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Abstract
Background: A practice development project was undertaken with nurses from acute, older persons, 
primary care and rehabilitation services across two counties in the north east of the Republic of Ireland 
over a 12-month period in 2018-19. For acute hospital patients aged over 65 years, the average length 
of stay in 2017 was 44.44 days; for medical patients it was 55.69 days. The average length of stay on 
the pre-discharge unit was 36.5 days, after which 54% of patients transferred to nursing homes, 14% 
to rehabilitation services and 18% to home.
Aims and objectives: The objectives were to provide a more person-centred, integrated approach to 
care across the services, to facilitate patient and family involvement in care planning  and to understand 
why so few patients transferred home, with the aims of reducing lengths of stay in the acute hospital 
and increasing the number of patients going home. 
Methods: Person-centred and Lean Six Sigma approaches were combined. Lean Six Sigma provided the 
framework for data collection, analysis, planning and scheduling, while engagement within the team 
and with other colleagues, patients and their families was underpinned by person-centred principles.
Results: The project resulted in an average reduction in length of stay on the pre-discharge unit of 16 
days. More than 47% of patients are now being discharged home compared with 18% in 2017. 
Conclusion: A combination of Lean Six Sigma and person-centred approaches was used to shift from the 
status quo  and transform care by implementing process changes that promoted better communication 
and facilitated a smoother transition for patients through the services. This combination was effective 
in promoting a culture that supports patients and their families to determine and achieve their 
preferred health outcomes. 
Implications for practice: 

•  Understanding culture and context within healthcare organisations is an essential part of 
practice development, especially in cross-service initiatives

• Creating a shared vision across all services that puts the patient at the centre of care supports 
patients and families to choose and achieve their care preferences

• Lean Six Sigma and person-centredness can be used in combination to design person-centred 
improvements that benefit staff, patients and their families 

Keywords: Person-centred approach, older person’s care journey, integrated care, Lean Six Sigma, 
collaborative practice, discharge planning
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Introduction
In Ireland, the overriding objective of the National Clinical Programme for Older People (NCPOP) is to 
facilitate the older citizen to lead an independent life in their community. To this end, the programme 
has prioritised the use of evidence-based multidisciplinary care and continuing education to ensure 
all staff members caring for older people have the appropriate skills and competencies to deliver 
quality-assured services (Republic of Ireland Health Service Executive, 2012, 2016). As part of the 
HSE’s Programme for Health Service Improvement, the Integrated Care Pathway for Older People 
(2016) identified the need for a multifaceted approach to integrated care, including the recognition 
and management of frailty in day care and acute hospitals, and access to rehabilitation and integrated 
care teams for older people with complex needs in the community. Aligned with the integrated care 
pathway, we undertook a practice development project with nursing staff from four services – acute, 
older persons, primary care and rehabilitation – across two counties in the north east of the Republic 
of Ireland in 2018-19. Its objectives were to provide a more person-centred, integrated approach to 
care across the system and to facilitate patient and family involvement in the planning of care. We 
wanted to improve the experience of patients and their families and to understand why so few patients 
transferred home. The overall aim was to establish the conditions necessary to enable patients and 
their families to receive care in an appropriate setting of their choice, reducing length of stay in acute 
hospitals and increasing the number of patients going home. 

The person-centred principle of collaborative, inclusive and participative (CIP) ways of working 
(Manley et al., 2014; Dewing and McCormack, 2015) underpinned the approach to this project. The 
working group comprised nursing staff from all four services and the use of key practice development 
principles enabled us to appreciate and work with the culture and context in each of the four. The 
effectiveness of workplace cultures is an issue that has been highlighted in the literature (Manley et 
al., 2019; Manley and Jackson, 2020). Manley and colleagues (2011) identified five features of effective 
healthcare workplace cultures:

1. Specific values shared in the workplace 
2. All values are realised in practice 
3.  Adaptability, innovation and creativity maintain workforce effectiveness
4.  Appropriate change is driven by the needs of patients, services users and communities 

The creation of a person-centred healthcare system, a system without entrenched silos, is a challenging 
prospect. Within healthcare there is a tendency to maintain the status quo, which can result in inward-
looking organisations where the potential for improvement is seen solely through the lens of current 
ways of thinking and working. The system is founded on a 20th-century model that creates unnecessary 
complexity, confusing matrix structures, information overload and ever-increasing silos. Mintzberg 
(2018) advocates the need to reorganise our heads rather than our institutions. In doing so, we need 
to think differently about systems and strategies, sectors and scale, measurement and management, 
leadership and organisation, competition and collaboration. There is a real need for communities to 
work together, within healthcare institutions and across them, to deliver quantity, quality and equity 
simultaneously. Such thinking is reflected in the work of this project.

The challenge for health services today stems not from management as such but rather from a form 
of remote-control management that is detached from the operations yet determined to govern them 
(Manley et al., 2016). The impact of such arrangements on those who work in the system and on those 
served by it is well known. Senior executives can become overburdened by unmanageable complexity, 
frontline workers feel vulnerable and neglected by authority figures whom they see as insensitive to 
the requirements of their jobs, and middle managers feel pulled in opposing directions. Service users 
experience a system that is insufficiently responsive to their needs, leading to a service that falls short 
of their legitimate expectations (Oshry, 2007). Each of these agents, however, may fail to perceive their 
own part in maintaining the status quo and overlook other ways of being, thinking and doing; without 
recognising this, they are engaged in patterns of behaviour that Oshry (2007) refers to as the ‘dance 
of the blind reflex’.
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For this project we were fortunate to work with a team of nurses who had either previously completed 
some practice development work or were aware of the concepts and principles of person-centredness 
and open to collaborative working based on them. Practice development programmes have been 
shown to be effective in enabling nursing teams to explore person-centred concepts within their own 
practice areas, with a view to improving care delivery (McCance et al., 2013). The project required 
significant understanding of, and reflection on, the current patient journey from primary to acute 
care, and on to rehabilitation, older persons services and subsequently to home and long-term care. 
This echoes Oshry’s (2018) position that to understand the entire system, it is necessary to adopt the 
position of a participant observer who can stand apart from the whole system and observe it anew.  

The project team was convened in July 2018 to examine current ways of working from staff and patient 
perspectives, and to seek to understand why patients who might want to go home did not do so, and 
instead had lengthy stays in the acute hospital. We used Guba and Lincoln’s (1989) fourth-generation 
evaluation tool to reflect on our claims, concerns and issues, to examine our own thoughts and 
experiences of the patient journey and to formulate our aims and objectives. It emerged that, in our 
experience, the responsibility for care delivery was considered to rest completely with the healthcare 
provider and not at all with patients and their families. This was experienced by all team members as 
impacting on the culture of care across the various services. It was seen by staff as disempowering 
for patients and families, impeding the movement of patients through the care journey in the acute 
hospital, and extending their stay in often-inappropriate settings. The current system was adding to 
delays in accessing both diagnostics and support in the community. Above all, the status quo was 
impacting adversely on patients’ choice and autonomy. 

Aims and objectives
The aims of the project were to:

•  Provide a more person-centred, integrated approach to care 
•  Facilitate patient and family involvement in the planning of care 
•  Understand why so few patients transferred home in a timely way 
•  Enable a patient-focused healthcare journey
•  Improve patients’ experience of their journey

 
Although four services were involved, we collectively decided to focus on acute services to reduce 
hospital admissions and bring care closer to the person’s home.

Improved communication within and among services, and with patients and their families, was 
a necessary condition to achieve the goal of providing care in an appropriate setting of choice for 
patients. The project’s objectives were to:

•  Support the active involvement of patients and families in informed decision making from the 
outset

• Support staff in discharge planning and decision making
•  Support patients to go home if they wished to do so
• Reduce patients’ length of stay in the acute hospital

Methods
We used a combination of person-centred and Lean Six Sigma methodologies. The principles of person-
centredness, adopted throughout the project, ensured that the entire team recognised the following 
aspects of person-centred planning of care:

• It starts with the person’s perspective on his or her life
• It entails a creative approach that asks what is possible, rather than assuming common 

understandings and limiting itself to what is available
• It takes into consideration all the resources available to the person 
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In healthcare systems, Lean Six Sigma facilitates change within a continuous improvement cycle that 
requires engagement with all relevant care givers and recipients to design care processes that enable 
staff to flourish in their work environments and patients’ experiences and outcomes to be positive. It 
was adopted for the project because it has been shown to have synergies with person-centredness 
(Teeling, Dewing and Baldie, 2020), facilitating process and quality improvement while promoting 
patient and staff empowerment (Ryan et al., 2019; Teeling et al., 2019; Connolly et al., 2020). Lean 
Six Sigma offers a way to respond to challenges, not through seeking more resources or restricting 
activity and services, but by collaborating with all grades of staff to improve the way work is done 
(Laureani et al., 2013). There is little research on the combined use of Lean Six Sigma and person-
centred methodologies. However, recent research has identified that, in healthcare settings, they can 
be synergistic in many ways, including in seeking the participation of all people involved in delivery and 
receipt of care (Teeling, Dewing and Baldie, 2020). Lean Six Sigma provided the framework for data 
collection, analysis, planning and scheduling for this project, and person-centred principles were used 
to engage with the team, wider stakeholders, patients and their families. A project plan was agreed 
and the project team established. 

The project included seven stages:
1. Reviewing current processes nationally
2. Understanding reasons for admission to hospital
3. Examining lengths of stay
4. Determining patients’ discharge destinations
5. Process mapping
6. Chart review
7. Patient and staff feedback

Each stage is discussed in turn below. 

1. Reviewing current processes nationally
In the past decade, the issue of choice and consumer involvement has become increasingly important 
in the planning of older persons’ services. In Ireland, the advent of the Home Care Package scheme 
has introduced some opportunity for older people to exercise choice in respect of home care services, 
although cutbacks often limit these choices. A decision to admit to a nursing home is a major life event 
for patients and their families, and making that decision at a time of acute illness is not ideal. The 
reality for some families who think they can cope is suddenly finding they no longer can. Following 
their episode of acute care in this region, there are currently six pathways for patients:

1.  Home 
2. Transitional care in a pre-discharge unit in an acute hospital while waiting for nursing home 

admission to be finalised
3.  Rehabilitation 
4. Convalescence
5.  Nursing home
6. Hospice

Our collective experience was that the current process for patients and their families was neither 
person-centred nor inclusive, and a concerted effort was required by all involved to unravel and 
develop an approach based on person-centred principles. 

2. Understanding reasons for admission to hospital
Identifying the main reasons for admission was important in understanding the cohort of patients 
attending the acute hospital. We collected data for the previous year (2017) on reasons for admission 
for the population of the two counties. Similarly to other acute hospitals across the Republic of Ireland, 
these were predominately cardiac and respiratory disorders, and infections. 
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3. Examining lengths of stay
We collected data for 2015-17 on the average length of stay for patients aged over 65 years in the 
acute hospital. In 2017, this was 44.44 days overall, with medical patients remaining in hospital for an 
average of 55.69 days.

4. Determining patients’ discharge destination
We collected and analysed data from a pre-discharge unit opened in the acute hospital in 2015 to 
support patients transitioning to long-term care. In 2017, the average length of stay on the unit was 
36.5 days, with 54% of patients (n=115) being transferred to nursing homes, 18% (n= 38) home and 
14% (n= 30) to rehabilitation services. 

5. Process mapping
A Lean process mapping tool (Figure 1) was used to map out the different patient journeys identified. 
It provides a visual overview of the different parts of the patient journey and of who was responsible 
for communicating and supporting patients and their families at each stage. It became apparent that 
there was a blurring of roles between public health liaison nursing, ward staff and the discharge team. 
We were aware that lack of role clarity could lead to tension and conflict between workers (Boyd et 
al., 2009). 

6. Chart review
We reviewed a sample of available patient charts (n=20) for those clinically discharged but awaiting 
long-term care and admitted to the pre-discharge unit. The chart review showed a fragmented approach 
to discharge planning, poor engagement with families and a lack of role clarity around the discharge 
process. We captured these findings in a value stream map (Figure 2). This is a Lean technique used 
to visualise, document, analyse and improve the flow of information or materials required to improve 
service for customers (Jackson, 2017); in this case our customers were our patients and their families.

7. Patient and staff feedback
A joint survey of patients, their families and staff conducted over a week in July 2018 received 33 
responses (16 from patients and their families and 17 from multidisciplinary staff who were rostered 
during the period). The feedback predominantly focused on experiences while awaiting discharge and 
largely reported a lack of meaningful activity for patients during their time on the pre-discharge unit. 
Both patients and staff suggested more walks, games, and music therapy (Table 1). An additional need 
identified when listening to staff was that they felt they needed greater support and more education 
and training in the care of vulnerable patients with dementia. As well as further training for staff, ideas 
explored included the introduction of rummage boxes and a ‘my story’ booklet.
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Notes
*Under Ireland’s Fair Deal Scheme (HSE, 2009), for a patient in hospital who no longer needs acute care, a 
charge can be made for long-term care in that hospital
**Some patients may need to go to transitional or step-down care while awaiting availability of long-term care
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Figure 2: Value stream map of acute hospital patient journey
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Table 1: Themes from the survey

Themes that emerged Number of people who 
identified theme

Walks or outdoor activity 33

Interactive games (for example, board 
games, charades, card games)

28

Music sessions 26

Mass 22

Arts and craft sessions 20

Use of old photos and memorabilia 17

Cooking demonstrations 10

Books, a book trolley 9

Quiz night 2

Further team meetings gave us the time to reflect on all the quantitative and qualitative data collected, 
together with the process and value stream maps. The following seven key issues emerged from our 
reflections:

•  Essential lifestyle planning needs to be better supported in primary care. In 2017, at least 40% of 
patients were given the opportunity to plan their care through primary care services. However, 
many patients and their families do not engage proactively, preferring to wait until admission to 
the acute hospital

• Better communication is needed with patients and families around nursing home funding 
arrangements

•  Patients and families require more clarity about the roles of various professionals and whom 
they can talk to at each stage of their care journey 

• More education and training for staff in the care of vulnerable older people is needed 
• Communication between services needs to be improved
•  Older persons services require more beds so that patients have adequate time to recuperate 

and make informed decisions regarding future needs and wishes
•  Discharge policies in the acute hospital need to be updated 

We used Rolfe and colleagues’ (2001) model of reflection to structure our approach to change:

What? Our data indicated that staff, patients and their families all identified problems with the current 
processes for navigating care transitions among services.

So what? Current problems stem from a process that is not fully person-centred, with care decisions 
predominantly seen as the responsibility of the staff. 

Now what? Our data can be used to brainstorm solutions collaboratively, in order to redesign the 
current process to facilitate patient and family involvement in the planning of their care. This would 
be with a view to reducing length of stay in the acute hospital and increasing the number of patients 
able to go home.

We made use of sticky notes and creative materials to form affinity maps (Ulrich, 2003) that helped 
to organise outputs from our brainstorming session. Constructing an affinity map is a creative process 
that facilitates the expression of ideas. It enabled us to represent solutions visually and to decide 
which team members would work on which solutions. The nurses involved acknowledged that, in 
their experience, the pace of work of the acute setting does not lend itself to a truly holistic approach 
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to care. They identified a need for a more appropriate pathway to ensure older people have time to 
recover and make informed decisions about their care preferences.

Solutions and results
The primary output from our collaborative brainstorming and discussion was an agreed list of solutions 
to facilitate enhanced communication between staff, patients and their families. These solutions were 
designed with the intention of meeting our goals of improving the patient journey, reducing the time 
spent in the acute hospital and enabling more patients to return home after their episode of care. 
These solutions are presented below following the seven themes from the survey.

1. Essential lifestyle planning to be better supported in primary care 
In November 2018, the public health nursing team began implementing the Irish Hospice Foundation’s 
Think Ahead document (2015). It supports patient choice around care preferences and recommends 
one person be identified who knows a patient’s choices and will advocate for them. This helps 
encourage open communication within families for the often-difficult conversations needed to assist 
patients in making choices and retaining control of their care planning. The project team supported 
the implementation of this across GP and community networks by creating awareness posters. The 
initiative is nurturing a real opportunity for individuals to communicate their wishes and preferences. 

At the same time, the public health nursing liaison team in the acute hospital designed and 
implemented a new ‘transfer of care’ form to aid the process of referral back to primary care services. 
This has reduced the need for follow-up phone calls between services. Community multidisciplinary 
team meetings are more integrated and there is greater collaboration with patients and their families 
for care planning in the community. In addition, a weekly palliative care meeting has been established 
in the hospital to help ensure the wishes of patients who prefer to die at home are honoured.

2. Better communication with patients and families around the nursing home funding arrangements
In September 2018, in collaboration with the acute services, the public health nursing team designed a 
patient information pack that clearly explains the nursing home funding process and provides relevant 
contact numbers. The pack also contains details on local nursing homes, guidelines on choosing a  
nursing home, information and advice on long-term and transitional care, and ‘think ahead’ 
documentation. 
 
3. Role clarity 
The identification by the project team of more clearly defined roles at each stage of a patient’s journey 
resulted in a more proactive approach to supporting patients and a more person-centred approach to 
care. This role definition included ensuring patients and their families were aware that the:

• Public health liaison nurse would provide information and support regarding long-term care 
planning options and process

• Ward nurse manager would support the patient and their family through family meetings to 
design their individual long-term care plan

• Delayed discharge team was available to support the patient and family in the case of more 
complex care requirements

Patients and families are now more actively involved in their care planning and know whom they need 
to communicate with, and when, regarding their preferences. In February 2019, the project team 
applied for and was granted funding for a new role from the HSE Nursing and Midwifery Planning and 
Development Unit’s innovation funding stream. This was used to appoint a clinical nurse specialist in 
frail elderly care to work in the emergency department of the acute hospital. The role works to help 
ensure frail elderly patients are linked to appropriate services in a timely manner, alongside the other 
older person service roles, including existing advanced nurse practitioners.
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4. Education and training for staff 
The project sought additional education and training for staff in the care of vulnerable older people 
and, following consultation and agreement with the director of the regional Centre for Nursing and 
Midwifery Education, an education programme started in November 2019, focusing on understanding 
dementia, managing behaviours and meaningful activities. No additional funding was required. 
 
5. Improved communication among services 
The establishment of a project team representing all four services has resulted in a collaborative 
approach to finding solutions that has enhanced communication within and between acute, primary 
care, rehabilitation and older persons’ services. This has meant smoother transition for patients 
among the services and, from the acute hospital perspective, an improvement in patient and family 
engagement. 
 
6. More beds in older persons’ services to afford patients adequate time to recuperate and make 
informed decisions regarding future needs and wishes
An existing 32-bed facility on the hospital campus was functioning as a long-term care facility for older 
people. Its manager, a member of the project team, recognised the potential for the redesignation of 
some of these beds for transitional care. The data gathered by the project team on length of stay in 
the acute hospital proved instrumental in making a case for this. Between September and December 
2019, 16 of the 32 beds were converted to transitional-care beds, providing the capacity for patients 
to recuperate and recover, and the time and space to make informed decisions about their long-term 
care preferences. The facility also offers the option of direct admission from primary care for an older 
person who needs assessment, and also accepts palliative care patients from the acute hospital and 
from primary care services who would otherwise have remained in the acute hospital. Given the time to 
make decisions, more than 30% of patients who initially opted for long-term care subsequently chose 
to go home with support. The success of the unit led to all 32 beds being allocated as transitional-care 
beds from March 2020. 
 
7. Implementation of an up-to-date discharge policy 
A new discharge policy for the hospital was written and is awaiting final medical governance committee 
approval for implementation across the acute and rehabilitation services. 

In terms of overall impact on the patient journey, the project has enhanced communication and 
engagement with patients, their families and colleagues. This has brought a greater understanding of 
people’s needs and a more seamless transition of patients among the four services. This collaborative 
practice development work has led to:

• A 41% reduction in average length of stay of medical patients on the pre-discharge unit, from 
40.64 days in 2017 to 23.97 days in 2019 

• A 13% reduction in average length of stay for patients over 65 years admitted to the acute 
hospital, from 55.10 days in 2017 to 48.09 days in 2019 

• An increase in patients being discharged home from the pre-discharge unit, from 18% in 2017 
to 47% in 2019

Discussion
To change practice successfully, we need to understand and take account of how that practice 
developed over time. Organisational culture is the pattern of shared basic assumptions, invented, 
discovered or developed by a given group as it learns to cope with its problems of external adaptation 
and internal integration. Over time, this pattern is accepted as working well enough to be considered 
valid and legitimate. Therefore, new members come to see it as the correct way to perceive, think and 
feel in given situations (Schein, 1985). Particular identities and loyalties are forged and become highly 
valued and entrenched. 
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This project provided the time for participants to reflect deeply on the current patient journey from 
hospital to rehabilitation to older persons’ services and home. It created a safe space to examine 
professional roles, practices and values, and to pose difficult and even disturbing questions around 
ingrained and hitherto unexamined ways of thinking and doing. It allowed participants to consider 
whether there could be better pathways for patients, how communication might be improved within 
services and with patients and families, and how patients can transition across services in a more 
person-centred manner. All the while, participants had to consider the impact of their own ways of 
thinking and working on internal integration, adaptation to external policy and strategy and, most 
importantly, on the needs and expectations of patients and families.

Asking and addressing such questions raises important issues around identity, loyalty and values; 
this may give rise to conflict and instability because these are adaptive issues that entail upending 
deep and entrenched norms (Heifetz and Linsky, 2002). Ultimately, all those involved must come 
to recognise their contribution to the problem before they can engage in devising and delivering a 
solution. This applies equally to those leading, managing and delivering care (Oshry, 2007, 2018). This 
project engaged participants from different services and at different levels and enabled them to work 
together to identify underlying problems and develop solutions. This required courage and persistence 
in facilitating innovation first from within. When innovation enables strategic and policy imperatives 
to be realised, the chances of enlisting support and additional resources increase, as this project 
demonstrated. Challenging existing practices is disruptive but person-centred approaches allow new 
ways of working to emerge. For this project, co-designing new ways of working resulted in a more 
person-centred, integrated approach to care across the services and facilitated patient and family 
involvement in the planning of care. This reduced length of stay in the acute hospital and increased 
the number of patients able to go home. 

Conclusion
Over time, silos emerge in organisations and become invisible to those working in them even as they 
are constrained by their effects (Oshry, 2007, 2018). It is difficult for patients and their families to 
find their way in and out of these silos and, in many cases, a crisis results in a response from one silo 
that may not reflect a patient’s true wishes. This project has contributed to the breaking down of 
some traditional boundaries, by critically examining the journey for patients and empowering them to 
reflect and plan their care.

This initiative supports the HSE’s strategic objective to create an integrated system of care. 
Understanding the cultures of the different services was an essential part of this project, as was a clear 
grasp of how roles, practices and perceptions impact on the patient journey. The group learned to 
recognise and to let go of the ‘dance of the blind reflex’ (Oshry, 2007) and realise the power of choice 
for themselves, and for patients and their families. 

Healthcare faces formidable challenges globally. Its delivery is constrained by inefficiencies of service 
models, workforce limits and the need for capital investment in critical infrastructure (Herzlinger, 
2018). However, service delivery is also constrained when employees cannot bring their whole selves 
to work, are disconnected from one another and from their professional purpose (Laloux, 2016) and 
when they cannot use their knowledge and skills to make a difference to patients’ experience of care. 
This project mobilised people who were sufficiently able, willing and knowledgeable to make change 
happen on top of their day-to-day challenges (Stigter and Cooper, 2015). This team of nurses managed 
to shift the status quo and implement changes to promote better communication and facilitate a 
smoother journey for patients through their services. Placing patients at the centre of healthcare 
planning promotes a culture that facilitates them to determine and achieve their preferred health 
outcomes.
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Implications for practice
This project has the following implications for practice:

•  Understanding culture and context within healthcare organisations is an essential part of 
practice development, especially in cross-service initiatives

• Creating a shared vision across all services that puts the patient at the centre of care supports 
patients and families to choose and achieve their care preferences

• Lean Six Sigma and person-centredness can be used together to design person-centred 
improvements that benefit staff, patients and their families, with measurable results

• This work highlights the importance and value of process improvement and person-centred 
approaches used collectively in delivering safe, effective and collaborative care in meaningful 
ways. We believe this is particularly important during the current Covid-19 pandemic

• Given the dearth of empirical work on Lean Six Sigma’s contribution to person-centredness, 
care and cultures (Teeling, Dewing and Baldie, 2020), we believe this work makes a valuable 
contribution to a developing body of knowledge

References
Boyd, N., Lewin J. and Sager J. (2009) A model of stress and coping and their influence on individual 

and organisational outcomes. Journal of Vocational Behaviour. Vol. 75. No. 2. pp 197-211. https://
doi.org/10.1016/j.jvb.2009.03.010.

Connolly, K., Teeling, S.P. and McNamara, M. (2020) Live well after stroke. International Practice 
Development Journal. Vol. 10. No. 2. Article 5. pp 1-16. https://doi.org/10.19043/ipdj.102.005.

Dewing, J. and McCormack, B. (2015) Engagement: a critique of the concept and its application to 
person-centered care. International Practice Development Journal. Vol. 5. Suppl. Article 6. pp 1-10.  
https://doi.org/10.19043/ipdj.5SP.008. 

Garbett, R. and McCormack, B. (2002) The characteristics, qualities and skills of practice developers. 
Journal of Clinical Nursing. Vol. 12. No. 3. pp 317-325. https://doi.org/10.1046/j.1365-
2702.2003.00726.x.

Guba, E. and Lincoln, Y. (1989) Fourth Generation Evaluation. Newbury Park, US: Sage.
Heifetz, R. and Linsky, M. (2002) Leadership on the Line: Staying Alive through the Dangers of Leading. 

Boston, US: Harvard Business School Press.
Herzlinger, R. (2018) Healthcare innovation education in schools of medicine and healthcare management: 

is there light at the end of the tunnel? Health Management Policy and Innovation. Vol. 3. No. 1. pp 
1-16. Retrieved from: tinyurl.com/herzlinger-innovation. (Last accessed 15th February 2021).

Irish Hospice Foundation (2015) Think Ahead Speak for Yourself form. Dublin: Irish Hospice Foundation. 
Retrieved from: tinyurl.com/thinkahead-form. (Last accessed 15th February 2021).

Jackson, T. (2017) Mapping Clinical Value Streams. Boca Raton, US: CRC Press.
Laloux, F. (2016) Reinventing Organisations: An Illustrated Invitation to Join the Conversation on the 

Next Stage Organisations. Brussels: Nelson Parker.
Laureani, A., Brady, M. and Antony, J. (2013) Applications of Lean Six Sigma in an Irish hospital. Leadership 

in Health Services. Vol. 26. No. 4. pp 322-337. https://doi.org/10.1108/LHS-01-2012-0002. 
Manley, K., Sanders, K., Cardiff, S. and Webster, J. (2011) Effective workplace culture: the attributes, 

enabling factors and consequences of a new concept. International Practice Development Journal. 
Vol. 1. No. 2. Article 1. pp 1-29. Retrieved from: fons.org/library/journal/volume1-issue2/article1. 
(Last accessed 15th February 2021). 

Manley, K., Jackson, C., Pearce, J., OKeefe, H. and Smith, S. (2014) A shared purpose framework to deliver 
person-centred safe and effective care: organisational transformation using practice development 
methodology. International Practice Development Journal. Vol. 4. No. 1. Article 2. pp 1-31. Retrieved 
from: fons.org/library/journal/volume4-issue1/article2. (Last accessed 15th February 2021).

Manley, K., Martin, A., Jackson, C. and Wright, T. (2016) Using systems thinking to identify workforce 
enablers for a whole systems approach to urgent and emergency care delivery: a multiple case study. 
BMC Health Services Research. Vol. 16. Article 368. https://doi.org/10.1186/s12913-016-1616-y.

https://doi.org/10.1016/j.jvb.2009.03.010
https://doi.org/10.1016/j.jvb.2009.03.010
https://doi.org/10.19043/ipdj.102.005
https://doi.org/10.19043/ipdj.5SP.008
https://doi.org/10.1046/j.1365-2702.2003.00726.x
https://doi.org/10.1046/j.1365-2702.2003.00726.x
https://tinyurl.com/herzlinger-innovation
https://tinyurl.com/thinkahead-form
https://doi.org/10.1108/LHS-01-2012-0002
http://fons.org/library/journal/volume1-issue2/article1
https://www.fons.org/library/journal/volume4-issue1/article2
https://doi.org/10.1186/s12913-016-1616-y


© The Authors 2021 International Practice Development Journal 11 (1) [4]
fons.org/library/journal-ipdj-home

13

Manley, K. and Jackson, C. (2020) The Venus model for integrating practitioner-led workforce 
transformation and complex change across the health care system. Journal of Evaluation in Clinical 
Practice. Vol. 26. No. 2. pp 622-634. https://doi.org/10.1111/jep.13377. 

Manley, K., Jackson, C. and McKenzie, C. (2019) Microsystems culture change – a refined theory for 
developing person centred, safe and effective workplaces based on strategies that embed a safety 
culture. International Practice Development Journal. Vol. 9. No. 2. Article 4. pp 1-21. https://doi.
org/10.19043/ipdj.92.004. 

McCance, T., Gribben, B., McCormack, B. and Laird, E. (2013) Promoting person-centred practice within 
acute care: the impact of culture and context on a facilitated practice development programme. 
International Practice Development Journal. Vol. 3. No. 1. Article 2. pp 1-17. Retrieved from: fons.
org/library/journal/volume3-issue1/article2. (Last accessed 15th February 2021).

McCormack, B., Dewar, B., Wright, J., Garbett, R., Harvey, J. and Ballantine, K. (2006) A Realist Synthesis 
of Evidence Relating to Practice Development: Final Report to NHS Education for Scotland and NHS 
Quality Improvement Scotland. Edinburgh: NHS Quality Improvement Scotland.

Mintzberg, H. (2018) Managing the myths of health care. Chp 1 in Adinolfi, P. and Borgonovi, E. (2018) 
(Eds.) The Myths of Health Care. pp 3-12. Cham, Switzerland: Springer.

Oshry B. (2007) Seeing Systems: Unlocking the Mysteries of Organizational Life. San Francisco: Berrett-
Koehler. 

Oshry, B. (2018) Context, Context, Context: How our Blindness to Context Cripples Even the Smartest 
Organisations. Axminster, UK: Triarchy Press.

Republic of Ireland Health Service Executive (2009) Fair Deal Scheme. Dublin: HSE. Retrieved from: 
tinyurl.com/HSE-fair-deal. (Last accessed 15th February 2021).

Republic of Ireland Health Service Executive (2012) National Clinical Programme for Older People: 
Specialist Geriatric Services Model of Care, Part 1: Acute Service Provision. Dublin: HSE. Retrieved 
from: tinyurl.com/NCPOP-model-acute. (Last accessed 15th February 2021).

Republic of Ireland Health Service Executive (2016) National Clinical Programme for Older People: 
Specialist Geriatric Team Guidance on Comprehensive Geriatric Assessment. Dublin: HSE. Retrieved 
from: tinyurl.com/NCPOP-assessment. (Last accessed 15th February 2021).

Rolfe, G., Freshwater, D. and Jasper, M. (2001) Critical Reflection in Nursing and the Helping Professions: 
A User’s Guide. Basingstoke, UK: Palgrave Macmillan. 

Ryan, P., McGrath, C., Lawrie, I., Fitzsimons, C., O’Shea, J. and de Brún, A. (2019) Enhancing efficiency in 
a cardiac investigations department by increasing remote patient monitoring. International Journal 
for Quality in Healthcare. Vol. 31. Suppl. 1. pp 29-34. https://doi.org/10.1093/intqhc/mzz065.

Schein, E. (1985) Organizational Culture and Leadership. San Francisco: Jossey-Bass. 
Stigter, M. and Cooper, C. (2015) Solving the Strategy Delusion Mobilising People and Realising 

Distinctive strategies. Basingstoke, UK: Palgrave Macmillan.
Teeling, S.P., Coetzee, H., Phillips, M., McKiernan, M., Ní She, É. and Igoe, A. (2019) Reducing risk 

of development or exacerbation of nutritional deficits by optimizing patient access to mealtime 
assistance. International Journal for Quality in Healthcare. Vol. 31. Suppl. 1. pp 6-13. https://doi.
org/10.1093/intqhc/mzz060.

Teeling, S.P., Dewing, J. and Baldie, D. (2020) A discussion of the synergy and divergence between Lean 
Six Sigma and person-centred improvement sciences. International Journal of Research in Nursing. 
Vol. 11. No. 1. pp 10-23. https://doi.org/10.3844/ijrnsp.2020.10.23.

Ulrich, K. (2003) KJ Diagrams. Philadelphia, US: Wharton School, University of Pennsylvania.
 
Acknowledgement
We would like to acknowledge the commitment, compassion and dedication of all our nursing 
colleagues in the acute, older persons, public health and rehabilitation services, and to thank them for 
their support in creating a more engaged and informed patient experience.

https://doi.org/10.1111/jep.13377
https://doi.org/10.19043/ipdj.92.004
https://doi.org/10.19043/ipdj.92.004
https://www.fons.org/library/journal/volume3-issue1/article2
https://www.fons.org/library/journal/volume3-issue1/article2
https://tinyurl.com/HSE-fair-deal
https://tinyurl.com/NCPOP-model-acute
https://tinyurl.com/NCPOP-assessment
https://doi.org/10.1093/intqhc/mzz065
https://doi.org/10.1093/intqhc/mzz060
https://doi.org/10.1093/intqhc/mzz060
https://doi.org/10.3844/ijrnsp.2020.10.23


© The Authors 2021 International Practice Development Journal 11 (1) [4]
fons.org/library/journal-ipdj-home

14

Dolores Donegan (MSc, BSc, RN, Graduate Diploma Lean Six Sigma), Programme Manager, RCSI 
Hospital Group, Dublin, Ireland. 
Seán Paul Teeling (PhD, MBA, BSc, BA, HDip Nursing, Grad Dip Lean Six Sigma, RN, RCN), Assistant 
Professor Health Systems, Programme Director Professional Certificate/Graduate Diploma Lean Six 
Sigma for Healthcare, University College Dublin, Dublin, Ireland. 
Martin McNamara (DSc, EdD, RN, FAAN, FFNMRCSI), Professor, Associate Dean for Global Engagement; 
Programme Director, MSc Leadership, Innovation and Management in Healthcare, MSc Health 
Professions Education, University College Dublin, Dublin, Ireland.  
Lynda McGrory (MSc, RGN), Director of Nursing, HSE, Cavan Monaghan, Ireland. 
Rose Mooney (MSc, BSc, RN), Service Manager Residential, Community and Social Supports, HSE, 
Cavan Monaghan, Ireland. 
Edel Mc Aweeney (RN, RM, RPHN), Director of Public Health Nursing, HSE, Cavan Monaghan, Ireland.


