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Quality improvement in healthcare: an action learning
approach
Pauline Joyce

School of Medicine, RCSI University of Medicine and Health Sciences, Dublin Ireland

ABSTRACT
This account of practice discusses how we use action learning (AL)
sets as part of the supervision process for quality improvement (QI)
projects in healthcare. Reflecting on the synergies between QI and
AL reveals that the questioning approach of both links closely with
the Calgary Cambridge Communication model, taught in medicine,
to guide medical interviews. While the Calgary Cambridge
communication model provides the student with a framework in
gathering a patient medical history, action learning helps them
focus their attention on the type of questions they ask, active
listening, and most importantly, reflecting on questions from
their peers on their quality improvement projects. The student
groups in this example are Physician Associates, also known as
Physician Assistants in some countries, and are a new profession,
recently introduced in Ireland. Communication skills might be the
most important skill for healthcare workers to acquire, in order to
ensure good patient outcomes.
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Background

Quality improvement is the focus of senior managers and leaders in healthcare world-
wide. While it rose to the forefront of the public’s attention with the Institute of Medicine’s
(IOM) report (Institute of Medicine & Committee on Quality of Health Care in America
2000), the emphasis on patient safety and quality of care is now central to all standards
of care and accreditation bodies, right across the healthcare sector. The Irish sector is no
exception, with an emphasis on better patient safety, better value healthcare, resulting in
reduced costs per capita, as proposed for the US health system (McCarthy et al. 2021).
Physician Associates (PA) are post-graduate medically trained healthcare professionals,
who are increasingly becoming essential assets to multidisciplinary medical teams world-
wide following their evolution in the US during the 1960s. PAs attain a generalist scope of
practice, and can take medical histories, perform physical examinations, order diagnostic
investigations, make clinical diagnoses, formulate treatment regimens as well as assisting
in surgical procedures. In Ireland, the first cohort of PAs graduated in 2017 (Joyce et al.
2019) with only 50 graduates to date in the country.

© 2022 The Author(s). Published by Informa UK Limited, trading as Taylor & Francis Group
This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial-NoDerivatives License
(http://creativecommons.org/licenses/by-nc-nd/4.0/), which permits non-commercial re-use, distribution, and reproduction in any
medium, provided the original work is properly cited, and is not altered, transformed, or built upon in any way.

CONTACT Pauline Joyce pjoyce@rcsi.ie

ACTION LEARNING: RESEARCH AND PRACTICE
2022, VOL. 19, NO. 3, 275–282
https://doi.org/10.1080/14767333.2022.2091515

http://crossmark.crossref.org/dialog/?doi=10.1080/14767333.2022.2091515&domain=pdf&date_stamp=2022-11-25
http://orcid.org/0000-0002-6220-9753
http://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:pjoyce@rcsi.ie
http://www.tandfonline.com


Due to the fast-paced nature of theMaster’s in Physician Associate Studies, completing an
eight-month didactic curriculum on medicine, together with fulfilling 2000 hours in clinical
practice, students take their quality improvement projects to the planning stage only.
However, all projects are registered under the clinical governance of the teaching hospital
chosen, so that the other team members can progress the plan to implementation stage.
The action learning process fits well with the Calgary Cambridge model of communication
(Kurtz and Silverman 1996), introduced to students in the early part of their programme.

Action learning in healthcare has progressed on greatly since the work of Revans with
the National Health Service in the 1960s (Brook 2010). According to Mathews et al.
(2017), hospitals frequently have processes in place to reflect on quality and safety issues
but rarely have a dedicated infrastructure in place to take decisive action and integrate
lessons learned, back into the organisation or group. However, in modern healthcare
systems, clinical audit is an essential tool for improving patient care, and falls under the
clinical governance pillar of quality and safety in Ireland. While in some countries clinical
audit is mandatory, Ireland lags behind in terms of national support and legislative protec-
tion. However, there has been growing support for clinical audit in Ireland in recent years
(HSE 2019). As part of continuing medical education, all doctors in Ireland are obliged to
carry out a clinical audit each year. This obligation helps to get buy-in from them to
support the PA students in carrying out quality improvement project plans with audit as
the starting point of such projects. This paper describes how AL was used to support stu-
dents in their QI journey, revealing that the questioning approach of both links closely with
the Calgary Cambridge Communication model, which is taught in medicine.

Quality improvement projects

Many PA programmes do not include QI in their curricula even though it is recognised as
an important skillset for PAs, and has emerged as a leadership and career track for them.
Nearly one-third of programmes do not have QI in their curricula (Berkowitz et al. 2019).
Reasons vary from lack of expertise to teach QI to lack of time for the topic (Berkowitz et al.
2014). Yet, Kindratt and Orcutt (2017) found that following QI teaching in a PA pro-
gramme, one-fifth of the students self-selected to participate in department-wide QI pro-
jects. According to Batalden and Davidoff (2007) learning QI and carrying out QI are both
special forms of experiential learning.

As part of this PA programme, students are required to carry out a QI project plan using
the Lean Six Sigma framework, DMAIC. This framework works on the belief of the whole
being greater than the sum of the parts, so that the waste-elimination approach of Lean
along with the defect-free approach of Six Sigma together accelerate the improvement
process (Improta et al. 2019). The focus of the projects is on changing the process of
how patient care is delivered so that the emphasis is on the patient journey as the starting
point of each topic (Gualandi et al. 2019). Examples of topics, chosen by the students
clearly focus on access and patient flow (Table 1). The main challenges in healthcare in
Ireland centre on accessing the health system.

Students are required to include a consultant doctor as their sponsor for their project
plan. The consultant, any of the team members, or the student, can recommend the
quality initiative. Once the student completes a clinical rotation on a service, which
they feel could benefit from a quality initiative; they negotiate the topic with the team,
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including their sponsor. The benefits for PAs engaging in projects, which require them to
communicate with as many members of the multidisciplinary team as possible, include
the communication of this new role in the organisation and the opportunity to integrate
the role into the team. Part of the project entails the student carrying out a stakeholder
analysis. This exercise requires them to ask questions about individual team roles and to
figure out how much power and influence each member night have in progressing their
QI project plan. In essence, students use their leadership skills in working through the
project steps. Within the PA programme, students undertake a number of self-develop-
ment surveys in an effort to highlight where they can focus on personal development
as they prepare to join a new profession. Reflecting and asking questions are features
of this self-development so that students are prepared to use AL for their QI projects at
the end of year one and throughout year two.

Connecting quality improvement with the action learning process

Edmonstone (2014) suggests that balancing support and challenge, in addition to action
and reflection, remain at the heart of successful action learning sets (ALS). The focus of the
QI project assigned to the PA students is on the improvement of a process with a cost-
neutral solution. The biggest challenge PA students have encountered over the years
with the QI projects is the sponsor presenting them with a solution without exploring
the steps in the process being investigated. According to Edmonstone (2014), this
approach may be what Revans labelled as puzzles rather than problems, having a top-
down approach. For example, one project focused on reducing the number of patients
unnecessarily attending an endocrine clinic, subsequently causing increased wait times
for other patients needing to attend. On being presented with this topic by the consultant
the student was advised that the results of a particular test should be reviewed by the
consultant before deciding on whether or not a face-to-face visit to the hospital clinic
was needed. The solution was already decided. According to Revans, problems are
complex, with uncertainty and ambiguity about how improvements might be made
(Pedler and Trehan 2008). Depending on one member of staff to review results is not sus-
tainable during holiday periods or unforeseen absences. Starting with a solution, such as
this example, can then colour the whole approach to the project without taking an open-
minded questioning approach. It was only through the ALS meetings that these issues
were highlighted. The use of open questions, reflecting, and asking more questions
about the process in the clinical site allowed the student to uncover other issues.
These included the need to set up an alert system when particular test results were avail-
able. Data analysis showed that test results were generally available sooner than expected
but were not reviewed in a timely manner unless a healthcare professional checked for

Table 1. Sample QI projects.
Sample QI Projects

Improving access to the Endocrine Clinic in a teaching hospital for patients with thyroid dysfunction
Improving patient flow through an outpatient breast clinic
Improving referrals between the Emergency Department and the Out-Patient Orthopaedic Clinic
Improving the discharge process of neurosurgical patients
Reducing the waiting times in a vascular outpatient clinic
Improve the patient’s journey from the ED to admission, for patients diagnosed with hip fractures.
Improving the GP referral process to a varicose veins clinic
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these results. In addition, document analysis of the patient charts showed that there was a
mix of recent results being filed at the front of the relevant section, while other charts had
the older results filed at the front of this section.

While active listening is at the core of the AL process, this skill is generally under-esti-
mated by students undertaking QI projects. This has been noted when students are ques-
tioned about their understanding of the process being investigated. Their agreed follow-
up steps at their ALS meeting very often involve them reverting to the multidisciplinary
team to ask many more questions before their can map out a patient flow chart. This
questioning will help them get to the root cause of the issue being investigated for
improvement. By documenting all questions addressed to them at their ALS they can
follow-up with responses to these at the next set meeting. Part of the QI project write-
up requires the student to reflect on their learning of the QI process and the ALS. Inevi-
tably, members of the healthcare team will propose a solution to the QI problem so the
challenge for the student is to communicate the importance of letting the data reveal the
root cause of the problem. Avoiding judgements on the current process is an important
task for the PA student, who is new to healthcare, and is entering a new profession in
Ireland. How the student deals with QI and the topic chosen will help them develop
their social identity within healthcare, requiring them to draw on their communication
and leadership skills. Gaining the trust of ALS members is a transferable skill, which PA
students can use in the healthcare setting with the multidisciplinary team as they pro-
gress their QI project. While building trust may take a few sessions, once established it
is difficult to interrupt (Joyce 2012). Finally, the personal development of the PA
student in this inside-out process (Edmonstone 2014) will help the student understand
where they have come from, where they are, and how they might balance action and
reflection, support and challenge. In the absence of an electronic health record system,
this will remain a problem unless some protocol is agreed for a consistent method of
filing results. In examining the synergies between AL and QI, Table 1 highlights the key
characteristics of both (Table 2).

While moving from face-to-face ALS to virtual ALS was a challenge during the pan-
demic, the use of breakout rooms in Blackboard Collaborate, the online platform,
worked well. Although virtual action learning (VAL) has been reported in the literature
since the 1990s (Gray 2001; Dickenson, Burgoyne, and Pedler 2010), the pandemic
forced some of us to develop competencies with this format, having not tried it pre-
viously. Although the Blackboard Collaborate platform was new for students we had
quickly trained them up to use the system, including breakout rooms. Some of the
groups had already started ALS face-to-face and saw the benefits of the meetings

Table 2. Synergies between AL and QI.
Characteristics AL QI

Active Listening – taking note of questions to ask about the process √ √
Questioning – interrogating the root cause of the issue with open questions √ √
Note taking – documenting all questions asked about the process discussed √ √
Reflecting – making time to reflect on ALS meetings as soon as possible after they occur √ √
Solution – avoid proposing a solution, data should point to where the focus should be. √ √
Judgement –avoid making judgements on the current process, continue with questions √ √
Trust – set ground rules so that there is trust among members of the team/set √ √
Inside-out process – focus on the holistic development of the person √ √
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(Edmonstone 2015). With the increased use of telemedicine during the pandemic the VAL
format was seen to give the students the experience of asking questions online, in readi-
ness for virtual patient consultations. However, one study (Sorensen et al. 2020) showed
that preferences for virtual visits decreased with increasing complexity of the surgical
intervention, even during the pandemic, and most respondents believed that establishing
trust was best accomplished in person. In addition, the majority of patients believed it was
important to meet their surgeons in person, before the day of surgery.

While the challenges of VAL include the willingness of the educator to give it a try
(Willis, Prass, and Karstadt 2017) I found that, as a facilitator, working with small groups
of students, my presence in the breakout room did seem to hinder the AL process. This
may have been that my presence seemed closer online, than being in a physical room
where I try to keep a distance from the ALS, while still hearing the questioning
approach used as well as noting the active listening, note taking, etc.

Discussion

At the heart of AL and the process of QI is communication, a universally recognised, essen-
tial skill for medicine. Communication skills training in the past, was generally gained from
the clinical experience of practicing doctors in their encounters with patients (Kurtz and
Silverman 1996). According to Kurtz et al. (2003), medical students confront two different
models of the medical interview; a communication model dealing with the process of the
interview, and the traditional medical history, dealing with the content of the interview.
The authors developed their Calgary Cambridge model further to more closely align the
medical interview with the structure and process skills used in communication skills train-
ing (Figure 1). Furthermore, the patient’s perspective of their illness was added to the
medical history so as not to focus entirely on the biomedical model of disease. Studies
of patient satisfaction and adherence to treatment confirm the need for a broader view

Figure 1. Calgary Cambridge Model amended (Kurtz et al., 2003).
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of history taking that encompasses content from the patient’s life-world, as well as the
doctor’s more limited biological perspective (Noordman et al. 2019; Buawangpong
et al. 2020; Steinmair et al. 2022).

I believe that the Calgary Cambridge model closely aligns with AL in providing
structure and building relations with team members. When initiating the session and
establishing rapport, ground rules are generally agreed which include protected time
to present the problem, no interruptions and no judgements (Figure 1). These
ground rules, while not explicit in the patient consultation are important for establish-
ing trust in the communication event. This format fits ALand medical consultations. It
necessitates active listening; requiring doctors to remove distractions, observing non-
verbal communication feeding back what they have understood, and providing a
safe environment. Exploring the problem further will require detailed background
information and context. For PAs, context provides a holistic assessment to include
social and family history. For AL and QI projects, context will help get to the root
cause of the problem as the emphasis is on the process flow of the problem being
investigated.

Reflections and conclusion

While AL was set up as a teaching/learning method to provide supervision for PA stu-
dents undertaking QI projects, it undoubtedly reinforces communication skills training
which the students commenced at the beginning of their programme. It was only on
close inspection of the AL process in the context of transferable skills for the student’s
role as a PA did the connections between AL and communication skills training, using
the Calgary Cambridge model come to light. In setting out on this journey, the syner-
gies between AL and QI were forefront in my mind but now the synergies between all
three seem obvious. Whether the consultation is for medical reasons or to work on a
QI project a key requirement is trust. Taking time to establish rapport and develop
trust is paramount whether the communication involves a medical decision or a QI
process issue. While trust can be regarded as a pre-requisite for success in putting
ideas forward in ALS (Olsson et al. 2010) so too is trust a core foundation of taking
a patient-centred approach in medical consultations, increasing the likelihood of
patient willingness to follow treatment plans (Brand and van Dulmen 2017). While tra-
ditional hierarchies and structures in healthcare continue to create barriers to effective
interprofessional collaboration, early experiences with other healthcare professions can
help breakdown these barriers (Arnold et al. 2020). Using ALin medicine can further
re-enforce the importance of communication skills training with open questions,
reflection, non-judgemental approach and taking one’s time to reach a solution/diag-
nosis. Due to new insights gained I now use the Calgary Cambridge model of com-
munication as my starting point to introduce action learning, connecting with a
framework which students are already familiar with, therefore scaffolding their
learning.
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