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Abstract
Background: In recent years, there has been an increased emphasis on patient experience as a dimension of quality in healthcare and subse-
quently a drive to understand care from the patient’s perspective. Patient shadowing is an approach that has been used in service improvement
projects, but its potential as a quality improvement (QI) method has not been studied in practical and replicable detail.
Objective: This new research aimed to produce clear guidance on patient shadowing for future Quality Improvement projects.
Methods: Qualitative interviews were conducted with 20 clinical and non-clinical participants of a national QI programme in UK, which focused
on improving the experience of patients at the end of life. All participants had shadowed patients. Data were analysed using a thematic analysis.
Results: There were two broad themes: (i) The process of shadowing: how participants went about shadowing, adopting different approaches
andmaking judgements about the care they observed and any challenges they had encountered. (ii) The impact of shadowing: on the engagement
and motivation of those who shadowed and in terms of service changes to benefit patients and their families.
Conclusion: The findings led to a new set of ‘gold standard’ principles to benefit both staff and patients where shadowing is used as a QI
method. These, together with new guidance, will ensure that shadowing is conducted as a team exercise, that all those involved are more
robustly prepared and supported and that its purpose as a method to improve patient experience will be better understood.
Key words: quality improvement, patient-centred care, patient shadowing, patient experience, guidelines

Introduction
The Institute of Medicine’s internationally accepted defini-
tion of high-quality care has six elements: patient-centred,
safe, effective, timely, efficient and equitable [1]. In UK,
the three dimensions of quality are defined as patient expe-
rience, safety and effectiveness [2]. The relationship between
elements of patient-centred care and improved experience
has been established for some time [3–5] with correspond-
ing quality improvement (QI) initiatives focusing on patient
experience.

Most methods for assessing quality in healthcare strive
to be objective in nature and there has been relatively little
research about experiential approaches in QI, although these
could be appropriate for programmes concerned with patient
experience. One such example is patient shadowing, which
involves accompanying patients wherever they are receiving
care in order to observe their experiences of care. In health-
care training and education, experiential learning is used as a
part of teaching about empathy [6] andmainly relates to train-
ing student health professionals, using simulation approaches
where students experience being a patient through, for exam-
ple, lying in a bed or spending a day in a wheelchair [7].

Immersive learning has been shown to increase understand-
ing and connection to patients, and ‘eye-opening’ insights
into their experience of living with illness, and empathy [8].
Recently, although the potential for QI of shadowing by
researchers (who then relay their findings to healthcare staff)
has been recognized [9], patient shadowing undertaken by
healthcare staff, as a systematic approach to improvement,
has not received the same attention or been studied thor-
oughly [10–16]. Likewise, the exact nature of the connection
between shadowing and achieving improvement for patient
experience has not been explored. This study has enabled us
to make recommendations in the form of new guidance and
principles about how best to conduct shadowing in order to
be an effective QI method.

This study explored the experience of participants under-
taking patient shadowing as part of a national QI programme.
The premise of the programme was that there is a need to
understand how patients experience a service, in order to
improve their experience. Programme participants were thus
required to adopt patient shadowing as a specific technique to
ensure that the information they collected for their improve-
ment projects described care from the patient’s perspective.
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The research study involved qualitative interviews with pro-
gramme participants to gather detailed accounts of shadow-
ing, and findings were explored qualitatively and reported
previously [10]. The purpose of this paper is to focus on the
practical guidance produced for future teams derived from the
qualitative data. This guidance strengthens the patient shad-
owing method so that, carried out ethically and robustly, it
can make a successful contribution to QI. A set of 10 clear
principles for shadowing are presented for the first time.

Study context: the Living Well Programme
Eighteen multidisciplinary healthcare teams (with up to five
members each) from across UK took part in the Living Well
Quality Improvement programme to improve the experience
of patients at the end of life (in non-specialist palliative care
services). The programme was funded by The Health Foun-
dation with support from NHS England and led by The
Point of Care Foundation, a not-for-profit organization. The
programme followed a collaborative learning model, during
which participants attended three learning events between
July 2017 and April 2018. Participants were taught con-
ventional QI methods [17], but first healthcare staff were
required to shadow patients in their service, to inform their
understanding of where to focus their improvement efforts.
Participants in the programme were provided with a hand-
book and training by The Point of Care Foundation, which
emphasized that shadowing is a purposeful and structured
activity. The practical issues were set out, such as how to select
patients to shadow, how to provide them with information,
how to gain consent and how to conduct oneself when shad-
owing. Procedures to follow if participants noted anything of
concern were set out clearly, and it was explained that being
a shadower did not prevent them from helping the patient if
needed; this is an important difference between shadowing as
a research method and shadowing as a QI method.

Patients to be shadowed were selected at the discretion of
clinical managers locally, and wherever possible, they were
unknown to the shadower, although there were occasional
exceptions. Patients included those being cared for at home or
in a residential home, patients attending outpatients’ appoint-
ments and on a variety of inpatient hospital wards. Consent
was gained from the patient and/or a family visitor. Par-
ticipants in the QI programme could undertake shadowing
through spending time with a patient, sitting with them or
accompanying them if they were moving between locations
and interacting with them if appropriate. Participants spent
as little as half an hour once or several hours on a number of
occasions, shadowing the same or different patients.

Methods
The study design was qualitative, and semi-structured inter-
views were conducted with 20 programme participants,
recruited from all 18 teams in the programme at face-to-face
learning events and by email invitation. Maximum varia-
tion was sought in the sample [18]: participants had a range
of professional backgrounds and work settings, including
acute hospital wards, primary care, community and mental
health services and nursing and care homes. The programme
required project teams to be a mix of clinicians and non-
clinicians and this was reflected in the sample. In this par-
ticular programme, the participants were all working with

patients at the end of life but were not palliative care special-
ists. Interviews were conducted face to face at the participant’s
workplace or by telephone or skype, depending on what was
most convenient for each participant. The interview topic
guide covered questions about the process of shadowing, what
they had observed and asked for their reflections on the expe-
rience. In the end, they were asked for advice or tips for others
in the future.

Interviews were transcribed verbatim and analysed using
a thematic analysis (TA) as described by Braun and Clarke
[19]. TA uses the basic building blocks of a qualitative analy-
sis to assist the researcher to find a small number of important
patterns/themes across a diverse sample that shed light on the
research question. TA was chosen because it was important to
analyse a broad range of experiences from a sample of indi-
viduals with diverse professional backgrounds, working in
different end-of-life settings, enabling implications for prac-
tice to be drawn out and robust recommendations to be made
for future teams, a key objective of the research. Data-derived
codes were created inductively, and researcher-derived codes
(latent codes) were created through identifying more implicit
meanings in the data, drawing on the researcher’s profes-
sional experience, discussion with co-researchers and the
research literature. A complete coding approach was taken,
i.e. the transcripts were coded by hand line by line by the first
author. Codes were grouped into themes and sub-themes as an
iterative process with feedback from co-authors. A set of pre-
liminary themes was then shared with the programme orga-
nizers specifically to check their relevance to the programme,
as a key study objective was to produce guidance that the
programme organizers would implement. Data were finally
organized into 10 main themes, which included individual
reflections on the emotional impact of shadowing (discussed
elsewhere [10]). The themes relating to the practical aspects
of the process of shadowing as a QI approach and the impact
of patient shadowing (for staff and for service improvement)
are presented in this paper. Reports produced by each project
team documented the results achieved for patients through
service changes [20], and these were compared with data from
interviews, in order to produce the guidance for future pro-
grammes and principles for shadowing, as outlined in this
paper.

The researcher had been employed by the organization that
led the national programme but was not involved in this pro-
gramme, being aware of the necessity of being objective when
analysing the data and interpreting the findings [21].

Results
There were two overall themes (Table 1) relevant to shad-
owing as a QI method: (i) ‘how’ shadowing was undertaken
(the processes involved and the different approaches adopted),
and (ii) the impact of shadowing (in terms of motivating pro-
gramme participants and making improvements for patients).
Quotes from participants to illustrate these themes are pro-
vided in (Table 2).

The process of shadowing
Varied styles and approaches
Participants were given ground rules for shadowing as out-
lined above. However, the way they approached shadowing
varied considerably and can be described within the following
three categories:
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Table 1 Themes

Theme Sub-theme

1. The process of shadowing Styles and approaches
• Non-intervening
• Intervening
• Companion
Making judgements and interpreta-
tions

Challenges experienced by
participants

2. Impact of shadowing Staff motivation: ‘A thirst for
quality improvement’

Service improvement

(i) Non-intervening: The shadower observed without
intervening and described imagining what it was like to
be the patient. A medical consultant who shadowed a
patient in a hospital side room (a room for one patient
only) described the time spent ‘almost like meditation
in a sense, of watching and listening and not doing any-
thing, which is of course strange and a bit unusual’.
A healthcare assistant in a care home described it as
‘getting into the zone’.

One participant who worked with patients with learning
disabilities who could not speak explained that she felt her
approach to shadowing came easily because she was used to
watching and ‘tuning in’ to how patients were feeling.

(ii) Intervening: The shadower intervened in the care of
the patient, occasionally going beyond just helping the
patient with something if needed. Shadowers with a
more intervening style were more likely to have a nurs-
ing background. They tended to step in to care for the
patient, either where they felt other staff did not have
time or because it was instinctive for them to care for the
patient because of their professional role; they found it
hard to ‘do nothing’.

(iii) Companion: The shadower acted in the role of compan-
ion for the patient. One shadower described deliberately
chatting to the patient as they went from one outpa-
tient appointment to another to check whether what
she had noticed was aligned with what the patient was
experiencing. Another held the patient’s hand while
sitting with them. Those who saw themselves in the
role of companion tended to be staff with non-clinical
backgrounds and described shadowing as different from
observation ‘you sort of accompany the patient. You’re
with the patient…it’s with them rather than observation
of them. I think it feels more shared’.

More than one of these approaches might be adopted in
any shadowing session.

Making judgements
There was evidence of not only different approaches to shad-
owing but also different interpretations of what was observed.
Participants’ ‘outlook on life’ or ‘lens’ determined their inter-
pretation or judgement of what they saw when they shad-
owed. Personal experience of a similar situation with their
own family could have a significant influence on how patients’

and families’ experience was perceived or interpreted. For
example, one member of the staff explicitly said that she
was seeking reassurance after a poor experience of seeing
her grandmother die in hospital, ‘I almost wanted to see
that it wasn’t like that…were things different?’. One clinician
appeared to be checking, from a professional point of view,
that care was adequate: ‘I reassured myself there was nothing
to scare the horses’, meaning they saw nothing to worry about
regarding care.

Generally, the participants seemed unaware that their
observations were subjective, such as when making judge-
ments based on their personal taste, such as passing com-
ments on the type of music played on wards. One shadower
described how she purposely identified with the families of the
patients she was shadowing, through imagining they were her
own family.

Challenges
The ‘acceptability’ of a method (how well it is received by par-
ticipants) is an important consideration when asking health-
care staff to undertake QI work [22], and there were some
minor practical challenges with shadowing. These included
finding the time for shadowing, even though there was no
prescribed amount of time for shadowing (it was suggested
that participants should be pragmatic and shadow for as much
time as they had available). Problems could arise if the pur-
pose of shadowing was not explained clearly, particularly to
colleagues; there was a sense that it could be misunderstood,
particularly if it involved ostensibly ‘doing nothing’ sitting
next to a patient who was in the bed. A clear explanation of
its purpose allowed participants to adopt a shadowing role,
rather than their usual role.

Impact
There was evidence of a powerful personal impact on individ-
uals who took part in shadowing. Themajority of participants
cited changes, such as increased knowledge or emotional
engagement, which appeared to lead to greater motivation to
make subsequent service changes intended to benefit patients
and families.

Staff motivation: ‘A thirst for quality improvement’
Individuals spoke about the experience of shadowing in terms
of increasing their knowledge and understanding of the care
their patients received. Both clinical and non-clinical staff
took part in shadowing, and the value of non-clinical staff
participating was recognized as ‘bringing fresh eyes’ to the
clinical setting: ‘We get very used to seeing certain things
[and] you switch off to those things’. But clinical staff also
acknowledged that shadowing allowed them to ‘step off the
hamster wheel and get some headspace’. One participant gave
the example of how she thought the ward was ‘busy, busy,
busy’, but that when she spent an hour shadowing she real-
ized that for the patients ‘nothing happens’; that there are
long periods, particularly in single-side rooms when there is
no interaction (clinical or otherwise) with members of staff
and that patients can feel lonely and isolated. This example
illustrates the QI concept of ‘work as imagined and work as
done’ [23]: shadowing can be used to check that what clin-
icians think is happening matches the reality of processes,
procedures and patient experience.
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Table 2 Illustrative quotes for themes

Theme 1: The process of shadowing Illustrative quotes

a) Varied styles and approaches
i) Non-intervening ‘Yeah it was quite strange, I didn’t think I’d get into the zone so quickly, and it was only within a

couple of minutes and I was right there with her, and that surprised me…you take the carer or the
nurse hat off and then you just become, you become part of them, and part of their environment’.
(Healthcare assistant P10)

‘Carers in a healthcare setting, they’re always doing and this [shadowing] is a shift into a more mindful,
reflective state, and some people just never go there’. (Therapist, P16)

ii) Intervening ‘I’m a person who likes to jump in and get stuck into things and be more active’. (Non-clinician, P20)
‘The patient was trying to talk…so I opened the blind and let some light in, and I opened the door, you
know, and turned the lights on’. (Therapy assistant, P11)

iii) Companion ‘I hate to see or think of people being on their own and having no-one. So, although I would be shad-
owing, I might well be holding someone’s hand at the same time. I think it might have eased them,
given them some comfort’. (Non-clinician, P2)

b) Making judgements ‘It was quite an upsetting experience at times, because you always think, or I always think, you know,
of my family members. If that was my family member, what would I want and how would I want
people to react, you know’. (Therapy assistant, P11)

c) Challenges ‘We used to have permission to sit and talk to patients…these days you’ve got to be up and doing
[things]’. (Nurse, P3)

Theme 2: Impact of shadowing Illustrative quotes
a) Staff motivation ‘I think it gives them [shadowers] a real, genuine insight into the lens of the patient. It gives them a

thirst for quality improvements, to look at changes for improvements that they can engage in and
make to improve patient experience……It’s made them think and understand and have the courage to
take action’. (Nurse, P13)

‘The people that have done it [shadowing] are so enthused by, it that I think we’ll start a shadowing
programme for all sorts of things, and it does help with engagement’. (Doctor, P6)

b) Service improvement ‘It informs your decision-making and gives you a broader perspective. I don’t see how you can com-
mission services without knowing what those services are and how they are being experienced’.
(Non-clinician, commissioner, P8)

‘I think you learn a lot about yourself as well as about your patients as well and how you can make
improvements to their care and the whole family situation just by spending that time observing,
seeing things’. (Community nurse, P17)

The emotional impact on the shadowers was clear for
some. For example, participants described how the patient
stayed with them in a way that differed from meeting patients
under other circumstances and how they connected emo-
tionally with particular patients or relatives they shadowed.
Project teams anticipated possible emotional distress for shad-
owers and put support in place for them, but this was not
taken up.

Frequently, the impact shadowing had on project partici-
pants was transformed into a desire for (and actual) change
for patients that participants hoped was positive and a cor-
responding engagement with the improvement project. For
example, a commissioner suggested that she now saw shad-
owing as essential for her role and guiding decision-making.

Shadowing could also impact on personal behaviour. One
participant described how even if she was not sitting and shad-
owing she would now ‘always be watching things and looking
out’. Many participants spoke of shadowing being a reward-
ing experience, and that it ‘reconnected’ them with patients
and their own motivation to care: ‘It made a connection with
why you’re doing it [being a doctor] in the first place’.

Service improvement
A key characteristic of the programme’s method was that par-
ticipants in the project teams met after shadowing were able
to identify together where change could be made, suggest
ideas for improvement and then make the changes, in some
cases immediately. The shadowing exercise encouraged the
design of an ‘ideal experience’ for patients, plans for how
to achieve this and identifying measures to monitor success.

Improvements to the environment of care were suggested and
made, both in terms of physical environment and processes,
and to the way staff interacted with patients. These included
reviewing the policy of putting patients at the end of life into
side rooms, the provision of a special food menu, car park-
ing and beds for family members and revising the approach
to advance care planning conversations. In one case, further
funding to continue the project was secured after the directors
of the hospital heard about its success.

Discussion
Statement of principal findings
This study has provided increased insights into a practical
approach to improving patient experience through under-
standing care from the patients’ perspective. It has shown
how participants went about shadowing, adopting differ-
ent approaches and making judgements about the care they
observed, which were influenced by their personal experi-
ence or ‘lens’. Although there were some challenges, the
experience of shadowing appeared to strengthen their moti-
vation to provide good care and to introduce service changes,
based on where shadowing had helped them to identify where
improvements could be made to benefit their patients.

Strengths and limitations
In terms of the participants’ accounts, it is important to bear
in mind that they are necessarily subjective and might con-
flict with patients’ perceptions; thus, it would be valuable to
include research with patients and families to compare their
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experience of the shadowing approach. Nevertheless, much
is discussed about the need to link the collection of patient
experience data with improvement [24, 25], and approaches
which do this are not often documented. It is rare to find
examples of practical approaches that provide details, which
enable improvement approaches to be replicated [21], and this
study provides detailed insight into the shadowing approach,
including challenges that may be encountered.

Interpretation within the context of the wider
literature
Historically, QI efforts have focused more on safety and
effectiveness, with fewer resources put into improving the

Box 1: Newguidance for programme handbook and train-
ing

• Emphasis on preparing the participants beforehand so that
they understand that they will bring their own experiences,
personalities and professional ‘lens’ to how they interpret
what they observe when shadowing (much as ethnographic
researchers have to be reflexive).

• It is made clear that different approaches to shadowing
are acceptable (as highlighted in this study) and training
does not prescribe one approach over another (in other
words ‘getting alongside the patient’ could be done by sit-
ting quietly and thinking oneself into how the patient might
be feeling, or it could be through a conversation with the
patient).

• Preparation must include an acknowledgement that shad-
owing places staff in a situation with their patients, which
is different from usual, and that it does not have to involve
carrying out caring tasks and to be mindful of the purpose
of shadowing.

• Preparation must include an emphasis on shadowing as a
legitimate activity (‘proper work’) and it is essential that col-
leagues are prepared for the presence of shadowers by
explaining its purpose and by sharing the written guidance
for shadowers with everyone.

• Shadowing is positioned emphatically as a team activity.
Support should be put in place for team members before
they begin and team debrief after shadowing is essential.
Shadowing in pairs is suggested and logging observations
and reflections in a standard way amongst the team is
important.

• The issue of what to do if poor care is seen can be
addressed by discussing this as a team beforehand and
agreeing a process to alert the appropriate member of staff
should this happen.

• The importance of debriefing after shadowing with other
team members is emphasized, so that observations and
interpretations can be compared. For example, participants
will have shadowed at different times of day, different
patients and situations, and have had different emotional
responses. Members of the project team will all bring
valuable observations that could be interpreted in differ-
ent ways, and a shared understanding can be reached. A
reflexive approach is encouraged and is positive in terms
of professional practice. The purpose of the debriefing is to
reach a consensus about where to target improvements.

quality of patient-centred care [2]. This may be because of
a dual challenge: how we know whether a service provides
high-quality patient experience (relevant data may be lacking)
and uncertainty about how to approach QI in this area (lack
of evidence-based practical approaches) [26]. A core tenet of
QI is that a change should be an improvement and, measure-
ment challenges aside, without knowing what is important to
patients and families in the first place, it is possible that a QI

Box 2: Principles for shadowing

Overall principle: The shadowing exercise should be situated
at all times within the context of its purpose to improve care
for patients and their families, so that it does not become
exploitative.

1. Ensure that shadowing is a focused exercise. Do not
embark on shadowing unless you have the neces-
sary agreement/support in place to make a number of
improvements as part of the project.

2. The risk of vulnerable patients being exploited should
always be avoided (for instance, by approaching them and
their relatives sensitively to ask permission and explain-
ing that they can decline to be shadowed).

3. Communication. Provide information about shadowing to
patients and families beforehand and share documented
improvements achieved with patients and families.

4. Gain patients’ consent to shadow beforehand or con-
sent from families on their behalf (see guidance here
https://www.pointofcarefoundation.org.uk/resource/patie
nt-family-centred-care-toolkit/).

5. As an activity shadowing is not passive (or voyeuristic).
In other words, you are free to interact with the patients
and families and to take action if they need help of any
kind.

6. Shadowing teams should be thoroughly prepared before-
hand. They should feel confident, understand the pur-
pose of shadowing and know what agreed procedure to
follow should they observe anything that concerns them.
Individuals should know and understand when it would
be inappropriate to shadow. It should be emphasized
that shadowers should step away if there are situations
where it is inappropriate for a stranger to be present.

7. Colleagues should be informed beforehand what the
shadowers are doing and why. Explain that it is a pur-
poseful and structured activity for the benefit of patients
and is not an inspection exercise. (Make the written
guidance for shadowers available to colleagues.)

8. Emotional as well as practical support for those who
might find shadowing difficult, or personally challenging,
should be in place both before and after shadowing.

9. Shadowing should be a team activity. Teams should
debrief after shadowing, compare notes, impressions
and experiences. Share and discuss the implications of
what shadowers have learned for changes for patients.

10. Be reflexive. Remember that interpretations of what has
been observed (particularly, the interactions between
people) will be subjective—influenced by your way of
seeing things—so it is important to check with and dis-
cuss your interpretation with others.
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intervention may not focus on what will make a difference to
patients. This study has addressed such issues.

Implications for policy, practice and research
The study has provided evidence that makes clear the con-
nection between shadowing and improvements for patient
experience and shown shadowing to be a powerful and rel-
atively inexpensive tool to add to and complement the range
of approaches and techniques in QI. It has enabled us to make
recommendations in the form of new guidance and principles
about how best to conduct shadowing in order to be an effec-
tive QI method. Patient shadowing by healthcare staff was
an under-researched area. However, it would be interesting
to explore further certain practical aspects of shadowing, for
example, the connection between ‘lens’ and shadowing style.
It would be valuable, in terms of preparing teams for shadow-
ing, to discover whether professional background or personal
experience made it easier or more difficult to undertake shad-
owing successfully, for example, to explore systematically
the difference between clinical and non-clinical participants’
experience and reactions, and whether clinical training is an
advantage or disadvantage when making judgements about
what is observed.

New guidance
While the study findings demonstrated shadowing as a tech-
nique for bringing about potential improvements, partici-
pants’ accounts of the shadowing process highlighted that
further guidance would be beneficial to ensure that shadowing
was established as a robust and effective QI method. Sug-
gested new guidance with a 2-fold focus on the importance
of preparation and teamwork was produced by researchers
(Box 1) and discussed and agreed with programme facili-
tators. This has been incorporated into the handbook and
training provided for programme teams and is already being
implemented.

A set of 10 principles were produced and agreed with
The Point of Care Foundation (see Box 2) and is proposed
as a ‘Gold Standard’ for shadowing. These principles are
now distributed to all programme participants before they
embark on their projects. These principles provide a robust
foundation for ethical shadowing practice.

Conclusions: Patient shadowing sheds light on what needs
to improve for patients, which other ways of collecting data,
such as surveys, do not. Healthcare staff expressed surprise
to see ‘what really happens’, which suggests that shadowing
would be a valuable approach not only to improve patient
experience but also patient safety. Moreover, it is an accept-
able, indeed motivating approach, for the staff who take part.
With clear guidance and standards, patient shadowing is a
valuable QI method.
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