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ABSTRACT
Background Appreciative Inquiry is a motivational, 
organisational change intervention, which can be used to 
improve the quality and safety of healthcare. It encourages 
organisations to focus on the positive and investigate 
the best of ‘what is’ before thinking of ‘what might be’, 
deciding ‘what should be’ and experiencing ‘what can 
be’. Its effects in healthcare are poorly understood. This 
review seeks to evaluate whether Appreciative Inquiry can 
improve healthcare.
Methods Major electronic databases and grey literature 
were searched. Two authors identified reports of 
Appreciative Inquiry in clinical settings by screening study 
titles, abstracts and full texts. Data extraction, in duplicate, 
grouped outcomes into an adapted Kirkpatrick model: 
participant reaction, attitudes, knowledge/skills, behaviour 
change, organisational change and patient outcomes.
Results We included 33 studies. One randomised 
controlled trial, 9 controlled observational studies, 4 
qualitative studies and 19 non- controlled observational 
reports. Study quality was generally poor, with most 
having significant risk of bias. Studies report that 
Appreciative Inquiry impacts outcomes at all Kirkpatrick 
levels. Participant reaction was positive in the 16 studies 
reporting it. Attitudes changed in the seventeen studies 
that reported them. Knowledge/skills changed in the 
14 studies that reported it, although in one it was not 
universal. Behaviour change occurred in 12 of the 13 
studies reporting it. Organisational change occurred in all 
23 studies that reported it. Patient outcomes were reported 
in eight studies, six of which reported positive changes 
and two of which showed no change.
Conclusion There is minimal empirical evidence to 
support the effectiveness of Appreciative Inquiry in 
improving healthcare. However, the qualitative and 
observational evidence suggests that Appreciative Inquiry 
may have a positive impact on clinical care, leading to 
improved patient and organisational outcomes. It is, 
therefore, worthy of consideration when trying to deliver 
improvements in care. However, high- quality studies are 
needed to prove its effects.
PROSPERO registration number CRD42015014485.

INTRODUCTION
Healthcare organisations are under pres-
sure to improve the quality and safety of 
their services.1 One action cycle method for 

improving quality and safety is Appreciative 
Inquiry .1 2 Outside of healthcare, the bene-
fits of Appreciative Inquiry have been widely 
described and include increased profits, 
reduced absenteeism and improved customer 
service.3 Appreciative Inquiry in the health-
care setting has been less well documented2 
although its popularity is growing.1 4

Appreciative Inquiry is a philosophical 
approach that seeks to harness the unique 
creativity of organisations, focusing on 
strengths, rather than becoming defensive 
and problem focused.5 6 It encourages new 
thinking, improvisation and aims to achieve 

WHAT IS ALREADY KNOWN ON THIS TOPIC?
 ⇒ Appreciative Inquiry has been successfully used for 
organisational change outside of a healthcare set-
ting for three decades.

 ⇒ Changes in healthcare environments as a result of 
Appreciative Inquiry have been reported, for exam-
ple, changing processes, defining services and im-
proving the working environment.

WHAT THIS STUDY ADDS?
 ⇒ We draw on a global evidence base to systematical-
ly consider the outcomes reported in Appreciative 
Inquiry studies to evaluate its effectiveness.

 ⇒ We show that while the empirical effectiveness of 
Appreciative Inquiry is unclear, the qualitative and 
observational data suggest that Appreciative Inquiry 
could be a positive organisational change technique.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY?

 ⇒ We would like to encourage those interested in 
healthcare improvement to consider Appreciative 
Inquiry approaches for their organisational change 
initiatives.

 ⇒ We present the myriad ways that Appreciative 
Inquiry can have impact within a healthcare envi-
ronment and encourage implementers/evaluators 
to use this framework to systematically consid-
er all of these areas to document and report their 
Appreciative Inquiry studies/projects.

http://bmjopen.bmj.com/
http://orcid.org/0000-0003-0352-2106
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transformational change.7 Appreciative Inquiry investi-
gates the best of ‘what is’ before thinking of ‘what might 
be’, deciding ‘what should be’ and finally experiencing 
‘what can be’.5 There is no ‘fixed’ method, Appreciative 
Inquiry is grounded in some ‘principles’. However the ‘4D 
cycle’ has emerged as the leading framework (figure 1).5

A practical example of the use of Appreciative Inquiry 
in a healthcare context can be taken from an Indian 
study.8 9 Using the 4D cycle, in the ‘Discovery’ phase, they 
arranged meetings with hospital staff, where experiences 
of saving lives in childbirth were shared and celebrated. 
Staff then interviewed each other. Following feedback, the 
‘Dream’ phase facilitated staff to develop aspirations. The 
overarching one was to be ‘the best hospital for infection 
control’. In the ‘design’ phase, they developed measur-
able and achievable action plans. In the ‘destiny’ phase, 
they discussed ways to sustain their plans and continue 
the good work.8

A systematic review2 of Appreciative Inquiry in health-
care showed a breadth of issues being addressed but did 
not fully evaluate the effects. A more recent review of 
Appreciative Inquiry in nursing practice concluded that 
Appreciative Inquiry was often implemented without 
attention to its pivotal components, but instead a ‘sani-
tised’ version of the 4D cycle was used.4 This review will 
focus on whether Appreciative Inquiry is able to improve 
healthcare.

METHODS
Appreciative Inquiry is a complex intervention; therefore, 
heterogeneity between studies in terms of the interven-
tion, study design and outcomes was expected. Narrative 
synthesis was selected10 to flexibly identify, include and 
synthesise diverse studies.11

Data sources
A search of major electronic databases (Medline, Embase, 
Cochrane collaboration, PsychINFO, Sociological 

Abstracts, Allied and Complimentary Medicine Database, 
British Nursing Index, Health Management Information 
Consortium, Health Business Elite and CINAHL) from 
1987, until 8 December 2020, was undertaken. Grey liter-
ature was identified using Eldis, UK Data Service and 
websites of quality improvement and development organ-
isations. Experts were contacted and reference lists of 
included studies and review papers were screened. Search 
terms were ‘appreciative’, ‘4D cycle’, ‘transformational’ 
and ‘non- punitive’ in titles and abstracts. This approach 
was inclusive, and though would generate a large number 
of records, would ensure that relevant studies were not 
missed.

Study selection
Included studies were of any design, but the intervention 
must have been described or referenced. We included 
studies of all quality to provide the fullest picture of the 
real- world implementation of Appreciative Inquiry. We 
report the study quality and draw conclusions in line 
with the quality of available evidence. There were no 
limits on language or country/region studied. Partici-
pants included healthcare/allied healthcare staff, deliv-
ering direct clinical care. The Appreciative Inquiry inter-
ventions could also include healthcare administrators, 
managers, patients and students.

Studies were not eligible for inclusion if Appreciative 
Inquiry was being targeted solely at participants not 
involved in clinical care or if there was no description of 
the intervention or any of the outcomes of interest.

Data extraction
Two authors screened studies, a third was consulted 
in cases of disagreement. A data extraction proforma 
captured the outcomes and study methodology (online 
supplemental file 1). Two authors extracted data and any 
discrepancies were resolved by consensus. The contribu-
tion of each study to the synthesis was discussed by two 
review authors who also agreed the quality of the study 
using a ‘weight of evidence’ assessment tool12 supple-
mented by the guidelines from the EQUATOR Network 
(http://www.equator-network.org/). A study was consid-
ered high quality if only two to three items on the relevant 
EQUATOR criteria checklist were dropped. Risk of bias 
assessment was performed for RCTs using the Cochrane 
risk of bias tool and the Newcastle Ottawa scale for obser-
vational studies.

Analysis
A preliminary synthesis used tables and a short textual 
description of each study. This allowed common themes 
to be developed and outcomes grouped.

The Kirkpatrick framework was used to group the 
outcomes of Appreciative Inquiry. It was originally devel-
oped to categorise outcomes in educational interven-
tions. The version used here provides greater detail than 
the original version to enable a better understanding 
the effectiveness of interventions. The elements include 

Figure 1 The Appreciative Inquiry Cycle.
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reaction of participants; modification of attitudes/percep-
tions; acquisition of knowledge or skills; behavioural 
change; change in organisational practice; benefits to 
patients/clients.13 These categories are used to discuss 
the available evidence for whether Appreciative Inquiry 
works.

This study protocol is registered with PROSPERO and 
this study is reported according to Preferred Reporting 
Items for Systematic Reviews and Meta- Analyses (PRISMA) 
guidelines. Only the effectiveness of Appreciative Inquiry 
is reported in this paper. Patients and public were not 
directly involved in this review.

RESULTS
From 25 182 citations, there were 15 215 titles after dedu-
plication. Following screening 41 papers were eligible 
for inclusion which report 33 studies. The process and 
reasons for exclusion are shown in the PRISMA diagram 
(figure 2). For those not reaching full- text screening, 
reasons for exclusion were mainly because studies were 
not about Appreciative Inquiry or healthcare. Online 
supplemental file 2 summarises each study and shows 
which records are related to each study. Throughout 
the Results section, all records of studies discussed will 
be referenced; therefore, where there is more than one 
record, both of these references will appear.

The weight of evidence attributed to each study is 
presented in online supplemental file 2. There are no 
high- quality randomised controlled trials of this inter-
vention nor are there any other high- quality quantita-
tive studies. There are, two well- conducted qualitative 

studies.14–16 Despite this, the included studies are highly 
relevant to the review.

A summary of results is presented in table 1. Due to the 
number of studies, it is not possible to give detailed exam-
ples from each; therefore, an exemplar of the evidence 
for each of the Kirkpatrick areas will be discussed.

How do healthcare workers react to Appreciative Inquiry?
Sixteen studies report a largely positive reaction to Appre-
ciative Inquiry.14–33 Staff found it enjoyable, refreshing and 
lively. When looking at the higher quality studies,14–16 18–21 
these positive experiences are also reported. One high- 
quality study raises the issue that attending Appreciative 
Inquiry sessions is challenging.20 21 Three lower quality 
studies also contribute accounts, which are not wholly 
positive.25 32 33 However, all studies report that staff 
engaged with the process. Appreciative Inquiry allowed 
staff to reflect on their role, in one study a nurse reported 
that ‘I now remember why I became a nurse’.22

The four studies that reported negative reactions 
discussed how staff found it difficult to maintain atten-
dance20 21 or to make time for Appreciative Inquiry activ-
ities.25 One study observes that Appreciative Inquiry does 
not work all of the time,32 and this is reflected in another 
study where they are unsure whether Appreciative Inquiry 
is effecting change.33

Despite some conflicting reactions, the available 
evidence suggests a positive participant reaction to 
Appreciative Inquiry, although due to the quality of these 
studies, the strength of this evidence is weak.

Does Appreciative Inquiry change the attitudes of staff?
Seventeen studies reported a positive change in staff 
attitudes.6 7 17 18 21 23–25 27 29–41 Over half focus on health-
care practitioners understanding each other better, team 
working and creating common ground.6 7 17 18 23 32–34 36 37 39 41 
The higher quality studies support these results. There 
is discussion of improved self- esteem9 and developing a 
shared purpose.34 One medium- quality study describes a 
powerful image of a ‘pathbreaking experience’ for the 
cleaning staff, who sat on the floor at an equal level with 
their superiors, which was a ‘highlight of their service’.18 19

Other outcomes include desire to gain knowledge and 
provide consistent care36; desire to embrace change22 39; 
feeling empowered and enthusiastic25 and increasing moti-
vation and professional self- confidence.30–32

The studies report positive changes in attitude; however. 
the strength of evidence for this is weak.

Does Appreciative Inquiry improve the knowledge and skills 
of healthcare workers?
Fourteen studies report6 7 13–16 19 20 23 32 38 40–47 improve-
ments in knowledge and skills, but this was not universal. 
There were two studies with quantitative measures of 
knowledge, one of which was high quality. Both showed 
an increase in knowledge scores following the imple-
mentation of Appreciative Inquiry.17 20 21 However, one 
element of the low- quality study,17 the group learning, 

Figure 2 PRISMA flow diagram. PRISMA, Preferred 
Reporting Items for Systematic Reviews and Meta- Analyses.

https://dx.doi.org/10.1136/bmjoq-2022-001911
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was poorly implemented, and knowledge scores for this 
element did not increase.

A common theme was understanding of the needs of 
patients and families.16 42–45 48 In one study, parents in 
a neonatal unit shared how they wanted to be treated, 
including being seen as important, being involved in their 
baby’s ‘firsts’ and fathers being more involved.16 Health-
care practitioners developed a better understanding of the 
system and how it works.14 15 24 33 Other studies reported 
new knowledge around performing good handovers47 
and understanding what factors contributed to nursing 
longevity.46

The quantitative evidence for Appreciative Inquiry 
improving knowledge and skills is equivocal, based on 
two studies one of which is poor quality. The remaining 
evidence, although weak, suggests that knowledge and 
skills can improve using Appreciative Inquiry.

Does Appreciative Inquiry facilitate behaviour change?
Thirteen studies reported behaviour change of 
staff,4 8 9 20 21 23 24 28 32 34 36–38 41 43 44 49 50 including three in a 
quantitative way.20 21 23 41 The highest quality study was a 
controlled study, which showed no change in pain score 
of the patients.20 21 The other two studies were lower 
quality. One used a survey to ask about whether staff 
changed their behaviour in terms of discussing clinical 
risk: 70% felt it had improved.23 In the final study, a team-
work survey showed that the teams were performing well; 
however, there was no pre- intervention or discriminatory 
questions about the change in behaviour.41

The remaining 10 studies reported behaviour change 
qualitatively.6 7 23 31 33 35–37 42–44 48 49 In the highest quality 
study, improved teamwork resulted in better allocation 
of work, clear responsibilities and changes in individual 
practice. The medium- quality study reported how a 
team developed action steps.34 Other studies contrib-
uting evidence were of low quality. One reported 92% 
of commitments to change were implemented.36 Five 
studies observed that staff changed their interactions 
with patients.24 36 43–45 49 50 Examples of this include nurses 
increasing the frequency and consistency of oral care 
in a rehabilitation hospital36 and nurses doing hourly 
rounding to ensure patient’s needs (eg, toileting and 
comfort) are met.49 Communication also featured. One 
study reported improved communication and apprecia-
tion of staff37 38 and another discussing altered interac-
tions with human resources.28 One study reported that 
nurses took more initiative and that cleaners worked 
harder to keep surroundings clean.32

While there is no high- quality evidence for Appreciative 
Inquiry resulting in behaviour change, the evidence that 
is available suggests that change does occur, although it 
is weak.

Does Appreciative Inquiry lead to organisational change?
Twenty- three studies describe organisational 
change8 9 14 15 18 19 22–24 26–29 34–39 41 43–51, six measured 
it.22 23 34 35 37 38 46 The medium- quality randomised S
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controlled trial measured preventative service delivery 
score, in primary care practices. The study showed no 
change.34

The remaining studies were of low quality. One 
controlled study showed improved delivery of patient 
care through nutritional assessment by 11% and adher-
ence to cardiac enzyme regimens increased by 9.2%. 
There was increased nursing satisfaction and teamwork.35 
A non- controlled study identified that 30% of staff felt 
that clinical decision- making had improved.23

Retention and recruitment were discussed in three 
studies; in one of the controlled studies, turnover 
decreased from 10.35% to 8.42%, with vacancy rate 
decreasing form 6.2% to 4.1%.22 One of the non- 
controlled studies showed a decreased staff turnover by 
3% and sickness by 2%; however, this could represent 
normal variation.37 38 Finally, the vacancy rate fell from 
12.1% to 8.9% in another non- controlled study.46

Other studies made observations about changes that 
were implemented. The highest quality study discussed 
the introduction or improvement of regular staff meet-
ings across the sites.8 9 The medium- quality studies report 
new staff activities, systems34 and improved surround-
ings.18 19

Some areas of change were described in multiple studies: 
altered patient care pathways or protocols26 34 35 47 50; new 
mechanisms for delivering care14 15 24 26 48; positive interac-
tions with Human Resources22; staff meetings were initi-
ated or altered8 9 23 24 26 36 51 and staff education or training 
was improved.29 39

The trial did not show quantitative evidence of organ-
isational change. The controlled studies showed that 
Appreciative Inquiry can change organisational practice 
and qualitative studies and non- controlled studies, which 
report on organisational practice, reported positive 
changes. While the evidence is weak, it does suggest that 
Appreciative Inquiry has the potential to improve organ-
isational practice.

Does Appreciative Inquiry lead to improved patient 
outcomes?
Of the eight studies reporting patient 
outcomes,8 9 18–21 29 35 49 50 52 four were high/medium- 
quality controlled studies8 9 18–21 and four were low- quality 
non- randomised studies.29 35 49 50

Of the higher quality studies, the controlled study 
in India, aiming to reduce puerperal infection rates, 
followed up 8124 women. It revealed decreased inci-
dences of infection in the control (7.4% to 3.5%) and 
intervention (4.3% to 1.7%) groups; although the levels 
in the intervention group fell more, this was not statis-
tically significant. However, this was on a background 
of a decreased infection rate in both groups and a 
larger percentage point decrease in the control group, 
and, therefore, firm conclusions are difficult to draw.8 9 
Another controlled study which measured pain intensity 
scores in a paediatric ward showed no difference.20 21 A 
medium- quality study aimed to improve leprosy detection 

and false- positive rates. They saw a reduction in the false- 
positive rate of −9% (95% CI −20 to 1.3).52 This suggests 
that there is no strong evidence to support Appreciative 
Inquiry being effective.

Another higher quality study and the three lower quality 
ones report on patient satisfaction scores. A controlled 
study from India found that 89% of patients were satisfied 
with the care pre- intervention and 96% after. They also 
saw a 28% improvement in patient- reported attentiveness 
of staff and a 20% improvement in patients feeling that 
staff had treated them well. The control group remained 
stable.18 19

One lower quality controlled study measured patient 
satisfaction in a US hospital with a focus on cardiac 
patients. Patient satisfaction with care improved by 
10.2%.35 Another that reported improved satisfaction was 
a case study of a health system in the USA. Their scores 
improved by 37%.29 The final study reported that more 
patients would ‘definitely’ recommend the hospital to 
a friend after the study (74.4%) compared with before 
(68.9%).49 These studies did not report on measures of 
spread.

One low- quality study reported the impact of the inter-
vention on carers.50 89% felt involved in care planning 
post- intervention compared with 66% before, and carers 
felt consulted about decisions in 100% of cases post- 
intervention compared with 92% before, although no 
confidence intervals are provided.50

In summary, five studies, one medium- quality and three 
low- quality showed improvements in patient satisfaction, 
and one showed improved involvement in decision- 
making. The three higher quality studies showed no 
significant changes. The evidence contributing to this is 
not persuasive as it is neither of high quality nor consis-
tent. The lower quality studies do suggest that there may 
be a trend towards improvement in patient care following 
Appreciative Inquiry; however, the evidence for any 
improvement is weak.

DISCUSSION
We identified 33 studies using Appreciative Inquiry to 
change clinical care. The majority were small change 
initiatives, lacking methodological rigour. Apprecia-
tive Inquiry as an approach to improve the quality of 
healthcare and patient safety is in its infancy but, despite 
weak evidence of its effectiveness due to the low- quality 
of studies, the positive reports suggest it warrants more 
rigorous evaluation.

An important consideration is the philosophy of Appre-
ciative Inquiry,5 with the idea that the world is open to 
constant revision, which is not immediately congruent 
with positivist methods of evaluation such as randomised 
controlled trials. Consistent with this incongruence, we 
only identified one trial that met the inclusion criteria 
for this review,34 and one further healthcare trial that did 
not.53 It is more likely that action research approaches 
would favour evaluation methodologies rather than 
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clinical trials, and this may be one reason for the small 
number of controlled studies.

Patient satisfaction is one area which Appreciative 
Inquiry could plausibly affect because it may foster 
changes at an interpersonal level. Analysis of Apprecia-
tive Inquiry in other settings has suggested that both the 
process (eg, the discovery phase) and the philosophy (the 
unconditional positive question) shape the relationships 
that are formed and through this discourse relationships 
can flourish.54 This is supported by our recently published 
study focusing on improving staff working lives using 
Appreciative Inquiry where relationships and patient 
experience improved.55

In terms of patient outcomes, there is some promising 
evidence for the use of Appreciative Inquiry from a study 
of infection control measures,8 9 although the study was 
underpowered, and from a leprosy study in India.52 The 
only other study on pain management in paediatrics 
looking at patient outcomes reported no change during 
the study.20 21 However, for patient outcomes, there are 
three key issues: whether the Appreciative Inquiry is 
aiming to affect change in this area, whether the inter-
vention actually affects change, and if it can be accurately 
measured. Many studies did not attempt measurement. 
Sample sizes were too small to demonstrate or attribute 
change to the intervention, nor may it be possible to attri-
bute change in patient outcomes to a complex interven-
tion.56 Furthermore, for predefined patient outcomes to 
be measured, the focus of the Appreciative Inquiry needs 
to be predetermined. This could reduce its effectiveness, 
as participants may not be focusing on what is important 
to them, instead focusing on a more conventional change 
process. A broad analysis of Appreciative Inquiry methods 
has shown that when this happens, change due to Appre-
ciative Inquiry is less likely to be transformational.57 
Methods which were used in studies in this review to 
incorporate this included allowing the team to choose its 
own idea first34 and introducing best practice guidelines 
as part of the process.36

Finally, interventions need time to embed, so longer 
study durations may be required. When considering 
evidence from social work, interventions can take 2–4 
years to implement.58 This is similarly modelled when 
considering the evidence- to- practice gap in healthcare.59 
Considering Appreciative Inquiry specifically, we have 
shown on a small scale in our recent paper, how organisa-
tions take up interventions in different ways.55

There is no clear evidence to suggest that Appreciative 
Inquiry can change patient outcomes. However, it seems 
unlikely that it will cause harm to patients, and there is 
some promising, although poor- quality and inconclusive 
evidence for its use.

The evidence for Appreciative Inquiry changing the 
way organisations work is more convincing and plau-
sible considering evidence from outside of healthcare.7 
Changes included reduced staff turnover, sickness and 
altered protocol adherence. However, success was not 
universal. Many studies reported changes such as morale 

improvement activities, altered human resources poli-
cies and new patient care pathways. While these were not 
captured in a quantitative manner, their introduction 
impacts organisational practice and may go on to affect 
measurable outcomes.60

There is some evidence to suggest that behaviour 
change is possible with Appreciative Inquiry. Appreciative 
Inquiry seemed to produce positive outcomes for knowl-
edge and skill development, with the two studies which 
measured this outcome quantitatively showing improved 
knowledge, with other qualitative reports of changed 
behaviour. Attitudes changed following Appreciative 
Inquiry, particularly teamwork, understanding each other 
and communication.

Appreciative Inquiry is reported in a largely positive 
light, with few negative findings. This may be because 
the ethos is to focus on the positive and authors are 
often synonymous with the implementation team. This 
reporting bias may result in overly positive accounts of 
Appreciative Inquiry. An additional weakness of the avail-
able literature is publication bias. It is unlikely that nega-
tive findings of Appreciative Inquiry interventions would 
be published outside of a rigorous evaluation, adding to 
the positive slant on the literature.

Another influence is that Appreciative Inquiry is often 
instigated for quality improvement rather research. Most 
of the studies capture qualitative data or are reports of 
real- life implementation, with few studies systematically 
collecting outcome data. While this may have positives, for 
example, the organisation being committed to change, 
it makes interpretation of the impact of Appreciative 
Inquiry difficult. Nonetheless, from the limited evidence 
available, Appreciative Inquiry does seem to bring about 
change within organisations and the Kirkpatrick model 
helps in illuminating this.

The Kirkpatrick framework was not designed for organ-
isational change studies, and, therefore, it is not perfect. 
For example, it does not consider the implementation 
or context of the intervention.61 However, it was a useful 
framework to consider heterogenous outcomes.

The current evidence of the effectiveness of Appre-
ciative Inquiry is not conclusive, with a lack of empirical 
evidence for process or clinical outcomes. The studies 
identified in this review suggest that Appreciative Inquiry 
has the potential to effect positive change for patients and 
organisations. It could, therefore, be particularly useful in 
the context of the needing to improve quality and safety 
of a service. However, to draw firm conclusions about the 
effectiveness of Appreciative Inquiry, high- quality studies 
are required.
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