housing options 

- Increased knowledge of their 

own wellbeing  

- Increased knowledge of 

training and employment 

opportunities 

- Confidence in their ability to 

access the right services 

- Satisfaction in the services 

they have received 

- Housed 

- Improved safety 

- Mental health and health 

issues addressed or 

stabilised. 

- Improved wellbeing 

- Increased access to 

income 

- Connected to the 

community they live in 

- Not living in violence 

- Less or no reliance on 

drugs/alcohol 

- Stable housing  

- Fewer people 

become homeless 

Most Control       Least Control 

Assumptions:   

- Clients are engaged and accept the program.  

- There is adequate funding to address the complex needs of clients 

- Clients are accepted at services they have been referred to.  

 

External Factors:  

- Collaboration with other service providers. 

- Partnerships with CALD and Aboriginal communities 

- There is access to affordable housing 
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Those providers who did manage to create a training program found high staff turnover 

meant they had to start over as articulated by the following leader. 

Fifty percent of my staff are new. It meant I had to start again with buy-in and training. 

Recommendation: The development of consistent training modules – with an 

accompanying implementation manual - targeted to team leaders and frontline workers, 

based on the findings of this evaluation. This would include using a logic model as a tool to 

help workers understand how the outcomes fit into what they do.  A series of video training 

segments should also be created to ensure there is a consistent approach to training 

across the sector. A video format takes into account the diverse geographic spread of 

providers and the fact that worker turnover will be a consistent issue within the sector. The 

video could then be included in the induction process.  

Developer Format  Content 

Uniform training developed by 

DCJ in collaboration with 

providers   

Videos The why, when, where how and with whom 

with an emphasis on how the commissioning 

for outcomes framework puts clients at the 

centre, including case studies.  

 

2.4. Understanding the Rationale for the Commissioning for Outcomes 

Framework 

Capacity building starts with confidence in, and commitment to, the Pilot and its purpose. It 

is critical that leaders, team leaders, and frontline workers all understand why the 

Framework is being implemented.   

DCJ set out the rationale for the commissioning for outcomes framework starting at the top 

with the Secretary, Michael Coutts-Trotter, in 2018. Many leaders had been involved in 

conversations about outcome measurement for years prior to this announcement. As 

mentioned previously, in 2015, the Homelessness Outcomes Implementation Group 

(HOIG) was set up to build knowledge about outcome measurement. A number of 

the organisations in the pilot had already started using outcomes in anticipation of this 

change.  

Whilst many senior leaders were uncertain and/or fearful about what commissioning for 

outcomes may mean in the future, the majority of leaders believed there was a need to 

focus on outcomes as shown by the following leader comments.  

I’m a champion for it. We have been working in the darkness. We supported 2,000 clients. 

That means nothing.  

I think for so long we have focused on outputs, how many bums on seats, how many 

bodies in beds, without really looking at ‘what’s that telling us?’ Okay, we know we house 

500 people in our refuge, so what. What was the outcome? 500 beds were filled. So, I 

think it’s important that we understand the difference we are making.   
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There needs to be a way of measuring the comparative efficiency and effectiveness of this 

sector, and we need to do that because of scarce resources available and there’s a lot of 

people who aren’t getting the help they need. 

Services need to balance the needs of our clients with our obligation to funders. We need 

to show what we are doing to funders. Measuring our impact. If our impact is 0. Should we 

be funded? We need to have an impact. 

DCJ are making services more professional and more accountable. 

This evaluation found a connection between a leader’s buy-in and their resilience in the 

face of implementation obstacles – meaning they did not give up as challenges arose. A 

leader’s buy-in influenced the lens through which leaders saw obstacles, as articulated by 

the following leaders. 

I can see the purpose of outcomes. If I couldn’t understand the benefit of it, I would think it 

was annoying and a waste of time. The purpose helps me see the benefit down the track.  

I feel like we’re right on the back end of the pilot and we’re like “Great we just did this pilot 

and we just look rubbish because we’ve got this so wrong”. But now we’re like “Give us 

another 6 months, we will really improve” because we’ve got it now. 

Whilst leaders were provided with time to explore the need for the framework and develop 

buy-in, many workers only learned about the pilot days prior to the rollout. The quick start 

of the pilot meant this leader-level understanding of the rationale for the framework was 

not translated well to frontline workers, especially workers who had little or no experience 

using outcome tools. As a consequence, approximately 50% of workers thought the pilot 

was about compliance as illustrated by the following worker.   

We need to do this because if we don’t get the funding we are stuffed.  

This impacted the way workers felt about the pilot.  

It didn’t bring the passion. 

It made me angry.  

I didn’t like the tools.  

This evaluation found approximately 50% of workers did not have buy-in for the pilot. 

There were a range of factors that impacted the lack of buy-in which will be discussed 

throughout the evaluation report. A lack of buy-in influenced how workers delivered the 

tools to clients.   

How do you sell the benefit of these tools if staff don’t know it or believe it or see it yet 

ourselves? 

I’m selling it but for whose benefit. Really it is for our benefit. I feel fake.  

This meant that a number of workers introduced the purpose of the tool to clients as a 

funding requirement, as articulated by the following worker. 

‘I told clients DCJ wanted them to fill it out the form. 

A combination of lack of training and support and limited buy-in meant the tools were not 

being delivered consistently across the 19 sites.  
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Many leaders in the pilot were initially unaware of the lack of buy-in by workers as 

articulated by the following leader.  

I championed the pilot, I really truly believed in it, so I guess that skewed how I 

thought staff were responding to the pilot.  

DCJ in a report on their site visits conducted between February and April also missed the 

lack of buy-in by workers. DCJ reported a high level of engagement by 15 out of the 19 

sites. Workers may not have felt comfortable raising negative beliefs about a framework 

that was developed by DCJ, who also funds their services.  

Most leaders did not recognise that the benefit of an outcomes based approach had not 

been translated well to workers until the first data was distributed to providers in May, as 

articulated by the following leaders.  

It was a top-down delivery. I think when workers heard ‘outcomes-based commissioning’ 

they thought about funding not clients. It semi does mean that, but I think that wasn’t the 

part workers needed to worry about.  

I dropped the ball. I thought I knew how to deliver this in the beginning, but I didn’t and that 

affected the messaging I gave my staff. 

One of the barriers to gaining buy-in from workers was a top down approach to 

implementation. Although all of the workers thought their leaders believed in the 

framework and wanted them to deliver the tools to their clients, the majority of workers 

also felt disempowered in the implementation process as articulated by the following 

workers. 

We didn’t have a choice 

It was just rolled out and then it was sort of shoved in our faces. 

We’re just ground-level workers, our thoughts and opinions don’t matter. 

Perrin (2006) finds that a mixture of bottom-up and top-down approaches is critical as 

workers need to take ownership of the change for it to be successful, especially change 

that involves considerable shifts in culture, systems and practice. 

2.4.1. You need workers who will champion the change 

In implementation terms, “leadership” is not exercised by a single person but a range of 

people using different types of leadership that adapt across the implementation process to 

ensure the outcomes are adopted and embedded sustainably into practice (Graham, 

2015). Convincing workers to commit to the necessary changes requires someone who 

truly believes in the approach and is willing to model the necessary changes. The 

champion is the motivator behind the approach, guiding its day-to-day operations, 

fostering communication, and serving as a base of support and modelling for workers. 

Research has consistently shown that the champion is crucial to successfully 

implementing a new approach into practice (Graham, 2015).  

Workers need to feel that they are essential, valued, and knowledgeable partners in the 

change process (CFIR). Workers' attitudes or buy-in are critical to implementation success 
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(Williams et al, 2015). A number of studies have found that a lack of buy-in leads to 

resistance (Fuller, Kearney and Lyons, 2012). There was strong evidence in this 

evaluation that a lack of worker buy-in led to resistance and this resistance played out in 

how the tools were administered.  For example, workers who lacked buy-in reported higher 

numbers of refusals as articulated by the following worker.  

I reckon more than 50% of my clients just blatantly refuse to do it. 

When workers reported buy-in and were invested in delivering the tools they reported only 

a ten percent client refusal in completing the tools.  

As mentioned previously, in relation to leaders, buy-in impacts the lens with which you 

view the pilot. Workers who did not have buy-in did not understand how this lack of buy-in 

impacted clients. For some workers without buy-in a refusal by a client was further 

evidence the tools were not appropriate. This is consistent with previous studies which 

found a lack of buy-in means implementation barriers are unlikely to be resolved (Axford & 

Morpeth, 2103). 

What led to buy-in for workers was a belief that the tools could benefit clients. Many of 

these workers had previous experience using outcome tools so understood the benefit to 

clients, and/or their leaders provided training that showed how clients could benefit from 

the tools.  

For me it’s about what clients get out of it. I couldn’t give a shit about what the Department 

(DCJ) do with it. What do these clients actually get out of doing the tools? Are we doing 

this to give the client a voice?  

It's switching the driver to the client. It really does do that by giving them a voice and giving 

you a good clear picture of where that client’s at without them immersing themselves in the 

traumatic story, which we don’t need to hold. 

If clients are at the centre of the commissioning for outcomes framework they need to be 

at the centre of the training and support. Workers wanted to know how these tools would 

improve the lives of the clients they serve. It is critical to understand client needs to ensure 

the tools are provided in a way that meets their needs and guides conversations to build 

buy-in. Secondly, it is critical to understand client’s needs because this will provide leaders 

with an understanding of the level of support workers will need to gain buy-in from a 

diverse range of complex clients.   

People that are homeless or at risk of homelessness are a heterogeneous group (Brown, 

1996). There is wide variation in age, gender, and ethnicity of homeless people, as well as 

in the causes of homelessness that include unemployment, disability, mental illness, 

domestic violence, drug and alcohol issues and poor social networks (Hagen, 1987).  This 

evaluation found that these diverse clients turned up to services experiencing a range of 

complex emotions that can create barriers when administering the tools. Table 6 below 

illustrates the responses to the evaluation interview question "how were you feeling when 

you turned up at the service?" 
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Table 6. Responses to question: ‘How were you feeling when you turned up at the service? 

Emotions/feelings Client’s responses 

Apprehensive  ‘I didn’t know if they would help me’.  

Scared ‘I just escaped my violent partner’ 

Unsure ‘I didn’t know what to expect’ 

Anxious ‘I was anxiety through the roof’ 

Powerless ‘I was dragged here by a friend’ 

‘I told my mum I didn’t want to go’. 

‘I turned up for my kids. I didn’t want to go’ 

Shamed ‘I never wanted to be ‘that person’ who had to ask for help.’ 

Disconnected ‘You feel like you are a different part of society. People 

speak down to me. I had the worst day. All the rejections. 

this whole day not on purpose but I felt everyone has made 

me feel lower than I could ever feel. I’m a human.’    

A failure ‘They (the Government) make you do a lot which is almost 

impossible. Rental diaries, job applications. It is 

discrimination all day, every day’.  

Lack of trust For some clients there has been a lifelong fight with ‘the 

system’ – the education system, the police system, juvenile 

justice, prison system, Centrelink system, housing system, 

child protection system. These clients come to services 

expecting to be misunderstood and mistreated. 

‘I don’t think the government wants to help people.’ 

Fear ‘It’s always in the back of my mind that DoCS will take my 

children’ 

This meant most of the clients turned up to services expecting to be judged. Obtaining 

clients' buy-in so that they fill out these tools believing they may benefit from the results is 

not an easy task and requires a bottom-up approach that makes use of the wisdom of 

workers. Workers need to show clients that these tools are not "just another form".  

2.4.2. Training is not enough 

Research indicates that training alone will not change worker behaviour. Mildon (2012) 

reported that only nine percent of workers were able to implement the training they 

received into practice without any support. Most of the skills and knowledge needed to 

implement outcomes can be introduced in training but they are learned in practice and 

need support (De Vries & Manfried, 2005). Even with the best of training, it is impossible to 

know how well the tool will work with clients - as shown previously by the range of 
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emotions clients are experiencing on entry. Workers need to feel psychologically safe to 

try new tools (Sommerfield, 2017). To feel safe, workers need information along with 

advice, encouragement, and opportunities to practice using the tools. Practice change 

requires both training and support.  

The lack of support meant some workers were administering the PWI confused about the 

purpose of the tool and their role as its administrator, as articulated by the following 

worker.  

It’s a tool doctors use, and the hospital uses to measure depression. If someone puts zero 

down for all their responses; that it was basically on us to make sure they were okay. It 

was our duty of care which shouldn’t be my responsibility. I’m not a doctor. I’m not a health 

professional. I’m not a psychologist. I have to sign that form which means that there’s a 

record of me doing it, why should I be responsible for this person when I’m not a 

healthcare professional. 

The majority of workers felt they needed more support dealing with the negative emotions of 

clients that can arise during or after completing the tools. Some workers struggled with a client’s 

emotional reaction to the PWI. Some workers needed specific strategies to support clients who 

may become upset when filling out the PWI as articulated by the following worker.  

To me just because of vulnerability with the clients in the beginning, I’m not afraid but I am 

fearful for them. It makes me reluctant to ask the questions.  

It is not easy to sit with a client’s negative emotions but these emotions can lead to insight 

that can help clients understand the kind of support they need. This can be an 

uncomfortable place for clients and workers. The following clients discussed how the PWI 

raised some negative emotions.  

I got overwhelmed a bit by the questions. Because it’s like whoa. I actually feel this way. It 

brings it to your attention. It’s good but scary.  

When I was filling it out it was all 0’s. That was hard. To see that on the page. It made me 

cry. I was in a really bad place. I thought ‘jeez, my life is shit’.  

These are normal reaction to difficult life circumstances. What made some workers feel 

unsure was a lack of strategies to ensure the clients were not left feeling hopeless. For 

some clients the strategy may be as simple as reminding them of the resources they 

already have available inside of them like the courage it took them to turn up to the service 

that day. Some leaders got workers to red flag low scores. In these cases, dealing with low 

scores was a team responsibility led by the leader who ensured clients received an 

adequate response. In these cases, workers reported feeling supported.  

Recommendations –  

DCJ and providers to develop a bottom-up and top-down implementation strategy, 

including   

 Team leaders trained to be coaches and champions to ensure training gets 

embedded into practice and workers are supported.  

 Use the practice wisdom of workers to inform strategies to obtain client buy-in.  
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 Team leaders and workers explore the needs of clients to inform strategies for client 

buy-in and to understand the support workers need. 

Case study 1 (next page) illustrates how one provider was able to successfully implement 

an outcomes approach with their team. 
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Case Study 1.  

The start was little clunky because DCJ expected us to start the roll out two days after attending the pilot session training in 

Sydney. We delayed the start because I wanted staff to have uniform training so that they all took the same message and went 

out and applied it in a consistent way.  

I think that what set us up for that to be so successful was the investment in two workshops with the team that we designed 

ourselves to help them understand the benefits. The workshop that DCJ led was critical to us understanding the purpose of the 

Framework and how to integrate it into CIMS. We used this information to design our own training for staff.  We provided the 

team with an overview of our proposed application for the pilot and gave them a sense of what’s in it for them and how this could 

be an opportunity for them individually and collectively as a team to grow with this change. The outcomes were very compatible 

to our values and that’s probably what made it easy for us to show the workers how it fit into what we want to achieve as an 

organisation.  

We used the workshops to allow workers to bring their cases into the discussion so we could then specifically talk about the 

women that they’ve supported and how they would apply the PWI and the COS; that was from an operational perspective as well 

as a behaviour in the way that they would change some of the language that they used in their case management. 

One of the things that we did in addition to those two workshops when we started the pilot was we embedded the practice into 

our work plans; so we have supervision with all of our team once a month, so in this work plan that we use for the supervision, 

we asked for the team members to provide us feedback and we also do observations of how they’ve used those tools.  So, 

embedding that conversation into the work plan and also allowing the team members to reflect, it maintained its focus all the way 

through.  Each of the leaders included conversations about the tools in their daily start up meetings as well. 

There was resistance in the beginning. There was perception that it added more to their case load and it added more to what 

they needed to get done.  The staff only started to value the tools when they saw the benefits to clients. Staff found it really 

powerful that the assessment comes from women themselves so where they’re mapping themselves on their journey in terms of 

achieving their goals, when you draw their attention to that later on, say if something’s happened and they’ve stumbled or they’ve 

lost their way a little.  Looking back on that and reflecting on that shows their journey, can be quite powerful. 

What helped, and this wasn’t planned but one of our workers championed it. she actually modelled what she’d learnt to the other 

staff members. Then it wasn’t just coming top down. The staff member also shared positive stories in team meetings, so it 

helped build the momentum.  

We set soft goals because we didn’t know what data we might get to help us understand our performance and the metrics.  The 

Dashboard can be improved but for us it was useful. The information allowed me to have a really robust discussion with the team 

leaders and identify some opportunities for us. we discussed what we found to be going well for us and then we talked about 

what our opportunities to improve our services. For example, we didn’t perform particularly well around safety engagement. We 

spent the meeting trying to unwrap that and understand why when we’ve got strong performance in other areas.  Are the workers 

not confident to ask those questions, how are they asking them? What’s actually happening in that interaction that might be 

influencing it. Then we agreed on some actions that went into the work plan of the workers. Do you think the data is reliable and 

valid? The team leaders haven’t pushed back and said “I don’t think that data’s correct.  I think there’s some integrity around this 

data. 

I’ve really seen a shift in the way that our team are communicating with our clients. I think it’s actually a really good tool in the 

building of a case plan because we’re looking at “What are her priorities”, “Where is she feeling low?” and if we’re putting 

everything on safety and she’s saying she’s a 6 on Safety but a 2 on Health why are we focusing so heavily on safety because 

that’s our process not her focus.  I like that it can help really hone on being client centred. I think going forward we need to 

overlay some cultural competency in the way that we deliver the tools for Aboriginal women.  

The COS has been harder for us to get the data on.  I think the COS has got a lot of potential but we’re going to have to plan 

very well how we embed the COS. I think we need to change the timing of the COS and do it before the final meeting. 
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3. Quantitative Data 

There were a number of issues with the data supplied by DCJ. Firstly, the data does not 

include the data collected by three providers who used their own data systems. This was 

because their data was not supplied as raw data so could not be included.  Secondly, we 

did not receive the PWI and COS raw scores in a way that allowed analysis by 

demographic information. We also did not receive all of the demographic data. Part of the 

implementation process is working out which data will help inform the implementation 

process and help providers and DCJ better understand the needs of homeless clients.  

There were 5,386 eligible clients in the pilot period. Eligible clients included any client who 

was 13 years and over.  

 1500 (28%) were Aboriginal (Aboriginal people make up 3.5% of the NSW 

population) 

 656 (12%) were CALD  

 3375 (63%) were female 

 2011 (37%) were male.   

This sample was representative of the NSW homeless population with the last census 

reporting 29% Aboriginal clients and 57% female and 43% male presented to homeless 

services in 2016.  

For commissioning for outcomes to work data needs to be representative of the broad 

population of homeless clients. The following data breaks down eligible clients by age, 

gender, Aboriginal status, CALD status, reason for presenting by outcome measurement 

data.  

3.1. PWI Baseline data 

Twenty one percent (1,147) baseline PWI’s were completed. Of these baseline 

completions 55 were duplications where clients left and re-entered a service.   

The evaluation found young people aged 13-16 years were less likely to complete a PWI. 

Only two percent of young people under 16, and 12 percent of 16-year olds completed the 

first PWI as indicated in Table 7 below. There was little variation in the other age groups.  

Table 7. PWI baseline data and young people 

Youth No baseline PWI Valid PWI at entry Total 

13 years 152 2 154 

14 years 151 0 151 

15 years 153 8 161 

16 years 241 33 (12%) 274 

Twenty eight percent (1,500) of the eligible clients were Aboriginal. Table 8 below is a 

breakdown by Aboriginality in relation to PWI baseline data.  
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Table 8. PWI baseline data by Aboriginality 

Aboriginality No baseline PWI Valid PWI at entry Total 

Aboriginal 1148 352 1500 

Non-Aboriginal 3090 794 3884 

Figure 5 below shows that Aboriginal clients (23%) were slightly more likely to have a 

completed baseline PWI than non-Aboriginal clients (20%). 

Figure 5. Comparison: completed baseline PWI, Aboriginal and non-Aboriginal clients 

 

Table 9 below shows that twelve percent (656) of eligible clients were CALD and four 

percent (239) of clients had an unknown CALD status.  

Table 9. PWI baseline data by CALD status  

CALD Status No baseline PWI Valid PWI at entry Total 

CALD 497 159 656 

Non-CALD 3545 944 4489 

Unknown 195 44 239 

 

Figure 6 below shows that CALD clients were slightly more likely to have a complete PWI 

on entry.   
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Figure 6. PWI data by CALD status percentages 

  

3.1.1. Gender by PWI Baseline 

Sixty three percent of eligble clients were female and thirty seven percent male.  

Table 10. PWI baseline data by gender 

Gender No baseline PWI Valid PWI at entry Total 

Male 1640 370 2010 

Female 2596 778 3374 

 

Figure 7 below indicates that women were more likely to complete the PWI than men.  

Figure 7. PWI Baseline percentages for gender 

 

3.1.2. Reason for presenting by PWI baseline data  

Table 11 below provides a breakdown by PWI and the issue with which clients presented 

to the service.3 Forty percent of clients presented to housing services stating housing was 

their primary issue. The data will become more useful if providers collect the reason 

behind the housing issue. Of the 840 clients presenting with domestic violence as their 

primary reason for using the service, 104 were male and only 37 (4%) were over 18.  

                                            

3 This table excludes reasons for presenting with small numbers and reasons for presenting stated as ‘other’ 

or ‘unknown’. This includes 19% of the data. 
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Table 11. Primary reason for presenting to homeless services 

Reason for 

presenting 

No baseline PWI Valid PWI at entry Total (percentage ) 

Housing Stress 991 252 1243 (23%) 

Financial difficulties 722 134 856 (16%) 

Domestic Violence 611 229 840 (16%) 

Inadequate housing 452 91 553 (10%) 

Relationship 

breakdown 

367 122 489  (9%) 

Previous 

accommodation ended 

219 77 373 (7%) 

 

The reasons for presenting to a homeless service are consistent with previous reported 

data with ABS data showing the top three reasons for entering a service are housing crisis, 

financial difficulties and DFV.  

Figures 8, below show the difference in percentage for presenting issue by PWI data. 

Whilst the numbers are too small for some issues to make a comparison, the data 

suggests domestic violence clients were more likely to complete the PWI. This may relate 

to the fact that most clients presenting as DFV as the issue were women and women have 

been shown to be more likely to complete the PWI.  

Figure 8. PWI baseline data by presenting issue  
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3.2. Exit PWI Data 

Exit PWI and COS data scores were impacted by case plans that were still open (1,328; 

18%) at the end of the pilot. The data was included in the analysis because many 

providers started to complete the exit PWI and COS at the case plan review prior to the 

client leaving the service.4  

Three hundred and twenty four (six percent) exit PWI’s were completed.  

3.2.1. Aboriginality by second PWI 

Aboriginal and Non-Aboriginal clients had similar percentage rates for second PWI 

completions.  

Table 12. Second PWI data by Aboriginality  

Aboriginality No exit PWI Exit PWI Total 

Aboriginal 1426 74 1500 

Non-Aboriginal 3635 249 3884 

Figure 9. Percentage of second PWI data by Aboriginality  

  

3.2.2. CALD by second PWI 

CALD clients were more likely to complete a second PWI.  

                                            

4 This data was run removing open case plans and this led to a lower number of COS and PWI completions 

and slightly lower percentages (PWI 5%; COS 4%). 
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Table 13. Second PWI data by CALD status 

CALD Status No exit PWI Exit PWI Total 

CALD 589 67 656 

Non-CALD 4243 246 4489 

Unknown 228 10 238 

Figure 10. Percentage of second PWI data by CALD 

  

3.3. COS Data 

Two hundred and fifty-seven (five percent) of COS’s were completed. Both the COS and 

the second PWI dropped significantly compared to the baseline PWI. Small numbers were 

reported in another pilot run by HOIG which reported the challenge of achieving 

satisfactory response rates from service users post exit.  

3.3.1. Aboriginality by COS 

There was little difference between the percentage scores of Aboriginal and non-

Aboriginal clients for COS completions.   

Table 14. Aboriginality by COS completion 

Aboriginality  COS Completed NO COS Total 

Aboriginal  61 1439 1500 

Non-Aboriginal  195 3689 3884 

 

Figure 11. Percentage of COS completions by Aboriginality  

 

3.3.2. CALD Status by COS 
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CALD clients were more likely to complete a COS.  

Table 15. COS completions by CALD 

CALD Status COS Completed No COS Total 

CALD 54 602 656 

Non-CALD 196 4293 4489 

Unknown 6 232 238 

Figure 12. Percentage of COS completions by CALD status 

  

3.4. Overall  

The data indicates low completion rates during the pilot period. The low completion rates 

make it difficult to draw conclusions, but the data does suggest that the low completion 

rates relate more to implementation issues than to the tools posing particular challenges 

for specific cohorts of clients - with the exception of young people under 16 years.  

The data indicates: 

 There was minimal use of the tools for clients under 16 

 Women were more likely to complete the PWI than men 

 Clients presenting with domestic and family violence (DFV) were more likely to 

complete the PWI 

 There was a significant drop in response rate for exit PWI’s and the COS 

 CALD clients were more likely to complete both exit tools.  

3.5. PWI data across all sites  

Table 17 below is the reported PWI scores from DCJ that were given to providers. The 

Australian Unity Wellbeing index report lists a normative range for the global PWI score in 

Australia as 7.3-7.4 points. The table below does not provide an overall score and reports 

individual wellbeing indicators as either greater than or less than 5. This scoring system 

has been confusing for providers. Providers had no rationale as to why 5 was used as a 

threshold. This scoring needs to be better explained to providers so they can use data to 

make evidence-informed decisions. It makes sense to highlight scores lower than five at 

baseline but the average score also needs to be reported. Insight did not have access to 
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raw scores so it can not report the number of clients who fell within or higher than the 

Australian average.   

ACQoL guides suggest that the ability to improve an individual’s score on the PWI is 

related to their baseline score. In general, lower scores are more likely to change than 

higher scores. In other words:   

 In studies where individuals have achieved PWI scores of below 50 points, 

interventions have been successful in significantly improving subjective wellbeing  

 In studies where individuals have achieved PWI scores of between 50 and 70 

points, improved subjective wellbeing has also been reported in response to 

intervention  

 In studies where individuals have achieved PWI global scores of 70+ points, there 

has been little change in subjective wellbeing in response to intervention. This is 

because 70+ is close to the normal range. 

Table 16: SHS Pilot PWI Scores  

 

For baseline data to be useful there needs to be potential to capture change. This data 

shows that 57% of clients had a baseline score less than 50. On face level PWI data 

captures adequate baseline data to measure change.  The second PWI data indicates 

only 23% of clients had a score less than 50 at completion.  That means 34% of clients 

moved from a low subjective wellbeing score indicating improvement.  
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Looking at individual domains, Safety had the least number of clients below a score of 5, 

only 37% of clients rated safety as lower than five at baseline. The safety score was also 

more likely to decrease when tested at a case plan review or exit. This is consistent with 

what workers reported – that some client’s level of felt safety declines at exit due the 

winding-down of support. Workers were more likely to report this for clients affected by 

domestic and family violence. Some providers have already used this data to take 

evidence based actions to better prepare clients for exit. Demographic data will be useful 

here to fully understand the client characteristics that are associated with this decline, 

including suitability of housing. In a recent study by Flanagan, et al (2019) they reported 

women experiencing DFV felt unsafe leaving services when their housing was unsuitable 

and sometimes unsafe.  

The data indicates that 9% of clients enter a service with a baseline score of 0. As 

mentioned previously some providers are using this data to flag clients who will need more 

support services. This data should be analysed using demographic data to better 

understand the types of clients who enter with depleted wellbeing. Relationships were 

most likely to be reported as 0 at baseline.  

It is recommended that DCJ supply the average PWI score for clients to understand how 

they compare to the Australian norm. To make it meaningful to providers and 

commissioners this data also needs to be broken down by demographic information.  

3.6. Reported changes in Safety, Housing and Wellbeing 

Table 17 below shows the changes in the outcome indicators across the outcomes, safety, 

housing and wellbeing across all providers in the pilot.  The scores relating to the COS are 

extremely high in comparison to the PWI and tenancy data. This is especially true for 

safety. PWI scores indicate that in some instances safety declines at exit but COS reports 

extremely high safety scores at exit.  Possible reasons for this will be discussed later in the 

report under data quality.  

Table 17. Outcome indicators data from all providers 
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3.7. Sustaining Tenancy data 

From a funder’s perspective the key indicator of success is whether clients are homeless 

or not. The data provided by DCJ shows that the number of support periods where clients 

started as homeless were 4,408  in comparison to 2,2045 clients who ended the support 

period homeless - a reduction of fifty percent.  

For this data to be useful from a commissioning perspective DCJ will need further 

information to understand the characteristics of the clients who stay homeless and whether 

there is a housing shortage causing clients to end their support period homeless.  

To better understand the sustaining tenancy data available in CIMS should be cross-

referenced with the following: 

Housing 

status on 

entry 

Main reason for 

attending service 

(what is driving the 

homelessness) 

Time 

experiencing 

the issue 

Aboriginality/ 

CALD 

Age Gender Housing 

status on 

exit 

 

Housing status on entry should include:  

 fleeing/just left a house/transitioning from a mental health facility/prison/OOHC 

(these clients do not know where they will sleep that night) 

 couch surfing 

 sleeping rough 

 living in emergency or short term accommodation 

 living in poor housing, for example boarding house, caravan, overcrowded 

 Living in social, public or private housing but at risk of becoming homeless. 

It is important that the primary reason captured as to why clients turn up to the service 

captures the main underlying reason for needing an SHS service. Homelessness is not 

just a housing problem, there are many drivers including, affordable housing, domestic 

violence, unemployment, entrenched disadvantage, culture, mental and physical health 

issues (FaHCSIA, 2008).  

Data needs to be broken down around these drivers to better understand who is 

accountable for the evidence based actions that need to be taken to improve the housing 

outcomes for all clients.   

Focusing just on sustaining tenancy data has significant limitations. Not homeless 

assumes the housing issue for the client has been solved. This data assumes that the 

primary aim of the SHS service is to move clients from one category to another. Research 

                                            

5 Note the numbers here are slightly different to the reported numbers above because DCJ used different 

exclusion criteria for the pilot period. 
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clearly shows that the ability to sustain a tenancy is not just linked to obtaining a house 

(Planigale & Stebbin, 2014). This is why it is important to use this data in conjunction with 

the PWI and COS scores.  

3.8. Complex Clients 

One of the risks of commissioning for outcomes is providers ‘cherry picking’ clients who 

are easier to house. The research has consistently shown that there is a small cohort of 

homeless people who struggle to leave homelessness as a result of their complex needs 

(Jones & Pleace, 2010; Wilson & Barton, 2016) and these people are the ones who risk 

losing access to services if providers face inappropriate incentives. A key method 

suggested by the commissioning research for avoiding this is developing the ability to 

describe and validate a required client mix – based on sound demand data. 

However, an enduring difficulty is defining who is a complex client. DCJ used to label 

clients either low, medium or high needs but found this process ineffective. The Network of 

Alcohol and other Drugs Agencies (NADA) also trialled a tool to measure the complexity of 

clients but found the tool ineffective because providers were labelling all clients as 

complex. 

Research suggests that some of the most complex are ‘rough sleepers’. Many providers 

also reported that ‘rough sleepers’ were often more complex than other homeless cohorts. 

AIHW (2018) found that approximately 13% of rough sleepers were extremely difficult to 

house due to their complexities and entrenchment in homelessness. It is recommended 

that DCJ provide the homeless status to providers to enable them to track their outcome 

data and start to use data to build a profile of complex clients. Many of these clients are 

long-term users of homeless services (Busch-Geeitson, et al 2011). 

One of the benefits of CIMS is being able to track returning clients over time. In the six-

month pilot, nine percent (510) of the clients returned to a SHS pilot service at least once. 

There were two clear cohorts within the returning clients. One cohort enters a service at 

risk and leaves at risk but returns multiple times. For example: 

 Seventy-four-year-old client enters at risk and leaves the service at risk on three 

different occasions on:  

o 29/4,  

o 27/5  

o 1/7.  

These clients may be the one-off clients who return multiple times to services but never 

engage in case management.  

The other cohort represents clients that come in and out of homelessness. For example: 

 27-year-old client:  

o entered at risk on the 8/2/19 (was previously homeless on 13/1/19) and left 

homeless 
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o entered at risk on the 6/5 and left at risk 

o entered at risk on the 3/7.  

 19-year-old: 

o enters at risk on the 4/2 and leaves at risk  

o enters at risk 22/2 and leaves homeless  

o enters at risk 15/4 and leaves homeless 

o enters at risk on the 25/4 and leaves homeless. 

 16-year-old: 

o enters at risk on the 2/2 and leaves at risk  

o enters homeless on the 2/4 and leaves not homeless and not at risk of 

homelessness  

o enters homeless on the 15/4 and leaves at risk of homelessness.  

o re-enters as homeless on the 26/7. 

This data is consistent with a report by (AIHW, 2018) which looked at clients transitioning 

from homeless to housed to homeless and found one in five rough sleepers experienced 

repeat homeless patterns and this percentage was higher for Aboriginal clients.  

Finding housing for rough sleepers has been a priority of the Premiers. Data from 

February 2019 indicates that the number of rough sleepers in Sydney is 373, and 13% 

increase since 2018. This is despite the NSW government providing houses for 350 rough 

sleepers in 2018.  

DCJ will need to ensure the commissioning process is inclusive of complex clients and 

rewards providers for working with them over time. If possible, it is recommended that 

DCJ: 

 Monitor and review clients who access services multiple times to understand the 

characteristics of these clients so evidence-based actions can be taken 

 Alert service providers when clients enter a service with a previous history of being 

homeless 

 Use PWI data to see if housing status is impacted by a shaky well-being foundation 

(low PWI or fluctuating PWI scores).  
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4. Quality of the Data 

There were a range of issues that compromised the reliability and validity of the data in 

this pilot. It should be noted that no data or tools will ever be perfect but understanding the 

factors that impact the quality allows providers to develop strategies to increase the 

reliability and validity of the data. Whilst the data quality was found to be compromised it 

was valuable for a number of reasons. Firstly, even compromised data can inform changes 

to the commissioning for outcomes framework and secondly, the data still had an impact 

on clients and case management as will be discussed later in the report.  

Understanding the reliability and validity of outcome tools is complex. There are a range of 

issues that impact how clients fill out the tools including, consistency of implementing the 

tools, worker buy-in, and the design and packaging of the tools. Clients may be unwilling 

or unable to respond accurately for many reasons, including literacy and language 

challenges. Clients may be impacted by cynicism and attitudes towards tools in general, 

they may be tired or feel time pressure. Clients may be impacted by strong moods, like 

shame, or be triggered by trauma. They may strive for consistency in their responses 

rather than consider individual questions. Clients may also be impacted by a number of 

biases including social desirability and culture.  

Whilst this evaluation raises a number of serious concerns about the reliability and validity 

of data that needs to be resolved, approximately sixty percent of clients in this evaluation 

said they answered the questions honestly.6 The clients who said they answered the 

questions honestly were influenced by their worker’s genuine belief in the tools and 

curiosity about their own wellbeing as articulated by the following clients.   

I felt like the worker wasn’t judging me on this. I thought they really wanted to know where I was. 

I felt curious about the questions. I wanted to understand what I thought.  

4.1. Consistency of implementing the tools 

Data was unreliable because workers implemented both the COS and the PWI 

inconsistently across the 19 sites due to the implementation issues already discussed. 

Inter-rater reliability will be a major challenge in a diverse SHS sector where data 

collection is undertaken by large numbers of frontline workers. This is why consistent 

training and support is critical. Poor data quality was exacerbated by a lack of worker buy-

in which impacted client buy-in as articulated by the following client.  

Staff have to ask the questions because it’s their job but really do they care? They don’t 

really care about you, it’s just their job. Otherwise they’ll probably get in trouble by their boss 

or whoever comes to check things, auditors or whatever, come and check the paperwork.  

Approximately fifteen percent of clients said they filled out the tools as a ‘tick-a-box’ 

exercise as articulated by the following client. 

                                            

6 These results may be positively skewed because workers may have referred clients who had a positive 

experience with the tools for the evaluation interviews. 
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 I just went tick, tick, tick.  

One of the major reasons for a ‘tick-a-box’ response bias is a lack of desire to answer 

questions correctly. As already discussed, client buy-in is enhanced by worker buy-in and 

a range of strategies to ensure clients do not see the tools as ‘another pointless form’. 

4.2. Social desirability bias 

Approximately fifteen percent of clients said they were impacted by a social desirability 

bias which is “the tendency for people to present themselves (or their attitudes) favourably 

according to what they think the services want to hear” as articulated by the following 

client.   

I wondered what my worker would think about how I was feeling. I was anxious about that. 

The first thing I thought about was “will she judge me?  Will I be good enough to stay 

here?” I didn’t go as low in the score as I really felt.  

The factors that impact the reliability and the validity of the data are often interconnected. 

It is generally not just one thing as articulated by the following young client.   

I’d probably feel more uncomfortable to go like to the lowest scores because of judgement 

I guess, or more questioning. The idea that I might be questioned more on that. Because 

of concerns or things like that. If the worker was like asking why you were like that, it’s 

confronting.  

Clients want the power to decide how the information from the PWI will be used in 

discussions with them. Some clients suggested having a question at the end of the PWI 

that allowed the them to communicate their wish not to discuss the results on that day, 

which was often the first day they turned up to the service or met their worker.  

Social desirability is a human phenomenon. The presence of the social desirability bias 

has been found in all types of self-reported measures (Fisher 1993). Research indicates 

that social desirability ranges from approximately 5% to 40% and can increase depending 

on the vulnerability of the people and the circumstances (Hinz, Michalski, Schwarz & 

Herzberg, 2007). For example, research has shown that the social desirability bias can 

increase up to 40% for people with an intellectual disability (Nihira, Lelnad, & Lambert, 

1993; Perry & Felce, 2002).  

Workers reported expecting that social desirability was more likely to be an issue when 

they read out the questions to clients. This is a valid concern, particularly in relation to the 

COS. A client is unlikely to feel confident to provide answers about the quality of the 

services they received when the worker who delivered those services is reading out the 

questions and writing down their responses. The CIMS data relating to the COS outcomes 

indicates between 71-85% of all clients answered either agree or strongly agree that all 

the outcome indicators had been addressed at the end of the service. Such consistently 

high numbers make it hard to see what value the data would add from a commissioning for 

outcomes perspective if the social desirability bias is not addressed. 

During evaluation interviews some clients talked about feeling indebted to the service 

provider and workers. This was a genuine feeling of gratitude, but this feeling increases 
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the social desirability bias – as is consistent with some clients telling the evaluators that 

the service should get more funding.  

Some team leaders were concerned that the social desirability bias could lead to 

deliberate misuse if the tools were implemented based on fear of results, as articulated by 

the following team leader.  

I think you’re always going to have a problem with people sitting in homelessness that want 

to tell you what you want to hear. This makes clients vulnerable to being exploited. If funding 

requires favourable responses how do you ensure these tools are delivered ethically?  

There are a number of ways to reduce the social desirability bias: 

 it starts with understanding what motivates clients to answer questions with a social 

desirably response, 

 being mindful of how a worker’s manner could send subtle messages about desirable 

responses 

 reassuring clients that they will not be judged on their score 

 allowing clients to complete the tools independently  

 providing clients with a choice on when and how the results would be discussed with 

them.  

4.3. Cultural response bias 

All people, no matter their race or culture, are predicted to have a set-point within a normal 

range for wellbeing. Research has shown that ranges can vary, however, depending on a 

person’s culture (Capic et al., 2017). Culture needs to be taken into account when 

interpreting PWI scores. For example, cultural research on the PWI shows that people 

from Asia are more likely to have lower-set point averages than people from Western 

cultures. Lau, Cummins, and McPherson (2005) found that respondents explained their 

low scores as a combination of modesty, concern at tempting the fates by rating oneself 

too high, and having a view that the scale maximum is aspirational rather than actually 

experienced. The cultural bias gives the mistaken appearance that, on average, people 

from Asian cultures have lower levels of wellbeing than do people from the West.  In the 

Australian SHS context this means there needs to be caution when comparing different 

cultures as comparisons of wellbeing levels between groups can only be valid if the 

measurement scale performs in precisely the same way within each group. 

Culture can also teach people to respond to personal questions with various levels of 

caution (Bieda, et al 2017). For example, whilst most Australians feel free to report how 

they feel, research shows people living in repressive regimes have learned to temper their 

response to conform to societal expectations (Bieda, et al 2017). Culturally and 

Linguistically Diverse (CALD) clients who have come from repressive regimes may still be 

influenced by this cultural norm. There was some evidence for this in the evaluation. For 

example, workers felt some CALD clients answered the questions based on a fear the 

government would read the answers and take adverse action against them. 



Evaluation of the Outcomes-Based Commissioning Pilot 
 

 

  Page 61 
 

Not all Australian’s feel free to answer questions the way they feel. This evaluation found 

Aboriginal clients were more likely to provide a positive response to tools based on a fear 

of child protection intervention, as articulated by the following Aboriginal clients.  

It wasn’t so much that I wanted to give them the answers they wanted, because I was 

happy to give fairly honest answers. I knew giving honest answers would help them. But 

with mandatory reporting and everything, that was my concern both as I was in a bad 

place mentally and because – I didn’t want to raise any red flags that would cause 

problems. 

There’s always that thought within your head well if I’m honest am I going to put myself at 

risk. Are they going to report me to DOCS? 

The reality and pervasive nature of this fear among Aboriginal people has been reported to 

Insight through multiple primary research projects in diverse geographies. SHS workers 

confirmed this cultural bias as articulated by the following Aboriginal workers.  

So knowing that DCJ are behind this, the clients are coming into our service and not 

actually giving the honest truth about their situation. So we noticed that a lot of the clients 

were coming in and actually sort of saying that they were doing a bit better than they were, 

so that skewed the data. 

Our area is known for child removal. In the Intake we have just finished telling them that 

we’re mandatory reporters and any information about children at risk we have to report; 

and then suddenly we’re asking them “How are you going? How’s your housing? How are 

you feeling?” They’re not going to say “Well I’m pulling my hair out. I can’t handle the kids.” 

They’re not going to give us that. They’re going to be all happy, happy. I just need a house 

please is what they’re going to be doing and what they’re going to be saying, because 

they’re scared and until that level of trust is built, they’re not going to tell. 

I’ve got one family that we’re dealing with who have four generations of children taken by 

DOCS. Four generations that fear has been passed on to every generation. Our mob will 

just put up a brick wall. And you’ll never get what you want out of them. 

PWI and COS data needs to be tracked for Aboriginal clients to see if they are significantly 

higher than non-Aboriginal scores.  

This cultural response bias has been confirmed in other research with minority groups 

(Bachman and O’Malley, 1984). Some researchers argue that this cultural way of 

answering questions by minority groups is an adaptive response when interacting with 

white people in power (DeNavas-Walt et al., 2012). No-one is likely to provide an accurate 

survey response if they believe doing so could lead to their children being removed. 

The cultural bias is not specific to the PWI. The PWI raises this cultural bias to the surface. 

The cultural bias would impact all information Aboriginal clients provide workers including 

other tools and intake questions. It is critical that DCJ work in partnership with Aboriginal 

organisations on developing strategies to appropriately mitigate this fear.  

DCJ have commissioned a Culturally Safe PWI manual for use in Out of Home Care. This 

guide has led to a high level of buy-in for the use of the tool with Aboriginal organisations. 

This guide should also be used in the SHS sector to guide implementation of the PWI with 

Aboriginal clients.   
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This evaluation highlights the need for further research to understand cultural factors that 

can impact the reliability of data for both tools. The degree to which scores vary across 

cultures has implications for the use-ability of the tools for comparisons and benchmarking 

– whether between providers or Districts, across time-periods, or across different client 

cohorts.  

It should be noted that the International Wellbeing Group is working toward developing the 

PWI into a valid cross-cultural instrument. There are currently over 150 researchers from 

more than 50 countries and provinces engaged in this international collaboration. The 

evaluator, however, could not find any research that seeks to understand how Aboriginal 

culture impacts wellbeing scores or whether Aboriginal people (generally or in NSW) have 

a different set point average. The PWI is also being used in OOHC with Aboriginal clients 

with a cultural lens. This data is about to be written up as a paper and should be used to 

inform how the PWI is used in the SHS Sector.  

Cultural issues were exacerbated by the design, quality and packaging of the tools.  

4.4. The Design, Quality and Packaging of the tools 

The majority of the workers thought that the design, quality and packaging of the tools was 

not sensitive to the needs of clients, especially Aboriginal clients, as articulated by the 

following worker.   

you’ve got to realise you’re dealing with a culture with high illiteracy and numeracy issues 

and especially the young ones and they’ve left school early, they’ve had very little 

attendance at school. 

The biggest concerns were the paper and pen format of the tools and the lengthy consent 

form. High levels of illiteracy and of clients with English as a second language meant the 

information had to be read to many clients. This limited a client’s sense of control, and 

increased the likelihood of a response bias. For some clients, in particularly Aboriginal 

clients, shame was provoked by the paper and pen format as articulated by the following 

workers. 

Sometimes it’s shame because they can’t read so they feel ashamed to say that, that they 

can’t read, so they go “nah”; and even if I say “Do you want me to read it and you answer 

them” and they say “Nup”. 

I feel bad if I have to make Aboriginal clients fill out all these forms especially the ones who 

do suffer with literacy issues. It is like we are reminding them that they are not enough. 

That they are always going to need someone’s help to get what they want.  

The pen and paper format meant many clients could not complete the tools in an 

environment where they felt safe to answer honestly as articulated by the following worker.  

We often meet up with clients in their home. A lot of our clients live in overcrowded 

housing. So they have a lot of family members around at the time that we do an intake. 

They can’t read the questions so we have to read them out loud. So some of them just 

didn't want to say the wrong thing, with family members or parents or someone hanging 

over their shoulder.  
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Workers also had concerns about how the paper and pen format impacted the consistency 

of the data for CALD clients. Workers wanted easily accessible translations of both tools, 

in a wide variety of languages. It was repeatedly noted that using the Telephone 

Interpreter Service to administer the surveys, raised further concerns about consistency. A 

number of clients reported a lack of trust in the interpreter reporting the responses 

accurately or adequately explaining the questions to them.   

The paper and pen format also contributed to a lack of buy-in by workers as articulated by 

the following worker.  

I thought giving clients forms that they can’t read was dehumanising. 

It is important that the outcome tools - which are meant to put clients at the centre of 

service delivery - can be distinguished from the often dehumanising process of being 

homeless, as articulated by clients in a previous section. 

The paper and pen format of the tool meant many workers could not see any value in the 

COS as articulated by the following worker. 

There is a power imbalance. It is hardly likely that a client will say we didn’t like what you 

did. When you are asking the question.  

To obtain honest responses from clients on the COS there needs to be a level of 

independence in how this data is captured. One way is to provide a tablet that allows data 

to be directly sent to DCJ and fed back to providers de-identified.  

It is recommended that the tools be provided to clients on a tablet with the following 

features and advantages: 

 multiple languages 

 the ability to listen to the questions using earphones.  

 consistent messaging of the purpose of the tools  

 data sent automatically to CIMS 

 an option of having a client video/audio introduce the tools and explain how the 

tools can benefit them and/or improve services. Buy-in is more likely when clients 

can see first-hand how the tools could benefit them.   

A well designed tablet-based process would likely increase consistency, reduce triggering 

shame in clients, reduce response bias and increase clients’ privacy and control.  

4.5. Comprehension of the PWI 

Two versions of the PWI were used in the pilot, the adult and the young person version. A 

number of workers and clients raised issues with the wording of the adult version. Certain 

words like satisfaction, culture and future security were continuously raised as difficult or 

confusing words for clients to understand. These words are not in the young person’s 

version because research found them to be too abstract. Workers found this issue 

particularly frustrating when clients asked them to explain what the word meant but the 



Evaluation of the Outcomes-Based Commissioning Pilot 
 

 

  Page 64 
 

workers had been instructed not to provide any assistance to clients about the meaning of 

the words. This led to a lack of buy-in from both workers and clients.  

A number of clients also struggled to understand the scale as articulated by the following 

young client.  

I guess with younger people it would be hard for them to sort of comprehend like what 1 

could mean or 2 could mean. I think you need some instructions about what they mean.  

It is recommended that the Intellectual Disability (ID) version of the tool is used for both 

young people and adults. The ID version uses the same simple and concrete wordings of 

the young person version with an additional question which asks how happy the 

respondent is with life as a whole is. This would also solve the issue raised by a number of 

providers who found using two different PWI tools confusing for workers. The ID version 

has a pre-testing protocol to determine if clients understand the scale – which would allow 

workers to explain and test client’s comprehension of the scale where needed (PWI-ID; 

Cummins & Lau, 2004).  

One issue raised in the young person version, which is the same for the ID version, is the 

question: how happy are you doing things away from home? Workers found this question 

insensitive to clients who were homeless. When consulted by this evaluation Cummins, 

the developer, agreed the question could be changed to: How happy are you doing things 

away from where you are currently living? 

The PWI has been shown to be a reliable and valid tool in Australian populations but it has 

not been tested specifically with a homeless cohort. It is important for research to 

investigate whether homeless people interpret PWI the same way as the general 

population. One of the benefits of implementing the commissioning for outcomes 

framework is that specific norms for different cohorts will be captured over time on CIMS. 

This will enable providers and DCJ to develop a stronger understanding of what different 

scores mean for particular client cohorts to inform delivery.  

4.6. Timing of the Tools 

Approximately 50% of providers administered the tool at intake and the other 50% within 

two weeks of starting case management. Most providers administered the second PWI 

and COS at exit. This timing impacted the reliability and the validity of the data.  

Over fifty percent of clients interviewed who had the tool administered at intake thought it 

was too early as articulated by the following client.   

I arrived at the service and it was like hello. Fill this out. It was rushed.  

Some clients did not feel ready to fill out the PWI at intake and this led to some filling it out 

as a ‘tic-a-box’ as articulated by the following clients.  

It was more or less, gees I’m really not in a state to answer these at the moment, but you 

do it. For me just answer the questions, back then it was just marking, you look at it and 

you just mark it. More or less keep the worker happy and yourself happy that you’ve done 

the paperwork and then go and be by myself. I probably marked everything as 5 or 

something down the middle, not knowing how I really felt. 
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If you’re on the street and you come off of the street and then they want you to answer all 

of these questions, it’s like for God’s sake, I’ve had enough already, can’t I just go to my 

bed, because you’re more interested in where you’re going to be sleeping and where you 

can put your stuff. 

Approximately, half of the workers thought that clients were not in the emotional state to 

complete the PWI at intake as articulated by one worker.  

I think when someone’s sitting in front of you and they’re a bit distressed or highly anxious 

as well, it’s difficult trying to hold that dynamic with the broadness of the questions. 

Thirty percent of workers thought the PWI triggered clients. Most of the workers described 

clients being triggered by the PWI when they arrived at the service in a heightened state 

as described by the following worker. 

I was trying to administer the PWI to women who were at the height of their crisis. Women 

who had just escaped DV. I’m asking them ‘so how do you feel about your relationships?’ 

They were breaking down. I had to spend all my time trying to stabilise them. It’s cruel.   

This is an extreme example, but it illustrates how tools can cause harm if administered 

when clients are in a triggered state on arrival – as was the case in many of situations 

described by workers. The tools, like all case management, need to be administered using 

a trauma informed lens.  

If a client arrives triggered or experiencing strong emotions the tools should be 

administered on another day – otherwise the experience can: be detrimental to clients; 

make staff fear that the tools are causing them to fail in their duty-of-care; and absorb 

worker time in managing exacerbated distress. When clients are experiencing strong 

emotions it is unlikely their response will reflect what is intended to be measured, making 

the data invalid. The tools should not be administered during signs of excessive distress 

including (but not limited to): extreme agitation, shaking, a clear desire to leave (either 

expressed verbally or through actions such as getting up and moving around), any 

indication that the client is experiencing flashbacks or reliving a traumatic event, and 

uncontrollable crying.  

The second PWI or COS should also not be administrated just after the client has received 

good news, like obtaining housing. Extreme positive moods also impact the responses to 

the tools. This could be seen as a form of manipulating vulnerable clients, making them 

more susceptible to a socially desirable response. 

There were mixed views by providers about the timing. Many found intake to be the best 

time because it ensured that the PWI was administered to all relevant clients, and meant it 

captured the baseline data of how a client first presented. Other providers thought doing 

the tool too early without engagement meant the data was not as valid.  

As mentioned previously the second PWI and the COS was meant to be administered at 

the end of the service. This timing led to high levels of missing data for clients. The data 

indicates that 1,147 (21%) clients completed one PWI, 257 (5%) clients completed a COS 
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and 324 (6%)  clients completed a second PWI7. Low completion of the COS and 

subsequent PWIs was mainly due to clients leaving the service abruptly. Some providers 

decided to administer the second PWI and the COS as part of case reviews, or a week 

before exit to ensure some data was captured.  

Due to the limited number of COS completions further evaluation is needed to understand 

the appropriateness of the COS.  

Recommendations:  

 That the initial PWI not be administered where clients are in crisis (especially if at 

intake) but always be administered as soon as it is reasonable to do so, within two 

weeks of intake.  

 That the PWI and COS then be administered at regular intervals (at least every two 

months or at case review) to allow clients and staff to track their journey and ensure 

useful outcomes data is generated.  

4.7. Incomplete data 

Incomplete outcomes data can lead to unreliable data. At the beginning of this pilot DCJ 

anticipated that the entire SHS homeless cohort would be suitable to use the tools in the   

Framework. This evaluation found that one-off and casual clients were not suitable. All 19 

sites struggled to administer the tools to these clients, as indicated by one provider.  

We can get a lot of PWI starts completed with clients but getting an end or COS, we don’t 

have much luck with that because we have lots of one-off clients. 

A number of workers believed many one-off clients do not want help beyond a specific 

service, and will never want to fill out the PWI or the COS, as articulated by the following 

worker. 

These clients just want a bed for that night because it’s raining or a food voucher because 

they are hungry. They don’t want to change. They just want to be left alone. 

A number of providers also stated that one-off clients were more likely to fill out the PWI as 

a tick box as articulated by the following leader. 

These clients would come in and they’d just go tick, tick, tick and not really look at it, just 

because they needed something on that day and so they’d just sit there and tick the circles 

and say “Thank you very much, see you later” 

Data missing from one-off clients is a significant gap as many one-off clients access the 

service more than once, as articulated by the following providers. 

I’d say 70% come back two or three times a year; and then you might have some who 

keep coming back on a regular basis. Every month they might show up for food support. 

These clients are frequent flyers – they can present 10 times in a month. 

                                            

7 These numbers are based on an incomplete data set. 



Evaluation of the Outcomes-Based Commissioning Pilot 
 

 

  Page 67 
 

It is recommended that the tools currently used in the commissioning for outcomes 

Framework only include case managed clients. DCJ are developing another way to track 

one-off clients using CIMS administrative data. 

Participants at the workshop felt that there were certain cohorts of homeless client that 

were not suitable for either the PWI or the COS. These cohorts included entrenched 

homeless clients, clients with severe mental health issues, clients with alcohol and drug 

dependencies and Aboriginal clients.  

Providers raised a number of issues relating to the use of the tools with these particular 

cohorts including: 

 The COS not being nuanced enough to capture the work providers do with complex 

clients. For example, obtaining identification for clients.  

 Mental health issues, substance and alcohol misuse and cultural reasons can make 

it difficult for these clients to reliably fill out the tools.  

 These clients do not want to fill out the tools, as articulated by the following worker. 

Our cohort (entrenched homeless clients) – doesn’t trust us off the bat. You have to build 

rapport. Mental health issues. Paranoid. They don’t even sign housing consent forms – so 

we can follow up with them – this would be a great benefit to them. They won’t sign.  

This evaluation also found a number of factors that influenced workers’ belief in the 

suitability of certain client cohorts, including but not limited to: 

 A lack of buy-in from workers impacting how they deliver the tools to these clients 

 Client factors that make it harder for workers to gain client ‘buy-in’ 

 Cultural, mental health, drug and alcohol factors that may influence the validity and 

reliability of client’s responses. 

This evaluation cautions against excluding complex clients. There are examples in the 

data that show that some clients in these cohorts had no issue completing the tools and in 

some cases benefited from completing the PWI. For example, the data in the evaluation 

suggests some clients with serious mental health issues were less likely to have issues 

completing the PWI due to experience completing other tools, like the K10, in relation to 

their mental health issues.  

Research also confirms that complex clients have some capacity to fill out self-report data 

reliably. Studies looking at homeless client self-report data on their own service use, 

including mental health visits and admissions, jail time, social security use compared to 

administrative data found: 

 homeless people with severe mental health problems had a high level of agreement 

between their self-report data and administrative data (Somers, et al, 2016).  

 entrenched homeless clients with severe alcohol problems had a fair to moderate 

agreement between their self-report data and administrative data (Clifasefi et al, 

2011).  
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It is recommended that all clients who are case managed are provided with the opportunity 

to use the tools. From this evaluation it is clear that certain homeless cohorts are much 

more difficult to engage with outcomes tools. It is recommended that guidelines are 

created to support workers in developing buy-in with entrenched homeless clients. It is 

also recommended that CIMS is updated to report cohort data which allows providers to 

see breakdowns by mental health issues, length of homelessness, type of homelessness, 

and drug and alcohol issues. This will allow providers to monitor the different homeless 

cohorts to inform strategic responses.  

Improving data quality takes consistent effort over time and is likely to be most successful 

where the data is regularly and actively used to inform quality improvements. Guidance 

and training on data use is important. Providers need to understand the factors that can 

impact the reliability and validity of the data so they can develop strategies to reduce this 

risk.  

4.8. Data as a driver 

Data is a critical driver in the implementation process. For data to be an effective driver the 

process of collecting data needs to be seamless. For this reason, DCJ updated CIMS to 

incorporate both the PWI and the COS. Almost all workers reported that CIMS was easy to 

use, as articulated by the following workers. 

CIMS is pretty self-explanatory. 

I think CIMS is fantastic. I love it. 

Three providers chose to use their own data system. One of those providers reported 

difficulties creating a new data system that aligned with CIMS. This increased frustration 

for workers and meant data was not able to be used to drive quality improvements.  

The webinars hosted by DCJ allowed providers to feedback any issues relating to CIMS. 

Providers reported that DCJ refined the data collection process during the pilot which 

improved their ability to capture the data. Providers identified a few other suggested 

improvements for the data collection process as outlined in Table 18 below. 

Table 18. CIMS improvements 

Provider Suggestions  Comments 

Alerts to remind 

workers to do the PWI 

and COS 

This would improve consistency and allow team leaders to 

monitor administration 

COS domains to reflect 

the support provided 

Currently workers are finding the domains restrictive and 

clunky. This may be the way it has been set up in CIMS or a 

training issue.  

Printable version of the 

COS 

Some workers felt a lack of ability to print the tool meant they 

could not administer the COS at home visits. The alternative 
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we recommend is for the PWI and COS to be self-

administered via tablet. 

 

4.9. Data as a tool for continuous quality improvement 

For data to be effective providers need to use the results from the PWI and the COS to 

drive quality improvements in the implementation of the tools. The use of data varied 

across the 19 sites. Some providers had experience using data but for many providers this 

was a new experience. More than half of the providers did not use the data to guide the 

implementation process. These providers thought the data added more work and some 

were under the belief that the data was only for the benefit of DCJ. According to Reynolds, 

et al (2019) these flag that the providers lack buy-in and need significantly more support.  

The evaluation identified a number of barriers to building a culture where data drives 

quality improvement. Firstly, data needs to be seen as valuable to providers, especially in 

a time poor, crisis responsive sector. Secondly, providers need to develop the capacity to 

use the data. Table 19 below outlines some of the issues raised by providers that 

contributed to a lack of data use. This evaluation supports the solutions they suggest.  

Table 19. Data issues 

Issue Comments 

Training and support  Providers need capacity building and information to build 

buy-in.  

User-friendly data manual Providers needed instructions on how to use the 

dashboard and outcomes reports. 

Dashboard reports 

simplified  

Providers were over-whelmed by the amount of 

information on one page. They also wanted a data key to 

understand the source of the data. Separate pages for the 

COS and the PWI. 

User-friendly outcome 

reports that use visual tools 

to demonstrate patterns in 

data  

The outcomes reports included a lot of numbers that had 

no meaning for many of the leaders.  

Dashboard and outcome 

reports need to answer 

questions that drive the 

continuous quality data 

improvements 

For example, the dashboard should show clearly how many 

clients were eligible to complete the PWI and how many 

completed. With a breakdown by why clients entered the 

service, and demographic data, including client cohort. This will 

allow providers to see whether there is an implementation issue 

driving the low results or whether specific clients need more 

support to gain buy-in. 

Outcome data reports also need to be broken down by client 

characteristics.    
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Discontinue using PWI 

scores of 5 and above as 

the indicator of 

improvement 

The number 5 has only has significance for baseline data to 

understand a client’s capacity to change using the PWI.  

According to research, in Australia the average total PWI score 

is approximately 73.4 – 76.4.   

1. PWI scores at or above 70 points reflect a normally-

functioning range.  

2. PWI values of equal to or below 50 points reflect 

low personal wellbeing 

3. PWI scores between 51 and 69 points cannot be 

unequivocally interpreted. Likely to be challenged/ 

compromised wellbeing. 

These set-points, as already discussed, can vary 

depending on a client’s cultural background.  

It is recommended that all improvements are shown 

including the average score at baseline and exit.  Overtime 

DCJ will be able to show whether homeless clients 

wellbeing set-point falls within the normal range and 

whether that varies for different homeless cohorts and 

demographic groups.  

Creating a culture where 

low scores are seen as an 

opportunity to improve 

services and address gaps 

Providers felt pressure to always be improving clients 

scores. This made providers feel uncomfortable with low 

scores. 

For data to be effective it needs to be available in a timely way – preferably in real time. 

That means providers need to be able to use CIMS data to monitor tool use and changes 

in clients scores from the start of the pilot. For the majority of providers, the first time they 

saw the data was when DCJ provided data reports four months into a six-month pilot. For 

many providers this data exposed a significant gap in their understanding of how the pilot 

was going. Some providers were able to use the dashboard data to get the pilot back on 

track as articulated by the following leader.  

When we got the first lot of data, I realised the numbers weren’t great. Then we had a 

meeting and realised there was an inconsistency in delivering the tool. It was more around 

getting staff to understand the tools a little bit better and then being able to deliver it to the 

clients so they could understand the benefit. I used the example of people using exercise 

apps like ‘Fitbit’ to track their progress. I got workers to think about how that connects with 

them and how the messaging in advertising hooks us in and makes us want to monitor our 

fitness. The PWI is the same but it’s around insight and personal wellbeing and a more 

holistic outlook, but it is pretty much that sell is what will connect with clients. I think the 

investment in more training led to better buy-in from staff.  

Interviewer: How long did it take to get worker buy-in? 

Five months. I would advise organisations to do their own monitoring maybe a little bit 

more frequently to say “How are you delivering this? What are you actually saying to 

clients?”  
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This is an example of how data can drive the implementation process. The data led to a 

team meeting and then further training. In this instance the low completion numbers were 

caused by how workers were delivering the tools. When the leader provided more training, 

the numbers increased.  

Some leaders felt stressed when they saw the low completion numbers. These leaders 

tried to increase numbers by putting pressure on workers without understanding why the 

numbers were low.  

I guess we were a little under the pump, we were like “Do them, do them, do them”, We 

had to just get them done. 

This had a flow on effect to the client as articulated by the following worker.  

Being directed to get in and get them all completed, which then puts pressure on you, and 

I feel I was putting pressure on the client. 

This focus on quantity exacerbated a lack of worker ‘buy-in’. Organisations cannot force 

buy-in. Buy-in needs to be monitored and can only be considered to happen when it is 

accepted and integrated into the organisation, and when workers demonstrate 

commitment to using the tools over time (Frambach and Schillework, 2007).  

One of the most significant themes that emerged in the evaluation regarding data was a 

feeling of uncomfortableness with negative data. Many providers lacked a culture that 

provides workers permission to ‘fail and learn from it’ which is required in the early stages 

of implementation. This was in part created by a fear that providers could lose funding if 

scores did not improve but also by a culture within the organisations that always focuses 

on the positive as described by the following team leader. 

I’ve been in the industry a long time. I’m very sceptical about data and data use. The way 

the numbers are crunched. The pressure is to always show improvement. It’s not based on 

reality. Just look at our annual reports or the annual reports of any organisation. We only 

highlight the positive. The negative gets covered up. It’s been like that for years. How do 

you change that?   

Outcome measurement will at times identify program outcomes that are less positive than 

expected. There may be negative outcomes or missing data. This can be deflating for 

workers who have invested time and felt like they have tried their best. In a focus group 

with eight workers there was an automatic group sigh and deflation when a question was 

asked about data. These workers reported feeling judged when the dashboard results 

were discussed with the team.  

We felt like we failed. Then we thought “Well maybe it’s just that ours is only capturing the 

real data because we didn’t feel the pressure to have the scores improve every time we 

did it” and then we had that meeting with management and then we were like “oh wow, we 

should have been making sure it was improving”. 

If workers feel that their personal performance (or that of their team or organisation) is 

being assessed, this creates strong incentives for ‘inflated reporting’. This can severely 

undermine the usefulness of outcome measurement as a quality control mechanism that 

improves services. Outcome findings should be communicated strategically and 
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sensitively. Low scores can be an opportunity to have evidence-based conversations on 

how to improve practice. It is important to approach outcome measurement with realistic 

expectations about the possibility of negative data, and a mantra of “all accurate data is 

good data, is useful – there’s no bad data”. Providers need to feel safe and have time to 

explore negative results honestly and openly without a fear of losing funding. 

Reynolds et al (2019) argues that when providers are using outcome frameworks 

accountability cannot be the main driver. This is because accountability can create a fear-

based response that hinders a focus on quality improvements. Accountability is important 

but, if clients are at the centre, the driver should be sector improvement that holds both the 

funder and the providers accountable to improving outcomes for clients. When providers 

view data primarily through a funding accountability lens they may see data only as a 

reflection of their performance rather than as a means for the team to develop strategies 

for improvement. A lens focused on accountability can create a culture more concerned 

with high performance than a culture that focuses on learning and continuous 

improvement (Reynolds, et al, 2019).  

To drive a positive data culture, it is recommended that: 

 The driving lens of data use is quality improvement, with shared responsibility 

between DCJ and providers as set out in the Blueprint.  

 Providers set data collection goals  

 That data is available to providers in real time (or with high frequency) to drive the 

implementation process and monitor client outcomes.  
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5. Impact on Clients 

This evaluation cannot discuss the impact of the COS on clients because the majority of 

clients interviewed were still in the service so did not have an opportunity to complete a 

COS. This also reflects the data collection across all pilot sites, as articulated by one 

leader commenting on the data. 

It really hits you in the face when you look at how many clients you’ve had in in that period, 

how many PWIs you’ve done in that period and how few COSs you’ve done in that period. 

COS has been the part that staff just really have not got their head around.  

By contrast, all of the clients interviewed had completed at least one PWI. Workers 

articulated a range of client responses to the PWI, as shown by the following worker.  

I have one client who printed off the web results of the PWI and she’s put it next to her 

bed, so she uses it to go well look how far I’ve come. I’d have some clients that would look 

at it and go “Yeah that’s cool”, that’s it. 

Most clients reported needing to complete two PWIs to understand the meaning, but even 

clients who had completed one and never saw their results talked about how filling out the 

tool gave them insight, as articulated by the following clients.  

I think it definitely raised awareness. Each question – I would think wow I’m actually feeling 

this. It made the thoughts in my head come out in paper and made me think wow that is 

how I feel. In some ways, they are positive emotions because I think oh, I’m taking the first 

step. 

It was interesting like you sort of had to really think about what your opinion was and you 

might think oh is that really the number that I want to put there and then you go ‘yeah I 

think I’m doing alright’ or maybe I could be doing better. 

Yes, feelings came up. That is what they are about to make you think. It makes you think 

hey yes, I do struggle with this. If people don’t ask people don’t tell. It made me feel 

uncomfortable but in a positive way. It helps to think about these things. It is not what I 

want but it is my reality. 

The biggest impact came when clients completed two PWI’s and could see their journey. 

Several clients who completed two PWIs talked about how the experience made 

them realise they were the only ones who could change their life.  

You’re doing all these questions and you can sort of change them for the better, for 

yourself. It’s up to the person, the individual to change it. 

That sort of changed that control. It was about me about what I wanted to do. 

These questions are about how you want to be. Only you can change the scores. 

A number of workers believed the PWI was empowering client’s voices in the process as 

articulated by the following team leader. 

The PWI is about the client. I get clients surprised. ‘Oh, these questions are about me, 

about how I feel.' The PWI tracks their journey not our understanding of their journey.  

Even workers with low buy-in, who did not believe in the PWI, reported approximately ten 

percent of clients providing positive feedback about the PWI. These workers did not ask 
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for feedback. In some cases, these clients requested their results and asked to do a 

second PWI, as articulated by the following clients.  

I asked to do it again because I wanted to understand my journey.  

I was curious about how I had changed. 

I’ve been asked to do the K10 a lot because of my mental health issues and when I was 

asked to do this one, I found it surprising. A lot more inviting. I think the K10 is very clinical 

- more of a medical model. This one felt personal. I asked to do a second one. It gives you 

an insight into what steps you’ve taken and how much the service has helped you and how 

the service has been that sort of safety net for you.  As I said it gives you that platform to 

be able to head off back into the real world. 

Some workers and clients talked about how the PWI gave clients some control back. To 

understand how the PWI does this you need to have an understanding of the factors that 

impact wellbeing.  

Wellbeing is stable  

The Australian Unity has been administering the PWI in Australia since 2001. These 

results along with other academic studies have concluded that wellbeing for the average 

Australian is stable (Cummins et al., 2012; Renn et al., 2009; Tiliouine et al., 2006; van 

Beuningen & de Jonge, 2011). There are a number of factors that keep wellbeing stable 

for most people even in difficult times.  

Income, relationships and purpose are the drivers to a stable wellbeing  

The PWI measures seven domains8 but the research finds that three of the domains are 

the drivers of wellbeing stability. They are income, relationships and achieving in life. 

These three domains have been found to be significant because they defend against 

wellbeing failure and they also generate wellbeing. The other domains, safety, health, 

community, and future did not do both. For example, feeling safe is neutral to wellbeing 

but feeling unsafe is a threat to wellbeing (Cummins, 2018). 

Cummins (2010) argues that income protects wellbeing by preventing certain negative 

events from occurring. For instance, having an income means that a person can buy food, 

pay their bills, rent, as well as use income to pay for products and services. Income also 

generates wellbeing. An income of less than $30,000 has been found to be a threat to 

wellbeing.  These findings are supported by other research (Capic et al, 2015; Cummins et 

al, 2009). ‘Financial difficulties’ is also consistently one of the top three drivers reported by 

clients as the primary reason they are entering a SHS service. The PWI scores indicates 

that 57% of clients gave a low score relating to their standard of living.  

Relationships are another important external buffer that act as a protective factor in times 

of stress and allow a person’s wellbeing to remain stable. The research literature attests to 

                                            

8 There is an eight domain that measures religion but this domain is optional and DCJ decided not to include 

it.  
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the power of relationships to moderate the influence of potential stressors on wellbeing 

(Henderson, 1977; Sarason, 1977; Sarason et al., 1990b, Ensel & Lin, 1991; Cummins, 

Walter & Woerner, 2007).  Research suggests that it is not the amount of perceived 

support in times of stress but the quality of the relationships that predicts wellbeing (Cohen 

& Wills, 1985). Research has found satisfaction with social relationships is strongly 

associated with happiness (Chadsey & Beyer, 2001), self-esteem and confidence 

(Srivastava, 2001). These findings are consistent with the latest neuroscience research 

which indicates that relationships are as critical to people as food and water and help 

moderate stress (National Scientific Council on the Developing Child, 2015). 

Relationships, including DFV are also in the top three drivers as reported by clients as the 

primary reason they enter a service. Forty-seven percent of clients reported low scores in 

relationships at their PWI baseline. Clients in the pilot were also most likely to report 

relationships at 0 on their baseline score.  

Leaders who had been using the PWI prior to the pilot noted that some clients rated 

relationships high when their relationships were actually causing harm, according to the 

perceptions of the worker. For example, one young client rated his relationships as a 10 at 

baseline. This young client had returned to the service a number of times because he was 

unable to sustain housing. The third time he filled out the PWI the worker got the client to 

describe the quality of his relationships. The client described feeling connected to his 

gang. The gang also encouraged him to take drugs and participate in crime. The 

relationship domain is complicated by the fact that it is not the perceived support that helps 

wellbeing but the quality of the relationship. This means providers may need to ask 

another question to understand the quality of the relationships in the clients' life.   

The third significant domain is a purpose in life and research shows this provides personal 

meaning to life for people (Mc Knight and Kasdan (2009). A large body of literature shows 

that when people are deprived of a purpose in life, for example during unemployment, or 

losing an active role in their family (Schaffer, 1953), their welling is likely to be threatened 

(Clark, Diener, Georgellis, & Lucas, 2008).   

Wellbeing is malleable 

One of the reasons the PWI is seen as a useful tool is because wellbeing can be changed 

at both the individual and societal level (Tay & Kuykendall, 2011). Circumstances and the 

choices people make influence their long-term wellbeing. According to Cummins (2010) 

this means that specific domains can be used as indicators, as a low mean score in 

relationships can indicate a potential vulnerability for the client. The three foundational 

predictors of wellbeing indicate the importance of workers referring clients to services that 

will  

 help clients develop meaningful social relationships 

 assist clients towards the life goals that provide them with personal meaning, and 

 assist clients to obtain and maintain meaningful paid employment.  

Some workers thought these questions raised an expectation that workers would be able 

to solve issues related to the domains in the PWI. The three significant domains are all 
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outside of the control of the SHS Sector. All workers can do is refer clients to other 

services. At the same time, most workers understood that many clients cannot achieve 

sustained housing without a certain level of wellbeing.  

Wellbeing is regulated by internal buffers by self-esteem, optimism and perceived 

control 

According to Cummins' (2010) theory, when wellbeing is threatened the cognitive buffers 

of self-esteem, optimism, and perceived control are triggered to try and return the person 

to their set point of wellbeing. These cognitive buffers are internal to individuals’ thoughts 

about themselves.  

When the level of threat to wellbeing is too severe and reaches a point where the cognitive 

buffers no longer work wellbeing is depleted (Cummins, 2003). As a consequence, control 

over wellbeing transfers from the internal control of self-esteem, optimism and perceived 

control to the challenging agent (threat – e.g. job loss, domestic violence, homelessness). 

Many clients in this evaluation talked about turning up to services with cognitive buffers of 

self-esteem, optimism and perceived control depleted. Many felt hopeless. They had no 

internal resources to return them to their set-point of wellbeing. Instead, clients talked 

about being controlled by their environment – especially the government.  

5.1. The PWI seems to reignite client’s internal control 

Research indicates that a perceived sense of control is an important buffer to wellbeing. The PWI, 

with the support of workers, seems to help the clients change the way they see their situation. The 

basic cognitive process is called cognitive restructuring, whereby the memory of becoming 

homeless is altered to the advantage of the client (Cummins, 2013). This perceived sense of 

control is shown by the following CALD client who had completed two PWI’s.  

I was scared at first but all these questions I had thought about before. I was worried about 

these things. My future security. I thought I was nothing. That there was nothing I could do. 

No one had ever asked me about these things. I thought these workers have my back. 

They cared about me. I’m getting my confidence back. I feel stronger. I feel like I can 

change my future. 
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For some clients, the triggering of their cognitive buffers felt like an epiphany. These 

clients started to feel more in control, and this increased their confidence in their own 

ability and for some gave them an optimistic view of the future. The most significant 

domains of the PWI, their relationships, their income, their purpose had not changed. What 

changed was their perception of control over those domains. They now believed they 

could change their wellbeing. Case Study 2 highlights the shift to an internal control of 

wellbeing. 

It is unclear from this evaluation whether client’s sense of control will lead to stability over 

time. Some workers who completed PWI’s on a monthly basis reported significant changes 

over time for some clients - some going from high to low to high. More research is needed 

to understand how clients' perceptions of control impact the stability of their wellbeing over 

time and whether this improves their chances of sustaining a tenancy. 

To help inform providers' understanding of the PWI and the COS it is recommended that a 

series of research to practice papers are created on the evidence of the PWI and the 

domains of the COS and how they can apply in practice. 

 

  

Case Study 2.  

My caseworker suggested I do it. He made me feel like he wanted to really know me. When he passed me the paper I thought what 

is this rubbish – I didn’t give him my mind. I thought it was just a piece of paper, but I filled it out as I thought. Then I thought jeez 

what does this mean.  

I marked it low because it was how I was feeling at that time. I was in the lowest place. Just out of jail, my marriage over, no job, 

nowhere to live.  I didn’t have much hope. I had thought about some but not all of the questions. I knew I was feeling low. The 

questions opened my mind more. The community question – I never asked myself this question or future security. I had never 

thought about this. It was like a reality check. It didn’t make me feel more hopeless - kind of a screen shot of that time. Also, I knew 

these questions would help the worker be able to provide me better help.  

I would never have told the worker this. The questions are better than coming from the worker. It would have felt intrusive coming 

from the worker. It would have felt like he was a detective. Sitting there answering them myself felt like I had some control.  

About six weeks he gave it to me again. When I saw it again. I could see the progress. It made me feel hopeful. I can’t describe it 

but it made me feel amazing. It gave me a boost of confidence. The second one was like self-psychology. Gives you power. I could 

change my situation. I’ve done many things in my life. I’ve seen a lot of things but this was a surprise the feeling I got from this.  
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6. Impact on Case Management 

There were mixed views on the impact of the outcomes on case management. Eight 

providers thought there were little to no impact. Many of these providers also had low 

levels of worker buy-in. Some thought it was too early to have impact, others thought they 

were already doing these things as articulated by the following leader. 

Nothing changed. But now it is tabled, it’s right in front of us. Captured. 

Some providers thought the commissioning for outcomes Framework will make a dramatic 

change as articulated by the following leader.  

It will fundamentally change the way that services have to deliver case management.  

Providers described a range of impact on case management as outlined in Table 20 

below. 

Table 20. How the PWI supports case management  

Impact Description 

Motivated clients The visual tool from the PWI helped clients see their journey. 

Supports other tools The PWI supports motivational interviewing 

Strength based The PWI focuses on building the strengths of clients 

Standardises 

practice 

The tools set a standard that professionalises practice. 

Holistic approach The tools focus on the client needs. 

Client driven The tools help give clients a voice in the process 

 

6.1. The Commissioning for Outcomes Framework puts clients at the centre 

of case management 

Approximately forty percent of providers thought the outcomes shifted their focus back on 

the client as articulated by the following team leader.  

Our work is crisis driven. That means you are really focused on trying to get the house. 

Achieving that outcome. We were so focused on pleasing the funder, we forget to ask how 

the client is going. What is happening behind the scenes? The PWI is not just another 

feedback form. These questions are actually about the client. Even the clients are 

shocked. They are like ‘Jesus Christ, they’re asking me how I feel’. This really has bought 

the client voice home. I’d like a staff one.  

Whilst the COS had less uptake by workers the following team leader articulates how the 

COS would ensure the client is involved in all parts of the case management process.  

If the client is not involved in that case plan process and they’re not constantly brought 

back to reflect on the case plan you’re going to do a COS at the end and clients are going 

to be “nup, I didn’t achieve that” but they did; so I’m like how do you keep the client 

involved in that case planning process the whole way along with the new tools so that at 
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the end they’re clear on “achieving their housing goal” and they’re like “I didn’t think that 

was a goal”. I think this is where we start changing more of our practice because of the 

tools than we have before. But I think up until this point it’s just been us trying to really 

grapple with what that means for us, and then I think it’ll have a follow on effect to how it 

works. Clients should be at the centre of casework anyway, so the COS is like a nice way 

of reminding workers of that.   

6.2. The PWI can provide insight into the client’s needs 

Approximately sixty percent of clients said they tried to present their best selves at 

services as articulated by the following client.  

When I was in the service, I felt a bit of pressure to be kind of not perfect but to keep 

everything together. 

Clients living in short-term accommodation within a service were more likely to report this 

pressure as articulated by the following client. 

You’re really walking on eggshells like I couldn’t just assume that they would keep helping 

me. They could kick me out the next day. 

The following worker explains how the PWI, in some cases, allowed them to get behind 

this shield. 

I thought one of my clients was sailing along really well, she was doing three or four house 

views a day and going to all of her appointments, kids were well behaved. But then I said 

to her “Let’s have a cuppa and do the PWI” so we sat out in the sun and she just broke 

down and I was quite shocked, I said to her “What’s wrong”, like I didn’t think there 

anything wrong with her but when she started reading the questions she was like “I thought 

I was holding it altogether but I wasn’t” and so she had a really low score. When we spoke 

about it, I was like I didn’t think she’d get a low score, but she said it was good because it 

made her realise that her wellbeing didn’t just mean being well. It meant emotionally and 

physically, psychologically. 

6.3. The tools can raise issues to the surface 

Approximately fifty percent of workers thought that administering the tools at exit triggered 

client’s anxiety about leaving the service. This made some workers reluctant to use the 

tools, but the evidence indicates that while the tools bring these emotions to the surface 

they do not cause the emotions as articulated by one worker.   

We see it in all the clients like from about Week 3 to Week 7 they’re fine while they’re busy 

organising houses and things and then as soon as they get their keys to their new rental, 

it’s like they deteriorate in the last week or the last few days. I think it’s that whole 

insecurity and they’ve got to do it on their own. Because they have so much support 

around them and then all of a sudden, it’s just them and their kids. 

Some workers felt scared that that the low scores would mean they would be judged 

negatively. This is example of why it is important that providers feel safe to discuss low 

scores. A couple of providers, based on the low scores, developed strategies to help 

support clients early in the case management process to prepare for exit. Those low 

scores were not based on the quality of the service but arose from the fear of the client 

about to exit their service and manage without as much support. When providers created a 
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safe space to explore the low scores they were able to provide support to clients to help 

address their fear.  

Approximately ten percent of workers thought the tools had a negative impact on case 

management as articulated by the following worker. 

It takes away our autonomy and hinders engagement with clients.  

Low worker buy-in, in some cases, meant the tools were often seen as separate from 

practice wisdom. 

One of the unexpected outcomes of the pilot was collaboration between the providers 

during the pilot. Whilst comparison made some providers fearful, it also sparked curiosity 

in many of the providers, especially those providers struggling to gain worker buy-in. 

These leaders wanted to understand how other organisations were gaining buy-in for both 

workers and clients. The commissioning for outcomes framework, with the right climate, 

could be an opportunity to build stronger collaboration between providers.  
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7. Impact on Contract discussions 

Our ability to evaluate the commissioning for outcomes framework’s impact on contract 

discussions between CPOs and providers is limited because the only contract discussion 

held during the Pilot was a ‘dummy run’ which did not focus on evidence-based 

conversations about the data. Most CPOs and providers were still, at that stage, coming to 

terms with what the data in the Dashboard and Outcomes Reports and how it could be 

used.  

7.1. CPO buy-in 

All CPOs had a moderate to high level of buy-in for the Framework as illustrated by the 

following CPO comments.  

We need change. The sector needs to grow with the times. The commissioning for 

outcomes data is an opportunity to grow.  

I can’t have another conversation about outputs. I’m excited about how this data can add 

to the picture.  

7.2. CPO training 

DCJ provided CPO training via a webinar. All CPOs thought central DCJ staff were 

extremely helpful and available to answer questions but almost all of the CPOs reported 

not feeling adequately prepared for the meeting with providers as articulated by the 

following CPO. 

I felt like I was chasing my tail the whole pilot. I felt like I was missing something in the 

communication. Going forward the commissioning for outcomes framework needs to be 

better communicated.  

The webinar and the Blueprint was not enough. I couldn’t even understand the Blueprint. It 

was too long and complicated. CPOs need information that is easy to read and succinct. 

Training and capacity building for CPOs is critical to the commissioning process. Most of 

the failures of the commissioning approaches are explained by commissioners lacking the 

skills and capabilities to undertake complex contract negotiation and to fully understand 

the context and the needs of clients (Australian Government Department of Health, 2016).  

It is recommended that training videos specific to the needs of CPOs be developed that 

cover the specifics of commissioning and how to use the data, including access to a data 

manual. A number of CPOs would like the opportunity to do the mock runs with each other 

which would improve their confidence in having the discussions with the providers. 

7.3. Relationship between the CPO and the providers 

The CPO plays a significant role in the commissioning for outcomes framework. The 

foundation of this role hinges on their relationship with providers. All CPOs described their 

relationship with providers as positive. This relationship impacted how they saw their role, 

as articulated by the following CPO. 

Yes it is monitoring but it is also being an advocate for the service. It balancing both of 

these things.  
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All providers also thought the relationship with the CPO was a critical aspect of the 

commissioning for outcomes framework. Table 21 below indicates the factors that leaders 

thought impacted the relationship. 

Table 21. CPO and Provider Relationship 

Factors that 

influence the 

relationship 

Provider Comments 

CPO and Leader 

turnover  

Consistency is critical. Relationships take time to develop. Some 

providers have experienced frequent turnovers. These providers 

thought their organisation could be at a disadvantage in relation to 

commissioning for outcomes discussions if CPO turnover meant 

they were unable to create a positive relationship.   

Experience in the 

sector 

CPOs need to understand the sector and the area. Context is 

critical and each area has a unique context.   

Power imbalance Fear about commissioning for outcomes meant a number of 

leaders did not feel safe talking about negative data.  

Communication Providers often felt like there were crucial pieces of information 

not being communicated during the pilot.  

Trust  A number of providers raised this as a major issue and felt that 

past behaviour meant trust was an issue.  

 

Commissioning has been shown to be most successful when commissioners, providers 

and local stakeholders have been able to develop and nurture relationships over the long 

term.  

7.4. Purpose of the meeting 

There was confusion about the purpose of the meeting between the CPO and providers. 

Approximately, half the providers thought it was a meeting to discuss actionable outcomes 

from the data. The CPOs had been told the conversation was a dummy run to trial a 

template that would guide the discussion. This led to frustration with some providers as 

articulated by the following leaders. 

I didn’t actually know what the meeting was about to tell you the truth.  

We got nothing out of this meeting. It was frustrating. It felt like DCJ was withholding some 

information from us.  

The confusion about the meeting meant expectations were not met as articulated by the 

following CPO. 

There was an expectation that the CPOs knew everything. We were working this out with 

the providers. We didn’t have the answers.  



Evaluation of the Outcomes-Based Commissioning Pilot 
 

 

  Page 83 
 

This led to frustration for both CPOs and providers, as articulated by the following provider 

and CPO. 

The CPO admitted they didn’t understand the data. The CPO couldn’t really answer any of 

my questions. 

We were both confused to be honest. We were both looking at the dashboard data and all 

we could see were colours. We didn’t really know what it meant.  

Both providers and CPOs agreed that the data was not ready yet to have evidence-based 

conversations as articulated by the following comments.  

We didn’t trust the data so that made it hard. 

The data wasn’t meaningful yet but we could see the potential.  

After the initial confusion the majority of the providers and CPOs thought the conversation 

provided an opportunity to talk about the context as articulated by the following leaders. 

We talked about the barriers, about the context, about how we will use those things to 

interpret the data.  

I felt like the CPO got to understand our context. The discussion gave the CPO more 

information about our client group and what is realistic to expect from the data.  

Whilst the conversation was a mock run some of the providers and the CPOs were able to 

have meaningful conversations about the data as articulated by the following CPO.  

There were definitely patterns in the data that resonated with the leaders. Definite things 

they wanted to address.  

The conversations between the CPOs and the providers have the potential to create a 

culture where providers are allowed to 'fail and learn' which can inspire an innovative but 

measured approach to improving services for clients. For example, the pilot results 

indicated that in some cases PWI scores dropped at exit. The majority of the providers 

believed this was based on fear. Only some of the providers took action - in this case, 

steps to address the fear. In the conversation with the CPO this could become an 

actionable step that is monitored by the CPO. In this sense, low scores are not judged but 

seen as an opportunity, and the provider is not held accountable if the action does not 

work. The provider is allowed to try without consequence. Some of the evidence-based 

actions will not work. The job of the provider and the CPO is to monitor the data after the 

solution has been applied. The data also becomes a tool to monitor evidence-based 

actions. Overtime the evidence-based actions will build a knowledge pool that can be 

shared across the sector. It is the low scores that will drive innovation. It is low scores and 

no actions that create the red flags for CPOs.  

The Blueprint outlines shared responsibility between providers and DCJ for improving 

client outcomes. A number of CPOs thought the biggest test of the commissioning for 

outcomes framework is how DCJ will share the accountability for improving outcomes with 

the sector as articulated by the following CPO. 

If we have the data, have the evidence, can see the gaps, what are DCJ going to do? We 

can’t set up a process and then not live up to our obligations.  
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Further evaluation needs to be completed to understand how DCJ will use the data to 

improve client outcomes.  

7.5. Commissioning for outcomes 

This evaluation highlights the importance of investing in the implementation process of 

embedding outcomes into practice. The outcomes are the foundation of the 

commissioning process. The commissioning process is set out in Figure 13 as shown in 

below, as outlined in the blueprint. All three tiers rely on quality outcomes data.  

Figure 13. The Three Tiers of Commissioning 

 

One of the key requirements for successful commissioning is service quality. Addressing 

needs and achieving positive outcomes requires ways to ensure providers deliver quality 

responses, are able to adapt their services to the needs of clients and can improve and 

innovate to deliver better outcomes. This means the outcomes measures need to relate to 

the quality of the services.  

This evaluation tested the feasibility of using both the PWI and the COS as tools in the 

commissioning for outcomes process. The limited use of the COS. and some data quality 

issues means the COS still needs to be tested as a valuable outcome to inform the 

commissioning process. The domains relating to the COS safety, housing and wellbeing 

reflect some of the most important outcomes indicators identified by the SHS sector in a 

research project carried out by the Centre for Social Impact (CSI) (Bennett & Etuk, 2017). 

CSI identified 18 outcome indicators that were prioritised by the sector as being most 

relevant for homeless clients. The COS is the starting point. Further evaluation needs to 

test whether these outcomes are nuanced enough to capture the complexity of all 

homeless clients. Part of the commissioning process is trying, testing, and learning. It 

would be useful to put the research evidence underneath each of the outcomes to help the 

sector understand how a focus on each of these outcomes can improve housing stability 

for clients.  

The PWI shows promise. Outcomes measures need to be reliable and valid but also fit for 

purpose. The ultimate outcome for clients in SHS services is stable housing. As already 

shown in this report it is not enough to say someone is either housed or not housed at a 

Tier 1: Outcome improvement actions 

Jointly agreed actions by DCJ and funded services 

to improve client outcomes within  

Tier 2: Outcome improvement actions 

Shared actions agreed by district homelessness service system 

partners to improve client outcomes within  

Tier 3: Outcome improvement actions 

DCJ lead action to improve client outcomes aligned to the SHS Program Guidelines and 

NSW Homelessness Strategy 
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point in time. The complexity of homeless clients’ lives means that most will face many 

challenges in sustaining stable housing, as already discussed in the report. The PWI 

broadens the approach by looking at a client’s wellbeing and asking whether clients are 

housed on a stable foundation. The data indicates the PWI has the ability to provide good 

baseline data for comparison over time. Time will show how effective the outcome 

measure is across the three tiers of commissioning.  

Outcome commissioning is not limited to the two tools. There may be better tools. This 

evaluation documents how to build the foundation for outcome use. The tools can be 

adapted and changed. Not all outcome tools however will be suitable for commissioning 

for outcomes. For example, some providers use the Outcomes Star. This tool is not 

designed for commissioning for the following reasons outlined by Johnson & Pleaces 

(2017): 

 It has not been demonstrated to be reliable or valid 

 There is no consistency on what a total score means 

 It cannot be used to compare different cohorts or services. 

The developer also agrees that the outcomes star is developed as a case management 

tool and is not designed to be used for commissioning (Mackeith, 2017).  
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8. Are the pilot outcomes suitable for inclusion into contracts for 

2021?  

Fourteen of the 19 senior leaders, and all of the CPO’s, reported in the evaluation that it 

was feasible to roll out the commissioning for outcomes framework in 2021, based on the 

premise that  

 the implementation issues raised in this report are addressed 

 the wider rollout will be used to continue to test the feasibility of commissioning for 

outcomes, and  

 further evaluation will occur to test the commissioning process.  

All providers felt that this was the start of the journey - that more time is needed to trial and 

test and continue to evaluate the approach across the sector. 

8.1. Fear of Outcomes Based Commissioning 

One of the biggest barriers to a successful rollout is fear of the unknowns relating to 

commissioning for outcomes. This fear is heightened by the lack of certainty about what 

commissioning for outcomes will look like in future contracts. Clarity about commissioning 

for outcomes is important to building and sustaining relationships that is critical to the 

commissioning process. Table 22 below outlines a range of provider fears that could 

negatively impact any future rollout.  

Seventy percent (12) of leaders thought this fear was being driven by a lack of information 

about what Commissioning for outcomes contracting means for providers, as articulated 

by the following leader.  

DCJ need to provide a one-page statement about exactly how this is going to be used in 

the contracting space. If it’s going to be used to benchmark us, compare us, then we’ll 

have a proper chat about that, but we haven’t had something definitively provided to us – 

yes, we’ve had “It’s not linked to payment at 2020”, but maybe in 2023, we don’t know9. 

  

                                            

9 This quote refers to point in time information about commissioning dates, which have since changed. 
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Table 22. Providers fears 

 

The evaluation found evidence that commissioning for outcomes driven by fear will lead to 

poor outcomes. It is important for DCJ to understand the fear and be able to address the 

fear before a roll out. Not all senior leaders felt fear, but fear was there to some degree in 

every site. 

Type of fear Participant comments 

Fear of losing funding  I think that this is going to do that all over again but 

you’re going to lose even more niche providers that 

provide specialised work. Some providers are 

already thinking about funding from other sources. 

Small organisations will not have 

the capacity  

The smaller organisations I contract manage who 

are not part of this pilot are already asking me 

questions. They are scared. (CPO) 

Competitive rather than 

collaborative behaviour  

I guess we’re all hesitant of what this means, 

because the first thing you think about outcomes-

based commissioning is competitiveness and we’ve 

already been through that. 

Commissioning for outcomes will 

be used as a punitive tool 

 

The risk is that DCJ will use the commissioning for 

outcomes Framework as a stick. We don’t want 

that.(CPO) 

Fear based on past experience  The Going Home Staying Home reform is still fresh 

in the minds of some providers. 

Measures will not represent the 

sector 

We’re not afraid of being aware, we’re afraid of 

being measured by something that doesn’t actually 

reflect our services and what we do. 

Hidden agenda It’s been pushed through too quickly for a political 

agenda rather than a fixing the problem agenda. It’s 

not actually putting the clients at the centre. The talk 

around and again that’s because I’ve been around 

for a long time, is it’s dollar driven but dressed up as 

client focused. 

Fear of standardisation  

 

We aren’t scared of outcomes we are scared of 

bench marking. This is a push to standardise what 

we do. It’s like the NAPLAN where the results get 

gamed and the individual learning outcomes of 

young people get lost. The only benefit of 

benchmarking is to the government not to programs. 

Not to clients. This will encourage cherry picking 

clients and manipulation of results.  

Standardisation is not collaboration it’s a threat.  
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Even though DCJ stressed this pilot was not about benchmarking that fear crept into 

conversations between leaders and workers as articulated by one leader. 

This is the way the government’s doing it, you’ve got to do it or else we’ll all be out of a job 

come 2023, it’s as simple as that, take your choice. You can join our clients on the street, 

or you can keep a roof over your head, one or the other10. 

Fear showed up for many leaders when the data showed they were performing lower than 

other providers as articulated by the following leader.  

If you’re someone like me and you look at that data sheet and you see that overall the pilot 

group sitting at around 85% and you’re sitting at … (a lot less than that), then you really 

get panicked. 

Fear was present in the conversations between CPOs and leaders.  

We just don’t want to look bad to DCJ, even though they did say that these CPO interviews 

were only mock contract discussions. We do know, and I don’t doubt that, but we do know 

going forward people don’t forget 

There was evidence that some leaders had unrealistic understandings of what the 

outcomes changes needed to look like for clients.  

Our clients went from low scores to 7’s and 8’s we are looking at how to get them to 9’s 

and 10’s.  

The average PWI score for Australians is between 7.34 and 7.64.  

Fear can lead to unintended manipulation of vulnerable clients as told by the following 

client.  

My worker told me to base my answers on the services I received but the questions (PWI) 

are more based on yourself, on you personally. On the services, you’d be asking how do 

you feel that the services have provided you with help, that would make more sense to me. 

The person I’m thinking about life and personal circumstances, how satisfied are you with 

your life as a whole, you know, well I put it as 9 or a 10. I would have probably marked it a 

lot lower (if I based it on me) because I was at a very low point in my life. Yes, these 

people, services, are helping in there, but it’s more about yourself, the position you’re now 

in, the lifestyle changes that you now have to make. It’s huge, and scary. The biggest one 

was, for me now, living alone. I’ve always had a partner. and now being by myself, that’s a 

big thing. “Oh, it’s the first time in my life I’ve actually had to just look after myself”. But now 

it’s looking at those questions and it’s all about me. 

It is recommended that DCJ address the fear felt by providers by clearly articulating how 

outcomes measures will be used within contracting for the foreseeable future. This 

evaluation clearly shows that the biggest potential for improving outcomes for clients is 

creating a culture were negative data is seen as an opportunity to improve the quality and 

address the gaps in the services provided to homeless clients. The outcomes indicators 

should be added to other information to inform contracting and strategy discussions 

between DCJ and providers, but not be used for benchmarking without further research 

                                            

10 This quote refers to point in time information about commissioning dates, which have since changed. 
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regarding the tools and development of frameworks which may (or may not) enable 

meaningful comparisons. 

8.2. Conclusion  

Commissioning for outcomes is complex and will take time. Whilst the majority of the 

providers believe the approach is suitable for contracts in 2021 this evaluation highlights a 

number of gaps that need to be addressed and re-evaluated. Careful implementation 

planning will assist determine whether it is best to proceed with a longer pilot, a staged 

roll-out, or a full roll-out to appropriately manage the change process and resolve issues.   

The PWI has clear validity for its purpose, as does the tenancy data, and the limited 

feedback available indicates that the COS remains a sound starting point for development 

- if administered differently. This evaluation found sufficient potential benefit for clients, and 

potential value for improving service provision, for it to be worth pursuing a more robust 

implementation of the framework over a longer timeframe in order to refine an approach to 

commissioning for outcomes in this sector. Outcomes measurement has the potential to 

add a dimension to contracting discussions and to the collaborative planning of local and 

State strategy.  

Implementing outcomes into a diverse sector takes time and commitment. Whilst the move 

to collecting outcomes has been happening for over a decade the research indicates the 

move from measuring outputs to outcomes has been slow. This move involves a shift in 

mindset, skill sets and data culture.  

The evaluation provides valuable data on how to build the foundation for commissioning. 

Commissioning is an evolving process that needs to done through partnership between 

providers, DCJ and relevant stakeholders.  
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CLIENT EXPERIENCE 

In front of you is a copy of the personal wellbeing index and the clients outcomes survey (check 
that they have completed one or both then modify questions) that you were asked to fill out either 
by yourself or with your worker. I want you to think back to when you were first asked these 
questions.  

1) What do you remember about these surveys? 
2) Did your worker explain the purpose of these questions? If yes, can you tell me what they 

said?  
 

3) What did you think/feel after your worker explained the purpose of the questions? 
 

o Did the purpose make sense to you? 
o Did your worker use words that you could understand? If no, how could the worker 

explain the purpose of these questions better? 
o Did you think the questions would help meet your needs? In what way? 
o What made you consent/refuse to answer the questions?  
o If you consented why do you think other people may refuse to answer these 

questions? 
 

4) When and where did you complete the questions? 
o Was the timing right? 
o Did you feel comfortable filling out the questions in this space? 
o Did you have any concerns about your privacy and/or sharing this kind of 

information? 
 

5) What was it like filling out the questions? Any thoughts/feelings positive or negative? 
o Were you given enough time to think properly about how you would answer? 
o Did any emotions come up when you filled out these questions? 
o Were there any things that influenced the way you answered your questions?  

Prompts if needed: how you were feeling that day, your relationship with your 
worker, whether you felt an expectation to fill out the questions the way your 
worker wanted or the organisation wanted you to, emotions like fear. 

o Do you think any of the words used in the questions were confusing? If yes, which 
words? How could these things be explained differently? 

o Had you thought about things like safety, housing and wellbeing before you came to 
this service? In what ways? 

 
6) When you finished filling out the questions what did you think would happen with your 

answers?   
o Were you worried in any ways about how the information would be used? 

 
7) Did your worker discuss your answers with you? How did you feel/think about this 

conversation? 
o Did you feel seen and heard ? If no, why? What was it about the conversation that 

made you feel unheard and/or unseen? What made you feel seen and heard? 
o Did the discussion about your answers make you think or feel differently? 
o did the discussion with your worker help you think about your safety, housing, 

wellbeing in a different way? If yes, how?  
o Did you discuss actions to improve your safety, housing and wellbeing? 
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o What information did your worker give you to improve your safety, housing, 
wellbeing? 

o What services did you receive to help address your safety, housing wellbeing? 
o Did the services lead to an improvement in your safety, housing wellbeing needs? If 

yes, how? If no, why not?  
 

 
 



 

 

CPO Interview Guide  
 
Can you tell me a little bit about your role and experience with the pilot?  
 

A. Need for Outcomes-based commissioning? 

Do you think there is a need for outcomes-based commissioning? 
Why? 
 

B. Partnership between FACS and NGOs 

1) Can you describe your relationship with (name of provider)? 
x Are there any factors that impact that relationship?  

- Power imbalance  
- Experience in the role/sector 
- Emotional factors – fear of FACS (e.g. fear of losing the funding) 
- Cultural factors – CALD, Aboriginal 

2) How critical is the relationship between you and the provider in relation to the use 
of outcomes data, especially commissioning? 

3) Could you describe your communication with providers about using the outcomes 
data? 

o What are the feedback protocols between you and the providers? 
o How are they working?  
o Do you think there is a common understanding between FACS and the 

providers about what outcomes data can and cannot do? 
 
 

C. Use of data 

1) What training or support did you receive as part of the pilot? 
o Any gaps in training and support? 

 
2) Based on your brief experience within this pilot can you tell me how the outcomes 

data was used in collaboration with FACS and providers? 
 

o How do you use the Dashboard data? Is it easy to understand? 
o Do the outcomes information support evidence-based conversations 

between you and providers about improving outcomes?  
o Are discussions guided by other factors – context, contract details, local 

barriers? 
o What are the main contextual factors that need to be understood to 

interpret the client outcomes data? 
o Where there any  priorities for action between you and providers to improve 

client outcomes? If yes, what were they? 
o Does the data add value? How?  



 

 

o What does the outcome data tell you about areas where the service has been 
most/least successful? 

o Has the data raised, escalated and resolved barriers to achieving client 
outcomes of the service? 

2) How valid and reliable do you think the outcomes data is? Why?  
3) What do you see as the key opportunities/benefits to using outcomes data? 

 

D. Risks/barriers 

1. Have you experienced any unintended outcomes from using the outcome data? 
2. What are the risks of using outcomes data? 
3. Are there barriers outside of the control of the SHS providers that need to be 

addressed to improve client outcomes? 
 

E. Outcomes and Homeless Service Contracts 

Are the outcomes tools suitable for inclusion into contracts for 2020? 
o What do you see as the key risks/barriers of incorporating outcome measures 

in future homelessness service contracts with a focus on commissioning? 
o What would be some key implementation considerations from your 

experience –  for FACS and/or providers to incorporate?  
 
 

F. Lessons learnt 

1) Are there any key lessons from the piloting the outcome tools?  
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Can you tell me a little about your experience using the Personal wellbeing tool and the Client Outcome 
Survey?  

Evidence Strength & Quality 

1. What kind of information or evidence were you provided about the PWI and the COS? 
o How did this knowledge affect your perception of the outcome measure? 

 

Tension for Change 

1. Do you think there was need for using these tools? 
o Why or why not? 

2. How essential are these tools to meet the needs of the clients served by your organisation? 

Implementation Climate 

What was the general level of receptivity in your organisation to implementing the outcome 
measure? 

o Why? 

Leadership Engagement 

1. What level of endorsement or support have you received from leaders to carry out the 
pilot? 

o how has this affected your work on the  pilot?  
2. What kind of support or actions have you had from leaders in your organisation to help 

make the implementation of the pilot successful? 
o Any barriers to implementing the pilot? 

Relative Priority 

1. What kinds of high-priority initiatives or activities are already happening in your setting? 
o What was the priority of the pilot relative to other initiatives that are happening 

now? 
 

 

training  
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1. Do you think the training prepared you to use the tools? Can you explain? 

o What were the most crucial aspects of the training? 
o Was there anything missing from the training? 
o What kind of continued training would you need? 

Support &  Resources 

1. What supports and resources were made available to you to help you implement the tools? 

o How has this support and resources affected how you use and integrate the tools? 
o Are there any other support and resources you would like to receive? If yes, what? 
o What supports  and resources do you think are required for the ongoing use of the outcome 

tools? Help desk? Champions? Peer support? Visits? 

2. Who do you ask if you have questions about the COS or the PWI? 
o How available are these individuals? 

3. Did the training, support and resources lead to consistent and reliable use of the outcome 
data? 
If no, what would be required for the consistent and reliable use of the data? 

 

Technical Characteristics 

1. How do you find the administration of the data collection? 

2. Have you experienced any technical challenges? 
o Integrating the data into CIMS? 

o If yes, how did you work around any technical challenges? 

3. How much time does it take you to implement the COS and the PWI including entering data 
onto CIMS?  

4. Do you think it is a productive use of your time? If yes/no why? 

o Where you able to extract outcome information in a useful way to inform your case 
management? if yes how? If no, why? 

o was it integrated into the case plan?/outcome planning? If no, why? 

 
 

Compatibility 

1. How well does the outcome tools fit with your values and norms and the values and norms 
within the organisation? 
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o Values relating to interacting with clients served by your organization – client 
centred? 

o Trauma-informed? 
2. How well does the outcome measure fit with existing work processes and practices in your 

setting? 
o Did any issues or complications arise? 

 
3. How was the outcome tools integrated into your current processes? 

o any difficulties? How are these difficulties resolved? 
 

Client’s  Needs & Resources 

1. How well does the outcome measure meet the needs of your clients ?  

o Is it sensitive to the lived experience of your clients? 
o Is the outcome tools appropriate for all your clients? Casual? One-off clients? 

Disengaged clients? 
o Is the outcome tools culturally appropriate for your clients? Specifically Aboriginal 

and CALD clients? If yes, did you adapt it to meet their needs – if yes, how? If no, 
what could be done to make it culturally appropriate? 

2. How did you introduce the outcome measure to your clients? 
o Did you experience any difficulties? 
o If yes, could anything be changed to make it clearer for clients? 
o Did any clients refuse to complete the outcomes measure? 
o What were there reasons for refusing?  

3. How well do the indicators measure the client outcomes of safety, housing and wellbeing?  
o If not well, how could they be improved? 

4. Has the outcome tools created meaningful conversations between you and your clients?  If 
yes, in what way? If no, why not? 

5. Has the use of the outcome tools led to an increase in meeting your client’s needs?  
o if yes, how? For example, enhanced understanding of safety, housing and wellbeing 

needs? Focus on addressing needs? Increased focus on evidence-based practice? 
Improved outcomes?  

o If no, why not?  

6. Have you asked your clients about their experience with the outcome tools?  
o What are their perceptions of the outcome measure? 
o Can you describe what kind of specific information you have heard? 

o Did your clients talk about any  barriers in completing the outcome measure? If yes, 
what were they? 
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7. Thinking about the clients you have used an outcomes measure with – are they 
representative of all the clients you see ? if no, what is different about them? 

 

Adaptability 

1. Was the outcome measure altered in any way? If yes, what kinds of changes or alterations 
did you make? Why did you make these changes? 

2. Who decides (or what is the process for deciding) whether changes are needed to the 
outcome so that it works well in your setting? 

3. Are there things you think need to be changed? 
o If yes Can you describe specific examples? 

 

Self-efficacy 

1. How confident are you at using and integrating the outcome tools in your practice? 
o What gives you that level of confidence (or lack of confidence)? 

2. How confident are that you used the outcome tools as they were intended? 
o What gives you that level of confidence (or lack of confidence)? 

 

Knowledge & Beliefs  

1. Do you think the pilot was effective in your setting? 
o Why or why not? 

2. How have you felt about the pilot being used in your setting? 
o Did you have any feelings? Stress? Fears? Enthusiasm? Why? 

 

 



Provider Interview Guide  
To be completed with the person who meets with the CPO 
 
Can you tell me a little bit about your organisations experience with piloting the 
Personal Wellbeing Index (PWI) and the Client Outcome Survey (COS) with a focus 
on commissioning for outcomes?  
 
 
Implementation Climate 

What was the general level of receptivity in your organization to implementing the 
outcome tools? 

o Why? 

Relative Priority 

1. What kinds of high-priority initiatives or activities are already happening in 
your setting? 

o What was the priority of the pilot relative to other initiatives that are 
happening now? 

 
Compatibility 

1. How well does the outcome tools fit with the values and norms within the 
organization? 

o Values relating to interacting with clients served by your organization – 
client centred? 

o Trauma-informed? 
 

2. Have  the outcome tools been integrated into practice? 
o any difficulties? How are these difficulties resolved? 

 
3. Can the outcome tools be implemented into practice within your existing 

resources? 
o If no what resources would be needed? 

 
Goals & Feedback 

1. Did  your organisation set goals related to the implementation of the outcome 
tools? 

o [If yes] What were the goals? 
2. To what extent were the  goals monitored for progress? 

o Can you give an example of monitoring  
o Has this been helpful? 
o Were the goals achieved? If no why not? 



 
 
Use of data 

1) How valid and reliable do you think the outcomes data is? Why?  
2) How has your organisation used the data?  

o What are the main contextual factors that need to be understood to 
interpret the client outcomes data? 

o Does the data add value? How?  
o Does it lead to outcome improvement actions? Could you provide me 

with a few examples? 
o how have you been able to use the data to inform the services? Can 

you provide specific examples? 
o What does the outcome data tell you about areas where the service 

has been most/least successful? 
o Has the data raised, escalated and resolved barriers to achieving client 

outcomes of the service,  
o Have you used the data to track the performance of your organisation? 

If yes, how? 
o What do you see as the key opportunities/benefits  to using outcomes 

data?  
 
 
Partnership between FACS and NGOs 

1) Could you describe your communication with FACS about using the outcomes 
data? 

o What are the feedback protocols between your organisation and 
FACS? 

o How are they working?  
o Do you think there is a common understanding between your 

organisation and FACS about what outcomes data can and cannot do? 
What about in the commissioning context? 

 
2) How is the outcomes data used in collaboration with FACS and providers? 

 
o Do the outcomes information support evidence-based conversations 

between your organisation and  FACS about improving outcomes?  
o Are discussions guided by other factors – context, contract details, 

local barriers? 
o What are the priorities for action between your organisation and FACS 

to improve client outcomes? 
 

 
Risks/barriers 

1. Has your organisation experienced any unintended outcomes from using the 
outcome measure? 

2. What are the risks of using outcomes data? 



3. What barriers outside of the control of the SHS providers need to be 
addressed to improve client outcomes? 

 
Outcomes and Homeless Service Contracts 

Are the outcomes tools suitable for inclusion into contracts for 2020? 
o What do you see as the key risks/barriers of incorporating outcome 

measures in future homelessness service contracts with a focus on 
Commissioning? 

 
 
Lessons learnt 

1) Are there any key lessons from the piloting the outcome tools?  
 



Team Leader Interview Guide  
 
Can you tell me a little bit about your experience piloting the Personal Wellbeing 
Index (PWI) and the Client Outcome Survey (COS)?  

 

Tension for Change 

1. Do you think there is need for these outcome tools? 
o Why or why not? 

2. How essential are the outcome tools to meet the needs of the clients served 
by your organisation? 

Implementation Climate 

What was the general level of receptivity in your organisation to implementing the 
outcome tools? 
 

Relative Priority 

1. What kinds of high-priority initiatives or activities are already happening in 
your setting? 

o What was the priority of the pilot relative to other initiatives that are 
happening now? 

 

Compatibility 

1. How well does the outcome tools fit with your values and norms and the 
values and norms within the organisation? 

o Values relating to interacting with clients served by your organization – 
client centred? Trauma-informed? 

2. How well does the outcome measure fit within existing work processes and 
practices in your setting? 

o Did you already have an outcome measurement system? If yes, was 
there any inconsistency or overlap? 

o Did any issues or complications arise? How were these resolved? 
3. Can the outcome measure be implemented into practice within your existing 

resources? 
o If no what resources would be needed? 

 
 

Goals & Feedback 



1. Did you/your unit/your organisation set goals related to the implementation of 
the pilot? 

o [If yes] What were the goals? 
2. To what extent were the goals monitored for progress? 

o Can you give an example of monitoring?  
o Has this been helpful? 
o Did you achieve the goals? If no, why not? 

 

Training and Support 

1. Did the training and resources support a consistent use of the outcome tools? 
o If no, what kind of training or resources are needed for consistent use? 

2. What were the most crucial aspects of the training and support? 
3. Was there anything missing from the training and support? 
4. What supports, and resources were most helpful for the consistent use of the 

outcome tools? Help desk? Champions? Peer support? Visits? 

 

Outcome tools 

1) Can the outcomes indicators be collected in a way that is consistent and 
rigorous to ensure valid and reliable interpretation of the outcome’s 
information?  

o If no, why? 
2) How well do the indicators measure client outcomes?  
3) Are the outcome tools sensitive to the needs of clients accessing your 

services? 
4) Are the outcome tools culturally appropriate for all clients? Specifically, 

Aboriginal and CALD clients? If yes how is it adapted to meet their needs. If 
no, what could be done to make it culturally appropriate? 

5) Have you identified any gaps in measuring the outcomes of clients? 
o for brief interventions? 
o for client who chose not to participate? 

6) Did any clients refuse to complete the outcomes tools? 
o If yes, how do you manage this issue? 

7) How have you and your staff found the process of integrating the outcome 
tools into day to day practice?  

o Any issues? If yes, how are these issues managed? If no, what has 
made the process work? 

o How long does it take?  
8) Did the outcome tools change how caseworkers work with their clients? 

o In what ways?  
9) Did the outcomes tools change how you communicate and train your staff? If 

yes how?  
 

Technical Characteristics 



1. How have you found the administration of the data into CIMS?  

2. Have you experienced any technical challenges? What were these? 

o If yes, how did you work around any technical challenges? 

3. How much time does it take for you and/or your staff to enter and use the data 
from CIMS?  

4. Do you think it is a productive use of your/staff time? If yes/no, why? 

Use of data 

1. How valid and reliable do you think the outcomes data is? Why?  
2. What are the main contextual factors that need to be understood to interpret 

the client outcomes data? 
3. How have you used the data?  

o Does the data add value? How?  
o Does it lead to outcome improvement actions? Could you provide me 

with a few examples? 
o how have you been able to use the data to inform the services you 

provide to your clients? Can you provide specific examples? 
o What does the outcome data tell you about areas where the service 

has been most/least successful? 
o Has the data raised, escalated and resolved barriers to achieving client 

outcomes of the service?  
o could you use existing and enhanced information in CIMS to collect 

and report data on barriers to achieving client outcomes?  
o Have you been able to use the data to prevent exits from services into 

homelessness? If yes, how? 
o Have you used it to track the performance of your team? If yes, how? 

 

Adaptability 

1. Were the outcome tools altered in any way? Including the way your team 
administers the tools? If yes, what kinds of changes or alterations did you 
make? Why did you make these changes? 

2. Who decides (or what is the process for deciding) whether changes are 
needed to the outcome tools so that it works well in your setting? 

3. Are there things you think need to be changed? 
o If yes Can you describe specific examples? 

 

Risks/barriers 

1) Have you experienced any unintended effects from using the outcome tools? 
2) What do you see as the key risks of using these outcome tools? 



3) Are there barriers outside of the control of your service that need to be 
considered?  

 

Future use of the outcome measure 

Would you like to continue using the outcome tools? 
If no/yes, why? 
 

Lessons learnt 

1) Are there any key lessons from the pilot?  
 

 
 



Evaluation of the Outcomes-Based Commissioning Pilot 
 

 

Insight Consulting Australia  

Attachment B 
Specialist Homelessness Services (SHS) Outcomes Pilot Evaluation Plan 

 

 

 



 

 

 

 

 

 

 

  

SHS Outcomes Pilot Evaluation Plan  



Evaluation Plan 

 
    

 
 
 
 
 
 

Contents 
Background ................................................................................................................................................ 1 

Purpose....................................................................................................................................................... 2 

Evaluation Framework ............................................................................................................................... 2 

Evaluation questions .................................................................................................................................... 5 

Methodology ............................................................................................................................................... 6 

Ethical Approach .......................................................................................................................................... 6 

Desk top Analysis ......................................................................................................................................... 7 

Qualitative Interview Guides ......................................................................................................................... 8 

Recruitment process .................................................................................................................................... 8 

Informed Consent ......................................................................................................................................... 8 

Online Survey .............................................................................................................................................. 9 

Analysis ...................................................................................................................................................... 9 

Dissemination............................................................................................................................................. 9 

Evaluation Timeline.................................................................................................................................. 10 

Researcher’s experience ......................................................................................................................... 11 

 

 

 

Insight Consulting Australia 
Strategy, policy, research 

Contact:  Ross Beaton 
  Mobile:         0439 777 905 

             Office:         1800 572 035 
   ross.beaton@insightaus.com.au 

www.insightaus.com.au 



Evaluation Plan 

 
    

Background 
The NSW Department of Family and Community Services (FACS) is committed to outcomes-based 
commissioning of Specialist Homelessness Services (SHS)—with a focus on putting outcomes for clients at 
the centre of the contracting model. 

The SHS outcomes pilot began in February and will finish in July 2019.  

Purpose 
The purpose of the evaluation is to assess the feasibility and value of measuring and reporting the 
proposed set of SHS contract outcome indicators—based on the initial experiences of the SHS outcomes 
pilot.   

Evaluation Framework 
Insight has adapted the Consolidated Framework for Implementation Research (CFIR) to guide the 
collection and analysis of the evaluation data to inform actionable findings about contextual and outcome 
factors affecting the implementation of the SHS outcomes pilot.  

The CFIR is a comprehensive framework that was developed to guide systematic assessment of 
implementation contexts to identify factors that might influence implementation and effectiveness 
(Damschroder, et al, 2009). When used to evaluate the initial stages of implementation, the CFIR helps to 
produce findings to inform stakeholders on improvements to the implementation process and outcome 
measures. 

The CFIR is composed of five major domains, each of which may affect the implementation of the focus on 
outcome measurement using the CWI and COS.  

Consolidated Framework for Implementation Research 
 Construct  
 

 Description 
 

I. Outcome tools – CHARACTERISTICS 
A Evidence Strength & Quality Stakeholders’ perceptions of the quality and validity of evidence 

supporting the outcome tools. 

B Adaptability The degree to which the outcome tools can be adapted, tailored, 
refined, or reinvented to meet local needs.  

Including culturally appropriate and sensitive.  

C Trialability The ability to test the outcome tools on a small scale in the 
organisation, and to be able to reverse course (undo 
implementation) if warranted. 

D Design Quality & Packaging Perceived excellence in how the outcome tools are bundled, 
presented, and assembled. 
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E Cost Costs of the measures and costs associated with implementing  

II. OUTER SETTING   
A Client’s needs & Resources The extent to which client’s needs, as well as barriers and 

facilitators to meet those needs, are accurately known and 
prioritised by the organisation. 

B External Policy & Incentives A broad construct that includes external strategies to spread 
outcome measurement, including policy and regulations 
(governmental or other central entity), external mandates, 
recommendations and guidelines. 

III. INNER SETTING   
A Culture Norms, values, and basic assumptions of a given organisation. 

B Implementation Climate The absorptive capacity for change, shared receptivity of involved 
individuals to the outcome tools, and the extent to which use of 
the outcome tools will be rewarded, supported, and expected 
within their organisation. 

C Tension for Change The degree to which stakeholders perceive the current situation 
as needing change. 

D Compatibility The degree of tangible fit between meaning and values attached 
to the outcome tools by involved individuals, how those align with 
individuals’ own norms, values, and perceived risks and needs, 
and how the outcome tools fits with existing workflows and 
systems. 

E Relative Priority Individuals’ shared perception of the importance of the 
implementation of the outcome measures within the organisation. 

F Goals and Feedback The degree to which goals are clearly communicated, acted 
upon, and fed back to staff, and alignment of that feedback with 
goals. 

G Learning Climate  A climate in which: team members feel that they are essential, 
valued, and knowledgeable partners in the change process; 
individuals feel psychologically safe to try new methods; and 
there is sufficient time and space for reflective thinking and 
evaluation. 

H Readiness for Implementation Tangible and immediate indicators of organisational commitment 
to its decision to implement the outcome tools with a focus on 
outcome management. 

I Leadership Engagement Commitment, involvement, and accountability of leaders and 
managers with the implementation. 
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This approach aligns with the principles and good practice of the NSW Government Program Evaluation 
Guidelines, 2016. 

  

J Available Resources The level of resources dedicated for implementation and on-
going operations, training, education, physical space, and time. 

K Access to Knowledge & 
Information 

Ease of access to digestible information and knowledge about 
the outcome tools and how to incorporate it into work tasks. 

IV. CHARACTERISTICS OF 
INDIVIDUALS 

  

A Knowledge & Beliefs about 
outcome measurement using 
the outcomes tools 

Individuals’ attitudes toward and value placed on outcome 
management.   

B Self-efficacy Individual belief in their own capabilities to implement the 
outcome measures. 

V. PROCESS   
A Engaging Attracting and involving appropriate individuals in the 

implementation of outcomes management through a combined 
strategy of, education, role modeling, training, and other similar 
activities. 

B Opinion Leaders Individuals in an organisation who have formal or informal 
influence on the attitudes and beliefs of their colleagues with 
respect to implementing the outcome measures. 

C Champions “Individuals who dedicate themselves to supporting, marketing, 
and ‘driving through’ an [implementation]”, overcoming 
indifference or resistance that the intervention may provoke in an 
organisation. 

D External Change Agents Individuals who are affiliated with an outside entity who formally 
influence or facilitate outcome management decisions in a 
desirable direction. 

E Executing Carrying out or accomplishing the implementation according to 
plan. 

F Reflecting & Evaluating Quantitative and qualitative feedback about the progress and 
quality of implementation accompanied with regular personal and 
team debriefing about progress and experience. 
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Evaluation questions 

1. To what extent is it feasible for SHS providers to collect and report the required outcomes data 
within existing resources—particularly in terms of  

o Extent to which data collection could be incorporated into routine case management 
activities (e.g. case plan development and periodic reviews)  

o Extent to which data collection protocols were clear and could be easily implemented by 
SHS staff  

o Extent to which data recording in CIMS could be undertaken within existing resources  

2. What was the experiences of clients (positive and negative) in participating in outcomes 
measurement –particularly in terms of  

o Extent to which self-reported outcome questions were clear and easy to understand  

o Extent to which they felt they could answer these questions openly and honestly  

o Extent to which they felt the questions asked were appropriate and relevant to what is 
important to them  

o What proportion of eligible clients in each service had outcomes data collected from them? 
How representative of the broad population of homeless clients were they? (e.g. age, 
gender, Aboriginal status, CALD status, reason for presenting). 

o Which clients were excluded (and, if data is available, for what reason) and which declined 
consent (and, if data is available, for what reason)? Is selection bias evident? 

3. To what extent was the collected / reported data useful, reliable and valued for improving outcomes 
for clients—particularly in terms of  

o Extent to which outcomes data was useful for case workers / managers  

o Extent to which outcomes data was useful for FACS CPOs / program managers  

o Extent to which outcomes data was useful for planning service improvements between SHS 
and FACS CPOs  

4. To what extent are the pilot outcomes measures and indicators suitable for inclusion into contracts 
for 2020? This should include the: 

� feasibility to implement in timeframe (i.e. sector readiness, further indicator development, 
support/training resources) 

� applicability of measures across range of services/cohorts 

� usefulness of the data for intended purposes 

� validity and reliability of the data collected 

5. What are the recommendations for improving / changing the client outcomes indicators 
measurement tools to ensure they are fit for purpose and meaningful?  
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Methodology 
A mixed methods approach will be used that draws on both quantitative and qualitative data. The evaluation 
will cover three main areas of data collection  

x Desktop analysis  
x Qualitative research interviews and focus groups 
x A survey  

Ethical Approach 
Ethical guidelines were created to inform our process for conducting research with Aboriginal and Torres 
Strait Islander People and Culturally and Linguistically Diverse (CALD) participants. These guidelines draw 
on the latest research to create an inclusive methodology that is sensitive to the needs of the clients.   

The following strategies guide our approach: 

Strategy for 
Researcher(s)  

 

Description  
Work with a Cultural 
Consultant  

A cultural consultant ensures research is conducted within the culturally 
appropriate protocols and nuances of the participants  

Becoming Educated  Attend Cultural Competency training. Learn about the specific and broad 
history of the cultural group from written material and cultural insiders  

Exhibit Cultural 
Humility  

Approach interactions with the cultural group with positive intent, 
authenticity and respect  

Listen  Engage members of the cultural group by asking questions and learning 
from their experiences  

Build a Positive 
Reputation  Build a reputation for doing worthwhile research  

Use a Memorandum 
of Understanding  

Outline important guidelines including who owns the data, how the 
research findings will be used and published and any intentions for 
follow-up activities  

Use a Cultural Proof-
reader  

A cultural proof-reader will be used to review interview questions and 
processes prior to conducting interviews and publishing findings  

Enable Self-
Determination  

Discuss the research methodology and framework with participants, 
incorporating their feedback in research design and implementation  

Use a Cultural Lens  By adopting the perspective of the research participants, researchers 
avoid imposing culturally inappropriate frameworks  

Use Appropriate 
Methodology  

Use culturally congruent community-based, qualitative, quantitative or 
mixed- method approaches based on what is deemed most appropriate 
by cultural insiders  

Reinforce Cultural 
Strengths  

Build on the strengths of the cultural group, for example, using a respect- 
driven approach to encourage experience sharing  
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Honour 
Confidentiality  

Always ensure that confidentiality is honored based on what is initially 
agreed to between the researcher and participants  

Allow for Fluidity and 
Flexibility  

Balance rigor with culturally congruent research practices by adapting 
the research process to honour the community’s natural rhythm and 
traditions  

 

Desk top Analysis 
Insight will undertake a desktop analysis of the collected outcomes data as part of examining the feasibility 
and value of the outcome’s indicators.  

The adequacy of the outcomes indicators, measurement tools, and data collection and reporting mechanisms 
will be assessed with reference to the following 8 key Data Quality Measure principles: 

Data Quality 
Measure Definition  

Accessibility 

 

The indicator is correctly understood by those collecting and 
reporting data (workers and service users) 

The data collection process is culturally appropriate  

The data collection process is not excessively burdensome for 
those collecting and reporting data (workers and service users) 

Value The data provides benefit for services and decision makers 

Validity The indicator measures the theoretical concept that it purports to 
measure 

Integrity The data collection process minimises personal bias or 
manipulation 

Timeliness Data is collected in a timely manner and frequency, to properly 
inform program decision making 

Accuracy  Data shows the true level of service provided, and the outcomes 
experienced by clients 

Completeness There are no missing data values resulting from inadvertent or 
deliberate skipping of questions by clients or data collectors 
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Consistency Data is collected in a consistent way across multiple sites, using 
the same definitions and methodologies 

 

An experienced quantitative researcher will complete the desktop assessment of performance against the 
above principles and develop a range of related qualitative interview questions. These questions will then be 
used for field visit consultations with direct service workers, managers and service users. In this way the 
technical and service user assessments will be interwoven. 

Qualitative Interview Guides 
The use of qualitative questions will enable a depth of experience and feedback to be captured, and 
unexpected themes to emerge. Questions will be explored in a conversational way, allowing participants to 
reconstruct and share their experiences and understanding in their own words and at their own pace. 

Interview guides have been developed for the participants, senior management, team leaders, caseworkers 
and clients.  

These interview guides will be pilot tested at three sites. Feedback from these participants will guide the final 
research guides.  

To ensure the interview guidelines are culturally appropriate and sensitive to the needs of participants the 
following strategies will be employed: 

x Semi-structured interview guide that is sensitive to participants needs and conversational in tone. 
x Interview questions reviewed by a Senior Aboriginal Consultant 

A focus group with Aboriginal and Torres Strait Islander participants will gain their input as co-designers of 
the research process, including the design and methodology of the qualitative approach and feedback on 
informed consent.   

Recruitment process 
All 19 sites will be visited, and a range of staff will be interviewed including: 

x Senior Leaders 
x Team Leaders 
x Caseworkers 

Caseworkers will be asked to provide clients with a flyer about the evaluation, asking them if they grant their 
permission to pass their details onto a researcher from Insight Consulting. 

Informed Consent 
Insight sees consent is an ongoing process that starts before the interview.  

The researcher–research-participant relationship is nearly always one of unequal power – power of 
knowledge, the power to act and the power to allocate resources – which is why there must be a focus on 
protecting vulnerable people. The main power that the participant has is to refuse consent. 



Evaluation Plan 

 
    

Informed consent means providing information in a way that is sensitive to the needs of the clients. The 
information will include: 

x Research aims and objectives 
x Details of information being sought 
x How responses will be recorded 
x How findings will be communicated to participants 
x Potential benefits, consequences including risks 
x Reimbursements or incentives for their contributions have been negotiated and agreed to with 

participants that recognise the value of their knowledge and experiences 
x The name of the organisation funding the research 
x An explanation of the voluntary nature of consent Ensuring all participants know they have the right 

to decline or withdraw their involvement in the interviews at any time. 
x The name of the researcher and company they work for.  

Insight will adopt a process of anonymity into the study design so that individual responses cannot be linked 
to a particular individual or organisation. The safeguard of anonymity will help participants feel confident in 
providing truthful feedback. We will also adopt the following ethical safeguards:  

x Participants will be informed about the independence of the evaluator, that taking part in the evaluation is 
voluntary, and they are free to withdraw at any time.  

x Confidentiality: The names and identifying features of individuals will be stripped from the data to ensure 
the privacy of individuals.  

Online Survey 
An online survey will be used to reach SHS providers who are not involved in the pilot. This survey will be 
informed by the qualitative interview responses.  

Analysis 
Interviews will be transcribed. Qualitative interviews will be analysed using NVivo. The CFIR will guide 
thematic analysis. The quantitative results will be analysed using SPSS.  

Dissemination  
1. Briefing on emergent findings and workshop objectives and process 
2. Workshop facilitation 
3. Draft report and presentation 
4. Final report and slides 
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Evaluation Timeline  
The timing of the evaluation activities are aligned to the timeframes for administering the two main data 
collection instruments – the Personal Wellbeing Index (PWI) and the Client Outcomes Survey (COS) – as 
well as the timing of the first SHS-CPO outcome review meeting.  

 

Timing Insight activity 

April to August 
 
Review of 
Outcome 
Data 

review and analysis of monthly and quarterly outcome data reports to inform 
development of evaluation strategies and tools, and to flag any apparent data quality 
issues for resolution.  
 
Desktop analysis of alignment between SHS outcomes and existing frameworks and 
measurement systems in order to inform research questions and deliverables.  
 
Continue review and cumulative analysis of monthly and quarterly outcome data reports 

May – June Evaluation Framework  
Ethical Guidelines 
Development of the Interview Guides for: 

x Clients 
x Case workers 
x Team Leaders 
x Management and FACS CPO 

Including information and consent forms. 
Development of a flier explaining the evaluation interviews for clients, 
 
Pilot interview guides with three providers. 
Incorporate feedback. 

June Evaluation Plan  

June – early 
August 
 
Qualitative 
interviews  
 

Organise and conduct interviews and focus groups at the remaining 16 pilot sites.  
 
Organise and conduct initial interviews with central FACS staff.  
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Researcher’s experience  
Ross Beaton (Director) has experience as a Director of Policy for the NSW Department of Family and 
Community Services (to 2013) in relation to child protection and early intervention and has experience as a 
senior officer in the NSW Department of Premier and Cabinet. His experience of government includes central 
and District level planning and purchasing of services. He led program, policy and system reviews for FACS, 
including reviews which encompassed its disability, housing, child protection and community development 
policies and programs. His experience in DPC projects and in FACS Districts means he has strong experience 
in implementation, monitoring, evaluation and management.  

While within government Ross commissioned and managed independent evaluations, and directly managed 
the design and delivery of internal reviews and evaluations of programs, services and systems. As a 
consultant Ross has led several of the above listed Insight evaluations and reviews.  

Ross’ primary policy and program experience within DPC and FACS has been in the fields of: child protection 
early intervention; whole of government early years’ strategies; whole of government place and population 
strategies with disadvantaged communities, Aboriginal communities and Pacific Island communities; multi-
agency strategies regarding family and domestic violence; people with complex needs; and very vulnerable 

June – early Aug Thematic analysis using NVivo 

July Finalise, launch, promote and administer anonymous online survey.  

August Data analysis of survey using SPSS 
 

19 Aug Prepare, deliver and document a workshop with providers and FACS District and central 
staff and SHS Reference Group (with virtual participation enabled) to: 
x Feedback messages heard and initial findings  
x Test and refine any overall findings, options and recommendations 

September Incorporate insights from workshop.  
Provide draft report and slides to SHS Reference Group by 6 Sept.  
Provide presentation to SHS Reference Group of key findings and recommendations and 
facilitate discussion to obtain strategic feedback by 13 Sept.  
Draft a flier for providing feedback to clients, and key messages for other stakeholders, 
regarding the evaluation process and outcomes.  

27/9 Finalise report and slides for use with stakeholders on basis of feedback received by 27 
Sept.  
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children and young people. Much of this work has involved the development of multiagency and multi-sector 
arrangements for the planning and delivery of services.  

Ross offers extensive experience at senior levels of government in the evaluation and re-design of programs; 
in the development of evidence-based policy and strategy; and in effective implementation. Ross brings to 
these tasks highly valued skills in stakeholder consultation, research, analysis and writing. As a consultant 
Ross has managed complex stakeholder processes as part of program evaluations and policy reviews for 
government and non-government clients, and in the development of implementable strategy and 
recommendations.  

Awards: NSW Premier’s Public Sector Gold Award for Social Justice Initiatives  

Qualifications: Graduate Masters in Public Administration; NSW Public Sector Executive Development 
Program; Results Based Accountability (RBA) Trainer, BA (Hons); Grad. Dip. (Education)  

 

Cathy Stirling has 18 years’ experience as a researcher working on a diverse range of research projects in 
government, non-government and University settings. Cathy has evaluated programs for government and 
non-government organisations, including: parenting programs, residential care, therapeutic care, 
implementation of the NSW Brighter Futures program with Aboriginal and Torres Strait Islander families, 
intensive family support services, an integrated service model for vulnerable families and children, and a 
longitudinal study regarding child care and school entry. 

Cathy has particular expertise in: child protection, early intervention, parenting, trauma, education, 
evidence-based interventions, social exclusion and children’s voices. Cathy’s research skills include 
planning, consultation, designing methodologies, interviewing participants of all ages, focus groups, 
statistical analysis and translating findings into practice. Cathy’s last role focused on supporting 
practitioners to take evidence-based programs into practice using implementation science and knowledge 
translation. 

Cathy has extensive experience interviewing participants across a range of ages and cultures. Cathy’s 
experience and knowledge working with Aboriginal and Torres Strait Islander people includes: 

x Attending two courses on Aboriginal and Torres Strait Islander competence training.  
x Studying Aboriginal and Torres Strait Islander Peoples and the Law 
x Managing an Aboriginal and Torres Strait Islander research project which included interviewing 80 

Aboriginal and Torres Strait Islander participants multiple times to better understand how early 
interventions services meet the needs of Aboriginal and Torres Strait Islander People. 

x Working in collaboration with Aboriginal and Torres Strait Islander staff at a Non-Government 
Agency to build their capacity as Researchers. 

Cathy also has experiencing working with CALD participants including: 

x Evaluating the cultural sensitivity of an outcomes measure for Vietnamese and Arabic speaking 
clients. 

x Researching CALD families understanding of parenting and parenting programs to inform an 
engagement strategy for a non-Government agency.  

Lynnice Church is an Aboriginal woman from the Ngunnawal, Wiradjuri and Kamilaroi Tribes of NSW/ACT. 
Lynnice has extensive experience working in ACT Government across a number of Directorates including 
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Community Services, Justice and Community Safety and Education for over 15 years. Lynnice has 
experience in whole of government initiatives and reforms including a current project on developing an 
Aboriginal and Torres Strait Islander codesign/coproduction forum and network for ACT Government on 
Early Support Initiatives across child protection, justice and education. 

Lynnice has worked in the not for profit sector on Aboriginal and Torres Strait Islander Strategy and 
Engagement. As part of her role Lynnice worked with Regions in the development of Indigenous 
engagement plans aligned with achieving the strategic priorities of the organisation across emergency 
services, volunteering, community programs, justice and place-based community development in Aboriginal 
communities. 

Lynnice is a strong communicator and facilitator, which has enabled her to successfully engage with 
individuals, organisations and community in a range of settings including undertaking research with 
Aboriginal and Torres Strait Islander people and communities across NSW and ACT. 

Kristy Delaney (Senior Consultant) is a researcher and evaluator with more than twenty years of 
experience in delivering high-quality research and evaluation in human services, across government and non-
government sectors. Kristy holds expertise in demographic profiling, indicator and indicative trajectory 
development, systematic review and evaluation of programs, economic impact assessments, large-scale 
quantitative and qualitative surveys, focus groups, structured interviewing, case study development, 
development of results logic diagrams, and statistical analysis.  

She holds a strong understanding of issues affecting regional and remote communities and has facilitated 
training and workforce development opportunities for service managers and direct service workers across 
regional and rural NSW, including the initiation and delivery of the NSW Rural Youth Work Conference. 

Kristy has conducted qualitative consultation processes across NSW to gather input for the NSW Youth Plan 
and NSW Youth Alcohol Action Plan. She has also conducted state wide qualitative research such as the 
NSW Youth Services Census and a rural worker needs assessment for an Alcohol and Other Drugs 
Workforce Project.  

Kristy was instrumental in developing the NSW Community Services Good Practice Guidelines and Service 
Specifications and facilitated a strategic planning process for FACS, which involved 14 focus groups with 240 
participants (clients and youth service workers) across Metro South West and the Inner West region of 
Sydney to inform the development of funding goals and a strategic plan for a regional office of FACS.  

Most recently, Kristy was the Manager of the NSW Aboriginal Affairs Research and Evaluation unit, evaluating 
discrete initiatives and developing population level data sets regarding Indigenous outcomes.  

She has also recently conducted qualitative interviewing and the evaluation of consultations for the ACT 
Government Early Intervention by Design and conducted extensive quantitative data analysis for the ACT 
Community Services Industry Workforce Strategy. 

Kristy has prior experience as a Board member for the NSW Council of Social Service (NCOSS), the 
Grandview Young Women’s Refuge and was appointed to several national data advisory bodies including 
the Australian Bureau of Statistics Expert Advisory Group. 

Qualifications: Kristy is currently undertaking a Master of Research (Evaluation) at Melbourne University. Her 
thesis topic is centred on ethical and culturally appropriate research methods for Aboriginal people. 
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Information Sheet and Consent Form 
 
My name is Cathy Stirling  I work for Insight Consulting as a researcher. I  am inviting you to participate in 
the evaluation of the Outcomes Based Commissioning project.  You were selected because your worker 
trialled a different way of collecting information from you.  
 
What is this about? 
Insight Consulting has been asked to evaluate the Outcomes Based Commissioning Pilot for Family and 
Community Services (FACS). FACS introduced ‘Outcomes Based Commissioning’ to a number of its services, 
including the service you used. This meant that you were asked to complete surveys by your worker. These 
surveys were called the Personal Wellbeing Index and the Client Outcomes Survey. FACS wants to 
understand how the collecting of this information has impacted you or why you have refused to use the 
surveys. I want to talk to you because your voice is critical in helping FACS understand how to improve 
outcomes for clients just like you.` ` ‘ 
. 
What do I have to do? 
If you decide to participate you will be interviewed by me. This will involve answering some questions 
about about your experience with the surveys. There are no right or wrong answers and you can refuse to 
answer any question that makes you feel uncomfortable. 
 
Your participation is voluntary, which means you do not have to take part if you don’t want to. Nothing will 
happen if you decide not to participate. You can also decide to stop participating at any time in the 
interview.  Any services you receive will not be affected by your decision.  
 
You will need to sign a consent form if you decide to participate.  
 
What will happen to the information about me? 
All the answers you provide that identifies you will remain confidential. Insight Consulting is independent 
from both FACS and your service provider. Neither FACS nor your service provider will be given information 
that identifies you.  Only de-identified data, that is information separate from your name or any identifying 
features, will be used to discuss the results. Any information published will not identify you.  
 
Will I be Reimbursed for my time? 
We will be providing you $50.00 in recognition of your knowledge and time to participate in this 
evaluation. Your responses to this evaluation are critical to helping FACS understand whether they are 
collecting the right information from clients.  
 
What support is available to me? 
If you feel sad or need help after you have participated, there are people you can talk to. You can talk to 
your worker or you can contact Lifeline on 131124, 24 hours a day. 



 

 

 
 

Consent Form 
Evaluation of the Outcomes Based Commissioning Pilot 

 

I agree to participate in the Evaluation of the Outcomes Based Commissioning Pilot, conducted by Insight 
Consulting. Cathy Stirling has discussed the evaluation with me. 

I have been provided with a copy of the information sheet and I have read this or have had this read to me. 
I have had the opportunity to ask questions about this evaluation and I have received satisfactory answers. 
I understand the general purposes and methods of this evaluation. 
 
I consent to participate in the evaluation and the following has been explained to me: 
 

x my participation is completely voluntary 
x what I am expected and required to do 
x my right to withdraw from the evaluation at any time without any implications to me 
x that there are no right or wrong answers and I can refuse to answer some of the questions. 
x security and confidentiality of my personal information. 
x the evaluation may not be of direct benefit to me 
x I am able to request a copy of the research findings 

 
 

In addition, I consent to: 
x audio-visual recording of any part of or all research activities. This audio-recording will not be 

provided to FACS or my service provider.  
 
Participant name: ________________________________________________ (please print) 
 
Signature: __________________________________________________________________  
 
Date: _______________________  
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Workers Information and Consent Form for the Evaluation of the SHS 
Outcomes Based Commissioning Pilot 

 
We are inviting you to participate in the evaluation of the Outcomes Based Commissioning 
pilot.  You were selected because your organisation agreed to participate in the pilot of the 
Outcomes Based Commissioning.  
 
About this Evaluation 
Insight Consulting has been asked to evaluate the Outcomes Based Commissioning Pilot for 
Family and Community Services (FACS).  
 
We want to talk to you because your voice is critical in helping FACS understand how 
Outcomes Based Commissioning works in practice and to inform the future roll out of 
Outcomes Based Commissioning across the SSH Sector.  
 ` ‘ 
What your participation involves 
If you decide to participate you will be interviewed by a Senior Consultant working for Insight 
Consulting. This interview will involve answering some questions about your experience using 
the outcome measures. The questions will be based on: 

x the administration of the outcome measures; 
x the implementation of outcome measures, measurement tools and outcome data 

reports in the Client Information Management System (CIMS); 
x the client experience of using the outcome measures. 

 
The interview will take approximately 45 minutes of your time.  
 
Confidentiality of Information  
All the answers you provide that identifies you will remain confidential. Insight Consulting is 
independent. Neither FACS nor your organisation will be given information that identifies 
you.  Only de-identified data, that is information separate from your name or any identifying 
features, will be used to discuss the results. Any information published will not identify you.  
 
Voluntary participation 
 
Participation in this study is voluntary and you do not have to answer all the questions. 
 
 
 
 



Consent Form 
Evaluation of the Outcomes Based Commissioning Pilot 

 

I agree to participate in the Evaluation of the Outcomes Based Commissioning Pilot, 
conducted by Insight Consulting.  

I have been provided with a copy of the information sheet and I have read this. I have had 
the opportunity to ask questions about this evaluation and I have received satisfactory 
answers. I understand the general purposes and methods of this evaluation. 
 
I consent to participate in the evaluation. In addition, I consent to: 

x audio-visual recording of the interview. This audio-recording will not be 
provided to FACS.  

 
Staff name: _____________________________________________________ (please print) 
 
Signature:
___________________________________________________________________________  
 
Date: _______________________  
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