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Chapter 8: Action research – for continuous quality improvement in aged care
Devi Ranasinghe and Peter Miller

Title of the study
Monitoring and measuring the impact of continuous quality improvement in the aged care sector in Australia

Purpose
There was much confusion and frustration among staff in the aged care industry when the Aged Care Act 1997
introduced compulsory continuous quality improvement, and audits became a major part of the aged care
industry. At this time, there were many quality consultants advising the industry, some of whom had never
worked in aged care. This posed considerable difficulty in their ability to understand what, when, how and
where improvements could be made, let alone the difficulties inherent in the application methods of what they
were proposing to implement. Many people did not understand that aged care was a service industry and had
many intangible products that were difficult to improve, or that the improvements may be so subtle that they
could not be measured. The audit tools used in the industry were neither clinically nor scientifically significant.
Some of them were not user-friendly; nor did they gather data to improve. The audit processes were creating an
enormous amount of unnecessary paperwork and statistical analysis could not be conducted with the data
collected.

Having studied continuous quality improvement as a core subject for a Master of Business Administration
degree and continuous improvement processes in healthcare at the certificate level, the researcher knew the
weakness of the system. The researcher had been implementing the continuous improvement concept at her
workplace to improve resident care and work practices long before it was introduced through legislation.

In 2001, a report of a two-year review of aged care reforms was published and it confirmed the inherent
weakness of the accreditation system. The report made seven recommendations, the last of which was to
introduce objective measures of continuous improvement to enable assessment of improvement over time.

Thus it was both personal and professional interest that inspired the researcher to undertake this study, in order
to make a contribution to the aged care industry regarding continuous improvement.
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Methodology
Many research methodologies along with personal and professional life factors were considered before choosing
action research methodology for this study. The case study or survey method was not suitable as there was no
evidence that aged care services were monitoring and measuring the impact of continuous improvement
changes. The two-year review of aged care reforms report recommended introducing objective measures of
continuous improvement to enable assessment of improvement over time. This was due to the infancy of the
continuous improvement system. At the time the research started, the industry was just coming to terms with
implementing the continuous improvement concept. There was no particular or uniform data collection tool used
to collect data for the Aged Care Outcomes despite the enormous amount of paperwork that was created in the
search for continuous improvement.

It was clear the researcher needed a data collection tool to monitor and measure the impact of continuous
improvement changes in aged care. During the literature review process, it became apparent that there was no
specific tool which could be used to measure and monitor the Australian Aged Care Outcomes in Australia or
overseas.

The internationally recognised Minimum Data Set (MDS) quality indicators were not suitable to monitor and
measure the aged care outcomes because they could not monitor and measure the impact of continuous
improvement. For example, one of the MDS quality indicators was prevalence of problem behaviour towards
others. This could have been useful in relation to the Australian Aged Care Outcome 2.13 ‘Behaviour
Management’. The expected outcome of behaviour management is that ‘the needs of residents with challenging
behaviour are managed effectively’. However, the Aged Care Outcomes of continuous improvement, regulatory
compliance and staff education must be integrated into behaviour management. The researcher wanted to find
out more than just whether there was a prevalence of problem behaviour towards others; she wanted to know
what the process of behaviour management was, namely, what strategies could be implemented for
improvement and what system or method staff used to broaden their knowledge and skills in behaviour
management. In this context, collecting retrospective data alone cannot measure improvement; one also needs to
know the process of care. The researcher needed to know what types of data were required to assess
improvement of the process of care. Therefore, the MDS tools were not suitable and the researcher decided to
develop new data collection tools which could measure and monitor the continuous improvement changes in
aged care.

Developing and validating the data collection tools needed a proven research method. The data collection
process must be robust, valid and reliable. It was also understood that the research method must have rigour to
protect against bias and enhance the reliability of findings, and be accepted by the research community. In
taking account of all of these considerations, it became clear that action research was better suited for the
purpose of the study. One of Lewin’s (1946) action research principles is ‘helping to solve complex, practical
problems about which little is known’. In this situation little was known about monitoring and measuring the
aged care outcomes. There was no documented evidence to indicate that any studies had been conducted on the
subject. Action research methodology is a flexible, spiral process which allows action (change, improvement)
and research (understanding, knowledge) to be achieved at the same time (Dick 2000). Action research is not
new to healthcare; it has been used for many years, and many writers (Bowling 1997; Hart & Bond 1995) have
stated that action research in healthcare:
• is educative;
• deals with individuals as members of social groups;
• is problem focused, context-specific and future-oriented;
• involves change interventions;
• aims at improvement and involvement;
• involves a cyclical process in which research, action and evolution are interlinked; and
• is founded on a research relationship in which those involved are participants in the change
process.

Given that the researcher was working fulltime at the outset, it was obvious that action research methodology
was suitable based on Morton-Cooper’s (2000) key principles, since it could:
• be practitioner-generated;
• be workplace-oriented;
• seek to improve practice;
• start with a problem shared and experienced by colleagues and/or patients;
• examine key assumptions held by researchers and challenge their validity/adopt a flexible
trial-and- error approach;
• accept that there are no final answers; and
• aim to validate any claims it makes by a rigorous justification process.

The researcher believed that this methodology could be implemented in her workplace without facing great
difficulties, and staff would be motivated and would enhance their knowledge in continuous improvement.

Findings
There were two aspects to the study findings. Firstly, there was substantial evidence to support the fact that
education changed staff’s understanding of continuous improvement. Secondly, the findings confirmed that the
indicator data collection system is better suited for monitoring and measuring the impact of changes in
continuous improvement in aged care.

Action research is qualitative research and the scientific community has often criticised qualitative research for
lacking in rigour. The most common criticisms made about qualitative research are that it is (Mays & Pope
1995):
• merely an assembly of anecdote and personal impressions;
• strongly subject to researcher bias;
• lacks reproducibility – the research is so personal to the researcher that there is no guarantee
that a different researcher would not come to radically different conclusions;
• lacks generalisability; and
• generates large amounts of detailed information about a small number of settings.

To ensure rigour in action research, the researcher spent considerable time on research design, data collection,
interpretation and communication. The study used qualitative analysis through the action research cyclic process
as well as quantitative methods to refine the indicator data collection tool and analysis. This combined approach
minimised the researcher’s bias in the presentation of the findings. The method used for this action research
stands independently and other researchers can collect and analyse data in the same way and fundamentally
reach the same conclusions. This confirms two things: firstly, both quantitative and qualitative data can be used
in the action research approach; and, secondly, action research is a way to investigate professional experience
that links theory and practice.
Limitations
There were many limitations to the study. Getting aged care organisations to participate in the study was the
biggest limitation. Operations and day-to-day management differ between public and private aged care facilities.
Public aged care facilities have better human and physical resources than some private, profit-based aged care
organisations. However, the decision-making process is much faster in a small, privately run, for-profit aged
care facility. Large, public aged care organisations took a very long time to decide whether to participate in this
research, and in the end declined. Aged care organisations tend not to embrace research. They are more sceptical
about it as they believe it will create more work and are unwilling to allocate staff to collect data or to pay for
education sessions.

Staff knowledge of aged care outcomes and continuous improvement was minimal, and some staff could not
understand the concept of improvement.

Due to staff workload it was decided to collect data from the details of 10 residents per facility although it
would have been ideal if the sample size had included all residents. For then staff could have identified issues
related to all residents as soon as data were collected whereas by collecting data on only 10 residents staff
needed to check all the residents’ files before taking remedial actions for the issues identified.
Management and staff of participating aged care facilities were not receptive to statistical data analysis. They
could not comprehend the t-test relationship or probability levels etc. Nor could they see the benefit of learning
about it. They only wanted data to be presented in a graphical format (bar charts or pie charts).
Researcher’s retrospective
Genesis of the research
The majority of people working in aged care have great compassion and empathy for the elderly and look for
improvements in care and service delivery. However, even though quality improvement has a long history in
organisational change, the Australian aged care industry only embraced it after the introduction of the Aged
Care Act in 1997. The Act has changed two important factors in the industry. The first is that it has provided the
opportunity for grassroots level staff, who were previously not in a position to make decisions, to be involved in

care and service delivery improvement (empowerment). The second is that it has forced the management of
aged care organisations to make an organisational commitment to quality management. This involves: a
customer focus; getting employees involved in the processes of improving quality; finding ways to measure
quality; setting goals and creating incentives for what has been measured; and constantly identifying ways to
improve the care and service delivery to continue receiving Commonwealth government funding.
One of the requirements introduced by the legislation was that aged care organisations must receive the seal of
approval from the Aged Care Standards and Accreditation Agency that the organisation is actively pursuing
continuous improvement.
The industry became lost in the maze of continuous improvement and many people still do not comprehend
what needs to be improved and how to do it. The subjective assessment of the accreditation system confused the
industry and continues to confuse it today.

I was working in the industry and was frustrated at the way the continuous improvement process was being
conducted at the workplace and became determined to convince the industry regarding better quality
improvement processes. Having studied continuous quality improvement as one of the core subjects for an
MBA degree and continuous improvement processes in healthcare at a certificate level, I knew the weaknesses
of the system. However, convincing management (at my workplace) about what needed to be done with the
continuous improvement process was difficult. And this, despite the fact that I had been implementing the
continuous improvement concept at my workplace to improve resident care and work practices long before it
had been introduced through legislation.
In 2001, the report of a two-year review of aged care reforms was published and it confirmed the weakness of
the accreditation system. There were seven recommendations, and the seventh recommendation was to introduce
objective measures of continuous improvement to enable assessment of improvement over time. After reading
the report, I decided that the only way to prove the value of continuous improvement in aged care was via a
higher degree by research.

Process
At the beginning of the doctoral study in 2000, I had a different research question. It was: ‘The relationship
between the use and non-use of the statistical tools (process control and quality control) in identifying variance
of the processes and systems in order to receive maximum benefits of continuous quality improvement projects
in aged care’. After studying the core subjects of the DBA and doing the literature review in 2001, the research
question was modified to integrate the reform review report’s recommendation.

I had many discussions with my supervisor, Associate Professor Peter Miller, and other academic staff before I
chose action research as my research methodology. The next step was planning for the action research which
involved developing the data collection tool, selecting research sites (aged care organisations/facilities), and
getting approval from selected organisations and the university’s Human Research Ethics Committee (HREC).
These tasks were attended to concurrently to progress the research within the agreed timeframe.

Initially, I decided to approach a variety of organisations such as regional, outer metropolitan, culturally diverse,
public and not-for-profit and smaller aged care facilities, totalling 6-8 different organisations. Selecting and
getting approval from the aged care organisations and developing the data collection tools were my
responsibility, but Peter helped me with the ethics approval application process.

I decided to draft the data collection tools for the aged care outcomes before approaching the aged care
organisations. This took more than three months as there are 44 aged care outcomes and each one needs to be
monitored and measured separately. During this process, I had many discussions with my colleagues regarding
the research question. Some gave very positive feedback while others thought that the aged care continuous
improvement process was not mature enough for this type of research.

The next step was to approach the aged care organisations which had to meet two research criteria:

1.
2.

They had to be regulated by the Commonwealth Department of Health and Ageing; and
They had to be receiving government funding for care and service delivery and, therefore, have been
accredited by the Aged Care Standards and Accreditation agency.

I selected a variety of aged care organisations in the Melbourne metropolitan and rural area – some public, some
not for profit; some with different sites and some as small as 30 to 60 beds.

Larger organisations took significant time to make a decision, only to let me know that they did not want to be
involved in the research. I approached more than 30 aged care organisations before five agreed to participate in
this study.

It took five years to complete the research. After studying the core subjects for a year and half it took more than
two years to arrive at the final product – the improvement indicators. It took approximately six months for the
development of improvement indicators for the 44 aged care outcomes, and a further seven months to refine
these. In August 2003, the final version of the indicators was accepted and data collection commenced to
validate the improvement indicators. Data analysis and writing took another year and a half.

Conducting action research requires a great deal of patience. The outcomes I wanted to achieve were personal
and professional goals; the desire to change or improve the situation. However, the research participants did not
have the same understanding of the subject as I did, nor did they share the same motivation or commitment to
the project. Nonetheless, I needed to rely on employees of the participating organisations to collect reliable and
valid data. They were practically second-hand data, and their validity and reliability could be questioned.
Therefore, I needed a system to check their validity and reliability.

Qualitative research has been criticised by some academics with respect to research rigour. The basic strategy to
ensure rigour in qualitative research is systematic and self-conscious research design, data collection,
interpretation and communication. It has been suggested that qualitative researchers should keep an accurate
record of method and data which can stand independently, so that other trained researchers could analyse the
same data in the same way and come to essentially the same conclusions. This approach will also help to
produce a probable and logical explanation of the idea under investigation (Dick 2000; Mays & Pope 1995). At
the same time, it can be argued that action research is better for developing data collection tools such as surveys,
audit tools and indicators, and in changing work practices, because it can involve as many people as possible to
refine the issue being investigated.

In this study, I included a quantitative component to validate the data. However, the management of aged care
organisations did not understand the value of statistical reporting when staff knowledge in pre- and posteducation of statistical reporting was presented (the t-test was conducted to identify the differences between
groups). They could not comprehend inferential statistics. Hence, I used descriptive statistics to simply describe
what was going on with the data.

Hurdles
There were many hurdles in this research process. It started with getting aged care organisations to agree to
participate in the research. When I approached the management of aged care organisations to participate in the
action research, they were extremely reluctant to introduce any data collection system because they had already
received accreditation for their quality system which included data collection tools. It didn’t really matter
whether these tools gathered relevant data or not. At this stage, the accreditation agency was only assessing
whether the aged care organisations had an audit schedule and a data collection system.

Every organisation had some form of data collection tool, whether they were collecting appropriate or adequate
data or not. Some organisations had developed their own data collection system and others had bought off-theshelf systems. Larger facilities, such as the public and not-for-profit organisations, had invested a significant
amount of time and money on developing or purchasing quality systems. They did not want to be involved in a

research project. Bear in mind that research in aged care was almost nonexistent when this study was conducted
(to date, this has not changed a great deal). To them, it was simply more paperwork. And the last thing they
wanted was change. There was no pressure to change the current system. The accreditation agency accredited
aged care organisations if they collected data and it did not matter whether the data collected were useful or not.

Further, it was extremely difficult to get staff involved in education and training sessions. The education
sessions were aimed at enhancing staff understanding of the data collection system as well as the aged care
outcomes. At this stage, staff in aged care did not place much emphasis on education and training sessions even
though they did not know about the aged care outcomes. Staff were not paid to attend education and training and
some staff were working in the morning in one place and going to afternoon duty at another so there was never a
good time to conduct these sessions.

English literacy was another obstacle. Some staff, especially grassroots level staff, were lacking in reading and
writing skills in the English language even though they were good at performing physical tasks. This was
another reason they were reluctant to attend education sessions.

Yet another hurdle was the lack of understanding and interest on the part of the management of the aged care
organisations. They believed that continuous improvement was the grassroots level staff’s responsibility. They
were not allocating adequate resources, such as time for staff to attend education sessions or to conduct data
collection.

In addition to the site issues, the study had procedural issues to deal with, such as the fact that action research is
a qualitative research methodology. It is a well-known fact that qualitative research is often criticised for lacking
in scientific rigour. The sample size and method was a hurdle to overcome. I knew that the whole population of
the aged care organisations needed to be used as a sample to be theoretically comprehensive because the
populations were very small (30 beds). However, this was not practical given the difficulties of organisational
issues.

Outcomes
While I needed to make an explicit account of the theoretical framework and methods used at every stage of the
research, it was difficult to decide what to include and what to exclude in the body of the thesis. For example,
during the early stage of the study, I discussed many issues with colleagues, authorities and people in the
industry to get an idea about what individuals believed continuous improvement in aged care to be, as it was
new to the industry. Some of these conversations were informal and unstructured while others were formal and
structured. Should these conversations be included in the thesis? What benefit would be gained? In the end, it
was decided to leave them out.

Out of personal interest, I used the simplest inferential test, such as the t-test, to compare the average
performance of the two cycles on a single measure to see if there was a difference. However, for action research
it is not necessary to conduct an inferential statistics report and so, with some regret, I decided not to include
inferential statistics on data collected to validate the improvement indicators for this research.

Relationships
At the beginning of the research, my relationship with Peter was somewhat distant as I did not keep in touch
with him on a regular basis. This was due to a lack of understanding on my part of the role of the supervisor.
Learning through distance education has its ups and downs. Face-to-face contact with Peter would have been
more beneficial to iron out many hurdles. It was not clear to me how often, or at what stages, I should contact
my supervisor. Family, friends and colleagues provided the necessary moral support but feedback on the quality
of my academic progress could come only from my supervisor.
At the beginning of the research, my ideas were merely personal impressions about a collection of anecdotes. As
the research progressed, Peter gave me different opinions which were at times hard to accept but which were
necessary because I was emotionally too close to the issues.

It was difficult to establish close relationships with the research participants at the start. It took some time to get
to know them well, build trust and convince them that their involvement in the research was worthwhile and that
they would get something of value out of it. As the research progressed, I managed to build close relationships
with them.

My relationships with fellow doctoral students were very important in the research process even though our
areas of research interest were different. Fellow students give significant moral strength via discussion groups or
just by having a cup of tea and discussing issues related to one’s supervisor or workplace or the mechanics of
writing the thesis.

Reflection
My overall research experience was sensational and I feel that I achieved my goals. What I liked about this
study was that it opened up a whole new world of learning, namely, action research. As McNiff et al. (2004)
state, research is about creating new knowledge, finding ways of testing its validity and sharing the knowledge
for specific purposes. Finding a solution to a problem is a very satisfying feeling. It increased my self-esteem.
Through this study I became even more aware of the importance of improvement in the process of care and
service delivery.

The research gave me an insight into the dynamics of project planning, design, implementation and evaluation.
It broadened my knowledge and understanding of the subject, analytical skills and confidence in speaking about
my ideas.

If given the opportunity, I would be more than happy to conduct another research project. The study kept my
intellectual curiosity alive. It kept me looking for unanswered questions that I could be the first to answer. It
motivated people I worked with and enhanced their ability to think a little more laterally.

There are a few things I would do differently the next time round. I will definitely use a combination of
qualitative and quantitative research methods to collect data and will have a better understanding of selecting
research sites and sampling size. I will also pay more attention to data triangulation to achieve internal validity.

The satisfaction achieved through finding a new way of doing things far outweighs the frustrations along the
way. My only regret is that I could not complete the research within the three years that I had originally planned
to complete it in.

Supervisor’s comments
Genesis of the research
As is the experience of many doctoral candidates, the research problem was initially very clumsy and unfocused
and was formulated by an extensive process of examining the literature, negotiation and discussion. Problems
and questions often do not become clear until the research is well underway. As a practitioner in the industry,
Devi was very close to the problem she was investigating and it took some time to remove the ‘emotion’ and
objectively examine the issues to be investigated. As with most professional doctorate programs, having
practitioners as candidates brings both positives and negatives to the research project. Most candidates, as in this
project, are immersed in workplace issues and problems and hope that their research project will assist in some
way to overcome some of the issues they face on a day-to-day basis. The initial training in methodologies
provides the candidates with the language to better articulate what it is they intend to research.

Process
Over time in the program and after many meetings with me, Devi focused the research questions. I think the
most productive times were when we were able to meet face to face rather than the endless emails and phone
calls which often do not provide the dynamics necessary for a smooth intellectual discussion at this level.

Devi had produced a very rough quality process control tool which was the genesis of the final validated tool.
The early versions of the tool were both clumsy and simplistic but all research must start somewhere and, as her
confidence rose as the research progressed and with the aid of her workplace knowledge, the action research
cycles did their job to inform the direction and development of the instrument. The action research methodology
is very suited to longitudinal projects which are aimed to bring about change and are emancipatory. Most
professional doctorate candidates are in a hurry to bring the research to a conclusion and often the action
research process works against strict timetables and each new cycle raises new issues and informs the next.

Hurdles
The aged care industry raise particular issues for researchers which are not part of the usual business research
project. Staff in aged care are often not very literate, and there are extreme cost pressures and staffing issues as
the profits for aged care institutions are usually quite low. My own experience is that business concepts and
tools that have been around for years in other industries are often not known or adopted in the aged care
industry.

This research also had a large education and training component. Staff were not aware of, or trained in, quality
control processes. This meant that a large effort needed to be made by Devi to educate and train the staff to a
level where they were able to use quality control tools and understand basic statistical techniques in order to
improve processes. Once again, the action research methodology is useful when these issues are encountered.

Devi’s use of pre- and post-testing of staff knowledge in the quality control areas when effecting the training
intervention was a clever way to capture this data, and it added to the research project in terms of quantitative
data and analysis. My view is that examiners mostly like to see a mixed methods approach to research projects
and the use of both quantitative and qualitative methods develops the triangulation that a rigorous research
design should have.

Outcomes
Research of this type usually produces endless amounts of data. This often means decisions on what should be
developed and what should be left out. These issues were discussed at length, with the deciding factor usually
being what would constitute a ‘Contribution to Knowledge’ and, therefore, meet this criterion in the
examination process.

The main game in any doctoral project is the thesis, otherwise there will be no doctorate awarded. Research
papers published along the way, or at the end, are useful, but the focus should be kept on the thesis at all times.
The data collection instrument that was eventually produced was quite sophisticated and showed good validity
and reliability. Interest in the instrument has been shown by commercial parties. This sort of interest is another
measure of the impact and potential impact of practitioner research.

Relationships
Devi and I mostly communicated by email and phone calls. However, as I indicated earlier, the most useful
discussions were when we met in person, when Devi was required to present work-in-progress reports at our
twice-yearly doctoral symposia. The opportunity for candidates to see what other candidates are doing,
especially in terms of methodological issues, is a big factor in candidate confidence. With all my doctoral
candidates, the relationship often ends up more like friends than just professional colleagues, and I trust Devi
regards me as her friend for life!

Reflection
I regard the supervision of doctoral candidates as a privilege. My own supervisory style is somewhat dependent
on the strengths of each candidate. However, I try to remember that the research is the candidate’s project and
not mine. While I endeavour to influence the project’s direction when I consider it is necessary, I like to let

candidates have room for intellectual discovery, even if it takes them off the right track occasionally which is
part of the journey.
This research has cemented my view of the aged care industry as a hot spot for research possibilities and of the
usefulness of both quality control and continuous improvement for positive organisational outcomes, as well as
the action research methodology for making positive change in organisations.
I am very satisfied with the outcomes of the research, the awards that Devi has received as a result of it and the
fact that the outcomes have a commercial value.
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