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Abstract
Background In recent years, proactive strengths-based approaches to improving quality of care have been 
advocated. The positive deviance approach seeks to identify and learn from those who perform exceptionally well. 
Central to this approach is the identification of the specific strategies, behaviours, tools and contextual strategies 
used by those positive deviants to perform exceptionally well. This study aimed to: identify and collate the specific 
strategies, behaviours, processes and tools used to support the delivery of exceptionally good care in general practice; 
and to abstract the identified strategies into an existing framework pertaining to excellence in general practice; the 
Identifying and Disseminating the Exceptional to Achieve Learning (IDEAL) framework.

Methods This study comprised a secondary analysis of data collected during semi-structured interviews with 33 
purposively sampled patients, general practitioners, practice nurses, and practice managers. Discussions explored the 
key factors and strategies that support the delivery of exceptional care across five levels of the primary care system; 
the patient, provider, team, practice, and external environment. For analysis, a summative content analysis approach 
was undertaken whereby data were inductively analysed and summated to identify the key strategies used to achieve 
the delivery of exceptionally good general practice care, which were subsequently abstracted as a new level of the 
IDEAL framework.

Results In total, 222 individual factors contributing to exceptional care delivery were collated and abstracted into 
the framework. These included specific behaviours (e.g., patients providing useful feedback and personal history 
to the provider), structures (e.g., using technology effectively to support care delivery (e.g., electronic referrals & 
prescriptions)), processes (e.g., being proactive in managing patient flow and investigating consistently delayed wait 
times), and contextual factors (e.g., valuing and respecting contributions of every team member).

Conclusion The addition of concrete and contextual strategies to the IDEAL framework has enhanced its practicality 
and usefulness for supporting improvement in general practices. Now, a multi-level systems approach is needed to 
embed these strategies and create an environment where excellence is supported. The refined framework should be 
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Background
To-date, efforts to improve healthcare have been defi-
cit-based; focused on learning from incidences of harm 
[1]. While many initiatives informed by this approach 
(referred to as Safety-I) have been developed, a lack of 
meaningful change [2, 3] in quality and safety of care is 
evident across healthcare settings including primary care 
[4, 5], a domain targeted less frequently than acute care 
[6, 7]. The heterogeneous ecology of primary care makes 
implementing improvement efforts challenging [8–11]; 
as such, solutions are needed that reflect the complex 
nature of the systems involved in providing care [12, 13]. 
In recent years, an emerging quality and safety paradigm 
has shifted our focus from deficit-based (“when things 
go wrong”) to asset-based improvement (“when things 
go right”; referred to as Safety-II) [1, 14]. Consistent 
with safety-II and other asset-based efforts (e.g., Learn-
ing from Excellence [15]) is an improvement approach 
referred to as positive deviance (PD) [15].

Having emerged in the field of international pub-
lic health [16], the PD approach involves identifying, 
and subsequently, learning from individuals whose dis-
tinct behaviour(s) allows them to succeed where others 
in the community fail [16, 17]. Recently, the use of PD 
has emerged in healthcare as a means of learning from 
individuals, teams or organisations that perform excep-
tionally well compared to others, despite facing similar 
challenges [14, 16]. Central to the ethos of PD is the for-
mulation of solutions from within the community [18], 
which are typically more acceptable and feasible within 
existing resources, and thus, are more likely sustainable 
and transferable elsewhere [16, 19].

In primary care, PD has been gaining momentum [20] 
and early applications have been promising, generating 
improvements in various healthcare-related outcomes 
[20–23]. A strength of this approach is its emphasis on 
uncovering both the concrete strategies used to perform 
exceptionally well, and the latent and abstract factors that 
support their delivery (e.g., organisational culture) [24]. 
By uncovering ‘what’ specific strategies positive deviants 
use to succeed as well as ‘how’ these are actually delivered 
[25], the PD approach intrinsically integrates important 
contextual information into understanding best practice 
[26]. Much of the difficulty of producing improvement 
lies in the enormous complexity of healthcare systems, 
including their challenging social, institutional and politi-
cal contexts [27]. Acknowledging and attending to this 
cultural context is vital if improvement interventions are 
to succeed [28].

A recent review [20] synthesised applications of the 
PD approach in primary care to develop a framework of 
factors associated with positively deviant care outcomes; 
the Identifying and Disseminating the Exceptional to 
Achieve Learning (IDEAL) framework. More recently, 
this theoretical framework has undergone further quali-
tative refinement to examine its comprehensiveness, 
validity, and applicability in a novel context [25, 29]. The 
IDEAL framework, and other theories of high-perform-
ing primary care [30, 31], can be considered mid-range 
theory; theory that considers a specific phenomenon and 
involves a small number of concepts [32] delimited in 
their area of application, functioning at a level between 
‘minor working hypotheses’ and ‘master conceptual 
schemes’ [27]. While high-level conceptual factors (e.g., 
patient activation) and mid-level subfactors (e.g., behav-
iour change) within the IDEAL framework [20] are useful 
for understanding a problem and developing interven-
tions [27], identifying the specific downstream strategies, 
tools, processes and contextual factors provides more 
actionable guidance.

In addition, as core stages of the PD approach involve 
uncovering strategies that enable individuals to out-
perform others, and subsequently, sharing these strate-
gies with others in the community [16], there is value in 
identifying, and disseminating, the specific lower-level 
strategies that are actually used in practice to achieve 
exceptional care delivery. Integrating practical guid-
ance into the IDEAL framework will expand its usabil-
ity, which is important as improvers, practitioners, and 
others at the sharp end, are interested in theory to the 
extent that it can help them improve their practice [27]. 
Accordingly, this study, comprising a secondary content 
analysis of semi-structured interviews with patients and 
practice staff, aims to extend our understanding of how 
exceptional care delivery is achieved in general practice 
[20]. Specifically, we sought to: identify and collate the 
specific strategies, behaviours, processes and tools used 
to support the delivery of exceptionally good patient care 
in general practice; and to abstract the identified strate-
gies as an additional level of the IDEAL framework.

Methods
This study is reported in accordance with the Consoli-
dated Criteria for Reporting Qualitative Health Research 
(COREQ) [33]. Ethical approval for the original study was 
obtained from the University of Galway’s Research Ethics 
Committee (ref.2021.01.012).

developed into a learning tool to support teams in general practice to measure, reflect and improve care within their 
practice.
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Study design
This study comprises a secondary analysis of previously 
conducted interviews with general practice stakeholders 
that focused on; identifying the factors and subfactors 
that support exceptional care delivery, and testing and 
refining the IDEAL framework [34]. While this original 
study produced a valuable framework for understanding 
exceptional care delivery, it was considerably concep-
tual or abstract in nature [27]. To enhance the IDEAL 
framework further, the current study sought to uncover 
the specific strategies that are actually used in practice 
to achieve these important aspects of care (i.e., the fac-
tors and subfactors), as integrating practical guidance 
into the framework provides more actionable interven-
tion targets and highlights key mechanisms for change, 
thus, producing a holistic systems-focused framework for 
transforming primary care [27]. So in brief, while the pre-
vious study identified ‘what’ factors are important, this 
study identified ‘how’ these factors can be achieved. For 
the purpose of this study, any identified strategies, behav-
iours, organisational processes, tools, and contextual 
factors that target the previously identified factors were 
referred to collectively as ‘strategies’.

Accordingly, as the interview data were rich enough 
[35], a secondary analysis was undertaken to collate the 
practical strategies described by participants. A second-
ary analysis was suitable as this study’s research question, 
data collection and analytic techniques were sufficiently 
close to those of the primary research study [36]. Brad-
ley et al. [26] have proposed a framework for applying 
PD principles in healthcare settings, which involves iden-
tifying positive deviants (Stage 1) and using qualitative 
methods to identify strategies that help them succeed 
(Stage 2), the efficacy of which are then tested statisti-
cally in larger, more representative samples (Stage 3), 
and finally, effective strategies are disseminated to others 
(Stage 4). This study aligned with Stage 2 [26], by employ-
ing qualitative inquiry to generate hypotheses about 
strategies that support positively deviant general practice. 
As noted previously [34] due to disruptions to Irish gen-
eral practice caused by the COVID-19 pandemic [37] and 
a lack of publicly available performance data for general 
practice in Ireland [38], a modified approach informed 
by PD principles was taken. This involved investigating 
key general practice stakeholders’ perceptions and expe-
riences of exceptionally good care delivery, as opposed 
to identifying exceptional performers and studying their 
performance.

Theoretical underpinning
Safety-II principles also informed our approach, through 
a focus on everyday performance variability, consider-
ation of the whole system, and emphasis on building 
adaptive capacities [39, 40]. Finally, Clinical Microsystems 

Theory (CMT), a systems approach to change that rec-
ognises the complexity of healthcare, inspired our meth-
odology [41], and so, care was evaluated across multiple 
system-levels, including the clinical microsystem (i.e., 
practice team). The five levels of the general practice sys-
tem explored, include: (1) the patient-level, the individual 
receiving care in general practice; (2) the provider-level, 
the individual directly providing patient care in general 
practice; (3) the microsystem (team)-level, the group of 
professionals working together to provide care to discrete 
populations of patients in general practice; (4) the meso-
system (practice)-level, the general practice, including its 
physical environment and how it is managed; and (5) the 
macrosystem-, network-, and national-level, the organ-
isation of general practice services within the community 
and its interface with secondary care, as well as policies 
and support impacting general practice at a national level 
[41].

Recruitment and participants
To ensure a heterogeneous sample in relation to age, gen-
der, and profession/role [42], opportunistic and maxi-
mum variation purposive sampling were employed [34]. 
Participants included adults with experience in receiving 
(patients), providing, or managing general practice care 
in Ireland (General practitioners (GPs), practice nurses, 
practice managers). Serving as the first point of contact 
within the healthcare system, general practice provides 
approximately 29.1  million consultations annually [43] 
to public (i.e., patients with free access to general prac-
tice care as holders of either a General Medical Services 
(GMS) card or GP only card [43])) and private patients 
in Ireland. Primary care services are notably diverse, with 
practices varying considerably in terms of size, location, 
services, and team composition [44]. Recruitment mate-
rials were shared on social media and with relevant uni-
versity departments, research networks and professional 
bodies in August 2021. To address participation barriers 
[45] and incentivise participation, all participants were 
entered into a prize draw for 8 gift vouchers. As shown 
in Table 1, a total of 33 participants were recruited and 
interviewed, with interviews lasting for an average of 
44 min in duration (range, 15–90 min).

Data collection
Data were collected using semi-structured interviews. 
Questions and probes examined exceptional care at the 
five system levels (i.e., the patient, provider, team, prac-
tice, and macro, network and national environment). 
‘Exceptional care’ was conceptualised as the delivery of 
an outstandingly high-quality of care that is perceived 
as effective, safe, efficient, patient-centred, timely, and 
equitable to an exceedingly high standard [34]. This 
meant that participants’ perceptions, understandings 
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and previous experiences of care in general practice 
were elicited to identify factors and characteristics of an 
exceptional patient, provider, team, practice and exter-
nal care environment (i.e., hypothetical positive deviants 
– those whose performance generated positively devi-
ant care outcomes). In this sense, the study assumed that 
all participants had some understanding of exceptional 
care delivery through previous experiences of receiving, 
providing, managing, observing or discussing care with 
others, and would be able to reflect upon and identify 
aspects of these experiences that supported or character-
ised its delivery. The interview guide was piloted with a 
patient (Female; 6–8 visits to the GP a year; 30–39 age 
group; attends an urban practice) and GP (Female; 13 
years working in general practice; 40–49 age group; 
works in an urban practice), and adapted as needed (see 
Additional file 1). ROM conducted the interviews by 
video call (Zoom©) at a time convenient for the partici-
pant from August 2021 until November 2021, when data 
saturation was achieved (i.e., no new categories shared 
by at least two participants in two consecutive interviews 

[46]) in both groups (patients and practice staff) [47]. 
Some participants were known to ROM (i.e. the first 
author: female PhD-level health services researcher), 
whose reflexivity may have been affected by her own 
experiences of receiving primary care and conducting 
related research in general practice. The interviewer had 
a relatively balanced ‘insider-outsider’ status with par-
ticipants; having a shared understanding of primary care 
delivery, the interviewer was an ‘insider’ with practice 
staff, but was an ‘outsider’ to the direct provision of care 
in practice. Moreover, the interviewer shared an ‘insider’ 
status with patients in that their experience of primary 
care has predominantly been as a patient [48].

Data analysis
Interviews were digitally recorded, transcribed verbatim, 
and imported into NVivo 12 (QSR International Pty Ltd., 
2018) [49]. In brief, as the previous study (see supplemen-
tary material in O’Malley et al. [34] for full procedure) 
sought to test and refine the original IDEAL framework 
[20] of factors associated with PD in general practice, a 
directed content analysis approach was adopted [50–52], 
as it allowed for the previously developed main catego-
ries of the IDEAL framework [20] to be deductively and 
inductively refined [52], and for newly emerging sub-
categories to be inductively analysed [34, 50]. During 
this analysis, several lower-level practical strategies that 
achieve the aforementioned categories were described, 
however, as the collation of these strategies was outside 
the aim of the previous study’s research question, they 
were not explored further. Collating and abstracting 
these strategies into the IDEAL framework compliments 
the previous study’s analysis and further enhances the 
framework’s capacity for informing improvement [27]. 
The goal was to deliver a framework of higher level fac-
tors (areas of general practice that support exceptional 
care delivery), mid-level subfactors (important elements 
of these factors), and now, lower-level strategies (practi-
cal strategies that target these important subfactors, and 
thus, factors). As seen in Fig.  1, this final lower-level is 
the focus of this study.

Accordingly, the current analysis adopted a summa-
tive content analysis (SCA) approach [52], as it allows 
for an interpretation of both the words and the frequen-
cies in which stakeholders described the key strate-
gies. A latent approach to the SCA was adopted, which 
examines the inherent meaning underlying the strategies, 
along with the context of their use and their tacit impli-
cations for practice [52–55]. While a directed content 
analysis approach was employed in the previous study 
to deductively test the previously defined theory [34], it 
was deemed unsuitable here as the current study’s aim 
focuses on identifying novel strategies inductively from 
the data. Of note, both analyses employed aspects of 

Table 1 Characteristics of participants
Characteristic Patient N (%a) GPs, 

nurses, 
managers 
N (%b)

Gender
 Female 9 (64.3) 15 (79)
Age
 20–29 3 (21.4) 1 (5.3)
 30 3 (21.4) 5 (26.3)
 40–49 3 (21.4) 6 (31.6)
 50–59 3 (21.4) 3 (15.8)
 > 60 2 (14.3) 4 (21.1)
Practice experience (years)
 < 5 2 (10.5)
 5–10 4 (21.1)
 11–15 6 (31.6)
 16–20 4 (21.1)
 > 20 3 (15.8)
Average visits to the GP (per year
 < 1 2 (14.3)
 1–2 8 (57.1)
 > 2 4 (28.6)
Primary care setting/location
 Rural 7 (50) 4 (21.1)
 Urban 7 (50) 14 (73.7)
 Mixed 1 (5.3)
Role in primary care
 General Practitioner 13 (68.4)
 Practice nurse 4 (21.1)
 Practice manager 2 (10.5)
aPercentage of the patient sample (N = 14)
bPercentage of the GP, practice nurse and practice manager sample (N = 19)
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Fig. 1 Example of categories, subcategories and strategies in the IDEAL framework
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inductive reasoning, and elements of a SCA were used in 
the previous analysis to identify the frequency at which 
categories were reported.

Coding was performed in three steps. As part of the 
pilot coding, the first author coded data under 15% of 
the previously identified subcategories [34] inductively, 
which allowed for codes and strategies to be identi-
fied directly from our data [51, 56]. Pilot coding was 
reviewed as a team, and changes were made as neces-
sary via consensus. Second, the first author coded data 
under the remaining 85% of subcategories, with a con-
current rechecking and revising of strategies [57]. Fol-
lowing the main analysis, similar or dissimilar strategies 
were combined appropriately [58] as far as was practi-
cal [51]. Important contextual information around how 
these success strategies are achieved was incorporated in 
two ways; by integrating contextual information into the 
strategies as they were coded (e.g., “adhere to the agreed 
treatment plan as best as they can” has the practical strat-
egy of adhering well to one’s care plan but acknowledges 
that patients have different levels of capacity), and by 
coding contextual facilitators as strategies (e.g., ensure 
that every team member’s role and responsibilities are 
clarified, treat each other with dignity and respect), which 
enable the use of more direct strategies (e.g., coordinate 
effectively to provide seamless services). Codes and strat-
egies were refined throughout the analysis, and coding 
decisions made by the first author were discussed regu-
larly with the team until consensus was achieved [59]. 
Strategies were presented in tables with exemplar quo-
tations from participants. Frequencies, commonly used 
in SCAs [52], were collated to highlight the frequency at 
which participants described each strategy [60]. Similar 
to previous research that explored factors and strategies 
associated with high performance in healthcare [61], an 
interactive figure was made in PowerPoint to present the 
factors, subfactors and strategies of the revised IDEAL 
framework.

To ensure trustworthiness, procedures by Lincoln and 
Guba were followed [62]. For example, a reflective jour-
nal and audit trail were maintained to support the study’s 
confirmability and dependability [63, 64], and transcripts 
were read several times and strategy choices were dis-
cussed until reaching consensus [65]. Further, member 
checking of the initial transcripts enhanced credibility, 
and transferability was ensured by integrating several 
perspectives and developing detailed research descrip-
tions [63].

Results
Refinements to framework
Overall, 1,926 meaning units, or individual factors sup-
porting exceptional care delivery, were coded. The cur-
rent study abstracted 222 newly coded strategies that 

help achieve exceptional care delivery into the frame-
work, and the original IDEAL framework was refined 
into 28 categories, 103 subcategories (from 28 categories 
and 104 subcategories [34]), and now, 222 newly coded 
strategies. An interactive PowerPoint figure present-
ing the factors, sub-factors and strategies of the revised 
IDEAL framework is available in Additional file2.

Strategies identified
A comprehensive list of categories, subcategories and 
strategies emerging from our analyses with supporting 
quotations are presented in Additional file 3. The follow-
ing sections report the most commonly described sub-
categories of each category with some of the identified 
strategies. Figure 1 presents an example of the three lev-
els of the refined framework.

Patient-level
The patient’s sense of empowerment and their ability 
to self-advocate (91%) for their healthcare needs and 
preferences, comprised four subcategories (see Table  2 
for sample strategies). Strategies in the ‘feeling empow-
ered as a patient’ (64%) subcategory, for example, focused 
on demonstrating agency and ownership over health-
care decisions and clearly indicating one’s own needs and 
preferences.

Communication and rapport building with provider 
(79%), the patient’s role in communicating and building 
an interpersonal relationship with their provider, also 
had four subcategories. To support ‘building rapport and 
a supportive relationship’ (52%), for example, patients 
might treat their provider and practice staff with respect 
and pleasantness and try to develop a good relationship 
with their provider.

The patient’s beliefs, attitudes and motivation (76%) 
around health and healthcare, and expectations around 
seeking care, had four subcategories. Strategies that 
enable ‘having reasonable expectations around health-
care (30%)’ include being understanding of staff and if 
appointments are late and making good use of time in the 
appointment and practice.

Finally, the patient’s attendance and healthcare utili-
sation (58%) of primary care services, comprised two 
subcategories. One of these, ‘Turning up on time’ (42%) 
was achieved by turning up on time to scheduled appoint-
ments or informing the practice if they will be late/need to 
reschedule.

Provider-level
Communication and rapport building (100%), the pro-
vider’s role in communicating and building an interper-
sonal relationship with their patients, comprised five 
subcategories. Strategies that support the subcategory, 
‘listening to the patient’ (70%) involved giving the patient 
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their full attention and listening attentively to what 
patient is saying.

Coordination of care (91%), efforts to coordinate 
patient care activities and share information among 
healthcare professionals, had four subcategories. Strate-
gies in the ‘coordinating good future care’ (82%) subcat-
egory involved understanding and making effective use of 
the referral infrastructure and clarifying different options 
for care and the referral process.

The beliefs, attitudes and motivation (85%) of the 
provider around healthcare and its delivery, comprised 
four subcategories. Strategies involved in ‘taking a holis-
tic approach to healthcare’ (49%) included treating the 
‘whole person’ and considering the patient’s context, his-
tory and background and looking past presenting symp-
toms to uncover the cause.

The capacity and skills (82%) of the provider, what 
they are capable of doing within their knowledge, skills 
and workload, had five subcategories. ‘Managing time 
effectively and being organised’ (58%), for example, 
involved actively managing time within the consultation 
while allowing for patient’s concerns to be safely discussed 
and organising time and tasks to be performed for the day.

Patient activation and education (73%), efforts to 
activate patients to enhance their understanding and 
willingness to be a partner in care, comprised four sub-
categories. Strategies that support providers in ‘educating 
and encouraging shared decision-making’ (33%) involved 
identifying and considering what the patient wants and 
encouraging shared decision-making and providing unbi-
ased reputable information on their condition and treat-
ment options.

Continuing professional development (33%), the 
provider’s propensity to engage in learning activities to 
develop their understanding, knowledge, and skills, com-
prised three subcategories. ‘Self-reflecting and wanting 
to improve’ (21%) requires that providers are interested 
in learning new things and developing specialisations and 
reflect on their practice and look at how to get better.

Microsystem (Team)-level
Team collaboration (97%), the team’s propensity to 
engage in programmed opportunities for teamwork and 
to work cooperatively, comprised three subcategories. 
The subcategory ‘Collaborating to provide integrated 
care’ (70%) was achieved by coordinating roles effectively 
to provide seamless services and referring within the team 
and helping out colleagues to provide integrated care.

The shared beliefs of team members around the team’s 
efficacy (94%) and ability to perform tasks effectively, 
comprised four subcategories. Strategies that support 
‘valuing and trusting team members’ (91%) included 
valuing and respecting the contributions of every team 
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member and having a teamwork orientation and trusting 
colleagues to perform tasks effectively.

The quality of team rapport (88%), and how it shapes 
team interactions, culture, and collaboration, comprised 
four subcategories. To ‘create a supportive and friendly 
working atmosphere’ (64%), for example, teams might 
offer each other emotional support and support those 
who are struggling and foster a happy supportive working 
environment where everyone is treated with kindness and 
friendliness.

Patient-focused culture (55%), the extent to which 
the team’s culture focuses on patient values, preferences 
and needs, comprised two subcategories. Strategies that 
‘make the patient feel welcome and valued’ (39%), for 
example, involved treating patients with friendliness and 
responding in a manner suited to the patient and making 
the patient feel important, involved and valued as part of 
their team.

Learning culture (42%), the extent to which the team’s 
culture emphasises continuous learning and improve-
ment, had three subcategories. One subcategory, ‘learn-
ing from when things go wrong’ (27%), involved learning 
from incidents as a team to mitigate future risk and fos-
tering a no blame culture where people feel comfortable 
reporting errors.

Mesosystem (Practice)-level
The facilities, infrastructure (100%), and available 
resources of the GP practice, comprised four subcatego-
ries. To ‘provide a pleasant and safe environment’ (91%), 
for example, practices should maintain a well-organised 
and up-to-date bright, spacious and aesthetically pleas-
ing environment and create a comfortable environment 
for patients with adequate bathroom, baby changing and 
other facilities.

Appointments and access (91%), systems at the prac-
tice that enable the efficient allocation of appointments 
and access to care, comprised five subcategories. Strate-
gies that ‘actively facilitate access to care’ in the prac-
tice (58%), for example, involved sending reminders of 
appointments and making it clear to patients how to check 
in to the practice.

Clinical management (85%), the management of clini-
cal systems and processes within the practice, and use of 
standardised care protocols, comprised three subcatego-
ries. One of these subcategories, ‘utilising robust systems 
for clinical management’ (70%), involved using technol-
ogy effectively to support care systems and maintaining 
efficient and prompt systems for communicating with 
patients.

The category considering patient need (73%), efforts 
by the practice to address the needs and preferences of 
their patients, included four subcategories. Strategies that 
‘Safeguard patients’ privacy’ (39%), for example, involved 

creating a private area to communicate with reception 
and ensuring communication is discreet and maintain-
ing the patient’s right to privacy while in the practice (e.g., 
playing music in hallways).

Business management (67%), the extent to which the 
practice is managed like a business, with the effective 
management of workload and high levels of organisation, 
comprised four subcategories. Strategies in the ‘maxi-
mising scheduling and proactively managing wait times’ 
(48%) subcategory involved maximising scheduling and 
allocating an appropriate number of appointments each 
day and being proactive in managing patient flow and 
wait times.

Human resources management (61%), the gover-
nance of staff within the practice, including the manage-
ment, training and appreciation of staff, comprised three 
subcategories. ‘Effectively managing staff’ (52%), for 
example, involved delegating responsibilities, tasks and 
leadership roles to appropriate staff members and clearly 
and appropriately scheduling staff and ensuring staff con-
tracts are maintained.

The organisation’s emphasis on pursuing innovation 
and improvement (52%) and deliberately implementing 
changes, comprised four subcategories. ‘Eliciting staff 
and patient feedback’ (33%), for example, involved using 
proactive methods to elicit patient and staff suggestions 
or complaints and trying to implement patient and staff 
input and explaining if solutions are not possible.

Macrosystem-, network- and national-level
The ease at which patients can access necessary spe-
cialty primary care services (79%) comprised two sub-
categories. Strategies in the ‘Primary services are located 
in close proximity’ (52%) subcategory included develop-
ing primary care centres where services are located within 
the same building and ensuring the practice is located 
near or has good links with other primary care services.

The integration of primary care within the community 
and the continuity of care (64%) received by patients, 
comprised four subcategories. ‘Lines of communication 
are established and information is continuous’ (36%) in 
the primary care environment was achieved by main-
taining accessible lines of two-way communication with 
other primary care providers and keeping patients’ records 
updated with new information and sharing relevant infor-
mation with other providers.

Integration of primary care in the healthcare system 
(94%) and the ease at which patients can access services 
outside of primary care, comprised four subcategories. 
Ensuring ‘lines of communication are established and 
information is continuous (76%)’ with secondary care, 
involved developing and using direct and open lines of 
communication to secondary colleagues and sending 
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appropriate and accurate information promptly back to 
primary care.

Access to care at a national level (73%), the accessibil-
ity of primary care services for all patients within a given 
country, comprised three subcategories. Strategies that 
support ‘timely access to care for all’ (42%) included pro-
viding timely access to care (including public patients) and 
free universal healthcare to all people within the country.

Funding and resourcing (67%) from the health sys-
tem and national agencies comprised four subcatego-
ries. ‘Managing GP workforce and recruitment’ (48%), 
for example, was achieved by training and maintaining 
a sufficient number of the right staff and creating a good 
working environment and work-life balance for general 
practice staff.

Tangible support and guidance (49%) provided by the 
health system to facilitate the delivery of primary care, 
comprised four subcategories. ‘Providing training and 
support for general practice (30%)’, for example, involved 
providing standardised education for all healthcare roles 
in general practice and providing practical guidance to 
staff and developing national repositories of information.

Discussion
Achieving truly exceptional care requires the realiza-
tion and implementation of key strategies that make it 
possible. This study comprised a secondary analysis of 
previously collected interview data that explored the 
key factors and subfactors that characterise exceptional 
care delivery. In total, 222 new strategies that are used to 
achieve the previously identified factors of exceptional 
care delivery were identified and abstracted into the 
IDEAL framework [34]. The addition of these strategies 
enhances the IDEAL framework’s practicality and useful-
ness for informing the development and implementation 
of future improvement efforts, and ultimately, for achiev-
ing truly exceptional care delivery in general practice.

Understanding the strategies that facilitate exceptional 
care delivery
A variety of strategies, behaviours and contextual factors 
were identified at the patient- and provider-levels, many 
of which show promise for improving care. Several of the 
identified strategies have been associated with excep-
tional primary care in the wider quality research litera-
ture, including, for example, strategies that help build a 
trusting partnership (e.g., rapport [66], respect and lis-
tening [67]) and develop tailored care plans (e.g., goal set-
ting [66], discussing health behaviours [68]). Moreover, as 
many strategies were actively being used by participants, 
it is possible that they are feasible to implement within 
the current general practice landscape [16, 25]. Further, 
as these strategies were generated by patients and provid-
ers on the front line across different settings (i.e., a mix 

of rural and urban practices across Ireland), there is a 
greater likelihood that they will be acceptable to others 
in the community, which in turn makes it more likely that 
they are adopted and sustained [16, 26]. While links with 
existing research suggest that the identified strategies 
may be useful, feasible, and acceptable to patients and 
providers in general practice, examining these strategies 
statistically in larger samples would contribute further 
evidence of their efficacy in achieving exceptional care 
delivery, which is valuable information for improving 
uptake amongst patients and providers [26].

However, while these strategies may show promise for 
improving care, careful consideration must be given to 
ensure their effective and equitable uptake among patents 
and practice staff. For example, patient-level strategies 
may be more attainable to patients with greater resources 
given that socioeconomic status predicts a patient’s 
sense of empowerment [69]. Further, as identified by 
this study, a core strategy of an exceptional provider 
relates to their ability to engage socially, psychologi-
cally or medically complex or vulnerable patients. This is 
particularly important for primary care providers, who 
are uniquely positioned to address social determinants 
of health through a focus on recognising and meeting 
patients’ needs in the community [70]. While the identi-
fied patient-level strategies provide actionable guidance 
for motivated patients looking to build their capacity for 
engaging in healthcare, it must be recognised that many 
strategies will not be attainable for the most vulnerable 
of patients. In this sense, it is a core responsibility of the 
provider to proactively work with vulnerable patients 
to help them reach a capacity where they can engage 
with these strategies (e.g., take part in shared-decision 
making, make lifestyle changes). Moreover, as there is 
evidence to suggest that many of the provider-level strat-
egies may help engage and meet the needs of particularly 
vulnerable patients (e.g., establishing trust and showing 
respect, getting to know the patient and building rela-
tionships, being non-judgemental and understanding the 
role of social determinants of health [71, 72]), an exami-
nation of which strategies are most effective, and accept-
able to patients, in engaging vulnerable patients will help 
guide providers looking to support and empower those 
who need it most.

Accordingly, if we know that partnering with patients 
can increases their sense of empowerment [73], provid-
ers should view the ‘exceptional patient’ as the desired 
outcome of their caregiving, particularly for the most 
vulnerable of patients [74]. Interestingly, many strategies 
identified were bidirectional, performed and reinforced 
by both sides of the patient-provider dyad (e.g., trust, 
kindness, listening), elucidating the reciprocal partner-
ship formed between the provider and patient [75]. The 
reciprocal nature of this partnership [76], suggests that 
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targeting strategies that build the provider’s capacity to 
engage patients may empower both sides of the thera-
peutic dyad [77]. Previous efforts have successfully trans-
ferred patient-centred skills to providers [78], positively 
impacting patient behaviour [79] and health outcomes 
[80]. So, if providers or health systems can help patients 
become ‘exceptional’ [81], harnessing the provider may 
empower both the provider and patient [82]. Nonethe-
less, support from higher system-levels would help cre-
ate the environment where excellence is supported [83] 
and provide primary care providers with the necessary 
tools to transform practice [84]. Future research should 
explore methods for facilitating a positive cycle of learn-
ing between the patient and provider, whereby providers 
are supported to both achieve the identified provider-
level strategies and support patients to achieve strategies 
that empower them.

At the team-level, while many strategies represented 
tangible behaviours that teams perform to deliver 
exceptionally good care (e.g., operating regular meet-
ings), most strategies comprised cultural or relational 
behaviours and beliefs that support the delivery of these 
strategies (e.g., valuing and respecting everyone’s con-
tributions) [25]. For example, identified strategies were 
consistent with relational team characteristics that facili-
tate practice improvement and high-quality healthcare 
(e.g., trust, respect, communication) [85]. Team rela-
tionships are key to positively deviant primary care [25, 
86], and in complex adaptive systems like primary care 
practices [85], relationships form key levers for improve-
ment [85]. The nature and extent of the impact of social 
relationships is generally referred to as ‘social capital‘ [87, 
88] – a concept used by social scientists to highlight the 
pivotal nature of relationships [89]. Current strategies for 
improving quality in healthcare settings often emphasise 
individual role development and job descriptions [90, 91]. 
However, while specialisation is important, high-quality 
interactions and relationships are also needed to ensure 
that primary care practices can fully utilise the special-
ised skills of all its members [89]. Similarly, team beliefs 
were frequently addressed within strategies at this level, 
which is consistent with previous applications of PD in 
primary care (e.g., beliefs around team effectiveness, the 
patient [86] and learning [25, 86]). Interestingly, there is 
evidence to suggest that a team’s beliefs and their collab-
orative practice are reciprocally related [92], indicating a 
reciprocal positive gain spiral of beliefs and collaboration, 
the contextual and the concrete [82]. As proposed in the 
broader PD literature [24], in addition to targeting what 
teams do, harnessing cultural and social behaviours is a 
valuable strategy [25] to improve how they do it. These 
beliefs, values, behaviours, and interactions culminate in 
the team’s ‘culture’ [93], which, given its links with quality 
[94] is a promising target for enhancing an organisation’s 

effectiveness [95, 96]. While cultural strategies are typi-
cally more abstract and challenging to target, culture 
can be effectively improved [97] and many strategies 
bolstering culture are relatively feasible (e.g., having a 
coffee together [98]). Practice leaders need to appreci-
ate that excellence is influenced by relating, and should 
dedicate time and space for building relationships and 
learning [85]. Future improvement efforts should harness 
the power of the team to diffuse innovations in primary 
care, and need to ensure contextual and cultural factors 
are being targeted alongside the implementation of more 
tangible, concrete strategies.

Similar to previous research, most practice-level strat-
egies related to resources, organisational structure, and 
clinical and operational processes within the practice 
[67], referred to as the practice’s core [99]. An effective 
core is critical to successful practice development [99], 
and many of these strategies help build capacity, such as 
those targeting administrative resources, access, staffing 
levels and mix [94]. As expected, a considerable number 
of practice-level strategies require additional resourc-
ing, however, participants also described many strate-
gies that could be implemented within existing resources 
(e.g., improving access signage). In addition to the prac-
tice core, a practice’s internal capability also comprises 
an adaptive reserve; features in primary care practice that 
enhance resilience [99]. While a robust core helps meet 
ordinary variations in care and maintain consistent care 
delivery, an effective adaptive reserve facilitates adapta-
tion during times of change [99]. Importantly, the strat-
egies identified herein help build a practice’s core, but 
also, bolster its adaptive reserve (e.g., developing learning 
cultures, supporting innovation [99]). Moreover, key to 
a practice’s adaptive reserve is the clinical microsystem, 
or practice team [100], and emerging strategies target 
practice-level characteristics needed to support high-
performing clinical microsystems (e.g., establishing prac-
tice goals and expectations) [41]. The quality and impact 
of relationships amongst team members, referred to as 
social capital, is key to an effective adaptive reserve and 
clinical microsystem [99]. Functioning as CAS, primary 
care practices need social capital to succeed [89], as rela-
tionships are as important to the system’s success as the 
qualifications and capacities of the individuals themselves 
[89, 101]. The quality of care in primary care practices is 
a function of the quality of social capital among practice 
members [89], whereby, higher levels of social capital has 
been associated with better patient perceptions of quality 
[102]. Improvement in primary care typically identifies 
the physician as the locus for practice improvement [89], 
however bolstering the team’s social capital and capacity 
to function as an effective clinical microsystem is more 
likely to build adaptive reserve at a practice level. So, 
while organisational resourcing is needed to implement 
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strategies that build the practice core [98], strengthening 
the practice’s internal capacity also requires the imple-
mentation of strategies that bolster the practice’s adap-
tive reserve. Given that practice-level strategies typically 
require additional resourcing, research is needed to 
determine what strategies at the practice-level are critical 
for performance, with consideration of both effectiveness 
and feasibility, which should subsequently be considered 
in the development or redesign of primary care practices.

Within the broader care environment, many strate-
gies have been previously linked to more effective and 
efficient external care services, including, for example, 
relocating specialist services to the community, working 
as an integrated team with other providers, and improv-
ing communication lines to increase the availability of 
specialist advice [103]. In addition, research suggests 
that strategies at the national-level would bolster a high-
performing primary care system, such as having fair 
and effective funding and administrative models [104, 
105], maintaining a skilled general practice workforce 
[104–106] and supporting quality, learning, and gover-
nance at a national-level [104–106]. Governments want 
to do more with existing resources [105], and while many 
national-level strategies require considerable resourc-
ing, cost-effective strategies were also uncovered. For 
example, including general practice in policy-making 
[107] and having educational interfaces for primary and 
secondary care providers [108] are feasible, yet effective 
strategies. However, it is important to note, that national-
level strategies may reflect nuances of the Irish health 
system, where the involvement of primary care providers 
in policy making and the delivery of joint primary-sec-
ondary educational interfaces occur somewhat incon-
sistently. Yet, many prominent issues in Irish healthcare 
are similar to those experienced by other health systems 
[109]; for example, while joint events for general prac-
titioners and specialist doctors are widely valued, they 
are infrequently delivered across many European coun-
tries [110]. Further, the fact that many of the identified 
national strategies are still recommended across primary 
care [109] indicates that they are still priorities in simi-
lar health systems. Policymakers need to ensure that they 
are bolstering strategies that provide an environment for 
exceptional care delivery to become commonplace at a 
national level, but given that health systems are highly 
context-specific, nuances of their individual health sys-
tem need to be meaningfully considered in the selection, 
adaptation and implementation of strategies that bolster 
the whole health system [105].

In addition, some of the identified strategies may 
circumvent prominent health system issues, such as 
increasing the specialized nursing workforce [111] to 
reduce workload and workforce shortages [112]. Imple-
menting national-level strategies can also establish and 

cascade systemic change across all levels of the health 
system [106]. For example, increasing the general prac-
tice workforce increases staffing locally, which allows 
for longer appointments, more time to engage patients, 
and thus, better patient outcomes [113]. Accordingly, 
a more integrated response that appreciates the inter-
dependence of each part of the health system is needed 
[105]. As complex adaptive systems, primary care prac-
tices operate across multiple interconnected levels, and 
so efforts targeted at the provider- or practice-level only 
will not transform the whole system, and so far, have 
yielded only modest effects [106]. So while efforts tar-
geting downstream strategies are a necessity for trans-
forming the health system, they will fail to be actualized 
unless funders align their support with system-wide 
efforts [106]. In addition to implementing strategies 
that make excellence possible at a national level, policy-
makers should use existing educational and governance 
structures, such as Continuing Medical Education pro-
grammes [110], to support and encourage the implemen-
tation of provider-, team- and practice-level strategies 
that enable exceptional care delivery at a local level.

Developing the IDEAL framework
This is the third study detailing the development and 
refinement of the IDEAL framework. Importantly, our 
process is embedded in practice and iterative [114, 115], 
moving from deductive to inductive, from theory to prac-
tice, which is core to good theory-building and contrib-
utes to the validity of factors proposed by this framework 
[114]. As well as strengthening the theory, the addition of 
newly identified strategies has enhanced the framework’s 
usability and practicality [27]. Mid-level theory, like the 
original IDEAL framework [34] is useful for understand-
ing a problem and for planning and conceptualizing 
purposes [27], but is difficult to operationalize, and so, 
practical strategies are needed [116]. The strategies iden-
tified herein, which may be considered small theory, are 
purposefully practical and accessible [27]. The addition 
of concrete working models like these strategies is valu-
able for two main reasons: first, they specify the parts 
of an improvement programme intended to improve 
the phenomena under study, as well as the interven-
tion’s expected outcomes and potential evaluation meth-
ods; and second, they suggest a ‘theory of change’, the 
assumptions about mechanisms that unite a programme’s 
processes and inputs to outcomes, along with the con-
text needed for effectiveness. Thus, the newly refined 
IDEAL framework delivers a comprehensive and holis-
tic approach to improving care delivery, that provides 
key intervention components (strategies) together with a 
narrative about the structures, behaviours, processes and 
contextual features (factors and subfactors) needed to 
achieve the aims of the intervention [27]. Now, additional 
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research examining the framework is warranted to spec-
ify the specific factors and strategies that constitute key 
contextual facilitators of success and to uncover the spe-
cific mechanisms of action by which the factors and strat-
egies influence exceptional care delivery [117]. Following 
this, additional research applying the IDEAL framework 
in novel contexts is needed to strengthen its validity and 
generalisability further, and to determine if strategies 
work in isolation or whether certain strategies, or com-
binations of strategies, are more or less effective for dif-
ferent patient groups (e.g., chronic versus acute illnesses), 
settings (e.g., rural versus urban, large versus small prac-
tices), and care processes (e.g., improving vaccine uptake 
versus managing long terms needs) [118].

Strengths and limitations
The initial interview study [34] had a number of meth-
odological considerations that are relevant here. One 
strength, for example, is having a broad sample in terms 
of location, age, healthcare role, and gender was impor-
tant, as perceptions can differ based on these factors 
[119, 120] and getting the perspectives of practice nurses 
and managers along with GPs increased the applicability 
of findings [121]. However, it must be noted that while 
the sample also comprised patients from varying levels of 
socioeconomic status, it was not diverse in terms of eth-
nicity, which hinders the transferability of findings across 
patient populations [122]. Further, estimates suggest 
that patients in Ireland attend their GP approximately 4 
times a year [43], which is higher than most patients in 
our sample. This may be partially explained by the fact 
that patients who regularly attend their GP tend to be 
older in age [123] and our sample had a relatively even 
distribution of age groups, with a greater representation 
of younger patients than the broader patient population 
regularly attending GP care in Ireland. Research apply-
ing the IDEAL framework in different patient samples is 
now needed to ensure the unique thoughts, values and 
perspectives of all patient backgrounds are considered 
in understanding and improving care delivery in primary 
care [122]. As noted previously [34], a completely true 
PD approach could not be completed due to COVID-
related changes to practice [124] and data accessibility 
issues [38, 125]. However, we believe that our modified 
improvement approach has merit in identifying key suc-
cess factors. Further, interview data were collected dur-
ing the COVID-19 pandemic, which likely impacted 
participants’ interviewing experience [126], so efforts 
were made to build rapport with participants before 
interviews.

Further, secondary analyses can be limited given that 
original data were collected for other purposes [35]. 
However, having a good fit between the primary data-
set and the research question explored here lessens this 

concern [127]. In addition, as the first author was per-
sonally involved in data production, they understood the 
relevant context needed to interpret data [36]. Nonethe-
less, the first author’s familiarity with the context sur-
rounding the interviews could have led to oversight, and 
findings may have differed if the focus of interviews had 
been exclusively on identifying strategies [128]. More-
over, some strategies were noted by one or two partici-
pants only, which raises questions about generalisability. 
However, these strategies were discussed as a team and 
retained if deemed sufficiently distinct and useful. 
Further, although an examination into the strategies 
described by patients compared with practice staff would 
be valuable, differences in the perceptions of patients 
and practice staff was explored previously in the original 
interview study by the authors [34]. The resulting frame-
work could be criticized for its length, which lead to a rel-
atively brief and surface-level presentation of findings in 
this study. However, we sought to provide a robust toolkit 
of strategies to support improvement in general practice 
recognizing the benefits of having options or varied strat-
egies available to support a common aim. Although many 
strategies have been suggested in separate research stud-
ies, they have not been combined as a holistic strategy to 
support learning in general practice [129]. Now, a feasible 
method of disseminating these strategies is needed.

Implications for research, practice and policy
First, future research is warranted to explore the feasi-
bility, usefulness and effectiveness of these strategies in 
larger representative samples [20, 26]. In line with the 
PD framework [26], newly identified strategies need to be 
disseminated to others in practice. One approach would 
involve developing a team-based learning tool, similar 
to the Manchester Patient Safety Framework [130], that 
would allow teams to both measure their capacity for 
delivering exceptional care and, subsequently, promote 
discussion around strategies for achieving improvement 
[131]. As discussed above, targeting the tool at practice 
teams would be an effective approach to enable change 
[132], as clinical microsystems support the effective 
uptake of innovation in primary care delivery [133].

In practice, organizational cultures that support team-
work and quality improvement contribute to achieving 
high quality care [134]. Practice leadership should create 
environments that support collective learning processes 
and practices [132], for example, by providing tools and 
processes that structure, facilitate or trigger teamwork 
[97]. Secondly, practice leadership should target the strat-
egies identified here, many of which also enable the suc-
cess of practice-based improvement initiatives [9, 135]. 
At a practice-level, using a tool such as that described 
above would support improvement, following adaptation 
for local context by the team [106].
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At a policy-level, a new improvement approach is 
needed, that recognises the complex adaptive nature of 
health systems [106] and emphasises national-level pol-
icy reforms alongside downstream efforts. This includes 
the implementation of national-level strategies identified 
herein (e.g., investing in developing technological infra-
structure, developing incentives that support high-qual-
ity care). First, a political commitment is needed to tackle 
the social, political, economic, and organisational struc-
tures that shape health systems, and optimize coordina-
tion of care at a network- and community-level [106], 
followed by support for local-level interventions that 
directly target staff or practice performance [106]. Gov-
ernments need to support practice teams in achieving 
the strategies collated herein while also pulling the levers 
that make excellence possible at the national level.

Conclusion
The strategies identified herein offer a promising 
strengths-based approach to improving care delivery in 
general practice. Primary care is at the core of an intrin-
sically interconnected system, and until all systems com-
mit to embedding these strategies, improvement efforts 
will fail to realize their potential. If exceptional care is to 
become everyday care, we must create an environment 
where patients, providers and teams can build trust-
ing and therapeutic relationships, learn and innovate 
together, and coordinate effectively to provide holistic 
family-centred care to people of every need.
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