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CHAPTER T

INTRODUCTION

in recent years, there hos been significant interest in the application of
total qudlity monagement/continuous quality improvement [TQM/CQI} within
hedlth care organizations. The hedithcare industry, in its guest to improve
outcomes with fewer resources, began o look at CQI/TQM as o possible solution.
Pressured by locdl, stafe and national hedlth care reform initiatives, hospitals are
searching for ways to provide more cost-effective care. This is seen in patient
care restructuring, clinical re-engineering and value improvement programs. In
addition, in this new era of accountability, those paying for healthcare such as
businesses expect that healih care will meet high standords as gauged by
outcome measures, target benchmarks, and report cards. They expect that
hospitals will compete on the basis of qudlity, it is possible o demand
excellence because extensive organizational and national data sets exist that
measure clinical and financial effectiveness. Hospitals are being recognized for
their quality efforts. In addition, hospitals recognize the need 1o meet internal
goals, professional standards, and the needs and expectations of external
accrediting and licensing groups and various purchasers of services.

To date, the most comprehensive and enthusiastic response to efforts to
improve quadlity while coniaining or lowering costs is reflected in hospitals’
commitment %o continuous qudlity improvement/tctal quality management
{CQI/TQM]. The hedlth care industry, particularly hospitals, has embraced the
concepis of CQI/TQM with the belief that adoption will lead to an improverment

in both the quality and efficiency of hedith service delivery (Shortell, 1995). The



National Demonstration Project in Quality improvement in Heolth Care is largely
responsible for the adoption of CQI/TQM in heolth care. The initial effort fo
launch CQI/TAM within hedlth services began in 1987 with the pairing of leaders
from various health care orgonizations with industrial qudlity experts. The teams
used gqudality improvement techniques 1o address quality issues in these health
care organizations. The projects in this study were highly successful, indicating
that combining the tools and principles of qudlily improvement with the
involvement of leaders and staff could result in improved care and services.

it should be noted that although this eight month demonstration project
clearty showed that the quality movement techniques used in industty couid be
applied o hedlth care, it did not give evidence on the costs and benefits of
CQI/TQM. Indeed, in apparent recognition of the benefits 1o be gained from
CQI/TQM, the Joint Commission on Accreditation of Healthcare Organizations
[JCAHO), which accredifs 83% of the nation’s hospitals, has changed ifs
accreditation standards to incorporate the CQI/TAQM approach 1o maonagement
{Carman, et al., 1996). But, despite numerous published reports of the need for
CQI/TQM activities in health care organizations and their widespread diffusion
within the hedalth care indusiry, whether these programs actually make o
difference remains an unresolved issue {Counte, et dl,, 1995). There remains
insufficient informaotion on the noture and exient of CQI/TQM progroms within
hospitals o begin the process of accurately assessing ocutcomes across a
spectrum of hospitals.

CQI/TGM encompasses all systems and processes, both clinical and non-

clinical, with actions directed towards improving processes and thereby



improving the quality of all services and products for patients and other
customers. Itis a means for not only meeting, but exceeding, customer
requirements. CQI/TQM is both a philosophy and a new way of doing business
for hedalth care organizaiions.

A number of factors contribute 1o the sustained interest and enthusiosm
for CQI in health care, despite the limited empirical evidence regarding impact
and cost. The first argument for CQi is ifs direct impaoct on quality, o gain to the
customer and to the organization. The second is that systems can often be
designed or redesigned fo give lower costs af the same time and with the same
technigues used for qudlity improvement. The third argument is that there are
benefits associated with a plan that empowers employees in heolth care
through participation in decision making (McLaughlin and Simpson, 1994).

The purpose of this study is to assess CQI/TQM program elements, activities
and barriers and 1o evoluate perceptions of CQI/TQM program success in
Michigan hospitals. The study focuses on answering the following central
questions:

1) What is the extent and nature of CQI/TQM program elements

present in Michigan hospitals?

2} What types of barriers to CQI/TAM are Michigan hospitals facing?

3 How does the nature of the CQI program, and participation in and

attitudes about CQl reiate 1o perceptions of CQl ouicomes?

Program Elemenls

According fo Mclaughiin and Kaluzny {1994), fransforming an

organization info one that practices CQI/TAM requires that a number of



elements to be present. These program elements are the foundation of a CQl
program. Do all hospitals implement and use dii of these elements in their
programs? To what extent do they use various elements? These elements, which
are chosen because of their theoretical relationship to quality, provide an overdil
focus and specify particular actions for managers. staff and qudlity improvement
teams. These elements can be divided into three categories: philosophical
elements, structural elements and hedlth-care specific elements. The
philosophical elements include customer focus, continuing improvement and
dato-driven analysis, and are those aspects that must be present in order 1o
constitute o CQI effort. Structural elements include such things as process
improvement teams, top management commitment and benchmarking, and
are usuaily found in CQI programs but may be omifted for various reasons. The
health care-specific elements include use of cost-effectiveness analysis, use of
risk-adjusted outcome measures and gudlity assurance data. They offen are not
included in CQ)! initigtives oulside the health care arena but are particularly
relevant in the hedlth care sefting. These elements are further discussed in
Chapter 2.
Barriers to CQl

There are many barriers to implementing ond maintaining o CQ!l program.
Although these barriers are discussed in greater detail in Chapter 2, it is worth
discussing them briefly here. Qudlity improvement initiatives usuadlly bring about
major changes in how employees do their work that often leads o employee
resistance. Overcoming engrained philosophies and mindseis can be one of the

greatest obstacies to a CQI program. Too often organizations have not given



fime encugh for the “new culiure™ o evolve. These changes do not happen
overnight.

For CQl efforts to succeed in the headlthcare sector, hospitfals must be
ready fo commit rescurces and provide fraining 1o hospital employees who are
responsible for underiaking CQl initictives. In addition, implementing and
maintaining a CQI program requires fraining for oli employees at all levels of the
organization. This fraining needs to be more than a “token” information session.
Employees need io fully understand their role in o CQI program before they can
be expected o be a willing supporter/participant. This also includes physicians
who can be very reluctant o become committed o such o program.
Physicians desire autonomy, they have heavy time commitments and may see
CQl to be a threat to their professional identity. These issues cannot be ignhored.

Quicomes Related 1o CQI

One of the most appedaling aspects of the CQI/TQM approach is that it
promises better outcomes with fewer resources. Both high gudlity and
appropriate care can be obtained with cost confainment.  Empirical studies
showing desirable effects within hospitals, such as higher customer satisfaction,
have emerged over the past ten years. Other benefifs include profitability,
employee satfisfaction, reduced costs, improved patient survival and better
continuity of care. Specific examples of such outcomes are discussed in
Chapters 2 and 3.

Dissertation Quiline

Chapter 2 will focus on the literature regarding the phitosophy and key

components found in a generic CQI/TQM prograom. Chapter 3 will look at



CQI/TAQM program elements and implementation issues in healthcare. Chapter
4 focuses on the record of CQY/TQM in the hedlfhcare sector. The focus of
chapter 5 is on TQM in the public sector and the lessons that may be learned for
the healihcare field. The chapter will examine similarities/differences between
the hedlth care and pubilic sector arenas and how these might affect the
implementation and success of a CQI/TAM program. Chapiler é examines the
literature related o implementation issues using CQI in health care. Chapler7
describes the methodology for my study. Chapter 8 presents findings regarding
the CQI/TQM elements in Michigan hospitals and examines two research
guestions, “What do respondent’s programs look like.” and “How do programs
match model policy?™ Chapter 9 presents the findings regarding what
respondents report as perceived outcomes of CQl. Chapter 10 describes the
methodology for data reduction in preparation for regression analysis. Chapter
11 reports my analysis of what patterns of association are found between CQI
program elements and perceived ocutcomes. Chapter 12 describes how the
path model was tested using multiple regression. Findlly, chapter 13 addresses
the guestion, ‘What leads to a successful CQIl program?2” by discussing the

“diagnosis”, “prognosis” and “prescriptions” for Michigan hospitals. In addition |

moke recommendations for fulture CQ research.



CHAPTER 2

= PHILOSOPHY AND KEY COMPONENTS

Emergence of CQJ

The fundamentals of CQI are based on the Scientific Management
movement developed at the turn of the 19t century. Management was to be
based on mastery of the facts. Under this theory, management specified one
correct work method for all workers and mandated that personnel used that
method to ensure qudlity. Over the years this perspective has been modified by
the human relations perspective that recognizes the importance of the
capability of the people in the organization. In this chapter | will review the
major contributors identified with the founding principles of CQI/TQM. In
addition, | will discuss the basic concepfs found in a generic CQI/TQM model.

Most histories of CQI credit statistics pioneer Walter Shewhart, an
employee of Bell Laboratories, with the first published efforts in this area. His best
known conftributions are the control chart and the Plan, Do, Check, Act (PDCA]}
cycle. Shewhart believed and promoted the idea that market price alone was
no indicator of value. It was Shewhart's idea that statistical control of stable
processes were the foundation of all empirical CQI activities [Joeger, et al., 1994,
p. 12}.

W. Edwards Deming is the best known advocate for TQM. in 1950 he was
invited by representatives of Japanese indusiry 1o advise on how they might best
rebuild their warravaged economy. Although he had been advocating his

statistical approach to qudlity for some time, U.S. industries had been reluctant o



embrace the new approach 1o guality. Thus, the Japanese were the first to

implement his ideas widely. Many in U.S. industry have expressed that he was our

country’s most costly export.

Over the years, Deming made significant contributions 1o the

development of TQM. He is perhops best known for the 14-point program of

recommendations that he developed for management fo improve quality. But

his focus always remained on processes {rather than organizational structures),

on the ever-confinuous cycle of improvement, and on the rigorous statistical

analysis of objective data.

Deming's 14 Point Program

1.

Create and publish to oll employees a statement of the gims and
purposes of the company or other organization. The management
must demonsirate constantly their commitment to this statement.
Everyone in the organization must learn the new philosophy.
Understand the purpose of inspection, for improvement of
processes and reduction of cost.

End the practice of awarding business on the basis of price tag
dione.

Improve constantly and forever the system of production and
service.

institute fraining.

Teach and institute leadership.

Drive out fear. Cregie frust. Create o climate for innovation.



9. Optimize toward the aims and purposes of the company, the

efforts of teams, groups, and staff areas.

10.  Eliminote exhortations for the work force.

11. Eliminate numerical quotas for production. Instead, learmn and

institute methods for improvemeni. Eliminale Management by
Objective.

12. Remove barriers that rob people of pride of workmanship.

13. Encourage education and self-improvement for everyone.

14.  Toke action to accomplish the fransformation (Deming, 1993).

Deming believed that management had the final responsibility for qudiity.
Employees work in the system; management deals with the system itself. He also
felt that most quality problems are management controlled rather than worker
conirolled. This was the basis for his requirement that TQM be bosed on a top-
down, organization wide commitment {Deming, 1986).

Joseph M. Juran, like Deming, was involved with the Japanese in the
1950s. He argued that the gudlity improvement process was a never-ending
spiral of progress {Jaeger et dl., 1994, p. 14).

Juran’s writings are similar to Deming’s concepts. He classifies process
variations info two categories: “sporadic” and “chronic.” Sporadic problems
occur when production falls below acceptable standards: chronic problems are
infrinsic in the work setting and reguire intervention by monagement.
Furthermore, Juran insisted that quality godls be specific.

Philip B. Crosby, working in the 1980s, developed a different theoreticdl

perspective on qudiity improvement based on changing the corporate culiure
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and aftitudes. He departed from his predecessors’ focus on statistical process
control technigues and emphasized the concept of “zero defects.” He
emphasized organization and management theories rather than the application
of statistical fools.

Crosby asked two questions: Whatis qualitye What standards and
systems are needed to achieve qudlity? He answered with four "absolutes of
quality.” The first absolute requirement is "conformance 1o requirements,” often
referred to as “Do it right the first fime.” The second is "defect prevention is the
only accepiabie opproach.” The third is that “zero defecis” is the only
performance standard, and the fourth is that the cost of quadlity is the only
measure of qudility. His approach, like Deming’s, is to implement a 14-step
process, but a process that siresses changes in the organization’s culture and
attitudes [Crosby, 1979, p. 135).

Crosby believed that the qudlity program should go forward on two fronts:
management and individuals.

Crosby’s writings emphasize developing an estimate of the “cost of
nonconformance,” aiso called the “cost of qudlity.” This involves identifying and
assigning values to all of the unnecessary costs associated with waste and
wasted effort when work is not done comrecily the first fime.

Essential Components

Continuous Qualily improvemeni/Total Qudlity Management (CQI/TQM) is

a reiatively new approach fo gudlity improvement for the health care arena.
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CQITQMY was infroduced into hedlthcare in the late 1980s. Until that fime,
organizations in the healthcare indusiry generdlly viewed CQI as a business
management practice that was not applicable o the hedlthcare field. They
believed thot quality hedlthcare was attained through the efforts of quasi-
regulatory agencies, such as the Joint Commission on Accreditation of Health
Care Organizations {JCAHO), that demanded the application of cerfain
standards in providing care.

Basic Concepts in CQI/TGM

CQl encompasses all systems and processes, clinical and non-clinical,
with actions directed towards improving the gudlity of all services and producis
for patients and all other customers. Meeting and exceeding customer needs is
one of the primary objectives of CQI. in this context the term “customers”
includes not only patients but also employees within the organization. CQl is both
a philosophy and a new way of doing business. It uses a participative teom-
oriented approach. Step-by-step, through the application of a scientific
problem-solving methodology, the organization learns fo manage with facts
rather than intuitions. it is argued that a CQIl approach can enhance all criticaol
systems and processes in the organization as managers learn to focus on long-
term strategies rather than quick-fixes. Employees are to leam how to listen to the
voice of the customer, continudlly improve essenticl services, reduce costs, and
ultimately help the organization o compete more effectively. Experience shows

that high qudlity service and return on investment are usudlly related. In the long

1 When discussing CQI/TAM in the health core sefling there Is virtuglly no differentiation between Confinuous
Quaiity Improvement and Toial Qualily Management because the components and methods of
implementation are esseniiclly the same for both, Henceforth, the term CQl wili be used.
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run, the most important single factor affecting ¢ business unit’s performance is
the guatity of its products and services, relative 1o those of competitors. Qudlity
leads 1o both market expansion and gains in market share {Gaucher and Coffey,
1993, p. 20).

Anocther distinguishing characteristic of CQi s its emphasis on avoeiding
personal blome. CQl focuses on the maonagerial and professional processes
associated with a specific outcome insiead of personal bilame issues such as
personal negligence, poor workmanship, and lack of interest. it assumes that the
process needs to be changed and that the person(s} currently involved in that
process are needed 1o help identify how o approach a given problem or
opportunity.

Thus CQI moves ahead of the ideas of participative management and
decentralized organizations because it fokes advantage of both. itis
considered participative because it encourages the involvement of all personnel
associated with a particular work process to provide critical information and
become part of the solution. CQll is decentralizing because it places
responsibility for ownership of each process in the hands of those workers most
directly involved. Rather than absolving management of its flundamental
responsibility, this level of participotion and decentralization actually places
additiondl burdens on management. This approach requires significant amounts
of management thought, oversight, and responsibility. Instead of imposing
management’s preconceived solutions, management’s role is to encourage

and support the development of process improvement feams. Management
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must be the classic teacher and model of the improvement process {McLaughlin
and Kaluzny, 1994, p. 5].

CQI supposedly increases the pride of the employees involved becouse it
recognizes the important role of each of the members of the process
improvement team and, in addition, involves them as partners and even leaders
in redesigning the process. Organizations using CQI often experience
improvements in moraile as helpfuiness and involvement increase and
aovoidance and adversarial relationships diminish. Workers take more pride in the
guality of their work since quality is now being measured.

An addifionail distinguishing feature of CQilis the belief in fact-based
decision making. Although facts are not those resulting from scientifically
designed, double-blind studies, everyone involved in CQI activities is expected
o study the muliiple causes of events and 1o investigate a vast array of system
wide solutions. Instead of starting by irying to fix blame, the teaoms gather hard
and soft data to see what is actually happening and why. Numerous causes are
assumed, and analysis is conducted fo identify those factors that are
contributing to less than oplimadl system performance [MclLaughlin and Kaluzny,
1994, p. 6).

Although CQI models may vary slightly, a generic model of CQI
incorporofes cerfain key components:

{1} Execuiive level commitmeni - Executive level commitment is crucial to

the success of CQi within an organization. Once this commitment is
achieved, education is the key to manager and staff understanding

the relevance of CQl, gqudlity fools, processes, and methodologies for
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improving quality. Education and executive level commiiment to CQi
are the beginning seeds to tfransform an organizational culiure fo
continuous gudiity improvement.

(2} Transformation of the culiure — this step involves open communication
omong various levels within an organization, breaking down barriers
and territories, eliminating fear, and empowering employees.

{3} Planning qudlity — quality planning emphasizes team formation and
building. Planning encompasses the following key elements: (1}
ideniification of customer requirements and professiondl standards, {2)
data-based identification of deviation from standards and
requirements {problem]}, and (3} identification of opportunities for
improvement {goal}.

{4) Organizing qudlity — organizing qudlity is a vitai link in the improvement
process. During this phase, four key elements are emphasized: {1)
translating operaotional specifications, (2] selecting process
performance measures or key indicators, {3) measuring process
performance measures or key indicators, and {4} planning and
implementing the proposed solution(s}. All of these elements provide
a scientific basis for making decisions based on focts.

(5} Evaluating qudlily - evaluating qudlity includes the following key
elements: {1} evaluafing resulis of the implemented solution(s}, (2}
holding gains, (3] and evdluating feam effectliveness. Once the

evaoluation process is in place, it is essential that teams use g cyclic
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approach in sharing information with key players while af the same
time continuously planning and organizing quality.

These individual components are not intended 1o be self-contained or
mutually exclusive, but rather represent the crificol elemenis of the process as
continuous, ongoing, and overlapping building blocks to the next step. There is
no precise road map that applies to all orgonizations. For this reascn each
organization must customize its own plan for CQll [Baird et al. p. 91-93, 1997).

The emergence of CQl can be attributed o a number of persons. Their
contributions have been brought together to form the basic components of ¢
CQI/TQM program. Now that we have an understanding of the key
components found in a generic CQI/TAM model, Chapter 3 will broaden our
understanding with ¢ discussion of program elements, activities and

implementation issues found in CQI/TQM programs in the hedlthcare sector.
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CHAPTER 3

CQl PROGRAM ELEMENTS AND ACTIVITIES

This chapter discusses the specific elements and activities that are
common to most CQIl programs.

Program Elements

Philosophy of CQl: The overall purpose of CQl is continuous quality

improvement applied organization-wide, throughout all activities and functions
aond manifested in o fundamental and shared belief in fotal customer
satisfaction {(Weech-Maldonado, 1999). Everyone in the organization, from the
board of directors, hospital administrator, physicians, management personnel
and employees must adopt CQI principles and embrace a philosophy and
cuiture where qudlity is key (Hug ond Martin, 2001).

Shifting to a CQI paradigm requires a new perspective regarding hospital
administration in which, {a} hospifais are viewed as open systems, (b)
participative management is emphaosized, (¢} strategic leadership is advocated
and (d} explicit focus on external and internal customers is imperative {Carmen
et al., 1996). The basic internal processes necessary for this paradigm shift within
hospitals include: {a) changing organizational structure in order to better identify
and improve processes, {b) using a gudlity-oriented information system 1o study
processes and {¢] empowering employees and/or creating cross functional
tearns to take charge of their work operations in a manner that encourages
continuous learning os well as empowerment and persondi responsibility {Hug

and Martin, 2001}, Hospitals must move beyond correcting present deficiencies



or meeting current standards to create a culiure committed to continuous
learning and improvement.

Qudiity Improvement Teams: Qudiity improvement teams [QIT} are o

highly regarded method for accomplishing professional collaboration in
hecdithcare. Interdiscipiinary collaboration among hedlth care providers is
thought to be essential 1o the delivery of high-quality caore and positive patient
outcomes. Qudlity improvement teams are usudlly formed to evaluate and
improve processes. The development of a QIT for improving organizational
performance has become very commeon in health core. Before the
development of QITs, committees were most often used 1o solve problems.

There are severdl important differences between teams and committees.
QITs are most often comprised of members of the organization who are involved
in the processes selected for improvement. Unlike committees, which consist of
members at similar levels of the organization, each member of a QIT has equal
authority, although they may come from different levels of the organization. QITs
focus on improving a selected process and disbands aofter recommending on
improvemeni. Recommended improvements are designed o be permanent
solutions rather than a quick fix. Unlike commitiees that are usuaolly ongoing in
nciture, QiTs are designed for short term accomplishments.

Customer Focus: Customer focus is an essenticl element for a successful

CQi program. CQIl has a focus on both internal and external cusiomers.
Changes in the health care arena over the past 25 years have recognized the
importance of accountability 1o the customer. This accountability began o be

measured, managed and roufinely reported as CQIl programs began o be
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implemented in the hecalth care field during the late 1980s. This hasled fo
consumers evolving into responsibie pariners who actively participate in heclth
care mainiencnce and improvement processes. When referring to CQI, ¢
customer is more than an individual who is consuming heolth care services. For
instonce, the nurses are a customer of many day-to-day processes including
medication delivery aond laboratory analyses, just fo name a few. inturn, many
of the hospital’s departments are customers of nurses for information that may
initiote various support department processes. Every depariment in the hospitdl,
at different times, is the supplier of a customer. Moreover, physicians are both
suppliers and customers within the organization. Patients or consumers are a
special category of customers because they are the ultimate receivers of health
care services or products {Johnson, 1999).

Consumer satisfaction as a specific component of headlth care reporting is
a result of many forces. These forces include the widespread adoption of CQl,
with iis customer focus, increasingly assertive consumers, heightened
competition, regulatory or accreditation standards that mandate safisfaction
surveys and complaint management systems. Also there is increased evidence
of relationships between satisfaction and the qudlity of health care processes
and outcomes {Schweikhart and Sirasser, 1994). For example, Weyrauch {1996)
reported that in a cross-sectional rondomized felephone survey of more thon
1,000 patients, those who were freated by their provider of choice for ¢ visit had
more positive satisfaction scores statistically than patients who were not frected

by their provider of choice.



Employee Empowerment: Empowerment is the ability 1o toke

unencumbered action (Curlis, 1997, p. 202). it provides people with the skills and
training that allow them to figure out the best way to accomplish tasks.

Change driven from the fop of the organization without significant
organization-wide participation will likely fail. People are motivated 10 achieve
what they can see, fouch and measure—ihey are goal oriented. itis important
that people are committed to the program because of an innate desire fo limit
change. Not only do employees need o be reminded thot they are
empowered to make change, they must also be renewed by pariicipation in
their own godais and objeciives.

Structured Problem Solving Process: A muititude of quality improvement

fromeworks exist, each with their own specific sieps, language, ond processes.
Each framework, though, shares common tools for amriving at a structured format
for problem solving. Moreover, the tcols within each fromework serve in
facilitating group decision making and progress, which furthers the current
emphasis on decision making within o team context {Bucholz & Roth, 1987, p
237). Even though qudlity improvement methods were initially designed 1o be
implemented within industrial settings, Deming {1986} accurately envisioned that
those same improvement tools could readily be applied to the service sector,
including hedlth care. These tools have been successful in improving patient
care and organizational performance. Tools include brainstorming, multivoting,
flowcharting, cause-and-effect diagrams, run charls, control chaorts, histograms,
Pareto diagrams and scatter diagrams. These fools are designed to help teams

successfully carry out some of their most important activities: generating idecs,
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organizing ideas, planning tasks, reaching consensus, and documenting
accomplishments. in addition, these fools can help a team thot is sidlled o
regain its forward motion. These fools assist with the effectiveness of group
problem solving while minimizing interpersonal conflict {Joint Commission, 1996,
p. 37). These fools can be used as part of a formal improvement team, or to
support day-to-day management decision making. Used effectively, they help
to create a continuous qudlity improvement culiure in an organization.

CQl Elements Relaled 1o Medical Staff

A successful quality improvement program depends on the clear
delineation of lines of communication and responsibility. The documentation
and communication of qudlity improvement activities involve the identification
of problems, the specification of comrective action, and the identification of the
individuals responsible for implementing these actions.

Peer Review: Peerreview is an important element of medical quadlity
review. It evaluates all aspects of medical care provided by dll physicians to all
patients. Medical records are screened o determine whether or not there ore
guestions about a physician’s care. The criteria for medical record review are
developed by physicians. Recommendations of any actions to be taken against
o doctor as ¢ result of peer review are recommendgations only. Departments do
not take oction against a physician. Actions are iaken by higher level
committees in response o patterns or formal complaints, or events of g
magnitude that merit actions.

This quality review activity genercates documentation that is sometimes

critical to patient care performaonce. Therefore, there con be o natural
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reluctance on the part of hospitals to be aggressive and candid in conduciing
such activities. Because there wgs recognition of the public interest in
encouraging qudlity management aclivities, governments sought fo dispel such
reluctance by enacting statutes establishing a privilege that protects peer
review materials from disclosure [Rowland, 1988). The peer review privilege was
created to serve the vaiuable public policy interest of fostering vigorous quality
management activities.

Morbidity and Mortdlity Conferences: Morbidity and Mortdlity (M & M)

conferences are one of the most effeciive risk management tools because of
the learning that occurs when physicians gaiher 1o discuss their own difficult or
challenging cases. Cases which have recenily occurred within the hospital
setting hold a natural appedal for discussion, making the regularly scheduled M &
M conference an ideal opporiunity for educational exchange. Physicians may
initficlly feel reluctant to actively critique one ancther’s work but this hesitatfion
tends to dissipate in the non-punitive atmosphere that focuses on the goal of
improved patient care. The underlying objeciive of M & M conferences should
always be improving the qudiity of care.

CQl Activities

Organized Case Management: Case management is a complex

phenomenon. It can be defined as a clinicion or clinical group that oversees a
patient’s plan of care across the episede or continuum. Case management
services are not required by dll patients. Instead case management is used for
very complex cases, case types demonsirating high cost or high volume, for

patients admitied o acute care or with numerous unscheduled visits to
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ambulatory care, or for patients with many unmet socioeconomic needs. At any
given time fewer than 20% of patients cared for within o health system will
require case management services {Hill, 1997, p. 220]. The godl of case
maonagement is 1o better manage care by predicting high-risk pafient needs,
intervening fo prevent or decreose the number of acute exacerbations of the

condition and continuing to monitor the effect of the interventions over fime.

Practlice Guidelines/Critical Pathways: The Agency for Health Policy and
Research emphasized the processes' of care through its Office of the Forum for
Quadlity and Effectiveness in Headlth Care. The primary responsibility of the forum
was to focilitale the development, periodic review ond update of praciice
guidelines that assist practitioners in managing clinical conditions [DHHS, 1994).
Between 1992 and 1994, a number of practice guidelines addressing such
diverse conditions os acute pain, cancer pain, pressure ulcers, sickie cell disease,
depression and unstable angina were published. At the same fime, hospitals
also emphasized process criteria in developing critfical pathways. These critical
pathways define the timing and sequence of hedalth professiondls’ activities for a
specific procedure or diagnosis {Coffey, Othman and Walters, 1995). The godal of
crifical pathways is fo use resources efficiently. The focus of these efforis is
primarily on standardizing practice of plans of care for specific populations.

While the development of practice guidelines can be viewed ¢s one
mechanism for defining the work process and insuring guality care, the
implementation of practice guidelines presents a challenge for hospitals.
Hospitals often work within the confines of their own organization when

developing these guidelines. Because a hospital wants to maintain o
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competitive edge, shoring guidelines with other organizations is often not an
option. With the application of CQI hospiials gain an awareness that the
provision of quality care demands going beyond integration and
communication among providers in ¢ specific setfting. Process, or the way in
which care is delivered, is criﬁcaHo guality and cost issues. The challenge is
finding a way 1o continue 1o improve the efficiency of delivery while maintaining
quality.

Rewards Systems: There are ¢ few examples of the application of CQi 1o

a hospital’s reward and performance appraisal system. For example, employees
at Parkview Medical Center in Pueblo, CO use a ool cdlied APOP {annudl piece
of paper) (Macintyre and Kleman, 1994, p. 120). This paper belongs 1o the
employee and is brought fo the meetings or coaching session the employee has
with his or her supervisor. The APOP documents the work processes to which the
employee coniribuies. The employee’s fraining and educational needs relafing
to those work processes are also discussed. In addition, they also use criterio-
bosed competency testing for performance evaluations. Pay is not connected
with performance appraisdis.

Those who are familiar with Deming’s work recognize that reward systems
run counter o the CQI philosophy because they focus on individual behaviors.
Deming argued that on individual’s performance resulis from o combination of
forces: some interpersondl; some from coworkers, some within the job, including
the moteridl available and the equipment provided; some from customers; some
from managers; some from supervisors, and some from environmental conditions.

The University of Michigan Hospitals have reported that they have a reward



24

system in place that avoids the fraps identified by Deming {Gaucher and Coffey,
1993). Their system uses the strong incentive of financial awards while at the
same lime increases organization wide feamwork and commitment 1o ifs rission
and godals. The Gainshare Progrom was implemented in 1991 and is very simple
in nature. The orgonizafion determines a desired margin from operations, taking
into account depreciation, interest expenses, interest income, prior year
setiiements and contributions to the academic enrichment fund. If the fargetis
exceeded, half of dll the excess is distributed to dll full-ime employees. All
employees receive an equal share. Throughout the year performance measures
are shared with employees. In addition, information relating to revenues,
expenses, admissions, clinic visits, allendance and other measures is provided by
a variety of methods. This information enables employees 1o see the effect they
have on the overall operations of the hospital. Gainshare checks are distributed
each October.

Benchmarking: The qudlity improvement and management tool of

benchmarking was inifiated in industry in the late 1970s and is now being
implemented in health care organizations. Camp (1989} defines benchmarking
as “the continuous process of measuring products, services, and practices
agoinst the toughest competitors or those companies recognized as indusiry
leaders” [p. 10]. Benchmarking became increasingly recognized as ¢ premier
guality ool when it waos included in the criteria for the Malcolm Baldridge
National Gudlity Award. Headlth care organizations have often compared
themselves with each other, but the recognition and use of benchmarking have

added a significant dimension to the improvement of performance. When
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neoith care orgcmizcsﬁons use the ool of benchmarking, they measure, assess,
and compare practices, processes, and outcomes with other organizations that
are considered comparable with them in scope of service or have been highly
recognized for best practices.

Benchmarking can be comparative or process oriented [Patrick & Alba,
1994). in comparafive benchmarking, an organization compares its
performance with the performance of others by using performance measures
ond indicators. Benchmark studies are valuable for examining major care
systems, product lines, products, and functions. Findings from benchmarking
studies often serve as the catalyst for chartering o CQl team or some other
mechanism to improve performance. Process benchmarking may start os a
comparison of data but evolves into the evaluation of a process or processes.
The evaluation of processes is necessary 10 recognize and identify the best
practices. Hedlth care organizations usually benchmark criticol processes such
os flow through an operating room or an outpatient diagnostic testing center.
The success of benchmarking ond improvement actions depends on leadership
support, interdisciplinary collaboration, and a commitment to improve patient
outcome, organizational processes, and practifioners' practices.

integrated Qudlity Assurance, Ulilization Review ond Risk Manacgement:

There is a large degree of commondlity in functions, activities and level of
interest among risk management {RM], utilization review [UR}, and qualily
assurance {QA] departments. Hospilols can copitalize on this commonality of
inferest 1o defermine if thorough integration of activities, operational

improvements can be achieved. For example, risk managers, qudlity managers
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and UR siaif have a common interest in reviewing daota regarding adverse
events or other outcomes. Each individual may have ¢ unique purpose for the
data but the need for data is common nonetheless. Qudlity departiments are
historically rich with dato on patient outcomes, appropricteness of procedures,
blood utilization, medication use and so forth. Infection control programs
contain useful information about nosocomidl infections {infections confracted
while a patient in the hospital} and other surveillance activities that may also
shed light on RM and UR issues. Severdl databases may exist within one
organization, either alone or in combination with regional or national
comparative data. Not only should these daiabases be o shared resource
among depariments, data needs from each area should dlso be shared.

There are maony benefits 1o having an infegrated RM, QM and UR effort.
RM, GM and UR department efforls are often fragmented. Each depariment
may have its own forms, equipment, software, and methods for achieving tasks.
Although some activities are similar, they are not well-coordinated across
departmenis. There can be fremendous variafion in process across
departments, and the gudiity of the information collected may be less than
optimal. Through integration, new tools designed to integrate common
functions may emerge o reduce redundant paperwork and the number of
people analyzing the same problems without coordination. integratfion
ultimately will enhance the process of caore.

In addition, integration may increase the effectiveness of depariment
functions. Often, integration offers opportunities 1o execute tasks more quickly

and with more saitisfying results than before. Integration may dlso heip
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consolidate resources across departments. Collecting the same information in
multiple depariments is redundant and inefficient, preveniing staff from doing
other activilies that might be more valuable o the organization. Therefore,
integration should not only focus on increasing efficiency, but should identify
opporiunities to perform valuable functions thot were not previously possible.

Finally integration con facilitate the effectiveness of reporting
relationships. Through integration, reporting relationships may change to
enhance the ability of each depariment fo perform at ifs best.

Disegse State Management: Disease state managemeni [DSM) isa

process of organizing care for a specific high-cost and/or high volume diagnosis,
with the intention of improving outcomes and, when possible, lowering overdil
costs. DSM is a muilti-step process which involves evidence-based clinical
policies, an explicit implementation strategy ond a dato-driven feedback
mechanism to objectively measure those aspects of core the program is
designed 1o impact {e.g., clinic outcomes, patient satisfaction, cost, efc.). itisa
coordinafed systems approach 1o managing and improving care processes
across the enfire contfinuum—irom prevention via self care ambulatory services,
fo ccu’ge hospitalization, rehabilitation and recovery
{www.aafp.org/managed/disecse.himi}.

There are o number of components common fo most effective disease
state management programs including:

1. Patient education and involvement in self-care technigues.

2. Clinical policies/best practices that extend across the entire

continuum of care.
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3. Cutpatient drug management.
4, Clinicdl information systems with the capacity 1o identify, classify,

and traock defined patient populations.

5. informed support of physicions.
6. Team-oriented, multidisciplinary approach.
7. Feedback or continuous review.

indicators of the health system’s success in treating the entirety of a
disease across the continuum of care [related 1o the fomily of outcome
measures that treat the disease as opposed to managing health] may include
measures for major diagnostic categories e.g., hypertension, diabetes), primary
care |e.g., patients satisfaction, utilization of preventive services, iliness episodes
per 1,000}, specially care (e.g., diagnostic or therapeutic guidance complionce,
diagnosis-specific health status scores), acute care episodes (e.g., average
length of say per major DRG categories, surgeries per 1,000, readmission rates),
or rehab and recovery {patient complionce, DRG-specific health status scores)
[Meisenheimer, 1997, p. 694).

Tne next chapter will examine the record of CQI in the hedlth care field
from its emergence from the National Demonstration Project to reported

outcomes found in the literglure.
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CHAPTER 4

THE RECORD OF CQI IN THE HEALTH CARE FIELD

Qudlity is not O new issue in hedlth care, and some have guestioned the
volue added by CQIL. A comparison of quality from an industrial perspective
versus a health care perspective revedis that the two are surprisingly similor and
that both have sirengths and weaknesses (Donabedian, 1993}, The industrial
model of CQlis limited in thot it {1) ignores the compilexities of the patient-
practitioner relationship; {2} downpiays the knowledge, skilis, and motivation of
the practitioner; {3} treats quality os free, ignoring quality/cost trade-offs; (4)
gives more atiention to supportive activities and less to clinical ones; and (5}
provides less emphasis on influencing professional performance via “education,
refraining, supérvision. encouragement and censure” [Donabedian, 1993, pp. 1-
4}, However, as suggested by Donabedion there are important insights that the
professional health care model can gain from the industrial model:

1. new appreciation of the fundamentdl soundness of heatth core

quality fraditions.

2. the need for even greater gttention to consumer requirements,

values, and expectations.

3. the need for greater atfention to the design of systems and

processes as a means of guality assurance.,

4, the need to extend the self-moniforing, self-govermning fradition of

physicians 1o others in the organization.
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5. the need for a greater role by management in assuring the quality

of clinical care.

6. the need to develop appropriate applications of statisfical control

methods to heaith care monitoring.

7. the need for greater education and training in quality monitoring

and assurance for all concerned ({1993,

CQI activities can be viewed dlong ¢ continuum, with monufacturing ot
one end of the continuum and professional services at the other. Each CQ
approach should be modified in accordance with its position along this
continuum. Manufacturing processes have linear flows, repetitive cycle steps,
standardized inputs, high analyzability, and low worker discretion {Hart, 1993}.
Professionci services, on the other hand, involve non-standardized and variable
inputs, non-repefitive operations, unpredictable demand peaks, and high worker
discretion. Many organizations, including hedith care organizations, have
processes at different points along that continuum that should be andlyzed
accordingly. For example, the laboratory and support operations of a hospital
resemble manufacturing processes while diognostic and freatment activities are
professional services. The objective of the factory-like operations should be to
drive out variability to conform 1o requirements and to produce near-zero
defects. On the other hand, the objectlives of diagnosis and freatment are to do
whatever it takes to produce customer satisfaction and maintain the loyolty of

customers and employees.
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Emergence of CQlin Healthcare

CQl was applied in several health care settings in the mid-1980s. The most

notable was the National Demonsiration Project on Quality improvement in

Health Care which was the initial effort fo launch CQl within hedith services. This

demonstration project, which began in 1987, paired industrial quality experts with

groups from various heclth care organizations. Each team formulated an issue

to address using quadlity improvement technigues. The results showed a high rate

of success for the projects and indicated that the tools and principles of quality

improvement could successfully involve leaders and stoff members, and improve

care and services. Although it did not give evidence on the cosits and benefits

of CQ, this eight-month demonstration project clearly showed that the qudlity

improvement techniques used in industry could be applied to the health care

setting. The Project provided ten key lessons to guide subsequent efforts,

namely:
1)
2)

Quaiity improvement tools can work in heclth care.
Cross-functional teams are valuable in improving health care
processes.

Data useful for guality improvement abound in health care.
Guuality improvement methods are fun to use.

Costs of poor qudility are high, and savings are within reach.
invoiving doctors is difficult,

Training needs to arise early.

Non-clinical processes draw early attention.

Heaolth care organizations may need ¢ broader definition of guality.
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10)  In headlth care, s in indusiry, the fate of quality improvement is first
of all in the hands of leaders (MclLoughiin and Simpson, 1994].

The report on the Nafional Demonsiration Project on Qudlity improvement
in Hedlth Care (Berwick, Godfrey, and Roessner 1990} details the importance of
CQi for health care. This work demonstrated how several hospitals begon o
implement total qudlity methods inte their organizations, oithough the
applications of CQI were limited fo adminisirative processes rather than medical
practices. Mclaughiin and Kaluzny {1990) help explain the difficuity by
suggesting that fotal qudlity management represents a significant shift for health
care professionals from top-down to team management approaches. Many of
these professionals view CQI with skepticism because they see it threatening the
fraditional norms of professional autonomy and authority. Likewise, Milakovich
{1991) argues that CQI requires health professionals fo re-orient management
away from fraditional approaches driven only by cost, regulafory standards, or
guality assurance {Kaldenberg and Gobeli, 1995},

The mission of the Joint Commission on Accreditation of Healthcare
Organizations [JCAHO] is to improve the quality of care provided 1o the public.
Because quality is ultimately a judgment made by patients and others based on
their perceptions of an organization’s care and its outcomes, JCAHO has
focused ifs gttention on the hedlthcare organization’s performance of the
activities that most affect the nature of care and iis outcomes. Thus,
accreditation becomes a cataiyst for better quality by stimulating continuous

improvement in organizationdal performance.
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JCAHO believes that CQI provides the hedlth care field with helpful
concepts and methods. While the Joint Commission has borrowed some of
these concepls for incorporation info its standards, most CQI concepts do not
appear in the standards. This approach follows a long-standing Joint
Commission practice of including in standards only the core concepis of
relevant field {e.g., infection conirol, information monagement]. JCAHO leaves
the details of implementation fo each accredited organization.

Furthermore, JCAHO notes that it is important fo recognize thot there is a
farge and growing number of approaches that hove been labeled CQI by their
creators—approaches that vary significantly in their effectiveness. If the Joint
Commission were 16 ‘adopt’ CQl, they would be perceived as endorsing them
ail.

Examples of CQl principles that have been incorporated into JCAHO
standards include:

- the key role leaders {individudlly and collectively} play in enabling the

systematic assessment and improvement of performance

- the fact that most problems/opporiunities for improvement derive from

process weaknesses not from the competence or incompetence of
individual emplovees;

- the need for careful coordination of work across departments and

professional groups;

- the importance of seeking judgments about qudlity from patients and

-other ‘cusiomers’ and Usjﬂg such judgments to identify areas for

improvement;
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- the importance of carefully setting priorities for improvement;

- the need for both systematic improvement of the performance of
important funclions and the maintenance of the stability of these
functions.

The Joint Commission does not diciate o particular management stvie,
nor are they prescriptive about the manner in which an organization conducts ifs
performance assessment and improvement activities {O’Leary, p. 76-78, 1997).

Building upon the lessons learmed from the National Demonstration
Project, the Hospital Corporation of American (HCA) has adopied an gpproach
to CQI it calls FOCUS-PDCA. The acronym represents the following steps:

F — Find @ process to improve.

O - Orgaonize a team that knows the process.

C - Clarify current knowledge of the process and its variation.

U - Undersiand the causes of process variation.

S - Select the process improvement.

P - Plan the improvement.

D - Do the data collection, analysis, and improvement effort.

C - Check the data for process improvement and customer outcome.

A — Act o hold the gains and continue improvement.

FOCUS-PDCA provides the firm's heatth care workers with a common
language and an orderly sequerice for implementing the cycle of continuous

improvement.
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Some Applicgtions of CQIl and Their Effects

As noted above, in the 1980s o numiber of hospitals began to experiment
with applications of CQI. Pioneers included Meriter Hospital, Madison, Wisconsin;
University of Michigan Hospitdls, Ann Arbor, Michigan; Alliant Headlth System,
Louisville, Kentucky; Henry Ford Hedalth System, Detroit, Michigan; and West Paces
Ferry Hospitdl, Atlanta, Georgia (Jaeger, et ol., 1994, p. 21}. Empirical studies
showing desirable effects of CQI within the hedlth organization have begun to
emerge since the early 1990s. The health care literature indicates a number of
specific benefits associated with quality improvement and related measures
such as customer satisfaction. Benefils reported include increased profitability,
enhanced employee satisfaction, reduced costs, improved patient survival, and
better continuity of care.

Profitability: There appears 1o be a clear reiationship between profitability
and customer satisfaction in hospitals. Harkey and Vraciu [1992], for example,
report on the reialionship among the 82 HedlthTrust hospitals. They developed @
gudlity-profitability model based on their findings. This model showed profitability
affected by increased market share and better prices in addition to reduced
costs due to productivity improvements and reduced lengths of stay. Financial
performance was defined as the net operating income of the hospital,
excluding interest, depreciation, ESOP {employee stock ownership plan)
expenses, and corporate management fees. The researchers took the resulls of
cil these surveys and looked @t the relationship between guestionnaire values

and financial performance.
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Factor analysis was used 1o determine whether a quality factor could be
developed from the many quality guestions. Two gudlity factors developed from
ten guestions. Seven questions, based on employee, patient, and physician
responses, made a very sirong factor accounting for 39.4 percent of the
variance in the cost/qudiily relationship. The second gudlity factor was mode up
of three community responses about the hospifal’s image and explained 11.1
percent of the variance in the cost/quadlity relationship.

Nelson et dl. [1992b] dlso have reported that patients, employees, and
physicians have correlated quality perceptions. They determined that quality
rafings by 15,095 patients at 51 Hospital Corporation of American (HCA] hospitals
explained 10 1o 29 percent of the variation in net operatling revenue and return
on gssets.

Employee Satisfaction: Rush-Presbyterion-St. Luke's Medical Centerin

Chicago surveyed 5,174 employees {out of a possible 7,400] in 1990, two years
into an extensive CQi program. Approximately half of these employess had
participated in that effort. After adjusting for demographic differences in the
participating and nonparticipating groups, the hospiial reported a siafistically
significant improvement in infrinsic job satisfaction, in the general opinion of the
hospital as a place to be g patient and to work, and in the number of positive
attitudes toward CQl {Counte ef al., 1992).

Cost Effects: The University of Michigon Medical Center in Ann Arbor,
Michigan, monitored its savings and its costs from 19 quality improvement teams
between July 1987 and June 1991. Seventeen of the 19 teams showed ¢ positive

net cost saving. The implementation cosis were estimated at $2.5 million, of



which $1.3 million represented programmatic costs. The combined two-year
savings ond additional revenues atiributed fo these teams were $17.7 million.
Tears focusing on the turncround of the center’s operating rooms led o added
revenues of about $13 million {Gaucher and Coffey, 1993).

Other CGi efforts have also recorded cost savings. Baptist Medical
Center in Columbia, South Carcling, found that the suppliers of contrast media
solution for radiology were packaging the solutfion in volumes greater than each
patient needed to drink. At the team’s request the vendor started repackaging
the material in smaller volumes, resulting in an annual savings of $200,000 in
avoided waste.

Cost savings may not come quickly in the beginning, but may occur in
spurts as the approach is internalized and then reoriented. Thomas H. Breedlove,
Senior Vice President of Crosby Asscciates, argues against a time estimate for full
implementation of CQll since he sees it as always evolving. However, he does
argue the hospital should be getting a three-to-one payback within six months
{Burrus, 1993a). Northwest Hospital, in Seatile, Washington experienced this
when ifs director decided that CQl was o philosophy and not just o procedure.
In the first few months of the change, the hospiial saved about $3 million ond the
average length of stay dropped one day. A number of middie monagement
positions have been eliminated, as has the confract management company af
a savings of $750,000 annudlly [Burrus, 1993D).

Other Specific Effects: Reduced costs are not the only positive outcome

of CQ efforts. At the University of Utah, for example, the development of o

protocol supported by computer systems fo conirol life support equipment has



increased the survival rate of Adult Respiratory Distress Syndrome {ARDS) from 12
percent o 42 percent [Morris, 1992).

Other effects include increased capacity utilization and improved
continuity of care. For example, the Joint Commission on Accreditation of
Healthcare Orgonizations' book, Striving Toward improvement {1992}, describes
the CQl efforis of six hospitals. The hospitals reported improved operating room
utitization, a 78 percent reduction in food waste on the pediatric service,
increased utllization of fransporiation orderlies, and reduced admission and
discharge waiting times. The case studies also show increased ufilization of
capacity, lower supply costs, increased physician continuity, reduced laboratory
costs, reduced hospitalization for low back pain, more satisfied obstelric patients,
and reduced inpatient anfibiotic costs. West Paces Ferry Hospital also reporis
how empowered employee feams implemented on $83,000 reduction in
antibiotic waste. Findlly, Kibbe et cl. {1993} show how CQlI technigues were able
to improve continuity of care in an academic medical practice. This report
shows how such aspects of hedlth care gudlity can be measured and used to
guide improvement.

Costs of Qudlity: Crosby {1979] talks about the “cost of qudlity,” meaning

the cost of poor qudlity, Knowledgeable administrators do not hesitate to say
that the cost of nonconformance and wasie in hedalth care is in the same rate—
20 o 40 percent of total costs—ihat has been seen in American industry. As
much as 25 percent of the cost of care goes into billing, collections, and
handling of claims. The Forida Hedlth Care Cost Containment Commission

asserts that 70 percent of hospital bills coniain errors.
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Doubis About the Yalue of CQlI

With documented resulfs previously discussed, why do some continue 1o
question the value of a CQl program? First, the data cited above indicate
potential savings—this raises the issue of the probabilities of achieving them.
Consuliants report that the likelihood that hospital CEOs will maintain a CQI effort
is probably about 50-50. In additicn, there appeaors fo be a moment of fruth
about 18 months into the process when the CEO suddenly redlizes that the
process does not involve simply changing the corporate culture, but involves a
fundomental change in the way managers, including the CEO, make decisions
{McLaughlin ond Simpson, 1994, p. 42}. Some CEQOs never reach that level of
understanding; some do and connot make the fransition.

Tne fact that only o limited number of qudlity improvement feams or task
forces can be underway at o fime also reduces the pavoff while everyone may
be trained in the basics of CQI, only a smaii proportion are actually practicing
CQl at one time, so that the effective increosed capacity for change
emphasized above is limited by the number of feams that can be maintained af
one time. The limit on the number of teams is related fo the capacity of the
facilitators to fully frain and support the teams os well as the number of processes
that can be in flux at one fime without confusing people. Thus, although the
investment in developing the progrom and doing the awareness fraining for
large numbers of staff occurs early, the returns come later, mostly in the thirg
yeor and beyond.

While cost savings seem relatively easy to quantify, the effecis for

increased competiliveness are more difficult o document. An increased
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occupancy rate quickly improves the bottom line, but one usudlly cannot tell
why o patient come to a hospital, and one hears almost nothing about those
who didn’t come because neighbors told them that the hospital was unfriendly
or poorly run. That is why studies about the relationship between cusiomer
satisfaction and financial performance are so important. The competitive effect
cannot be justified based on specific events as can the waoste avoidance and
cost savings effects. Furthermore, any andalysis of competition effects can be
confounded by the offsetting marketing efforts of competitors. Hospital A may
enhance ifs image in the community by way of continuous improvement, but it
may be countered by a heavy adveriising compaign by Hospital B or special
equipment purchases to attract physicions at Hospital C. We know little about
the relative effeciiveness of those three strategies or combinations thereof, so it is
virtuaily impossible o compare the impact of a dollar spent on CQI against the
impact of a dollar spent on other market-oriented oactivities (McLaughlin and
Simpson, 1994, p. 42).

Because CQlis relatively new, there is litfle information about how
permanent or sustainable any gains may be. Prior approaches such as quality
circles often achieved good results in the short run but benefits declined over
fime. Early on, it is possible to clear up the obvicus gquality problems, and 1o show
some immediate improvements. However, lalter qudlity gains ore likely 1o be
smaller. One may experience diminishing returns, or one may find o learning
effect in which teams and management with experience develop sufficient
confidence to fackle some major issues with high potentials for payoffs such as

admissions and discharge. MclLoughlin and Simpson {1994 predict that the
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prograrm will produce savings immediately, then experience a decling in savings
or coniribution 1o eamings, and then, s clinicians become more involved and
management more assertive in looking for high-potential areas, begin 1o
experience some increasing retums.

Quadglity efforts can affect the processes in the organization that con lead
to improvements in outcomes and reduced costs. These efforts should also lead
o improved physician and patient satisfaction with the instifution, leading to
more admissions, more patients, more patient days, and an increased shore of
the market. improved qudality might clso lessen the pressure for reduced prices
to compete against other institutions. All of these together could be conftribuiing
o the observed profitability by both lowering unit costs and increasing volume
and revenues {Smelfzer and Pfeiffer, 1997, p. 126; Gaucher and Coffey, 1993, p.
24).

The cost of a CQI program is not frivial. The organization may pay $20,000
to $200,000 for program development, fraining matericls, frainers, and workshops
for senior managers, boord members, and key clinicians {McLaughlin and
Simpson, 19%4, p. 43}. In addition, there is the cost of the faciiitators and the fime
lost by employees attending fraining sessions and engaging in team tasks.
Adding to these costs, there are opporiunity costs for the resources dllocated o
the program that might hove been usad for something else. Much of the
opposition fo the Joint Commission requirement for a continuous improvement
process has been couched in terms of the costs involved and how they might

axceed the returns.
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Continued nterest in COI

A number of factors confribute fo the sustained interest and enthusiasm
for CQI in heaolth care, despite the limited empirical evidence regarding impact
and cost. The first argument for CQl is its direct impoct on qudlity, usually a net
gain to the customer and fo the organization. The second is that organizations
who implement gudlily improvement programs often redlize cost savings as o
result of these quality improvement techniques. The third argument relates 1o the
set of benefiis associated with a plan that empowers employees in heaclth care
through participation in decision making (i.e., increased mordle, better
communication among depariments, and increased levels of employee
commitment} (McLaughilin and Simpson, 1994},

Even if CQI can validly be applied in hedalth care setfings, it will not
achieve its maximum potential uniess it is oppropriately implemenied. Chapter 5
examines TGM and the Public Sector, focusing on the lessons that can be

learned for hedlth care institutions.



CHAPIER B
TQM AND THE PUBLIC SECTOR:

LESSONS FOR HEALTH CARE INSTITUTIONS

in the early 1990s in an effort fo solve a variety of organizational problems

including high turnover, low performance levels, and public criticism, managers

in many public organizations turned to a set of doctrines and practices known as

TQM. As previously discussed, TQM was origindlly developed in the private secior

and emphasizes concepts such as gudlity improvement through inncovations in

work processes, client satfisfaction, employee responsibility and involvement,

statistical monitoring of work qudlity and o unified vision of the agency’s efforts

{Mchier, 1995]. Because the key components and philosophies of TQM are

virtually the same whether looking at the public or private sector, they will not be

reiteroted here. In this chapter | will seek 1o answer the following questions:

1)
2)

What are the similarities of TQM in the public vs. private sectors?

Is the public sector experience with TQM relevant to the health
care CQI experience?

Why have governmentdl jurisdictions and administrative agencies
at ali levels sought to implement TQM?

To what exient has TQM been implemented in the public sector?
What appeor to be some of the major impedimenis 1o successful
implementation in the pubilic sector?

What faciors does the literature suggest are associated with

greater success?
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Why then, the interest in TGQM in the public secior? Interestingly, Radin
and Coffee [1993) noted that the regsons used 1o support the implementation of
such a program are dlso why the public sector may be hesitant to implement
TQM. These reasons include:

1) During on era of cutbacks ond economic decline, these measures
represent attempts by those in charge of government services 1o
five with greatly diminished resources. Focusing on these
management efforts will diffuse the redlity of these cutbacks.

2} TQM has been successful in the private sector. Emulating the
private sector will help government deal with some of its traditional
problems and criticisms.

3) TQM is the thing to do; other agencies are doing it and appear 1o
have produced some results.

4) Top management wanis it done.

5) TQM provides a way for an agency to look as if it is taking action
and dispels criticism (Radin and Coffee, 1993).

TQM in the public sector is another effort o change the way federdl, state
ond local governments conduct business. Earlier governmental reforms include
PPRS, 7BB, MBG and qudlity circles o nome o few [Radin ana Coffey, 1993} it
seems that each of these efforis have either failed or eroded over fime. Radin
and Coffee {1993] report that although each of these previcus reforms had its
own uhique problems there were diso several atfributes of these reforms that

were common. These gtiributes include:
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1) Few reforms were designed 1o deal with the mulliple actors found
in our polificadl system.

2} The agenda for change was often a maneuver for increasing
executive confrol.

3} Attempts o rationalize the system often meant looking at
interdependencies between various program and organizational
elements.

TQM differs from the previous reforms. TQM proposes significant change in
organizations. Successful TQM programs can bring about culiural change within
the organization. 1t is easy to understand the chaollenge of implementing such o
program considering the way public bureaucracies have been managed in the
past.

In the early 1990s much of the public sector’'s focus on reform centered
on “reinventing government.” TQM was but one of several reforms implemented
during this fime. Brudney et af (1999} reported that TQM programs were
underway in 31 states by the mid 1990s. Furthermore, the Council of State
Governments had identified 27 states that had created steering committee/task
forces for the specific purpose of addressing TQM. Seventeen of these 27 states
also formed public-private parinerships to do so. These partnerships appear o
be very similar o those formed between the hedlih care and private sectors
during the National Demonstration project. Furthermore, Berman et al. [1994)
surveyed directors of state departments of hedlth, education, welfare,

fransportation and corrections and reported that 58 percent had implemented
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TaM in at least one service they provided. In addition, 34 percent had
implemented TQM opplications in five or more service functions.

Respondenis reporied improvements in produciivily, guality, fimeliness,
and customer safisfaction, but reporied only modest gains in cost reduction |
{Berman et ol., 1994}. In addition, Berman and West [1995) reported that fop
management leadership is o significant determinant of TQM commitment and
impact.

The Naticnal Performance Review recommended that all organizations
use quality managernent principles as described in the Criteria for the Malcolm
Baldridge National Qudlity Award, to guide their fransformation. The following

criteria are used in this award:

- Legdership: Symbolic acts are required to emphaosize the
importance of qudlity to the employees and o elevate it above

financial and efficiency goals.

- Human resources utilization: To see if empowerment reaily exists,

examiners look gt the obility of froniline employees to act in the

inferest of customers without getting prior approval.

- Education and fraining: Increased quality awareness, problem-

solving tools, and group-process skills {such as leading meetings,
teamwork, making presentations) are especially important.
Commitment to TQM is seen 10 be direcHly proportional fo
percentage of revenues spent on education and fraining {Connor,

1997).
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Along with these principles, the Government Performance and Resulis
Act of 1993, and the executive orders that resulted from the NPR report the
Federdl Quaility instifute designed a model for implementing change {Hunt,
1995}, This model has a customer-driven vision, mission and values arficulated by
the organization.

- Vision is g dynamic picture of where the organization wanis 1o be in
the future. This vision should focus on the organization’s
commitment to customers and be supported by ¢ consensus
throughout the organization and by processes that build
commitment among key managers in the orgonization.

- The mission of the organization describes what it currently does,

what business it’s in and why it was established.

Values provide employees with guidelines for day-to-day behavior. They
are principles that management and employees agree on that shape the

organization’s culture (Hunt, 1995).

Certainly Connor {1997} was not the first to offer o critical look ot TQM.
Others have noted that TQM can be hard 1o implement [Harari, 1992; Radin and
Coffee, 1993; Schneider, Brief and Guzzo, 1994, p. 15}, or suggested that iis
orthodox form s inappropriate to public-sector organizations {Swiss, 1992), or
denied that it is comparabie with the cullurd regiifies of public administration
{Rago. 1994; Kim, 1995). However, it has rorely been observed that TQM might

be cosily 1o the organization and its members, et dlone that there might be



situations where successful implemeniation of TQM could do more harm than

good.

Bariers o TaQM in the Public Seclor

There are many barriers o implementing TQM in the public sector. These
barriers include, but are not limited fo:
- loss of conirol by high level managers.
- problems with unions.
- the time effort needed to implement the program.
- lack of dedicated resources.
- joss of autonomy at all management levels.
- difficulty in defining the customer.

Many of the barriers o TQM in the public sector mirror barriers found in the
health care secior. These include competing demands on employee fime,
odequate funding for training ond defining “customer”. In addition, lack of top
management support and employee invoivement are further exampiles of
implementation barriers {Berman, 1995). Cohen and Brand {1993) identify the
need for long-term commitment for o successful TQM prograom and the
unigueness of the public sector which can compromise this commitment by the
ever-changing political contexis of public management, as well as turnover by
fop management.

Similar to information previously reported regarding CQI programs
implemented in large hospitals, it was found that larger cities had o higher
commitment ic TQM. This is consistent with the hypothesis reported by West et al.

that larger cities have greater resources for investing in TQM. Furthermore,
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commitment fo TQM was not found o be significantly greater in cities with
council-manager forms of government, aithough if should be noted that they
were more often associated with heightened levels of professionalism and
provided more fraining in TQM (Berman and West, 1995.}

Although extensive literature on TGQM and leadership exists, it appears fo
have some significant shoricomings {Rogo, 1996]. There seems to be alack of
substantive discussions about the barriers encouniered when implementing a
leadership model in an existing organizational culture. Rago believes we are ot
a place in understanding TQAM where we believe the substantive issues
surrounding implemeniation are not content issues but problems in how 1o
“shape” this content to address the barriers that the organizational culture
presents to implementation.

in addition to the barriers to TQM, Radin and Coffee [1993) clso recognize
a number of attributes unigue 1o the U.S. public sector, particularly at the federdl
level, that create pressures that complicate the implemeniation of TQM.

1. Uncertginty: TQM places an emphasis on strategic planning and
decision-making that has a proactive qudlity. it assumes a level of
stability within the organization that allows those within it to make
relatively accurate predictions about its future direction and
continued existence. The struciure of the American political
system, by conirast, establishes a set of actors and processes that
maximizes g sense of uncertainty. Many federal domestic
programs deal with an annual budget process, time-imited

authorizations, and frequent turnover in agency political
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leadership. These conditions frequently tead fo disruption in
operations that are bevond the control of the agency.

2. Multiple Accountability Mechanisms: Quality and the customer are

two values that are crucial from the TQM perspective. While not
simpie 1o put info effect, these two values are relatively easy 1o
define within ¢ private sector organization. For many public sector
orgonizations, however, both of these values are problematic,
stemming from the multiple accountablility mechanisms that are of
play within the American political system. 1t is exiremely difficult for
an agency 1o define "qudlity” clearly or to determine who their
“real” customer will be.

Fragmentation and shared powers emerge from three major sources.
First, our system of government means that an executive level agency has
multiple masters. In Washington dlone, an agency is accouniable to the White
House [through OMB and other institutions} and, of the some time, must dedl
with the elements in the Congress with responsibility for program creation,
oversight, and budgetary control. Divided government over the past decade
has further complicated a system of institutional conflict. The judiciary diso plays
a role in the accountability relationship.

The second source of fragmentiation arises from the U.S.
intergovermnmental system. Relatively few federal domestic agencies actuaily
deliver services to individuals within the society. Rather, the federal agency is a
part of o complex product delivery chaoin that invoives siafe agencies, local

agencies, and the private sector. While the federadl agency could define the
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state agency {or others) os ifs customer, it is not always clear whether the
intervening actors share the godis of the legisiation or agree with the definition of
ihe intended beneficiary.

The third source that confounds the system has 1o do with the mulliple
interest groups and agendas that are present in most domestic program arecs.
Many federal organizations find themselves in a turbulent policy environment
with conflicting pressures from various s?cskehoiders in a large and heterogeneous
society. They find it difficult fo juggle or balance these interests, all of which have
a degree of legitimacy in the system and must be provided af least minimum
access o the agency. In many instances, the organization itself has become
exiremely complex and accentuates its interdependencies with other
organizations both inside and oulside of government.

3. Symbolic action: A system such as TQM is constructed on the

assumption that an orgonizaiion is created fo produce
something—a product, a service or even a set of rules or
regulations. The “something” provides the crganizing fromework for
data collection and management systems and procedures for the
assessment of qudlity and for identification of fraining ond rewards
for employees.

This seemingly simple assumption may fall aport in government.
Government action has many meanings. While some programs or policies have
clear cut godis, others don’t.

The existence of vague godis mean that public organizations are

sometimes implementing o policy or program without clear purpose or
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substantial resources. While the rhetoric of the legisiation creales high
expectations about its potential, both the resources that are provided and a
careful reading of the political debate suggest that Congress did not mean o
deliver. in these coses, the agency is caught in the middie, blamed by the
public for failing fo deliver but constrained from deing sc by Congress, that
supplies it with both authority and resources.

Success stories

There is a great deal of literature that reports on the successes of TQM in
the public sector (Nyhan and Marlowe, 1995). Public sector TQM systems have
been credited with improving organizational effectiveness, strengthening
employee satisfaction and reducing operational costs (Butter, 1990; Curry and
France, 1990).

Govermnment experiences with quality parailel the private sector's
experiences. Based on numerous federadl, state, and local governmenial quadlity
efforts, Struebing {1997] reports that there are more similarities than differences
between the public and private sectors. Reasons for success and failure are
remarkably similar.

TQM redefines and consolidates fraditional principles of public
adminisfration, and there are visible signs that the philosophy made a difference
in IRS’s culture [Mani, 1995}, Although the analysis of selected input and ouiput
indicators showed no stotistically significant difference in productivity before and
after TGM impiemenigtion, there have been cost savings and improvemenis in
customer satisfaction os a result of gudlity improvement process {QIP) teaom

projects, an approach o problem solving specific 1o TQM. The reporied benefifs
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of each QIP team are projected savings for one year in each QIP feam’s office.
If one muitiplies these projected savings by the number of RS offices ond the
number of years over which savings will continue, the benefits are much greater.
Quantitative analysis is used 1o a grealer extent in the problem-solving process,
and there is greater employee involvement as o result of QIP teams. 1t seems
that the IRS was more successful as a result of the implementation of TQM.

As previously mentioned, TQM and performance measurement are tightly
linked. Despite this focus on improving performance meagsures in the public
sector, resulis 1o date indicate that performance measures remain in the
emergent stage. Mahler {1995} identifies two primary factors that have
coniributed to lack of progress in implementing meaningful performance
megsurement systems in the public sector; one is the lock of utility of existing
performance measures to enhance orgonizational effectiveness, a second is
difficutty in comparing measures across disparate programs and organizational
unifs.

Not dil reports of TQM are negative. For instance, the Baltimore VA
Medical Center offers this success story. In the past a sick veteran was passed
from specialist fo specialist from room to room, like a chassis on an assembly line.
The hospital staff was organized according to their narrow job descriptions and
assigned to stations. Nurses tocok care of whoever was in their assigned rooms. if
o patient wos moved to another room, he got a new nurse. Afier the
implemeniation of TQM the medicadl center was organized around the patient
{customer}. A smadll feam of peopie was assigned with the attending physician

to o specific patient. This allowed the feams o make daily rounds together, plan



54

gouais for their patient and administer o complete course of tfreatment together.
This approach is more rewarding for the staff, more comforiing for the patient
and resulls in better care {Hunt, 1995). The Cenerdl Services Administration
Regional Office, supplier of poper producis and office supgplies for the federal
government, retfrained ifs product inspectors in statistical process control, threw
away the 500-page qudlity control handbook, and replaced it with ¢ laptop
computer, a seven-page guide, and the empowerment 1o make on-the-spot
decisions about qudlity. As o good example of employee empowerment,
management gave this control fo front-iine inspectors and eliminated the need
for management involvement {Hunt, 1995}.

As indicated above, Brudney et al. {1999} found that by 1994 there were
TQM programs in some stage of implementation in 31 states. Furthermore, 58 per
cent of state departments of heaith, education, welfare, fransporiation, and
corrections had implemented TQM in at least one service they provided. Ina
1998 survey, Brudney and Wright (2002) reported that there had been substantial
increases in adoption and full implementation of the following 3 items: strategic
planning, customer service improvement, and benchmarking. All key
componenis of TQM progroms.

Finally, ot the Department of Labor's OSHA Cincinngli areq, office
inspectors investigaiing unsafe working conditions are empowerad o own each
investigation themselves start o finish. They osk for advice when they need i1,
but they are responsible for making decisions, preparing the paperwork,

updating the files, arranging and conducting conferences with plant owners,
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determining appropricte fines, and ossisting with prosecution if necessary [Hunt,
1995).

Governmental staff deporiments are historically prone 1o bureaucracy,
developing policies and procedures fo suit their own fimetables and viewpoints.
More recently, at the City of Auburn, Alabama, upper management has
encouraged innovation as a means for improving the quality of customer
services. The success of these innovations is demonstrated in the following
estimated improvement rates {Jackson, 1999): payroll error rates decreased 25
percent; budget preparation time decreased 33 percent: revenue staff
productivity in collecting delinquent taxes increased 25 percent, and; accounts
payable staff productivity increased 20 percent

Based on the positive verbal and written input that the city has received
from taxpavyers, vendors, and citizens, it is evident that customer service quality
has been improved. While it would be difficult o estimate improvement in the
satisfaction levels of these customer groups, the city has experienced these non-
quanfifioble benefifs {Jackson, 1999): improved communication and
cooperation between finance and the other city depariments; increased
interest in and willingness o participate in the gqudlity circle process by other city
departments; and a more positive image of the city government among citizens
and toxpayers., Auburn’s aggressive pursuit of TQM concepts through the
qudglity-circle structure has made an observable and positive difference in the
delivery of public services.

For those who expected that it would reinvent government, it clearly has

not, but as a fool for getting normdlly rule-or turf-bound buregucracies 1o act
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more sensibly, TQM continues to hold real promise {Mani, 1995; Mahler, 1995; and
Walters, 1994). After years of experience, it's clear that TGM can be adapted fo
the public sector. And not only has it lasted but it continues to grow, and ropidly.
The number of states and locadlifies involved in TQM is no longer in the dozens as
it was in the early 1990s. 1 is in the hundreds. Deming's basics have been
oppiied in agencies and departments as disparate as mental heatth and motor
vehicles. Cities, counties and states nationwide now have official offices of
quaiity, directors of qudlity services cr offices of excellence. They are giving out
quality awards.

The other fruth that has emerged forcefully over the past several yeaors is
that while TGM can indeed be adapted 1o the public sector, it's not easy. The
interesting thing is that nowadays few proponents of TQM claim otherwise. As
state ond locdl governments move forward {and backward] in their attempts fo
odapt Deming’s management tool 1o public-sector practice, there hos been
one other noficeabie shift: a more redlistic—even subdued—approach on the
part of TQAM supporters {Rago, 1994 and Walters, 1994). This fime around, TQM
proponents still claim that it can work miracles—but small, subfle miracles, not
large, fashy ones {Waliers, 1994).

That willingness to engage the front line in problem solving is not
something thot comes naturally for all managers, however. For that matier,
labor tends to view every new management fad as ¢ thinly veiled attempt to hit
workers or stave off collective bargaining. A clear weakness in current state and
local TQM efforts is that iobor really is still not on board [Walters, 1994; Radin and

Coffee, 1993].



There are more reasons for union fool-dragging than merely the age-old
lack of frust in management. Union leaders have o worry about TQM reducing
their power. After oll, f the rank and filte and managers start working together
coopergiively—and even enjoying it—it’s likely 1o be o lot harder for labor 1o rally
the froops around g blizzard of grievance filings or job actions.

Public Sector TQM and Hedalthcare's CQlI

Although there are some distinct differences that set the public sector
apart from the private sector, the literature shows many similarifies when
comparing qudlity improvement programs in both arenas. Both sectors report
successes and failures—and many atiribute the same reasons for both. Barriers
to the gudlity improvement movement are similar in both areas, namely with
respect to participation and employee empowerment issues. When comparing
the public sector and the hedith care sector tasks there are severdl similarities.
Most importantly, both sectors provide a service for their customers and have
difficulty defining “customer”. in addifion, both sectors are constantly looking for
ways to “do more with less”. In other words, they are frying to become more
efficient while mainidining effectiveness. CQl, or similar quality improvement
programs, appear o be more prevalent in the health core sector since they are
mandated by voluntary accrediting agencies.

Both the public sector and hedaith care sector have been involved with
CQI/TQM for alitfle over a decade. Because boih seciors have been involved
with CQI/TGM for about the same amount of time, “lessons” learned from the
public sector will be limifed since both sectors are in the “infancy” stages of

CQI/TQM when compared fo the private business sector. As similarities go,
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Americans want both a government and ¢ hedith care system that focuses on
both efficiency and effectiveness. In addition, both sectors focus on customer
satisfaction. CQI/TQM addresses these issues. It appears that CQi s here fo stay
in the hedlth care sector—the Joint Commission’s mandate that requires on
active quality improvement program as g condifion of accreditation could easily
explain this. Because of the long history of transient programs adopted by the
public sector to reform government, itis not as clear what kind of future TQM has

in the public sector.
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CHAPTER 6

IMPLEMENTATION ISSUES IN CQI IN HEALTH CARE

How the various elements of CQI are implemented has implications for the
success of any CQI effort. This chapter discusses the essential components
necessary for CQI success, the importance of organizational culture in the
implementation process, and potential barriers to successful CQl program
implementation.

Few, if any, of the supposed benefits of CQI/TQM for health care are likely
to be achieved unless the inifiaiive is well implemenied. Leadership is at the
core of successful CQIl implementation. it provides the influential increment over
fime that helps o surpass mechanical compliance with routine directives. As
described by Bennis and Nanus {1985, p. 21), management involves “doing
things right, whereas leadership involves *doing the right thing.” Critical fo
leadership in CQI are creating the climate and culture and creating ond
recharging the “champions”. A champion of CQ! is an individual who is g strong
supporter and advocate of the program.

The Decision o Adopi CAlI

it is monagement’s respensibility to create the climate and culture that
support CGl. A manager must tailor his or her own responses o every situation to
support the philosophy and behaviors of CQIL That is called "walking the talk,”
since people lock for ways fo deny monagement commitiment to the level of
cultural change that CQl requires. Management must continuously

communicaie the positive vision of CQI: that it is a route 1o success; that people
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will be energized by the empowerment and the learing that come with if; that it
will lead to improved care; thot the effort will not be ¢ threat tc people’s jobs,
but an opporfunity for personal growth and increased job securily {Coffey and
Gaucher, 1993, p. 100]. In addition, monagement must reinforce the
understanding that with CQl comes the requirement for high commitment and
the expectiation of high standords of performance. With this effort,
management must interject the element of celebration. This often runs counter
to the expectation that a good professional always does his or her job, and the
less said the betfer.

Champions must make g long-term commitment to their roles for the
implementation to succeed. Thatis often o problem in an industry where
executive tumover is high and promotions are rapid and linked 1o job changes.
There is even a risk that being a champion, while giving o positive image, may
inhibit career advancement.

in CQL managers function to support problem-solving teams, not to
impose their own ideas. This sometimes creates unusudl role-reversing situations,
but if everyone understands that the purpose is 1o get the problem resolved os
quickly and as effectively as possible, there is no incongruity. As CQl develops
across the organization, some feams will become self-managing of both the
process and themselves. The evolution of such “super teams” is an indicgation
that CQlis well embedded in the orgonization’s culfure. The organization must
provide rescurces for and support the legitimacy of those who will menior both

management and teams in the implementation of CQl.
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Essentiol Componenis for COlimplementation Success

Transforming the Organization

According to MclLaughlin and Kaluzny {1994}, fransforming any
organization, including a heaith care crgonization, into one that practices CQl
reguires a number of components or condifions to be present. These include o
thorough knowledge and understanding of the concept, management and
worker commitment, planning, feamwork, communication, education and
fraining, ond patience.

Knowledge and Understanding: Typically, responsibility for knowing and

understanding the concepts and practices of CQI falls on senior management.
More than likely, that person is the CEO. if not, then there must be a person who
will work closely with and help the CEO become knowledgeable. This is very
important as it is through the CEO that the board, and in hedlth care
organizations, the medicdl staff, learns about ond understands CQl ond what
the concept can and cannot do for the orgonization. Before moving forward
with implementation of CQI, as many members of the crganizotion as possible
must become knowledgeabie. The senior management must not only be
knowledgeable, but must also have a considerable depth of understaonding of
the concepis and philosophy of CQI.

Commilment; One of the most difficult conditions to achieve, but one

that must be created early on, is the need for total commitment to the concept.
This commitment must be from the very top of the organization. it matiers litie
how commitied members of the organization below the CEO are, if the CEQ is

uninterested or does not give CQI the highest priority. Indeed, lack of
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commitment at the top is the most frequently cited recason for failure of CQ|
initiatives {Jaeger et ol., 1994, p. 27}. If the CEC is fruly commiiied, others will
have little choice but to adopt CQ! uniess they leave the organization.

Planning: The planning process begins with a clear and well-articulated
organizational vision and mission statement, This vision and mission must be
disseminated not only throughout the organization, but also 1o the organization’s
suppliers and customers. In this sense, strategic planning con no longer be
mechanicdl. fit is, an unclear understanding of the vision and mission may
result, priorities will be blured and the results of CQI will be mixed at best.

Teamwork: Although there are exceptions based on the nature of the
particular process being studied, CQl is based on teams that together approach
the problem and ifs possible resolution. Because many of the problems that
need to be addressed across organizational boundaries, these teoms tend o be
composed of individudils with diverse backgrounds and perspectives. Therefore
it is essential to their effectiveness that the teams learn, understand, and ‘USS
group skills in order to maximize the creativity and poteniial contribution of the
group.

There are many other benefits 1o the use of feams. Teams take on
common culfure—this helps fo spread knowledge of the organization’s mission
and vision. Teams break down barriers to communication as team members
across organizational and professional boundaries

Communicgation: All organizations can improve their ability o

communicate, especially infernally. Poor communication may cause confusion,

dissension, and low morale in an organizaiion. Hedaolth core organizations suffer
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the same problems with communication. Because of their size, their complexity
and professionadl specidlization, and the offen crifical nature of their work, some
of these characteristics appeor more evident in hedith care organizations.

Educgalion: Education and fraining ore diso critical. Everyvone inthe
organizotion must understand CQ! and how 1o apply it 1o thelr individual work
settings. This includes not only learning what it is and how to do it, but also
learning the basic tools and technigues and associated concepis. Some
individuails will receive advanced fraining in many of these areas so that they
can serve s internal feachers, trainers, consuttanis, and mentors. Effective CQI
olso requires that every individual not only remains up-to-date, but also
advances within his or her own specialty, reguiring management to commit fo
even more education ond fraining.

Patience: The imporiance of palience cannot be overemphasized.
Experience has shown that it fakes from 6 to 12 months fo get enough people
knowledgeable to begin planning CQI activities (McLaughilin and Kaluzny, 1994).
Another é 1o 12 months is consumed with the first wave of fraining and the start-
up of a few projects to prove CQI's effectiveness 1o the stoff. As a few CQH
successes are achieved aond experience oblained, enthusiasm will slowly spread
throughout the organization. The initial projects are likely 1o focus on issues that
are problems and are bothersome fo the team members. it takes another year
or more before management can fumn its attention to areas that are not seen as
problems, buf represent maior cpportunities for improvement. However, it may
be five years before everyone in the organization is relaiively knowiedgeable

about CQl concepts and tools, is involved in o CQl inifiative, and is capable of
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planning and implementing a CQl initigtive on his or her own. At that point,
gains start to become more apparent. Some experts believe that as many os
ten years are necessary before the organization is completely fransformed info a
"CQIl organization.” Such an exiended fime frome demands sirong
management commitment and vision to provide the staying power and the
direction for such a lengthy journey {Jaeger et cl., 1994, p. 29).

CQl works well os o method o engender a new customer service
philosophy, primarily because it is a universal p%'oéess that empowers employees
to analyze and improve processes; supporis customer preferences as the primary
determinanis of qudlity; and provides the motivation for a rational, dato-based,
cooperative gpproach to process analysis and change. CQI distinguishes itself
from other approaches by simulianeously encompassing two things: o
management philosophy and a monagement method {Johnson, 1999).

The Need ic Define One’s "Cusiomers”

in addition o the previously discussed componenis necessary for
successful CQl implemeniation it is essential for the healthcare organization to
clearly define who its “customers” are. Hedlth care organizations are large,
paradoxical, and complex. At the core of the heaith care process are infimate
relationships between the customer and the hedith core provider. These
interpersonal relationships make customer satisfaction g good determinant of
gudlity customer service and core {Johnson, 19991,

Defining health care customers is complex because of the multiple
relationships involved, vet the literature describing customers in the hedlth care

field is rather simplistic in nature. Although patients are usudily defined as primary



customers and account for a major group of external customers {McLaughiin
and Kaluzny, 1994}, hedlthcare customers clso include health core providers,
third-party payers, colleagues inside or oukide the depariment or agency,
physicians, sales represenialives, the technical support siaff, those confracting
services with the hedlth care orgonizations, fransportation, the local community,
aond friends ond family of the patient. One study found that health care focilities
send nearly one-third of their customer surveys 1o non-patients {Strasser ond
Davis, 1991}. This shows the importance of considering patients’ friends and
families as customers, since they dlso receive service and may be more difficult
to satisfy. Another imporiant class of customers include the stakeholders of the
facility. Any group that influences the hospital’s ability 1o achieve its godls is an
institutional siakeholder. Stakeholders may be interndl or externdal o the
organization. They may be perceived as poweriul or powerless; they may be
permanently orgonized: they may have leaders who have format authority 1o
speak for the group; or they may be an informal group bound fogether only by a
common issues {Simpson and Mclaughlin, 1994). Examples of sickeholders are
county commissioners, community leaders, hospital empiocyees, advocacy
groups, medical and other professional associations, hospital associations, and
maijor insurers. Taxpayers and government agencies are clso stakeholders since
much of hedith care is publicly funded. The implication of clearly recognizing
and defining who the crganization’s cusformners are is essenticl for the successful

implementation of CQL.
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Culture and 1GM Impilemeniation

A number of studies have examined the influence of cultural forces on the
implementation and impact of gudlity improvement in health care organizations.
The findings are generdlly consistent and indicate the importance of culiures
that facilitate empowerment of the workforce in implementing qudlity
improvement work {Shortell, 1995). For example, Counte et ol. {1992) exomined
5,174 employees in an academic medical center in which one-half had been
exposed 1o TQM principles, practices, and values, and one-half had not. Among
those exposed To TQM, significant associations were found between increased
job satisfaction, more favorable opinions of the organization, and more
favorable opinions of their work than those not exposed. In a study of eight
hospitals ranging from 125 to 850 beds, Sheridan et dal. {1994] found a significant
relationship between integrative culiures emphasizing leadership, innovation,
and patient focus and the perceived quality of care provided. These
investigataors also found a positive relationship between integrative culiures
emphasizing commitment o TQM and the effectiveness of both professional and
nonprofessional emplovees.

Transformation of the Culiure

Cultural change begins once the execulive boord and CEC make the
commitment 1o CQI. Although cultural change is a reguirement for successiul
impilementation, this culturdl fransformation may take from 5 to 10 years (Baird, ef
al., 1993, p. 94}). During this fransformation process, key changes occur in the
organizational climate, such as frust building, clear communication, increased

empicyee pariicipation, and emplovee performance improvements. These
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changes are marked by the abllity and the commiiment to communicate
among various levels within the organization. The movement away from ¢
unidisciplinary focus to an inferdisciplinary focus is exiremely important in the
fransformation of the culture.

There is litlie in the care of patients that requires the contribution of only
one discipline. Furthermore, the system-oriented processes are seldom within the
control of a single discipline. Thus, it is essential that the efforts of a variety of
disciplines be infegrated to make sound decisions and effectively implement a
plan for CQlL. The movement from unidisciplinarity to interdisciplinarity is not
sudden and rapid, but rather is an evolutionary growth process. The first step is
multidisciplinarity, which may be defined as severdi distinct disciplines working
together with each representing ifs own professional areas. The contribution
made by each discipline will represent only its own disciplinary interest. At the
next stage. aricher interoction fakes place, where members of severdl
disciplines interact as a team and all members contribute foward the
accompilishment of a common goal. This can best be represented by the
expression, “the whole is greater than the sum of the paris.” In most process
improvement activities, group and teom interdisciplinary actions are desirable
and essential. Team building processes will faciiitate breaking down
interdeparimental barriers and will minimize territorial issues. One of the most
effective strategies to accompiish this is to have group ownership of a common
goal, such as the CQl program and iis qudiity improvement processes. A
prerequisite for this common ownership, of course, is staff empowerment by

management.
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Managers empower their employees through the use of positive
feedback ond reinforcement of positive attitudes and behaviors that support
qualily improvement. Teaom building and effectivensss result from participation
in mutuadl godi setting ond consensudl problem solving. It is vital that managers
lead and coach, rather than direct and order. Emplovees will become more
involved if they begin 1o see greater qudlity improvement initiatives within the
organization. Strong employee moftivation toward the improvement of quality is
essential in order for the cultural fransformation fo occur. As empowerment is
experienced within individual uniis, pride and morale are boosted, barriers and
turfs are broken down, and fear is driven out as individuadls begin to toke
ownership of their daily work.

After the executive level has committed to CQI and education has
become the comerstone for iraining ol individuals with an organization, the CEO
should move to the next step and clarify the organization’s overall quality
mission. The CEO remains the pivotal driving force in implementing
organizationol change. Before implementing the educational process, an
organizationol assessment may be initiated by the CEO. This assessment will
provide a baseline conceming the knowledge, attitude, and behaviors of the
organization regarding qudlity.

Prior to planning quality, a guality councll is formed. The gudality counci,
which is chosen by the CEO, initiclly consists of fop executives, middie managers,
and grass roots employees. This council reflects the cultural make-up of the
organization. The councl is referred to as a cross-functional group that is

represeniative of the entire institution. Individuadls within the council possess
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overdil knowledge and understanding of the organization as o whole. The
members must have the power fo inifiote organizational change. Membershio
includes both administrative and clinical monagement. Becaouse power and
authorily are needed fo inifiate change, there may be o lesser number of non-
management personnel on this particular council. The quality council is
responsible for a number of activities within an organization. These responsibilifies
include the following: {1} providing guidance and overall direction in
implementing the process of CQI {2) developing the mission and vision
statements of the organization; (3] developing the godadls and objectives,
guidelines, definitions, and value statements of the orgonization; {4) coordinaling
employee and legdership development; {5} inffioting continuous quality
improvement teoms; {6} ensuring that organizational policies and procedures
are consistent with CQI principles; and {7} demonsiraling o top-down
commiiment o the CQll process.

Manggement support

Regardless of where the idea of implementing CQI originates, executive
level commitment is crucial to its success (Baird et al., 1993, p. 95]. Once the
executive level is committed 1o the elements of CQI, education becomes the
cormerstone o empowering middle management and other employees within
an crganization. Before implementing CQl throughout the organization, an inifia
task force is organized by the Chief Executive Officer {CEQ) or the executive
board o research various CQl philosophies. This task force is o temporary
commitiee that is made up of individudis chosen by the CEO and may include

fop executives, middie management, and grass roots empioyees. Task force
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members have the responsibility 1o actively seek input from various CQI
consuliants and organizations that have o well-established program. After the
task force has explored the groundwork, synthesized information, and made
subsequent recommendations for implementaiion, a presentation is made fo the
CEO and other executive boord members. After the executive level hos
committed o implementing CQ, the CEC inifiates the educationdl process.

The CQI concept must be estobilished firmly at the fop before siructurally
empowering and educating other levels within an organization. As previously
discussed, education is essential to the success of CQI within an organization.
This educationat process is siow and has no shorfcuts. An essential early step is
the establishment of a glossary of terms that will result in common usage
throughout the organization. All levels of management must attain a thorough
knowledge or CQI principles. These principles include basic knowledge and
understanding of the concept of CQI, gudlily tools, processes, and
methodologies for gudlity improvement. it is imperaiive that executive level
administrators and managers philosophically commit to and practice these
qudlity principles on a day-fo-day basis. Seminars, readings, and various levels of
formal CQI fraining are a part of the leorning process. The development of an
educgational pion, inciuding time frames, is a voluable device fo formulate ot this
fime. CQl consuitanis may be used to assist in planning and/or fraining
executive level managers and other individuals within on organization. Itis
important to explore various consulting services carefully before selection in
order to choose a consultant that is supporiive of the vision, culture, and godils of

the organization.
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in summary, executive level commitment is crucial 1o the success of CQi
within an organization. In addition, education is the key 1o manogers and staff
understanding the relevance of CQI, qudlity tools, processes and methodologies
for improving gudlity. Education and executive level commitment to CQl are
the beginning seeds to fransform an organizationol mindset to continuous quality
improvement.

Reviewing the Record on CGl impiementation

There have also been a number of studies that address the adoption of
CQi components in guality improvement work. For example, in summarizing the
initicl phase of the National Demonsiration Project for Health Care Qudlity
Improvement, Berwick, et al. {1990} judged that 15 of the 21 projects were
successful in regard to application of basic fools fo existing data. The six case
studies of the Joint Commission {1992} revedied that all six hospitals had made
significant commitmenis of financial and human resources 1o fraining in CQI
methodologies. Their approach was e first create a general owareness of the
principles followed by “just-in-time” froining os needed. Respondenis ailso found
it important 1o carefully select inifial team projects, to use pilot teams o gain
experience, and to moke sure that facilitators were well frained. The
significance of the fechnical component was dlso indicated by o national survey
in which the foliowing items were evoluated as omong the principal barriers to
implementing quality improvement: 1] inadeguate emplovee fraining in relevant
principles and methods, 2} insufficient senior management knowledge of gquadlity
assurance/quality improvement approaches, and 3} inadeguate information

systems {Barsness et of, 1993).
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The imporiance of cross-functional feoms was highlighted in the work of
Berwick, Godirey, and Roessner {1990]. Such teams have heiped ocrganizations
understand the inferdependencies among people and processes across the
continuum of care. Furthermore, the findings from the international Ernst and
Young and American Qudlity Foundation study also underscore the need fo
gather more input from lowerdevel participants and demonsirate the need for
structures that facilitate lower-evel involvement [Shortell, 1995).

More recently, according o a National Hospital Qudlity improvement
Survey, hedlth systems are now saving money and boosting some patient
outcomes with CQI/TGM programs. Ninety-three percent of the responding
1,928 hospitals are using continuous gudlity improvement or fotal guatity
management methods. But the survey, sponsored by the American Hospital
Association, also revedled that only 35 percent of hospital staff members—and
22 percent of doclors—were frained in CQl or TGM methods {1999).

Bariers 1o CQl implementation

Research has shown that successful implementation of a CQI/TQM
strategy requires substantial commitment from employees throughout the
hospital, including management, clinical and support staff (Kozemek and
Charny, 1991}, and that numerous ocbstacles need 10 be overcome, which likely

means a lengthy implementation period [Shortell, 1990).
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Among the barriers confronting hospitals seeking 1o implement CQl are

the following:.

Problems associgied with organizationdl culiure:

- CQI program inifiatives almost dlways require vast choanges in work
structure and substance, and almost everyone resists change to some
extent {Messner, 1998).

- Qvercoming engrained philosophies and mind-sets. By far thisis

among the most difficult obstacle to a CQI program. An organization
develops a cullure with which its members are comforiable.
Introducing ideas that go agoinst established procedures and beliefs
con radically shock employees. Assessment of the preparation for
change at dli levels is required 1o avoid undue resistance. In
reengineering in particular, executives often misjudge the magnitude
of changes required and the impact on the rank-and-file stoff
{Lumsdon, 1995).

- Resistance {o role change. Radical redesign may call for professionals

{such as physicians ond nurses) to perform an entirely new mix of
duties. This may be a source of fremendous resistance—ole identity is
strong among the health care professions [Strasen, 1994). It may be
difficult to convince professionals of the merit of proposed role
changes. Assuming that role changes will be readily accepted is o
prescription for failure.

- Iime dilowed for behavioral changes is oo shorl. Freauently,

management’s hasie fo see results gets ahead of the employees’
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ability o change their behavior or mold 1o the new, evolving culiure.
Moving foo fast can foster resentment and resisfance. Again, any
qudality initiative should start with an assessment of ﬁbiii‘iy and the
willingness o change. Such assessments should continue periodicdlly
throughout the project. Management should make ¢ rough
determination of an appropriate fime frame for cultural change based
on an assessment of the current culture. Education and fraining

usudlly are reguired o gain wide acceplance of cultural changes.

Other barriers relate fo failures by management levels. These include the

following:

Organizational godis not clearly communicated. Upper monagement

may wrongly believe that dll employees either are already aware of
the organizational mission or have no need to know it. Mission and
godls should be communicated throughout the staff from top o
bottom so that efforts can be directed appropriately. Even
outsourced and volunteer siaff shouid be aware of the mission and
godals.

Lack of perceived mangagement presence and support. i

monagement does not believe in the CQI program, the progrom is
doomed. In cases of srmall scope and size, some Qi programs can
succeed without senior monagement support buf in generdl,
corporate commilment and accepiance is required from fop to

bottom.
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Viewing CQI os a guick fix. Quadiity improvement requires infense

planning ond effort ond is meant 1o be an ongoing initiative. Rarely
are dramatic overnight benefits redlized, although they do occurin
situations where solutions are obvious and the ability 1o change readily
exisis. It can fake months to years 1o see substanticl resulls.
Demanding instont resulis wears down and frusirales the staff and
leads to considerable emror making and compromises in sirategic
iudgment. Adeguate planning is necessary.

Role changes for manogement. For many managers, CQl programs

bring about role changes from that of fradifional managers to leaders
and coaches. Not all managers are ready or willing to make such
drastic role changes, and certainly not dll present managers will be
required after work redesign. An imporiant tenet of CQlis o empower
employees af the point of impact. Therefore, as work groups become
more self-directed, fewer fraditional managers will be required.
Management should be educated and prepared for such role
changes, and where foreseeable, reassured that their coniributions will
be required in other caopacities affer the program is implemented.

Organizational commiiment. For a CQl program to be successful, oll

employees must understond that each holds a responsibility for the
qugalily of the organization’s product. Many organizations tfraditionaily
furn to quoality assurance departments, and individudls such as
department managers and directors for achieving and maintaining

qudlity. No individual or department can achieve substantial, lasting
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results without the commiiment and backing of the rest of the

organization.

Qudlity assurance/quciity conirol difficulties. Quadiity assurance can be

defined as o function caorried out by clinicians in the hospital. CGlis not the

same as qualily assurance. Qudlily assurance implies that o predetemined

standard is in place rather than the continuously evolving standard implied in by

CQl.

Qudlily assurance [{QA] of the end of the process. Traditionally, most

firms in the United States hove placed QA at the "end” of the process.
in other words, qudlity was inspected after the fact. CQI philosophies
place assurance of gqudlity af the beginning of the process and, in
essence, build if right in with the product or service. Are the materials,
manpower, resources, skill, knowledge and guidonce available prior 1o
performance of the tasks? Is the process designed to be error-proofe
This fundamental shiff in thinking can fake o surprising amount of effort
to overcome.

Minimum standards of care. Setting minimum parameters of care can

be well intentioned, but i often leads to mediocre performance. The
problem is that minimum standards of care ropidly become the
accepiable level of care, and although the organization may
continuously be reaching defined standards, excellence is rarely
achieved. Instead, an orgonization should set godls that are more of

a "reach” so that employees consianily strive for excelience,



- Performing QA tasks for the wrong regsons. The QA deparfment
should cmosé?ze why they are perfomming each task and see whether or
not it is designed merely to meet some regulatory requirement, or
whether it measures something that is patient focused and in line with
the gudlity movement ot hand [Blumenthal and Epstein, 1996}, Some
QA departments may find that they are measuring dafa and filling out
reports that have absolutely no bearing on either guadlity of care or
regulations. Quality assurance fasks should be redesigned so that the
ouicomes are patlient focused and compliant with current regulotions.

Problems wiih the gudlity improvement leam: CGi is based on teams that

together approach the problem and its possible resolution. Teams may be
permanent or fransitory. Because many of the problems that need 1o be
addressed cross organizational boundaries, these items tend to be composed of
individuals with diverse backgrounds and perspectives. By their nature, teams
promote o *we” feeling and commilmeni. Team building may be hampered by
the following:

- Not encugh time 1o become a team. Management must give a

gudlity improvement {Ql] feam encugh fime to function as a true
“team” before resulls {or even much progress) are expecied. If
management dictafes performance milestones before the tfeam is
able to interact with each other in a team-like fashion, great frusirotion
and rosh decisions will resutt. The Ql team may then be viewed

unfavorably and mistrusted by others in the organization.
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- Laock of interdisciplinary feams. Qudlity improvement teams ot ol

organizational levels must be interdisciplinary in the hedlih care setting
{Carter and Meridy, 1996, p. 105). Numerous specidliies perform
patient care functions, therefore, the Ql team shouid include o
representative from each relevant specialty.

- Lock of cregiive benchmaorking. Many organizations do not think fo

lcok beyond their own industries for ideas. Cerfainly, on organization
could look ot another organization in o completely different line of
business and gain ideas on how to perform function they have in
common.

Lack of Physician Supporl: Aulonomy (the priviege of freedom from the

control of outsiders based on the unusudl degrees of skill and knowledge that
are involved in clinical professional work], heavy time commitmenis, and ©
perceived threat foward ond need fo profect one’s professional Edénﬁty are
physician barriers fo be considered. One type of barrier is fear of failure at using
the CQI process or the possible exposure of professional failures. Other barriers
may be perceptudl, such s nof seeing the opplicabiity of the CQl process 1o
health care or finding the structure and discigline of CQI oo constraining,
especially in that it limits physicions’ use of intuitive solutions that appear fo save
time and energy. Others who are by nature given 1o the infuilive reasoning
process may find the CQI approach oo linear and reductionist for their comfort
{Kaiuzny, et dl., 1994, p. 209}. This often manifests iiself in complaints like “Well!
We got fo a sclution, but we could have done it in hadlf the fime, if we had just

%%

listened o
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individuadls need to make transitions at various points in the adoption
process such as recognizing a performance gap or acknowiedging the
interdependency oﬁhe clinical process rather than focusing on ifs individudlity.
Failure to comprehend one of these key tfransitions, such as accepting the
customner’s point of view as legitimate data, can become a barrier o clinician
involvement, even though there have been signs and actions implying inifici
acceptance.

Another barrier is that clinicians are reluctant fo get involved with CGl

because they do not feel prepared o participate in the process. For example:

- Their concepts of team roles {always being in charge) conflict with the
proposed team process.

- They may fear the uncerifainity of the process, including statistical
thinking and the less struciured process of CQl as compared to grand
rounds and randomized clinical irigls.

- They may resent the learning and student role required by CQl, feeling
that their student role ended with their boards and the few hours o
year devoted fo continuing education activity under relafively
unthreatening and unchallenging conditions.

- They may see the CQI process as requiring an unwelcome change in
their decision-making styles because of itfs emphasis on blome-free
analysis, setting up win-win situations, and analyzing causes and
effects one ot a fime, as opposed o jumping info large-scale actions

The organizations composed mostly of “smart people” may encounter

the greatest challenge [Argyris, 1991}, Such individuals may {1} define situations
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too narrowly as mere “probiem solving” focused on the exiemal environment,
and (2] fail to reflect critically on their own processes, on how they might have
conlributed inadveriently fo the problems or failed 1o define the problem
propetly. One of the ironies cited is that highly successiul people have little
experience with faillure, giving them litlle understonding of how to leam from it
Conseqguentily, smart pecple tend 1o become defensive, to blame others and
not themselves, and not fo reflect on or critique the thought processes that
guide their performance. Professionals embody a learming dilemma, offen being
enthusiastic about CQI but often being the biggest cbstacle fo its success.
Questioning of the reasoning process hos o start at the top, with senior
managers analyzing their own defensiveness, and then proceed 1o establishing
a cullure in which guestioning each other’s reasoning is seen not as a sign of
mistrust but as a valuable opportunity for leaming how 1o learn [Kibbe, 1993}.

Perceived politicdl barriers: At academic medical centers CQlleadership

seems to emerge among the hord-charging elite in their late thirties and early
forfies. If, however, the formal leadership, which is somewhat older, fails fo
exhibit the same enthusiasm, other physicion facully members and staff may
aftribute some disapproval and fear the political consequences. If some groups
of clinicians see CQI as o challenge to their autonomy ond technical knowledge
base, not so subile messages about “whose side are you on'” or other evidence
of we/they thinking can chill the enthusiasm of some. This is especially true if
some pecple believe that the impact will be felt through the referral network
and that others who do not porlicipate enthusiastically in CQI will be more likely

fo get cases.
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In summary, previous studies that have looked al implementation issues in
CQl in health core have resulted in the following findings:
- there is o need for facilitaling more input and involvement from lower-
ievel employees
- successful implementation of o CQI/TAM strategy requires substantial
commitment from employees at dll levels of the orgaonization
- there are numerous bartiers 1o successiul implemeniation of o
CQI/TQM program
- employees who have been exposed to CQI/TGM principles and
practices experience greater leveis of job satisfaction and more
favorable opinions of the organization
- there is a significant relationship between organizational culiures
emphasizing leadership, innovation, and patient focus and the
perceived gudlity of care provided
- CQI/TQM can be applied 1o the health care indusiry
This study is designed o examine these and other issues in the context of g
sample of Michigon hospitals. Chapter 7 oullines the study methodology in
greater detail. Chapters 8-12 exaomine the findings of the study. Chopter 13
piaces the findings in the context of other research on CQl in health care and

suggest directions for future research.
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CHAPIER 7

METHODOLOGY AND HOSPITAL/CQI COORDINATOR CHARACTERISTICS

iy This chapter | will begin by describing the methodology used in this
study. This will include discussion of the sample and the design’s sirengths and
weaknesses. in addition, | will report preliminary data describing characteristics
of the responding CGi coordinators and their hospitals.

As discussed in previous chapters much of the research on CQI has taken
the form of case studies. Probably the best known studies regarding CQl are the
National Hospital Qudlity improvement cross-sectionai studies conducied by
Shorieil et al. in 1993 and 1998. In these two studies surveys were senito a
national sample of hospitals. Many of the questions asked in these two studies
related to program elements and characteristics of a hospital’s qudlity
improvement progrom and are used in the current study. Questions regarding
perceptions of outcomes resulting from qudlity improvement initiatives were
based on ¢ study that examined CQ! in Veteran’s Administration Hospitals {Al-
Assaf, et al., 1993).

Looking ot the methods used in 39 previous studies of CQI in the health
care field, there is diversity. Qualitative studies led the way with 21 studies {Table
7-1). All but one of these were case sfudies. Some of these studies reported
information regarding ¢ hospital, but the mdjoriiy of these studies focused on g
single department or area. The remaining 18 studies exaomined were
guantitative, Of these, eight were cose studies. These sludies dlso reported

information on either a single hospital or department, but unlike the gudiitative



single studies that reported a maiority of the fime on o single depariment or
areq, the quantifative case studies focused on the entire hospital o mgijority of
the fime. The remaining ten guantitative studies used the comparative method.
Most of these studies locked ot mutiiple hospitals around the couniry. Inmaost
studies, datla were collected via a survey. Except for departmental studies
which often collected daota from various types of workers in these areas, the
larger comparative studies involving hospitals usually surveyed hospital CECs,
presidents and other upper level individuadls. These cross-sectional designs
looked at aif fypes of hospitals. Only the NHQIS (1999} sludy was repeated five
years later for comparison data. No study hos looked af ¢ large sample of

hospitais in g single state as does my study.



Table 7-1: Types of previous CG studies in the Health Core field
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1 Single | Mulliple

Author Dale | Quantitalive | Qualilative | case Cases
Hasin, Sesluangsawat and Shareef | 2001 X X
Chong, Unklesbay and Dowdy 2000 X X
INHGHS 1999 X X
Goodrich, Woodley, and Morison | 1998 X X
McFarand, Hormaonn, and Lhotok
et al, 1996 * X
Hoskins, Abdul, and Gasib 1994 X %
Potter, Morgan, and Thompson 1994 X X
Larsen 1993 X X
Reeves and Bednor 1993 X X
Bringleson and Basoppa 1998 X X
Serb 1997 X X
Weiner, Shortell, and Alexander 1997 X X
Boersiier, Foster, ond O'Conner et
al. 1996 X X
Carmon, Shortell, and Foster et al. 1996 X X
Sailes, Moscovice and Luiie 1994 X X
Kaldenberg and Gobeli 1995 X X
Lin and Clousing 1995 X X
Al-Assaf, ef al. 1993 X X
Hug and Martin 2001 X X
Motwani, Klein, and Navilskas 1999 X X
Klein, Mohtwani ond Cole 1998 X X
Kivimald, Mald, and Lindslrom et al. | 1997 X X
Kohll, Kerns and Forgionne 1995 X X
Ernst 1994 ¢ X X

1 Jackson 1994 X X

{ Juran 1994 X %
Waokefield, Cyphert, and Murray ef
al. 1994 X X
Wiliorns and Willloms 1994 X X
Albrecht 1993 X X
Laws 1993 X X
McCorthy 1993 X X
Raimondo 1993 X X

reps, Coffey, and Wamer el ol 1992 X X

Dagvis 1992 X X
Hughes 1992 X %
Lynn 1992 X %
Matthews 1992 X X
Modern Heglthcore 1992 % X
Boyd and Haroway 1991 X X
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The Saomple

The hospitals included in this study were selected from alist of Michigon
hospitals accredited by the Joint Commission on Accreditation of Healthcare
Organizations {(JCAHO). As of June 2001 there were 152 JCAHCO accredited
hospitals in Michigan. A 50% random sample of these hospitals was faken. The
first wave of surveys was sent in June 2001. Those who had not responded fo the
first maoiling were sent another survey in August 2001. Surveys were sent directly
o the individual who was in charge of the hospital’s CQl program. The magjerity
of CQ coordinotors were identified on the hospiial's generdl information poge
on the JCAHO website. The remaining individuals were identified by a phone

call to their respective hospitals. The two waves of surveys resulted in aresponse
rate of 64% [n = 49}, A copy of the survey can be found in Appendix A. Based
on the response rafe of two previous Notional Hospital Quality Improvement
Surveys completed in 1993 and 1998 of 60% and 38%, respectively, the response
rate for this current study is good [NHQIS, 1999}.

Design Strengihs

There are severdl sirengths of this study. Surveys are the most widely used
method of collecting daia in the socidl sciences {Bradbury and Sudman, 1988, p.
411, The cost of obtaining data is offen much less than other dato coliection
methods. The survey uses questions from a varety of studies and combines them
info a single survey instrument [NHQIS, 1999; Al-Assaf, ef al., 1993).
Cross-sectional designs are the most commoniy used survey design

{Singleton, Straits and Straits, 1993}, In this study, the cross-section of respondents

reprasents a population of Michigaon hospifdls {Table 7-2). The random sample of
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hospitals provides daofa on many hospifals of different sizes and fypes. Unlike the

NHQI study, whose dgia were provided by hospital CEOs/presidents, this study’s

respondents are CQI/TAM coordingiors. This has the advaniage of gaining

information from the individud likely fo know the most aloout o hospital’s qudiity

improvement program. In addifion, this study haos the added dimension of

reporiing CQi coordinators’ perceptions about their quality improvement

program including perceptions of cutcomes resulting from CQi. This design dlso

has the agbillity to become o longitudinal study.

foble 7-2: Comparison of types of hospitals?

Type of hospilal Michigon Hospital Michigan hospitais Michigon hospitals
populaiion survayed responding
n=152 n=76 n=49
General 88% B84% 83%
Psychialnic 5% 8% 12%
Long Term ocute 3% 3% 2%
Rehabilitation 3% 4% 2%

Desicon Wegknesses

Along with strengths of this study design, there are dlso some wegknesses.

The grounds {especidily temporal precedence and non-spuriousness) needed ¢

demonsirate cause-and-effect relgtionships cannot be established directly as in

experiments. Causdl inferences from survey research generdlly are made with

tess confidence thon inferences from experimental research (Singleton, Strails

and Straits, 1993). Reported outcomes supposediy related to CQI efforts may

have besen coused by some other factor instead. Sampling error can giso be ¢

problem. [ is possible that the group of hospitals is not representative of the

1 This is the only comparative informaiion availabie regarding the hospital popuiation.
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population of Michigon Hospitais, although Table 7-2 suggests thisis not ¢
problem in this study {Campbell and Sianiey, 1963).

Surveys fend to be highly stondardized making them less adaptable once
the study commences. Surveys are susceptible 1o reactivity and rely onreporis
of behavior not cbservations. Thus, measurement error may be produced by
respondents’ lack of ruthfulness, misunderstanding of questions and inability o
recall past evenis accuraiely {Singleton, Straits and Straits, 1993, p. 254).

There are internal validity issues that should be mentioned. Although the
CQi coordinator would be expected to know about the hospital’'s CQI program,
there is the potential of biosed responses. There may be a tendency for CQl
coordinators o exaggerate extent of CQI efforts or posifive outcome {Singleton,
Straits and Siraits, 19931, To minimize this possibility respondents were assured
confidenticlly of their responses in addition 1o having data reported only in
aggregate form.

There may aiso be a problem of reliability in basing measures for each
hospital only on the views of cne individudl in the organization. A more thorough
design would include responses from individuals ot all levels of the organization
{i.e., upper management, middle management, non-management and
physicians}. A study of this type was not done becaouse of cost-feasibility issues,

The Survey instrument

The survey began with an information sheet {Appendix A}. This infroduced
the researcher 1o the CQI coordinators and briefly explained the nature of the
study. The information sheet explained that participation in the sfudy was

compietely volunicary, and provided respondenis with an assurance of



confidenticlity. Contact information waos clso provided for participants should
they have any questions. Self-addressed stoamped envelopes were provided for
the return of the surveys.

The survey was designed 1o have three different sections containing o
total of 88 guestions. The first section sought generdl information about o
hospital’s CQI/TGM program. Many of these questions had Likert scdle response
options. Information collected in this first section were relevant to various
characteristics of the hospital’s gudiity improvement program; the exient o
which qudalily efforts were used in different hospital units; the specific gudlity
improvement agpprodach used by the hospital; the extent 1o which the hospital
had been involved in varicus CQivelated activities; and the extent fo which
varicus barriers had hampered the hospitals gudality improvement efforts.

The second section of the survey looked at the respondent’s perceptions
of their hospital’s CQI program. First, respondents were asked fo indicate on a
Likert scale ranging from “strongly agree” to “strongly disagree™ their responses
o fifteen statements about their qudiity improvement program. Nexd,
respondenis were asked 1o rate employee enthusiosm for CQI/TQM; satisfaction
with maonagement’s performance reiated to CQl and satisfaction in the
improvements resutfing from their gudlity improvement efforts. Answers 1o these
guestions were indicated on a Likert scale ranging from “not safisfied” fo “very
satisfied.”

The third and final section of the survey coliected information about the
hospifal in which the respondent was employed and demographic information

about the CQI coordinator himself or herself. Respondents were aiso asked if
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they would like a copy of the rasulis of the survey mailed 1o them at the

conclusion of the study.

Chaoracteristics of Responding Hospitols and CQI Coordinglors

Hospital Chargcetsrisiics

Table 7-3: Characteristics of Responding Hospitols

Percent
Hospitad Type Geaneral 34 B83%
Psychialic 5 12%
Long ferm acute care 1 2%
Rehabilitalion 1 2%
Teaching Hospitals Teaching Hospitdl 14 30%
Non-teaching Hospitdl 32 70%
Number of beds Range 20 - 900 beds
Mean 160 beds
Median 93 beds
Number of personne! Range 70~ 5,600
Mean 907
Median 400
Number of senior managers Ronge 240
Mean 13
Median 7
Number of actlive physicians Range 4-3000
Mean 192
Median 36
Hospitals having implemented a formal CQI program 100%
Length of CGQI progrom Range 2~ 12vyears
Mean 7 years

The hospifais whose CQI coordinaiors participated in the survey were of

various fypes: generdl; psychialnc; long term acule care; and, rehabilifation

{Tabie 7-3). This was similar 1o the maoke up of the hospital fypes from the entire

population of 152 Michigan hospitals: generdl [89%], psychiatric [4%), long ferm
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acute care {3%), and rehabilitotion {3%). The survey hospitals had a higher
representation of psychiatric hospitals {12% vs. 4%), but it was felt that this bias
would not significantly skew the findings since the overdll represeniation of this
type of hospital was still low. The number of beds for responding hospifals
ranged from as few s 20 fo as many as Y00 with o mean of 160 beds and o
median of 93 beds. rourteen {30%] of all of the hospitals were feaching
hospitais.

Cne hundred percent of responding hospitals reported having
implemented o formai CQi program. This comes as no surprise given that
hospitals for this study were randomily chosen from a list of those accredited by
JCAHC and in order for a hospital 1o be accredited by JCAHO they must have
some type of qudlity improvement program in place. The number of formal CQl
programs reported by the 1993 and 1998 NHQI surveys was 69% and 93%.
respectively (NHQIS, 1999), suggesting the use of CQI has increased over fime 1o
almost universal use.

The length of time a CQI program was reported to have exisied in
responding hospitals ranged from two o 12 veors with an average of seven
years. Given the passage of fime, these figures are consistent with the mean
age of CQIl progroms reported in 1993 {less thon two years) and 1998 (2 -4
years;.

CG Coordinalor Chargcisiisiics

The typical CQI coordinator who responded was o white femdle in her 40s
who held a bachelor or o masiers degree {Table 7-4). The lypical respondent

had been employed in the hospital in question for more than o dozen years, had
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served in their curent position in that hospital for about haif a dozen years and

held a position in middie management. Respondents typicdily had nine or more

yveaors of experience working with CQI. While continuing education is imporiont

fo the success of a CQi program, only about one fourth of the respondents had

had more than two weeks of fraining in the past two years.

Table 7-4: CQI Coordingior Characierisiics

Gender

Race

Age

Education

Numiber of years experence with
CQl

Amt. of CQI rgining over the past 2

yeaors

Job Clossification

Tenure at the Hospitdl {in years)

Tenure in curent position fin years!

Mole
Female

Caucasian
Afrficon Amesrican

Ronge
Mean

High School diploma
Associcte’s degres
Bachelor's degree
Master’s degree
Ph.D.

Less than 1 yeor

1-2vears
I—-4years
S—-bvears
7 -8 vysars
9 OFf MmOore years

NO frgining

1 day oriess

2~ 5days

1 -2weeks
3-4wesks

More than 4 weeks

Senior level management
Mid level monagement

Nursing

Range
Meaon

Range
Mean

Number

2
45

45
2

i N2

16
28

Percent
4%
26%

96%
4%

3283 yr
47.2vyr

4%
16%
36%
40%

4%

9%

0%
9%
9%
24%
54%
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Now ’f%’“sd’i the hospital and CQI Coordinator characteristics have been
examined, Chapter 8 will explore two overdll quesﬁbnsg First, what are the
slements or characteristics of the CQl programs of responding hospifals?
Second, to what extent do these programs embody characteristics of so-calied

“model” programs?
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CHAPTER 8

TO WHAT EXTENT DO EXTANT CQI PROGR IN MICHIGAN HOSPITALS MATCH

This chapter focuses on two maijor research questions. Data were
examined 1o describe, “What do programs look like.” In addifion the dafa will
help answer a second guestion, “"How do programs match model policye™ To
answer these two major questions, a series of more specific questions will be
answered. These include:

- What types of CQI program characteristics are found in responding

hospitals?

- What types of CQI program elements are found in responding

hospitals?

- What types of hospital unils are using CQI?

- what fypes of CQI acfivities are found in responding hospitalse;

- What are the rates of employees who have been frained in CQig

- What are the rates of employees participating in quality

improvement feams?¢ and,

- what barriers to CQl were found in responding hospitais?

what types of CQIl program characieristics and elements gre found in

responding hospifalse

Although dll the responding hospitals were reporied o have implemenied
a CQI program, it is interesting that only 91% of individuadls surveyed considered

their hospital to be formally involved in CQI efforts {Table 8-1). Hospitals had
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been involved in CQI aclivities on average of 7.3 years. The magjority of surveyed

hospitals had established a separate depariment, division, or office for quality

improvement.
Table 8-1: CG Program Characteristics
Percent of hospitais formglly involved in CQ efforis %1%
Time involved in CQIl activities Range 2- 12 years
Mean 7.3 years
Established separate office, depariment or division for Quality 72%
Improvement

As Table 8-2 indicates. respondents were asked 1o what exitent specific
CQl elements were part of their hospital’s program.

As suggested in the literature, there are several program elements that
need to be present fo constitute o CQI effort. The vast majority of hospitals

surveyed reported the presence of these elements.



Table 8-2: Confinucus Guallly improvemend Program Elemenis
Frequencies, Percenicges and Means

A An
Don't Motat | Afitle | moderole A SNONMoUs
Znomn ol 1] axtent lorge extent Meon
{1} {3 exient {5 Score
14}
Use of quality improvement
feams including employees
fom mulliple depariments
and from different
organizational level as the 0% 0% 4.2% 22.9% 41, 31.3% 400
major mechanism for {0} 0 {2} {11} {20} {15}
infroducing improvements in
organizafional processes (n =
48}
A philcsophy of confinuous
improvement through 0% % 8.3% 12.5% 52.1% 27.1% 3.98
improvement of G} G} {4 1] {25} {13}
organizational processes {n =
48}
An explicit focus on
“customers"—both exiernal C% 0% 8.3% 37.5% 29.2% 25% 3.71
and internal [n = 48) {0 {0} {4} {18} {14} {12}
Relionce on physicion peer
review of selecied cases (n = 0% 0% 16.7% 31.3% 35.4% 16.7% 3.52
48] G (Y {8l {15 {17 {8}
Use of medicol siaff guality
review comimitiees {n = 47} 0% 4.3% 19.1% 21.3% 31.9% 23.4% 3.51
{0} 2 {9] {10 {15 iy
Use of siructured problem-
solving processes
incorporating siafistical 2.1% 0% V6.7% 25% 43.8% 12.5% 3.53
methods ond measurement {1} {0 {8} {12} {21} {6}
o diagnose problems and
monitor progress {n = 48}
Review of delinquent
medical records {n = 48} % 2.1% 25% 31.3% 14.6% 27.1% 3.40
{0l {1} (12} {15} {7} {13)
Empowering employees to
identifty quality problems and
improvermnent opporiunifies 0% 2.1% 14.6% 45.8% 25% 12.5% 3.31
and fo toke octlion on these o] {1} {7} {22} {12 {6}
problems and opportunifies
{n=48)
Morbidity and mortality
conferences {n = 47) 2.1% 25.5% 29.8% 14.9% 21.3% 6.4% 2.52
{1} {12} {14} {7} (10} 3
Disciplinary action foken
against physicians falling lo
comply with recommended 4.2% 20.8% 37.5% 229% 10.4% 4.2% 2.37
standords of praciice [n = 48] {2} {10} {18} {11} {5] {2}

P Exciuded from colculation of mean scores

One hundred percent of hospitals surveved reported the following

program elements fo some extent {“alitile” fo “an enormous extent]: use of

quality improvement teams; a CQI philosophy; customer focus; and physician

75
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peer review. The perceniage of hospilals that had these elements present to o
“large” or "enormous” extent results were 73%, 79%. 54% and 52%, respectively.
The use of ¢ structured problem solving process, empioyee empowserment and
delinguent medicadl record review was found o some degree in 98% of hospitals.
Only 75% of the hospitals surveyed felt that Morbidity and Mortdiity [M&M)
conferences applied to their CQIl program. Since all acceredited hospitals have
funclioning M&M conferences it is likely that some of CQ! coordinaiors do not
recognize M&M conferences as relating to their CQI efforts. Disciplinary actions
against physicians failing to comply with standards of practice were found fo
some degree in 75% of hospitals but only 14% reporting ifs use to a “large” or
“enormous” degree. Again, this element related o medical staff may be
present in a hospital, but not be recognized as essential 1o a CQI program.
Although this may not be a popularly recognized element of CQ), it is a concept
of improving quadlity. Furthermore, this element waos incorporated in both the
1993 and 1998 NHQI studies, and, thus, this study s well. With two excepftions,
the mean scores on program slementis were 3.31 or greater and indicate ot least
“moderate” use.

There was some variation in the extent to which Progrom Eements
applied to the hospitals’ CQI programs although many elements appear
present. Traditional CQI components had the highest mean scores overall. The
five program elements that had the highest mean scores were: use of quadlity
improvement teams, philosophy of CQI through improvement or organizationdl
processes, explicit focus on customers, reliance of physician review and use of

medical qudiity review committees. While aimost three-quarters of hospitals
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were said to rely on gudlity improvement teams fo either a “large” or
“enormous” extent, earlier we stated that only 15% of employees were reporied
1o have been members of such teams. This suggests that CQl engagement is
lower than the presence of teams alone would suggest.

Two practices that existed in these hospitals’ CQI programs o only a
limited degree were the use of morbidity and moridlily conferences, and taking
disciplinary actions against physicians for failing fo comply with recommended
standards of practice. This may not mean thatf hospitals don't engage in these
practices, rather it may suggest that CGi coordinators don’t consider them 1o be
part of CQI.

What tvpes of hospital unils are using CQi¢

The survey also explored how use of elements varied across different
organizational subunits. Table 8-3 summarizes the findings regording the
guestion, “To what extent do your hospital’s quality improvement efforts include
the following units2” Idedlly, CQl is used across ail subunits of a hospital,
including those subunits that are “owned” or “affiliated”. One would expect
consistent usage across ali of these subunils from hospitals that have
implemented CQl, although there would probably be more variation in usage in
the case of those subunils that were not part of the hospitals on-site structure. it

would be much more difficult to monitor CQI programs in offsite facilifies.
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Continuous Gudlily improvement Efforls in Diferent Hosplial Uniis

Don’t A A An
hove | Notal | Alitle | moderate large | enommous
this o] {2} extent exient exient Mean
unit i1 {3} {4} {5} score
{(N/A)
Acute patient 0% 4.2% 21% 39.6% 54.2% 4.44
care [n=48} {0 {0} {2} {1} {19} {26
Qutpaotient 2.5% | 22.5% 32.5% 22.5% 20% 3.35
clinics {n=40} {8} i1 {9} {13} {9 {8
Owned or
affiicied 25% 0% 12.5% 37.5% 25% 3.38
nursing homes {32} {4} {0} {2} {6} {4)
{n=16}
Owned or
offliated 16.6% | 16.6% 25% 25% 16.6% 3.10
ambulaiory {34} {2} (2] {3} {3} {2}
surgery centers
{n=12}
Home heolth 13% | 30.4% 17.5% 26.1% 13% 2.96
agencies {25} {3} {7} {4} {6} {3)
{n=23)
Major
physicion 12.5% | 43.8% 18.8% 15.6% 9.3% 2.66
offices or {16} {4) {14} {6} {5} {3}
group
practices
owned or
affilioted
{n=32}
Owned or
affiiated 40% 20% 20% 13.3% 6.7% 2.27
hospices {n=15} {33} {6 {3} {3 {2} {1}

U Excluded from “n” and colculation of mean scores

Every hospital had CQl efforts in their acute patient care units with more
than 90% reporiing this was so to a “large” or “enormous” extent. Following o
close second to acute patient care unifs, cutpatient clinics in 75% of hospiials
that reported having these units used CQI 1o o moderate extent or greater.

Although the majority of hospitals reported using CQI fo a moderate extent or

98

greater in the cose of owned or affiiiated nursing homes and owned or offifiaied

ambulatory surgery centers, the majority of hospitals reported not having these
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units {65% and 75% respectively). Twenty five perceni reported not using CQI ot
all in the case of owned or aoffilicted nursing homes while less that 17% reported
using CQI in owned or affiated ambulatory surgery centers. The maijority of the
remaining three unifs, home hedlth agencies, maior physician offices or group
practices owned or affiiated and owned or affilicted hospices reporied using
CQl in these units af a level less than g moderate extent. Twelve fo forly percent
reported not using CQI at dll in these units while 50%, 33% and 69% of these
hospitals reported not having these units at all.

Again, when looking at the different types of unils that were included in
CQi efforts, there was a wide variation. Acute patient care was the most
common site using CQIl. All hospitals reported CQI efforts in this unit o some
extent 100% of the time. Outpatient clinics came in second with a mean score
of 3.35. The results for acute patient care and oulpatient unils are encouraging.
but not surprising since CQI programs are expected o impact patient care and
oufcomes. One would expect to find the presence of CQl in patient care areas.

Of those reporting the presence of the following units, CQl efforts are
much more rare in home health agencies, major physician offices or group
practices owned or aofflliated and finally, owned or affiliated hospices. For the
small number of hospitals thot reported having these other units it would appear
that the CQil focus of these hospitals is still on units that are physically located
within the facility, something that might facilitate oversight of the program. In
addition, the hospital probably would not have the oversight authority for a CQl

program in these unils, especidily if they are only affiliated with the hospital.



What ivpes of CQlrelated gctivilies are found in responding hospitals?

CQl activities are very similar to program elements. Many program
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elements are overdll concepts {i.e., philosophy of CQI, focus on the cusiomer,

employee empowerment); activities are CQl in practice. Respondents were also

asked 1o what exdent their hospital had been involved in various CQl-related

activities {Table 8-4}.

Table 8-4: Continvous Quallly Improvement Aclivilies

A An
Bon't | Not ot moderate A SnoImous
know aht Alittle extent iarge extent Mean
{1} (2} {3} extent {5) score
(4]
Benchmarking {i.e.,
compaiing} quality 0% 0% 149% 36.2% 27.7% 21.3% 3.55
improvement resulis {0} {0} {7} {17} {13} {10)
agadinst those of other
health care organizotions
{n = 47)
Integrated quality
assurance, utilization 0% 12.8% 6.4% 25.5% 38.3% 7% 3.40
review, and risk {0} {6} {3 {12} {18) {8}
management aclivities
reporting fo asingle
designated person [n = 47}
Development and/or use
of clinical digorthms, 0% 8.5% 25.5% 31.9% 25.5% 8.5% 3.00
practice {C} {4} (12} {15} {12} {4)
protocols/guidelines or
critical pathwoys (n= 47}
Crganized case
management {n = 47} 0% 17% 19.1% 23.4% 29.8% 10.6% 2.98
(o} 8) (9) (11) (14) (5)
Hove incorporated
CQI/TQM criteria inlo the 0% 23.4% | 31.9% 10.6% 19.1% 149% 2.70
reward and performance {0} {11} {15} {5 {7} {7}
appraisal systems for
employees [n = 47}
Disease state
manogement {Le., 43% | 283% | 239% 21.7% 17.4% 4.3% 2.43
organized programs fo {2 {13} {11) {10} {8} (2]

coordinate care for
specific
diseases/conditions} {n=46!

Excluded from caolculation of meon scores
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Of the six CQI activities rated by program coordinators in Table 8-4,
benchmarking was the only activity used by 100% of reporting hospitails to at
least some extent with about half doing so 1o a “large™ or “encrmous” extent.
Benchmarking is an essential adjunct to o qudiity improvement program. These
technigues can be used in both clinical and non-clinicol arecs.

Variation was found in the extent to which other CQl related activities
were used by reporting hospitals, with these activities typically much less
common. Three activities were used 1o some extent by over 84% of reporting
hospitals: integrated qudlity assurance, utilization review and risk monagement
activities reporting o a single person; development/use of clinical algorithms,
practice guidelines or critical pathways; and organized case management.
These three activities were used 1o a “large” or "enormous” exient by 55%, 34%
and 40% of the hospitals, respectively. Incorporating CQI criteria into the
performance appraisal and reward system of employees, and programs o
coordinate care for specific diseases or conditions, were the least commonly
found CQI activilies, used by less than four hospitals in five in my survey. The
former has been difficult to implement in large part due fo resistance from
employee unions {Laffel and Blumenthal, 1993). Surprisingly, organized programs
to coordinate care for specific diseases/conditions were used by only two-thirds
of hospitals and o a “large” or “enormous” extent by only 20% or so. This activity
of developing a systems framework for managing population-based care and
disease state management is often a result of organized case monagement and

can result in more effective and efficient patient care.



Two groups emerged with respect to usage of CQI activilies. Three
activities were used at a moderate level: benchmarking; integrated quality
assurance, ulilization review and risk management activities; and development
ond use of clinical dlgorithms, oractice protocols/guidelines or critical pathways.
On the other hand, organized cose management, incorporating CQlin
employee reward and appraisal sysiems and disease state management were
used very fitile if at all. Orgonized cose management and ifs closely related
counterpart, disease state management, may have lower scores because of the
reliance on so many physicians and different depariments (Hill, 1997]. These
programs rely on a cooperative relationship between health care providers and
their respective deparimenis rather than individual “fiefdoms”. Perceptions of
whether CQI has been able o eliminate barriers between depariments shows
that this is stili o problem found among Michigan HospémiS {O'Brien, et al., 1995).

What are the rates of employees who have been frained in CQIg

in order to have a successful CQI program that involves individuals from ol
levels of the organization, all employees need 1o receive fraining. There was
considerable variation in the extent to which hospital staff received fraining in
quality improvemeni. On average only 38% of full-time equivalent employees
were reported to be frained in CQIL This is a low perceniage in light of the
importance the literature places on training employees at all levels of the
organization. The 1998 NHQI study found that only 35% of hospital emplovees
had been frained in CQI. My data suggest the picture is similar in Michigon—

only 38% of full-time employees had been frained. Given the stress thot the
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literature ploces on the necessily of fraining staff in CQIl, my data suggest o
continuing problem.

Table 8-5: Rotes of CQI Tradning

Total number of FIE personnel rained Range 0-3.000
Mean 349
Median 150
% Personnel trained 38%
Number of Senior Managers Trained Range 0-4
Mean 8
Median 6
% Senior Managers trained 73%
Number of Active stoff physicians trained Range 0-38
Mean iC
Median 4
% Active Physicians trained 5%

The percentage of senior managers who had participated in formal CQl
fraining averaged 73%. Although this percentage was much higher, the
literature stresses that commitmeni/leadership must start af the upper levels of
the organization. One would have expected this percentage 1o be closer {o
100%. The average percentage of actlive physicians who had been frained in
the organization averaged only 5%. This percentage was even lower than
previous NHQI resulis—in 1993 16.2% of physicians were reported to have been
frained in CQ, with this percent rising slightly to 22% in 1998 [NHQI, 1999). Again,
as the literature suggests, there may be many barriers 1o physician involvement
in CQIL. One of the barriers may well be limited fraining in CQL.

What are the rates of emplovees participating in gudlily improvement feams?

As Table 8-6 llustrates, patterns with regard to participating in quality

improvement feams mirror patterns with respect o participation in fraining. Very



104

few physicians were pariicipating, only ¢ slightly higher percentage of rank and
file employees participated, and a reasonably higher proporiion of senior
managers were involved with qualily improvement teams. Extent of physician
parlicipation on CQI teams in Michigan was comparable 1o that found to exist in
the 1993 NHQI study. This finding suggests that although the magjority of hospitals
reporied the existence of quality improvement teams, the number of quality
improvement feams convened is very small. It might diso indicate that the saome

pecple are seving on such feams over a pericd of fime.

Table 8-6: Parficipdiion in Qudlity Improvement Teams

Total numiber of FIE's participating in QiTs Range 13-955
Mean 137
Median 8
Total % FTE's participating in QiTs 15%
Number of senior managers participoiing in QiTs Range 1-44
Mean a
Mediar 6
% Senior managers participating in Qs 73%
Number of active physicians paricipating in QITs Ronge 0-100
Maaon 14
Median g
% Active Physicians parficipaiing in Qs 7%

As noted in Table 8-7, there is a significant correiation between the size of
the hospital ([number of beds} and total number of personnel frained, total
number of physicians frained and the total number of senior managers
participating in guality improvement teams.

Table 8-7: Cowelation of Personne! ralned in CQl and Parlicipaling in Qudlity
Improvement Teams by Hosplidl size

| Number of Beds

Number of perscnnel frained 396*
Number of senior monagers trained 191
Number of Active Physicions irdined 421
Number of personnel in GiTs 191
Numibber of Senior Monoagers in QiTs 388
Number of Actlive Physicians in Qifs .338
Pearson’sy

*corelation significant at the 0.05 level {2-ialled)
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What barriers 1o SOl were found in Michigan hospitals®

There is a great dedl of literature that discusses various barriers fo CQlL The
top three barriers o hospital quality improvement that were reported in the 1993
NHQI survey were:

1. inadeqguate information systems

2. inadequate employee fraining

3. Lack of time

In the 1998 study, the three leading barriers to qudlity improvement again
included inadequate information systems and a lack of fime, plus the fact that
foo many other changes were underway in the organization. We have just seen
that employee iraining is limited in our sample of Michigan hospitals. Perhops
many other barriers exist as well.

| asked Michigan CQI coordinators to indicate to what extent 14 factors
had hampered their hospital’s efforis 1o change or improve their CQI activities
with responses ranging from 1 = no barmer o 7 = g great barrier. There was a
wide variation in the extent fo which these 14 variables were viewed as barriers.

As Table 8-8 lllustrates nearly ninety four percent or CQI coordinators
reported that a lack of fime was the most serious barrier o some extent while
44% reported this being a “great” barrier. Other barriers reported 1o be present
as a "moderate” or “great” barier in reporting hospitals included too many
other changes going on in the organization {85%), inadeguate information
systems [76%), 1oo few resources committed [79%), lack of physician support
(66%), insufficient knowledge or understanding of qudlity improvement

approaches {63%}, and inadequate employee training in relevant principles and
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methods {70%). Bamiers that had o mean score of 4.00 or above included lack of
fime, foc many other changes going on in the organization, inadeguate
information systems, and too few resources cofnmii‘?eci, Thirty percent of
coordinaiors reported oo many other changes going on in the orgonization as a
“greqi” barmer followed by inadeqguate information systems {26%) and foo few
resources commitied (24%). On average, o lack of time, the existence of other
changes competing for attention, inadequate information systems, and
insufficient resources were moderaie o severe impediments {means of 4.85,
4.28, 402 and 4.00, respectively].

it comes as no surprise that these four barriers figured prominenily in
reporting Michigan hospitals. Hospitals are constantly struggling with changes
such as downsizing, the demands of regulatory agencies including JCAHO and
its ongoing inspection ond review costs, and changes o Medicare
reimbursement just 1o name a few. As the literature hos shown, CQI requires
substantial resources especially in the early years of the program {McLaughiin
and Simpscn, 1994, p. 43]. In addition, without the proper tools fo use for CQI
activities such as good information systems, success of a program can ecsily be
impeded.

There were several barriers the CQI coordinators reporied 1o be no barrier
o their guality improvement activities. There were four barriers that had mean
scores of less than 2.5. These included: lack of redlistic godals {2.49), lack of fop
management commitment and leadership {2.45], legal barriers to use personnel
in new ways {2.26) and lack of board commitment/support (1.77}. Hoalf or more

of the respondenis gave a rating of only “17 or “2" 1o these four as barriers.



Table 8-8: Bormiers o Continuous Qualily improvement Aclivilies
Freguencies, Percentages and Means
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No Bomier Moderate Barer Great Barier | Mean |
{1 {2} {3} {4} {5} {6} (7} | Score
Lock of fime {n = 47}
2.1% 4.3% 7% 7% 149% | 31.9% | 128% | 485
{1 2 {8 {8 {71 {15) {6}
Too many other changes
going on in the orgonization 2.1% 12.8% 21.3% | 21.3% | 128% | 21.3% | 8.5% 428
{n =47 {1 {6} (10} {10} {6} {10} {4
Inadequate information
systems {n = 44} 6.5% 17.4% 174% | 26.1% | 6.5% | 10.9% | 15.2% | 4.02
3 {8 {8 (12} 3} {5} 7
Too few resources comimitied
{n = 46} 8.7% 13% 152% | 283% | 109% | 15.5% | 87% 4.00
{4} (¢l {7] (13} {5} {7} {4}
Lack of physician support {n
= 47} 10.6% 23.4% 19.1% 7% 8.5% | 14.9% | 6.4% 3.0
{5 (11 kd] (8 {4} {7} {31
Insufficient
knowledge/understanding of | 10.9% 26.1% 19.6% 3% | 21.7% | 87% 0% 3.35
QA/Q! approaches {n = 46] {5] {12} %} {é) {10} {4 {0}
Inadequate empioyee
training in relevant principles 15.2% 15.2% 304% | 15.2% | 109% | 109% | 2.2% 3.33
and methods {n = 46} {7} {7} {14} {7} {5} {5} {1}
Perception that it cosis oo
much [n = 47} 17% 29.8% 277% | 6.4% | 128% | 43% | 2.1% 2.89
(8} (14) sy | @ Lot | @ o
Inability to pricHtize projects
{n = 47) 10.6% 44.7% 21.3% | 128% | 6.4% | 4.3% 0% 272
{5} {21} {10} (6} {3} {2 (©
Curent orgonizationd
structure not conducive o 25.8% 21.3% 29.8% 8.5% 4.3% 4.3% 2.1% 2.57
QA/QI [n = 47] {14) {10} {14} {4} {2] {2} {1}
Lack of redlistic godis {n = 47}
7% 42.6% 23.4% | 128% | 2.1% 0% 2.1% 2.49
(81 {20} {1 (6] {1 (G} {1}
Lack of fop management
commitment andleadership | 44.7% 7% 149% | 8.5% 4.3% | 85% | 2.1% 2.45
{n =47} {21] (8] 7] {4} {2 {4} {1)
Legadl boniers fo use
personnel in new ways {n= 42.6% 27.7% 10.6% | 10.6% 0% 64% | 2.1% 2.26
47) {20} (13} {5 {5} G {3} {1
Lack of board
commitment/support n= 47} | 63.8% 7% 8.5% 6.4% 0% 2.1% 2.1% 1.77
{30} (8} {4) {3} A8J] {1 {1

Although nearly 70% reporied legal barriers to using personnel in new

ways as not a barrier in their facility, 30% did report this as being a problem.

These legal barriers might become evident in the event o hospifdl is involved in
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cross fraining individudls. Many hospital personnel have specific scopes of
practices under which they practice. These scopes of praciice are spelled out
by stale licensing agencies and other national certification bodies.

When comparing these findings 1o the NHQI survey, it appears that there
has been litlle progress made in overcoming various barriers to CQI. This lack of
progress may be an indication of ¢ lack of undersianding, focus and
commitment o the vision of continuous CQIl and value creation in hedlthcare
INHQIS, 1999).

How do Michigan hospitais compare with model CQl prograoms?

When examining at how Michigan hospitals compare with a “model” CQI
program the resulis show that Michigan Hospitals are doing o good job in most
areas. Many program elements/activities are reporied 1o be present in the
majority of Michigan hospitals (Table 8-9). Forinstance, having a philosophy of
continuous improvement of qudlity throughout organizational process, having on
explicit customer focus, use of qudlily improvement feams and use of
benchmarking were reported by 100% of hospitals surveyed. Other
elements/activities that had o high presence were use of structured problem
solving process, employee empowement, presence of a quality improvement
council or steering committee, and the hospital formally involved in CQI efforts.
Although a significant number of hospitals report the presence of these program
elements and activities, the resulis previously discussed show that many of these
elemenis and acflivities are used fo a less than moderate extent. While it would
have been helpful to compare these resulis to other studies, especially the most

recent NHQI study, these dafa are notf available.



Table 8-9; CQl Program Model and Redlity
Michigon Hosplials
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G Program Element or Aciivily % of Hosplials with Element or Activily
Philosophy of continuous improvement o 100
gudlity throughout organizational processes
{n=48;

Explicit focus on "customer” [(n=48} 100
Use of qudlity improvement feams {n=48} 160
Benchmarking (n=47} 100
Use of structured problem solving processes 98
(n=48}
Emplovee empowerment (n=48} 8
Presence of Qualily improvement councit or 94
steering commities {n=48)
Hospital formally involved in CQJl efforis [(n=48) 92
Use of clinical algoritihms, praciice guidelines or g1
critical pathways (n=47}
Integrated Qudlity Assurance, Ulllization Review 87
and Risk Management reporting fo a single
person {n=47)

| Organized Case Management (n=47) 83
Sepaorate dept/division/office for Guality 79
Improvement (n=481
Incorporation of CQ into employee reward and 77
performance sysiem (h=47}
Disease sigle management (n=46) &7

The program elements/activities that were present in the fewest of

respending hospitals were having a separaie depariment/division/office for

Quadlity Improvement, incorporating CQl intc employee reward and

performance systems and disease state management. The responding

Michigan hospitals appear to be very comparable to other health care

organizations with regard 1o other factors as well. Involvement and raining of

physicians and non-management employees lags behind what a model CQl

program would be doing. imporiant barriers reported in the literature and found

to exist in Michigan hospitals include: the level of employee empowerment,

physician indifference to CQ|, the low numbers of medical siaff actively invoived

in CQI and in adeguate information systems. While hospitals often report the

presence of various "model” concepts, the extent 1o which they are used is
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often very low. Alas, this is often the case for other hedlih care institulions as well
{Allen and Brady, 1997; Berwick, 1990; Boersiler, et al., 1997; Hug and Martin,
2001: Mclaughlin and Kaluzny, 1990; Sheridan, 1994; Shortell, ef al., 1995; and
Westphal, et dl., 1997).

Summary

The data reporfed in this chapter were offen consistent with the findings of
prior research on CQl. As previously discussed, one of the essential cornerstones
of CQl is that a hospital's guality improvement program must involve ail
smplovees ot dll levels of the organization. Yet, there was actually one hospital
with an established CQIl program that reported none of its employees,
management or physicians had been frained in CQIll Furthermore, the
percentages of employees frained in CQI was still quite low. The literature
suggests that this could hamper the positive effects of the program. It would be
useful fo know why this training does not appear to be mandatory for
employees. If not mandatory, what types of incentives, if any, are there for
employees 1o be frained?

The fact that approximately only one in three hospital employees is
exposed to CQ! fraining suggests that most hospitals are not yet serious about
CQI. While this lack of commitment o CQIl may be aliributed to various causes,
it suggests that heclthcare does not see CQl and creation of value for ifs
customers as ifs uitimaie goal. Moreover, the widespread existence of CQJ
programs is unlikely fo bring optimadl benefils if few employees receive raining.

Givyen the low proporiion of empioyees rained in CQlif comes as no

surprise that the number of employees participating in gudlity improvement
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teams was dlso small. This also suggests that given the fact that coordinators
reported using qudlity improvement teams, including employees from mulfiple
departments and different levels of the organization 1o a large extent, that there
may be individudls serving on mulliple feams.

When examining CQIl program elements resulls were consistent with
previous studies. The vast majority of responding hospitals reporied the presence
of program elemenis found in modei gudlity improvement progroms.

CQI coordinator responses rating possible barriers to CQlindicated that
the top three barriers found in Michigan hospitals were identical 1o the top three
barriers reported in the 1998 NHQ! study.

Now that there is some understanding about what Michigan CQI
programs look like and how they match model programs, Chapter ¢ will explore
what outcomes, if any, seem 1o have resulied from such CQI efforts as have

occurred in Michigan Hospifals.



CHAPTER 9

WHAT ARE THE PERCEIVED OUTCOMES OF CQIi?

CQl is a philosophy and practice designed 1o enhance productivity and
guality, reduce waste and increase customer satisfaciion {Allen and Brady,
1997). This chapter will attempt to discuss what the CQi coordinators | surveyed
perceived o be the outcomes of CQIl in their hospifals.

There are several areas that can affect CQl outcomes. Individual
guestions regarding outcomes include:

- What are the levels of employee enthusiasm toward CQi?

- What are the perceptions of the CQIl program?

- What are the perceptions of the CQI processe

- What are the perceptions of the outcomes relaied jo CQI?

- How satisfied are respondents with CQIe

Questions regarding satisfaction with CQI helped determine the extent to
which satisfaction toward CQI was affected by factors such as CQI program
elements present, CQI activities used and barriers o CQL  In addition to the
level of satisfaction, CQIl coordinators were asked to rate the level of enthusiasm
toward CQi for different levels of empioyees in the organization {upper
management, middle monagement, non-management employees and
physicians).

Several questions sought 1o determine perceptions of the CGl program.
Of interest was the degree of management and employee commitment to CQlI

and the outcomes judged to have occurred. Employee commitment is essential
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1o the effecliveness of CQI/TAM. Although commitment in a CQI/TOM program
begins with the executive level of the organization, it ulfimately embrace include
employeaes from dil levels of the organization. Commitment o CQI/TQM involves
an employee’s belief in and acceptance of his or her organization’s goals ond
values, willingness 1o exert effort on that organization’s behalf, and desire io
remain emploved there. Authors describing the TQM approach urge
practitioners to increase an employee’s atfifudinal organizational commitment,
as well as his or her concern for service and gqudlity [Allen et ol., 1997}, In
addition to having CQI coocrdinators assess the level of commiiment to CQlin
their organization, atfitudes fowards the ouicomes or effects of CQI/TQM
applied 1o freatment outcomes and patient satisfaction were also assessed.

wWhat are the levels of emplovee enthusiosm loward CQI2

Respondents were asked 1o rate the level of enthusiasm foward CQl by
various groups of employees in their hospitals. Overall mean scores rating the
level of enthusiasm by various employee groups ranged from 2.67 to 3.65 or
“some enthusiasm’” to “high enthusiasm”. Those reporting “no enthusiasm”
ranged from 2.1 o 8.3% while those reporiing “very high enthusiasm” ranged

from 0 fo 18.8% (Table 9-1).



Table 9-1: Employee Enfhusicsm foward Conitinuous Qugalily improvement
Frequencies, Percentages and Means
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No very Low Some High Very High | Mean
Enthusiasm | Enthusiasm | Enthusiasm | Enthusiosm | Enthusiasm | Score
{1 {2} (3} {4} (5}
Upper Monagement {n 243 8.3% 31.3% 39.6% 18.8% 3.65
= 48 {} {4) {15} {19 {9}
Middile Management 2.1% 10.4% 50% 33.3% 4.2% 3.27
(n = 48) {1} {3} {24) {16} (2
Non Management {n= 8.3% 22.9% 62.5% 6.3% 0% 2.67
48) {4) (it {30} {3 (G}
Physicians {n = 48j 4.2% 35.4% 43.8% 16.7% 0% 273
{2} {17} (21) {8 {0}

As suggested by the liferature there are severdl factors that may offect an

individual's level of enthusiasm. Not all such enthusiosm con be ghributed 1o the

CQl program iiself, however. One would expect that higher levels of enthusiosm

would lead fo higher satisfaction with the CQI process, a higher level of

participation and a higher rate of positive outcomes.

Upper management groups were most enthusiostic toward their hospital’s

CQI program {Table 9-1). Only 10% were reported 1o have no or low enthusiasm

while almost 3 of 5 were highly enthusiastic. Middle management was reported

o be similarly enthusiastic with only 13% reported to have little or no enthusiasm

and more than one third displaying high or very high enthusiasm.

Non-management employees, as expected, displayed less enthusiasm,

while physicions were seen as least enthusiastic. Forty percent of physicians

were reported o have litile or no enthusiasm for their hospital’s CQI program

according to CQl coordinators and only one in six was reporied 1o be highly

enthusiastic.
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When examining the mean scores related on enthusiasm, two categories
emerged. Not surprisingly, the two employee groups that had the highest mean
scores were upper management and middie management. The other two
groups were physicians and non-management . It appears that as CQA
activities/involvement "irickles down” through the levels of the organization, the
level of enthusiasm decreases for the program. it has also been previously
reported that this former group of physicians and non-management employees
receive less CQI fraining and are only minimally involved in quality improvement
efforts. This could also have ¢ negative impact on their enthusiasm toward their
hospital’s CQl program.

What are the perceptions of the CQI program?

CQl coordinators were asked what effects or conseguences the CQl
program in their hospital had had (Table 9-2}. Questions could be categorized
as focusing either on perceptions of the CQI process or perceptions of CQI

outcomes.
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Table 9-2
Perceplions on Conlinuous Guality Iimprovement Effecls and Conseqguences
Frequencies, Percentages and Means

Neither
Srongly agree or Strongly
disogres | Disagres | disogree Agree agree Mean

{n=47} {1 2 3 {4 {51 score

1. Our hospiic! has made a ong-lerm

commiiment fo CQI/TGM 4.3% 4% B8.5% 44.7% 36.2% 402
2 {3} {4 {21} {171

2. The incorporation of CQITAM in my '

facility has increased the gugality of care % 0% 21.3% 63.8% 14.9% 3.94

provided {0} {0l {10} {30} {7}

3. CQITQM hos resulfed in an

increased emphasis on feamwork G% 6.4% 21.3% 59.6% 12.8% 379
{ {31 {10} {28 {6}

4. Use of CQI/TQM has improved

freatment cuicomes for pafients in my 2.1% 6.4% 19.1% 68.1% 4.3% 3.66

hospital {1} 3 vl {32} {2)

5. Use of CQI/TQM hos increased

patient salisfaction rales in my hospital 2.1% 6.4% 34% 46.8% 10.6% 3.57
{1 {3} {18 {22 {5]

6. CQI/TQM haos led 1o a breckdown of

bauriers belween deporimenis 2.1% 10.6% 21.3% 61.7% 4.3% 3.55
{1 {5} {1g} {29 2

7. Use of CQI/TGM has improved the

heaith of patienis in my hospiial 2.1% 8.5% 34% 51.1% 4.3% 3.47
{1 {4 {1g] {24) 2]

8. Emplovees in this instilution

undeérstand the concepis of CQITGM 0% 14.9% 31.9% 51.1% 2.1% 3.40

implermeniation {0 {7 {15} {24} {1}

9. Physicions and management ol my

facility work well together as ¢ feam 0% 25.5% 21.3% 46.8% 6.4% 3.34
{0} {12} {19} {22] {3}

10. CQITGM is included in the daily

activifies of maonagement 2.1% 21.3% 21.3% 53.2% 2.1% 3.32
{1 {10} {10 {25} i

11. Employees ai all level of ihe

organization pariicipaie in CQI/TGM 6.4% 25.5% 6.4% 55.3% 5.4% 3.30

aclivifies 3} fi2) {3} [26) {3}

12. Use of CQI/TQM has reduced

patient compilaints in my hospilal 2.1% 14.9% 44.8% 27.7% 8.5% 3.26
fi} 7 {22} {13) {4)

13. CQI/TOM has decreased fotal

healthcore costs in my facility 2.V% 21.3% 48.9% 25.5% 2.1% 3.04
{1} 119 {23) {12) {1

14. CQYTAM process teams hove been

more successful in non-clinical areas of 43% 44.7% 2Z3.4% 25.5% 2.1% 277

the hospital i2; {21} 11 {12} {1}

15. COUTaM haosresulfed ino

reduction of FTEs in mv fociity 10.46% 48 8% 31.9% 10.6% 0% 2.43
{5 {22} {15} {5} {0}
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Coordingiors’ Perceptions of the CQl Process

Seven statements asked CQI coordinators o rate their perceptions of the
CQl process in their hospitals {ltems 3,6,8-11 and 14 in Table 9-2). Four statemenis
related to hospital employees. Coordinaiors generally agreed that CQl has
resulted in an increased emphasis on teamwork and has diso led to ¢
breakdown in barriers between depariments. in addition coordinators reported
that hospital employees understand the concepts of CQI and that employees ot
all levels of the organization participate in CQl activities. Findlly, coordinators
reported agreement with the siatements that physicians and management work
well together as a team, and CQ! is included in the daily activities of
management. Fewer believed CQI process teams have been more successful in
non-clinical areas of the hospital than in clinical areas of the hospital. These
results appear 1o be less than positive.

wWhat are the perceptions of the ocutcomes related to CQI¢

Six statements were related to a CQI coordinator’s perception of
cutcomes related to their program (fems 2,4,5,7,12 ond 13 in Table 9-2}. Three
different statements dedlt with the effects CQl has had on patient care. CQI
coordinators generally agreed that the CQl program had: increased the quality
of care provided, improved freatment outcomes for patients, and improved the
health of patfients. Two statfements focused on patient satisfaction. The majority
of coordinators agreed that their CQI program had increosed patient
satisfaction in their hospital although only 36% agreed thot CQI had reduced
patient complainis. One reason why relatively few coordinators may have felt

that CQI had reduced patient complaints may be because hospitals are
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surveying their patients more often than before the implementation of a CQl
program and are encouraging them to give feedback. Hence, patients may be
more willing 1o provide such feedback but not all of it is positive. Findlly, only
about a quarter of the coordinators believed that the use of CQl had decreased
healthcare costs in their faciity.

When looking at variables reiated to employee commitment there was
not a great dedl of variation in mean scores. All three mean scores fell in the
range between neither agree or disagree (3} and agree (4).

The most widely held belief among coordinators was that their hospitals
had made along-term commitment o CQIl. The mean score was 4.02. This was
the only effect that had a mean score of 4.0 or above. Surprisingly, fwo other
management variables had relatively low mean scores: CQlis included in the
daily activities of management and employees at dll levels of the organization
participate in CQI activities. This suggests a lack of commitment to CQI,

With regard o outcomes, three statements had o mean score of 3.5 or
above, CQl has increased quality of care provided, improved freatment
outcomes for patients and increased patient satisfaction rates in thelr hospital.
Although the individual scores may look promising regarding the effects of CQlin
Michigan hospitals, overall meaon scores are iower than may have been
expected.

How satisfied gre respondenis with CQie

when CQI coordinators were asked 1o rate their own level of satisfaction
with CQI in their hospital roughly nine out of ten expressed some satisfaction,

however limited [Table 9-3). Just slightly less than 50% of coordinators were either



“satisfied” or “very satfisfied™ with CQI/TAM in their hospital, with mean

safisfaction {5.15) in the “somewhat satisfied” range. Safisfaction with

management’s performance with respect to CQI was even greater—a mean

safisfaction level of 5.50 and nearly 60% in the “satisfied” or “very satisfied”

range. Finally, most coordinators expressed considerable satisfaction with quality

improvements resulting from application of CQI/TAM, with mean satisfaction of

5.63 and nearly 46% being either “satisfied” or “very satisfied”.

Table 9-3:; Solisfaction with CGY

n=48

Not Safisfied

Somewhat Salisfied

Saiisfied

Mean

{1}

2

{3

{4

{5}

{6}

{7

How satisfied are you
with CQI/TQM in your
hospitaie

0%
{0}

10.4%
&

10.4%
5}

16.7%
{8

16.7%
8

2.9%
{11

12.5%
{6}

5.15

Overall, how safisfied
are you with the
performance of
management with
respect to CRITGM?

63%
{3

10.4%
{5)

6.3%
{3}

6.3%
3

14.6%
7]

16.7%
]

20.8%
(10}

5.50

How salisfied are you
with the
improvements in
qualily that have
resulted from
CQITQM?

21%
{n

6.3%
{3

2.1%

25%
{12}

18.8%
{9

8.3%
4

14.6%
7

14.6%
{7}

4.2%
{2

5.63

Conclusions

When focusing on the perceived ocuicomes of their hospitol’s CQI

program, the vast majority of respondents [81%) reported their hospital had

made a long-ferm commitment to CQlL This should come as no surprise given

the fact that JCAHO has required hospitals to have an octive quality

improvement program in place for the past several years. Although dll

responding hospitals reported the presence of a CQI/TQM program, enthusiasm

toward and commitment fo the program were generally mediocre at best.

Furthermore, coordinators generdlly reported satisfaction with the improvements
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in qudlity that have resulted from CQ!, although they are only somewhat satisfied
with the program itself. One wonders whether higher levels of enthusiasm and
commitment toward a hospital’s CQI program might affect the reporfea
cutcomes related to CQl

in chapter 10 the keys o a successful health care CQI program will be
explored. To facilitate this inguiry, various methods of understanding the

underlying dimensions in my findings to this point will be utllized.
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CHAPTER 10
FACTOR ANALYSIS
i this chapter | describe the use of factor analysis to reduce CQlrelated
variables to more maonageable sefs. Nine factors emerged in the following four
areos: CQIl program elements, CQI activities, barriers to CQl and perceived
outcomes of CQI {Table 10-1). in addition, | will briefly review the definitions of
these four CQI concepts set forth in previous chapters.

Table 10-1: CQI Foclors and their Categorles

CQl Calegory [ CQI Factor
CQl Technigues/Program Hemenis - CQl related to Medical Sicfi
- Tradifional CQI Technigues
CQ Activifies - CQ Actlivities
Barriers io CQi - Lack of Resources

- Lack of Management Support
- Lack of Personnel/Training

Perceptions of CGi - Good Cuicomes
- Employee Commiiment
- Managemeni Commitment

Factor Analysis Methodoloay

The survey questions were organized info sections based on past surveys
and literature. Similar items or questions were grouped together into the sections
os listed in Table 10-1. A separate factor analysis was conducted on the items in
each category subsection to fest whether or not each item belonged. Based on
past surveys and literature, | identified items linked with each CQGl factor, ran
principal componenis analysis specifying that | wanted only one factor, and
examined loadings. In two cases | deleted items that did notload .50 or higher

and reran the principal components andlysis. Because the survey yielded so
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many different but related CQl varicbles, factor analysis is ideal fo reduce the
data into fewer dimensions. Advantages of this data reduction fechnigue
include more parsimonicus models and the avoidance of mullicollinearity
[Hamilton, 1992, p. 249}. Using SPSS, principal components analysis was used.
Because only one component was exdracted for each set of Hems, no rotation
was requested. A .50 or higher loading was judged 1o be sizeable. After
deletling items with small loadings {<.50), the principal components analysis was
repeated and factor scores were saved for each component.

CQI Technigues and Program Elements

As previously discussed by MclLoughlin and Kaluzny {1994}, fransforming
an organization into one that practices CQI/TQM reguires that a number of
technigues/elements be present. These are the foundation of a CQl program.
These techniques/elements, which in theory are related o gudiity, provide an
overall focus and specify particular actions for managers, staff and quality
improvement tfeams.

Variables related to CQl technigues/practices are associated with two
factors. One is labeled technigues related to the medical staff. The otheris
labeled fraditional CQI technigues [Tabie 10-2). fems that load onto the
medical staff techniques factor include: review of delinguent medical records;
reliance on physician peer review of selected cases; morbidity and mortdlity
conferences; use of medical staff qudlity review committees; and, disciplinary
action taken against physicians failing 1o comply with recommended standards

of practice.
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Tuble 10-2: Faclor Anglysis
Continuous Guaiily improvemeant Technigues

Factor Communaiities Lloodings
CQI Relagied o Medical Staff

Review of delinguent medical records 495 J03
Relionce on physicion peer review of selecied cases 728 853
Morbidity and moriality conferences 292 540
Use of medicat staff quailily review commitiees 663 815
Disciplinary aclion token against physicians failing fo 536 732
comply with recommended standards of praciice

% of Variance explained 58.67%
n 44

Traditiongl CGl Technigues

Use of struciured problem-solving processes incorporating 354 595
statistical methods and measurement fo diognose
problems and monilor progress

A philosophy of confinucus improvement of quality 781 884
through improvement of organizafional processes

Empowering employees 1o ideniify quality problems and 637 798
improvement opporiunities and fo 1ake actlion on these
problems and oppoeriunifies

An explicit focus on “cusiomers"—boith external and 580 J62
internal
Use of qualily improvement teams including emplovees 582 763

from muitiple departments and from different
organizational levels as the major mechanism for
infroducing improvements in organizational processes

% of Yarionce expicined 58.67%
n 48

items that load on the tradifional CQIl technigues factor include: use of
structured problem-solving processes incorporating statistical methods and
measurement fo diagnose problems and monitor progress; a philosophy of
confinuous improvement of quality through improvement of organizational

processes; empowering employees to identify quadlity problems and
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improvement opporfunities and to fake action on these problems and
opportunities; an explicit focus on “customers”—both external and internal; and;
use of qudlily improvement teams, including employees from mullipie
departments and from different organizationdl levels, as the major mechanism
for infroducing improvements in organizational processes.

According fo the literature, these traditional CQI components are
essential 1o dll such programs. These basic components are important singly, but
are also important fogether. Together these components tell who is involved in
guality improvement {all employees), how qudlity is monitored and improved
{use of gudlity improvement teams, empowering employees, using statistical
methods), all under a CQI philosophy that has an explicit focus on the customer.
CQI Activities

Closely related to CQl technigues/elements are CQI activities. While
many techniques/elements are overall concepts {i.e., philosophy of CQI, focus
on the customer, employee empowerment), activities capiure CQl in practice.
In other words, actlivities are how the concepludl elements of CQl are
operationdlized. As Table 10-3 indicates, five of the six CQI activities have sizable
loadings on this factor. These five are: development and/or use of clinical
algorithms, practice protocols/guidelines or crifical pathways; organized case
management; disease state management (i.e., organized programs o
coordinate care for specific diseases/conditions); benchmarking [i.e.,
comparing} gudlity improvement resulls against those of other health care
organizations; and, incorporating CQI/TAQM criteria infe the reward and

performance appraisal systems for employees. The one activity that doss not
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load on this factor s "having integrated qudlity assurance, ulilizotion review and
risk management activities reporting to a single designated person”. Although
these activities—-qualily assurance {QA], ulilization review [UR} and risk
management [RM]— appear conceptually similar, | suspect that this variable
does not load with the others because, in many instances, these three activities
{AQ, UR and RM] may be contained in separate depariments or there may not
be a single person responsible for all three areaos.

fable 10-3: Factor Anaolysis
Continvous Qudalily improvement Aclivities

Factor Commungiities Loodings
Development and/or use of clinical digorithms, practice

A o 593 J7
protocols/guidelines or crifical pathways

3 +

Organized case management 514 79
Disease state management {i.e., organized programs o 700 84
cocrdinate core for specific diseases/conditions) B ’
Benchmarking {i.e., comparing] gugality improvement 548 74
results agoinst those of other hegtth core organizations : )
Have incorporated CQI/TGM criteria into the reward and 498 71
performance appraisal systems for employees i ’
% of Varionce expiained 57.07%
n 46

The Struciure of Barriers o CQl

There are many barriers fo implementing and maintaining a CQIl program.
Quality improvement initiatives usually bring about major chaonges in how
employees do their work which offen leads to employee resistance.

Overcoming engrained philosophies and mind sets can be one of the greatest
obstacles to a CQI program. Too often organizations have not allowed sufficient

fime for the “new culiure” to evolve. These changes do not happen overnight.
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For CQGi efforis to succeed in the hedlthcare sector, hospitals must be
ready to commit resources and provide training 1o hospital employees who are
responsibie for underioking CQl initiatives. In addition, implementing and
maintaining a CQ! program requires fraining for ali employees at gl levels of the
organization. This fraining needs 1o be more than a “token” information session.
Employees need to fully understand their role in o CQIl program before they can
be expected 1o be a wiling supporter/participant. Training rmust also invoive
physicians since they may be very reluctant fo commit to such a program.
Physicians desire autonomy, they have heavy time commiimenis and may see
CQl to be a threat to their professionadl identity. These issues cannot be ignored.

There are three conceptudlly different kids of barriers: lack of resources,
lack of management support and lack of personnel/training [Table 10-4). Five
items refer 1o lack of resources: lack of fime; oo few resources committed; lack
of physician support; perception that it costs too much; and, tco many other
changes going on in the organization. All of these are ways in which full
implementation of CQl is constrained either by time, money, lack of syuppori* from
an important participant group and an inability to focus on it due 1o other
organizational changes. Lack of management support includes: lack of board
commitment/support; lack of top manoagement commitment and leadership;
current organizational structure not conducive to QA/QI: lack of redlistic godls;
and, the inability 1o prioritize projects. The item, “current organizational struciure
not conagucive fo CQ/QI" does not load in the initial foctor analysis, and was
deleted. The third factor, lack of personnel/iraining includes: inadeguate

employee iraining in relevant principles and methods; legal barriers 1o using
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personnel in new ways; and, inadeguate information systems. While this last item
could be considered a resource consiraint, since it loads on this factor suggests
that insufficient staff or stoff focus has been given 1o the development of the
information systems necessary 1o support CQl.

Table 10-4: Foclor Anglysis
Barlers o Confinvous Qudlity Improvement

Factor Commundiities Loadings
Lack of Resources

Lack of fime 583 Té4
Too few resources committed 829 210
Lack of physician support 363 602
Percepftion that it costs too much 416 645
Too many other changes going on in the organization 579 761
% of Variance explained 55.42%

n 46

Lack of Managemeni Support

Lack of board commitmeni/support 475 690
Lack of fop management commitment and ieadership 656 810
Lack of redlistic goals 525 724
Inability to priciitize projects 594 J7
% of Varionce explained 56.25%
n 47

Lack of Personnel/Training

inadeguate employee fraining in relevant principles and 321 566
methods

Legal barriers 1o use personnel in new ways bb7 817
inadequcte information systems ' S42 63
% of Variance sxplained 50.99%

n 45
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Perceptions of CQl

Cne of the most appedling aspects of the CQU/TQM approach is that i
oromises better outcomes with fewer resources. Both high qudlity and
appropriate care con be obtained with cost containment.  Empirical studies
showing desirable effects within hospitals, such as higher customer satisfaction,
have emerged over the past ten years. Other benefits include profitability,
employee satlisfaction, reduced cosls, improved patient survival and better
continuity of care.

To assess these perceplual outcome issues a series of questions focused
on commitment to CQI and assessment of positive cutcomes. There are three
important and distinct factors: employee commitment, management
commitment and perceived outcomes {Table 10-5).

The literature has stressed the importance of employee commitment to a
successful CQl program. Although the initial commitment and leadership for a
CQI program begins with management, employees af all levels of the
organization play an important part in the success of the CQI program. It should
be noted that the commiiment questions on the survey focused on assessments
of how committed employees and management appeared o be to the process
as opposed 1o persondl or individual commitment. The third factor, perceived
outcomes, is closely related o commitment since more commitment
demonstrated by employees is likely to produce better ouicomes related to the
CQl program.

The employee commitment factor includes perceptions that: CQI/TQM

has resulfed in an increased emphasis on feamwaork: employees understand the
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concepts of CQI/TAM implementaticn; and, CQI/TAM hos led to a breakdown
of barriers between departments. Management commitment factors included
perceptions that: physicians and management at my facility work well fogether
as a team; CQI/TAM is included in the daily activities of management; our
hospital has made a long-term commitment 1o CQI/TAGM; and, employees at all
levels of the organization participate in CQI/TQM activities. The item, “physicians
and management at my facility work well together as o team” does not locad in
the initial factor analysis and waos deleted. Lastly, the perceived ocutcome factor
includes perceptions that: the incorporation of CQI/TAM in my facility has
increased the qudlity of care provided; CQI/TQM has decreased total
healthcare costs in my facility; use of CQI/TQM has improved treatment
outcomes for patients in my hospital; use of CQI/TQM has increased patient
satisfaction rates in my hospital; use of CQI/TQM has improved the health of
patients in my hospital; and, use of CQI/TAM has reduced patient complaints in

my hospital.



Table 10-8: Factor Analysis

Continuous Gudity improvement Percepiions
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Facltor

Emplovee Commilment

CQHTQM has resuited in on increased emphasis on
teamwaork.

Employees in this instiiution understand the concepts of
CQI/TOM impiementation.

CQI/TGM has led 1o g breakdown of bariers between
deparimenis,

% of Variance explained

n

Manggemen? Commiiment

CQI/TQM is included in the daily activities of
management.

Qur hespital has made ¢ long-term commitment fo
CQI/TQM.

Employees at all levels of the orgonization portficipate in
CQI/TQM activities.

% of Variance explained

n

Perceived Quicomes

The incorporation of CQI/TAOM in my facility has increasad
the quality of core provided.

CQI/TGM has decreased fotal heglthcare cosisin my
facility.

Use of CQU/TAM has improved fregiment ocutcomes for
patients in my hospital.

Use of CQI/TGM has increased patient satisfaction rates in
my hospial.

Use of CQI/TGM has improved the hedlth of patienisin
my hospifal.

Use of CQI/TGM has reduced patlient complaints in my
hospital.

% of Variance explgined

n

Communalities

525

552

585

739

794

545

294

359

758

521

720

562

Loadings

743

745

55.41%
47

859

891

738

69.26%
47

542

599

871

S22

750

848

53.56%
47
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The following chopter explores the nature of the relationships that exist
among CQI elements, use of CQI activities. barriers to CQI and the perceptions
of employees, management commitment to CQI, and the CQl outcomes. The
focus in Chapter 11 is on the simple bivariate relationships. In Chapter 12 a more

complex muitivariate model is specified and tested.
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CHAPTER 11

PATTERNS OF ASSOCIATION BETWEEN
CQl PROGRAM ELEMENTS AND PERCEIVED OUTCOMES

In the preceding chapter factor analysis was used 1o reduce the number
of indicators of various aspects of CQl to a more manageable number. in this
chapter | begin the process of exploring the nature and strength of the
relationships that exist between the factors generated in chapler 10 and ¢
number of other variables of interest. This chapter serves as the foundation for
the multivaricte andlysis to follow in chapter 12.

Path Andlysis

in order to better understand the possible relationships between variables,
| propose a heuristic causal model 1o show the expecied relationships among
variables. Figure 11-1 shows this model. | hypothesize that various barriers have a
negative impact on the implemeniation of CQI program elements and activities
and extent of CQI fraining. The amount of CQI elements and activities present in
a hospital, along with the amount of fraining that personnel receive, is
hypothesized to impact feelings of commitment and enthusiosm fo the CQl
program. While one could argue that commitment and enthusiasm for the
program are important before the implementation of the program elements and
actlivities, | have chosen 1o place these factors in the path analysis after the
implementation of program elements and activilies. Employees must first be
exposed to and frained in CQl before feelings of enthusiasm and commitment
can develop. Similarly, employees must see the activilies and program elements
implemented on the ground before they can be expected o develop any

feelings of “ownership” foward them.
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Moving along the causal path, commitment and enthusiosm regarding
CQGl are hypothesized 1o affect overdll satisfaction with the implemeniation
process. In turn, safisfaction affects perceived outcomes resulling from CQL
Satisfaction in this case refers fo how CQl was implemented, in other words, the
process. While there may be feelings that relate to CQl ocutcomes, feelings
regarding implementation would logically come before any feelings about
outcomes. | hypothesize that respondents having more positive assessments of
the implementation process will dlso feel that more positive outcomes have
been achieved.

Figure 11-1: Path Analysis Model

Cal I Feelings E [ Satisfaction l |Oui'comes

,, Program slements
and Activities +
Pl Medical Stoff CQI\ 2 Commitment

, , + .
4 +/V rocess . », Oulcomes
' ® Enthusiasm

Insufficient
resources

Insufficient
Mgt. support

Insufficient #
personnsi/raining

Correlations

The cormrelational andlysis contained in the following sections is organized
based on the hypothesized path model just described. The hypotheses are
stated in correlational rather than causal terms. Because this is o cross sectional
study it is impossible to establish the fime order of variables. Thus the direction of
causation cannot be established with certainty. Familiarity with the literature on

CQIl and its implementation, of course, suggests the order porfrayed in Figure 1.
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Stage One: Bariers jo CQlimplementiation

A factor analysis of the various possible barriers o CQl implementation
yielded three dimensions: insufficient resources, insufficient management
support, and insufficient personnel/iraining. These barriers con immediately
impede o qudiity improvement program, affecting not only orogram elements
and activities use, but also the percentage of employees trained in CQIl. Four
aspects of program implementation were measured by the survey ond were
described in previous chapters. These aspects include: program elements,
program activities, CQl related to medical siaff, and CQl fraining. Specifically |
would expect the following relationships to emerge:

- Greater presence of barriers to CQl is associated with a lesser

presence of program elemenis.

- Greater presence of barriers o CQl is associated with a lesser

presence of program activities.

- Greater presence of barriers fo CQ! is associated with a lesser

presence of CQl related to medical stoff.

- Greater presence of barriers to CQl is associated with lower levels

of CQl fraining.

The three “barrier” factors were separately correlated with these variables
and vielded the resulis summarized in Table 11-1.

Insufficient Resources. Insufficient resources for doing CQI was negatively

associated with program elements (Table 11-1}). It waos not associated with CQl

related to medicdal siaff or 1o CQI qctivities, however.

1 Training is not corelated with CQl progrom elements and aclivities. Hence, is ireated
as o separate varabie.



135

insufiicient Monggement Support.  In the cose of management support,

only one significant correlation existed. The extent of perceived management
support appears o impact the nature of CQlimplemsanted with regard o
program elements, but not the exient of personnel frained.

Teble 11-1: Zero-Order Conelation Belween Faclor Scores on Barrlers to CGl and Factors
Measuring the Use of CQl Program Elements, Aclivities, and Training

CQl Elements and Aciivilies CQl Trginin
Expecied Program Related to | Activifies Toial Fiks Senior Physicians
Relafionship | elements medical rManagers
Insufficient: staft
Resources - -.249*% -045 -013 -0%93 -.261 -121
Management - -270" -086 -045 £33 -.249 -079
support
Personnel/iroining - -367** -.187 011 -.197 -126 -022

*Correlation is significant at the 0.05 levei {1-tailed}
** Correlafion is significant at the 0.01 level {1-igiled)

insufficient Personnel/Training. Insufficient fraining in CQI for hospitals is

negatively associated with program elements, as expected. it is interesting 1o
note that there was not a significant correlation with insufﬁcien’r
personnel/iraining and the following variobles: CQI related to medical stoff, CQlI
activities and the extent of fraining.

Borriers and Training. There were no significant comrelations between any

of the barriers o CQI and the three CQI fraining variables. In short, insufficient
resources and commiiment 1o fraining mainly reduce the extent to which CQl
program elements are implemented. It is surprising that a limited commitment fo
training does not appear related to the percent of individuadls actudlly frained. 1t
may be that, since this variable does not measure actual fraining, but rather
assesses CQl coordinators' perceptions of whether there were organizational

barriers fo sufficient fraining, that it is possible that coordinators wouid routinely
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think not enough employees have been trained in CQl because of their own
commitrnent to CQl and their standards for fraining are so high.

Staae Two: Program Elements

The second stage of the path analysis specifies the relationships that exist
between CQI program elemenis/activilies, medical staff CQY, fraining, and
degree of commitment and enthusiasm foward CQI. The foliowing propositions
are explored with respect fo program elemenis:

- Greater presence of CQI program elements is associated with

higher levels of commitment toward CQl.

- Greater presence of CQIl program elemenis is associated with

higher levels of enthusiasm toward CQI.

As Table 11-2 shows, use of or presence of CQI program elements are
positively comrelated with both commitiment and enthusiasm. While itis
impossible fo esiablish causal order here—greater commitment and enthusiasm
could lead to more program elements being implemented—the posiiive
correlation is not in doubt.

fable 11-2: Zero-Order Comrelction Belween Faclor Scores on the Use of CGI Elements,
Activities and Training with Factors Measuring Commitment and Enthusiasm Toward CQl

Commitment Enthusiasm
Bpecied Monagement | Employee | Upper | Midde | Non- Physicians
relationship Mgi. Mgt Mgt
Traditionol CQI Program Elements + 505 AR S84% | 488 | 445 | 459
CQll elements relaled o medical * 009 -058 189 071 -099 A58™
staff
CQi Aclivilies + 276 4257 27F 3 3407 331
CQi Troining:
Toiai FiEs + .198 231 055 -121 -008 129
Senior monagers + 196 233 333° 115 -035 .358*
Physicions + 048 - 057 360% £78 D10 333F

* Comelation is significont at the 0.05 level {1-falled)

=* Comrelation is significant at the 0.01 level {1-iciled)
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CGl Use by Medical Sigft

| hypothesize the following:

- Greater presence of CQi related 1o medical staff is associoted

with higher levels of commitment foward CQL.

- Gregater presence of CQl related 1o medicdl stoff is associated

with higher levels of enthusiasm fowarg CQl.

Table 11-2 shows a significant correlation only with physician enthusiasm
toward CQI. Greaoter use of CQl related to medicdl stoff is not associated with
employee and management commitment, or with upper, middie and non-
management enthusiasm foward CQl. Apparently CQl use by medical staff has
fitle impact on the non-medicdl staff of @ hospital.

CQI Activities

| hypothesize the following relationships:

- Greater presence of CQI activities is associated with higher levels

of commitment toward CQl.

- Greater presence of CQI activilies is associated with higher levels

of enthusiasm toward CQI.

As Table 11-2 indicates, greater presence of CQI activities is positively
correlated with both commitment and enthusiasm. The correlation is especially
large with respect to employee commitment.

These findings regarding CQIl progrom elements and activities provide
support for the arguments in the literature on how essential the implemeniation

of these components is 1o a successful CQIl program. These program elements
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and activities are the cornersione of a successful qudlity improvement program.
Hospitals cannot ignore the imporiance of these factors.

G Training and Enthusiosm/Commiiment

Civen the focus that the literature places on the need for CQI fraining,
one would expect 1o find that the percentage of employees frained in CQI
within a hospital, regardiess of job type, would be positively correlated wi‘rh
commitment and enthusiasm toward CQL In my study, exient of CQl fraining is
measured in three different ways: percent of total FIEs frained, percent of senior
managers frained and percent of aclive physicians frained. With respect to
fraining for each group. | hypothesize the following:

- Greater training in CQl is associated with greater commitment

toward CQl.

- Greater training in CQl is associated with greater enthusiasm

toward CQl.

Percent of FIEs frained in CQI. Surprisingly, the percent of total FTEs

frained in CQI {see Table 11-2}) was not significantly comelated with commitment
or enthusiasm.

Percent of senior management frained in CQI. The percent of senior

monagement trained in CQl was positively cormrelated with upper monagement
ond physician enthusiasm, but not with management commitment, employee
commiiment, middie management and non-management employee
enthusiasm. In short, exposing more senior employess o CQI fraining i reloted

to greater upper management commiiment.
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Percent of physicians frained in CQL Only two of the hypothesized

relationships were significont, as Toble 11-2 indicates. Moderate positive
associations were found between the percent of active physicians frained in CQl
and both upper management and physicion enthusiosm foward CQIL

It is interesting to note that although CQI fraining is important for all
employees, this fraining seems 1o matter more for senior managers and
physicians than it does for employees as a whole. Cne might speculate that this
supports the notion that CQI success depends on support by those in upper
management and then “frickles down” 1o rank and file empicyees. One would
not expect o find a great deal of support given to a qudlity improvement
program if appropriate fraining had not been completed. It would appear that
senior managers and physicians are locked upon as leaders when it comes fo
successful program implementation and maintenance,

Stage Three: Feelings ond Satisfaction

The third stage of the path analysis examines what relationships are found
between feelings foward CQl and satisfaction with it. Feelings are gauged by

both commitment and enthusiasm.

Commitment ic CQI

I hypothesize the following relationships o emerge:
- Greater commitment to CQl is associated with greater levels of
satisfaction related to CQL.
As Table 11-3 shows, both management and overcll employee
commitment are positively correlated with satisfaction with CQI, consistent with

my hypothesis.



Table 11-3: Zero-Order Comelalion Behween Factor Scores on Commiiment and
Enthusiasm Regaording CQI and Faclors Measuring Salisfaction

Expecied Sofisiochon with:
Relafionship
CQi Monagement improvements
Program performance related lo
relaied o CQI CQi
Managerent + AT 418 294*
Commitment
Employee commitment + KT Kily 335
Enthusiasm
Upper monagement + 586 il 586"
Middle management + B3 506 .536**
Non-manogement + .380™* 2846 191
Physicians + 556% A38 526

*Correlation is significant af the 0.05 level {1-tailed)
*Correlation is significant at the 0.01 level {1-lailed)

Enthusiasm toward CQl

Levels of enthusiaosm were measured for various job levels [upper

management, middle management, non-management or physician).

Specifically | hypothesize the following:

- Greater enthusiasm toward CQI is associated with greater

satisfaction with CQl in the cose of dll types of hospital

employees.
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As Table 11-3 shows, 11 out of 12 variables were significanily and positively

correlated with CQI enthusiasm for the upper managemeni, middie

management, non-management and physician groups. There was no

significant correlation between non-management employee satisfaction and
improvements related to CQI. i is possible that non-management employees

are less likely to be intimately involved with CQI information in these two areas

when compared with physicians and management groups. Overdll, then,

employees who are more enthusiastic about CQ!l olso are more saiisfied with the
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CQi program itself, feel more positive about management performance related
to CQl and are more safisfied with the level of improvements related o CQIlL

Stage Four: Salisfaction with CGl

The fourth stage of the path analysis looks at relationships between
satfisfaction with various resulis of CQI and the ultimate effects or outcomes of
the use of CQI. | hypothesize the following:

- Higher levels of satisfaction with CQI are asscciated with higher

perceptions of positive oufcomes related to CQL.

Table 11-4 shows that all correlations were positive, as hypothesized.

Table 11-4: Zero-Order Comelation Belween Faclor Scores on Satisfaction with CQl and
Factors Measuring Oultcomes or Effects

Expecied Relationship Perceived Ouicomes
Satisfachion with:
CQI Program + .382**
Management perfomance + 27 4%
reigted to CGQJ

* Comrelation is significant at the 0.05 level (1-idiled)
** Correlation is significant of the 0.01 level {1-tailed])

Summary

in this chapter a large number of relationships have been explored.
Some patterns are worth noting. Among the potential barriers 1o successful
implementation of a CQl program, insufficient resources ond lack of
commiiment to fraining may hinder the implementation of CQI program
elements. Insufficient personnel and training does not appear to be o barrier to
the percent of personnel actudlly frained in CQI, however. This is an apparent
ancmaly that is difficult to explain. It could be thot the expectations of CQI
administrators regarding optimal levels of raining are not redlistic thus they see

barriers even when some iraining has occurred.
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Next, it is clear that the elements of o CQI program and the activities
necessary to implement the CQl program are positively associated with a
number of desirable conditions within the hospital orgonizations, most
importantly positive feelings of commitment and enthusiasm o CQiiiself. Exient
of fraining is less important than aclual progrom implementation, in shaping such
feelings.

Another summary observation is that CQl related to medicdl staff is not
consistently associated with commitment and enthusiosm, unlike the other
elements of a CQIl progrom.

Finally, safisfaction with cutcomes resulting from CQI is strongly relaied o
satisfaction with the process of implementing CQI. 1t is not surprising that
perceptions that the process has been positive ore related 1o perceptions that
the outcomes are also positive.

Now that certain basic relationships among factors have been explored, |
con examine the general question, *What leads to a successful CQI programe”
In the next chapter | address the following questions using mullivariate analysis:

- What has the greatest impact on CQl outcomes?

- What has the greaiest impact on satisfaction with the CQI process?

- What has the greatest impact on enthusiasm toward CQl2

- What has the greatest impact on commitment to CQI2

- How do enthusiasm, commitment and safisfaction together affect

perceptions of positive CQI oulcomes?
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CHAPTER 12

ULTIVARIATE METHODS: WHAT HAS THE GREATEST

TESTING THE MODEL USING M

APACT ON CQi?

The preceding chapter identified numerous correlations with respect fo
CQl. Here | use multiple regression analysis! to estimate the coefficients of the
path model proposed in Figure 11-1.  Some of the correlations identified in
chapter 11 may not reflect causal relationships becouse of correlations among
independent variables. Mulliple regression controls for this possibility so that the
specific effect of each independent variable can be estimated by holding
constant other independent variables. In using this method, | assume that there
are no comrelations among error ferms. The multivariate analysis reported in this
chapter addresses the foliowing questions:
- What barriers to implementation of CQl impact CQ! progrom
elemenis and activities and CQl training?
- What has the greatest impact on commiiment and enthusiasm
toward CQI2
- What impact do commitment and enthusiasm have on satisfaction
with the CQI process?
- What impact does satisfaction with the implementiation of CQl

have upon perceived outcomes?

1 OLS regression was run using SPSS. The enter method was used to enter dll independent varables
in @ single block. This was done to allow me 1o assess ol the variables included in the model. In
addition, the stepwise method waos used with resulls identical to those thot resulted when ol
variables were entered simultaneously.



The results of the regression analysis are presented by moving forward
along varicus paths of the model and are organized by each dependent
variable. The ullimale goal is 1o answer the gueastion; "Whatleodsio o
successiul CQI progrome”

What boriers o implementation of C&limpact CQI program slemenis and

aciivities and CGI fraining?

Regression analysis was conducted using all three possible barriers as
independent variables and the presence of program activities and elemenis as
the dependent variaobles2. Resulls are summarized in Table 12-1. Only one of the
barrier foctors, insufficient personnel/iraining, was statistically significant in this
regression. The less adequate the amount of personnel or iraining, the fewer CQl
program elements and ocfivilies occurring in a hospital. Moreover, these three
barriers fogether could account for only 13% of the varionce in CQIl program
elements and activities. 1t is difficult to tell what additional factors may offect
CQl program elements and activities. Possible factors might be the skill/iraining
of the CQlI staff and number of CQi staff. In addition, perhops there are other
aspects of resources that the survey did not measure, such as fraining materidls,
material rewards for participation on process improvement teams or how much

hospitals pay their CQl sioff.

2 CQi program elemenis and CGl aclivities were found 1o be highly comelated. These
indexes were combined 1o form a new index so there would not be g problem with
mullicollinearnity.



Table 12-1: Predictors of Bdent of COl Elements and Activities
Present in Michigon Hospliols.

Varigble B Betg Sig.
CQi Progrom Hemenis ond Activilies ;
Constant 4850002 865
insufficient manggement support - 281 -157 376
insufficient resources 336 207 317
insufficient personnel/fraining -.703 =385 041
R2 L1286
Number of cases 45

Analysis was also conducted using the same independent variables
with extent of CQl training as the dependent varioble. Resulls are
summarized in Table 12-2. With respect to extent of training, none of the
three barriers had a statistically significant impact, with the percent of
explained variance ranging from as little as 3% for the proportion of all
emplovees trained, and 8% for percentage of physicians frained to a
*high” of about 15% for the percent of senior managers frained whatever
can account for extent of fraining, it does not seem that the three

“barriers” | have posited matter.



Toble 12-2: Predictors of CQ Training in Michigon Hospilitals.
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Yariable B Beto Sig.

Percent total FIEs irained in CGI
Constant 449 000
Insufficient mancgement support 1.367E-02 030 892
Insufficient rescurces 9.598E-03 025 231
Insufficient personnei/roining -7.0E-02 -.198 A94
R2 031
Number of coses 45

Percent senior managers rained in CG
Constant 728 000
Insufficient management support -7 102 -.188 .35
Insufficient resources - 107 -.322 193
Insufficient pesonnelfirdcining 4272802 118 605
Rz .148
Number of coses 45

Percent physicions frcined in CGQI
Constant 240 002
Insufficient management support -7 0EQ2 -.183 422
Insufficient resources -8.6E-02 ~-273 3692
insufficient personnsl/iraining 9482602 | .304 316
R? 079
Number of cases 45

What hos the areatest impact on commitment and enthusiosm foward CQle

| look first at enthusiasm. Regressions were run for each of the four

employee groups relating to enthusiasm foward CQI. These groups include

upper management, middie management, non-management employees and

physicians. The independent variables that | hypothesize may impact degree of

enthusiosm include the presence of CQI elements/activities and the three

measures of extent of iraining. Table 12-3 summarizes the resulis of this analysis.



Table 12-3; Prediclors of CQJ Enthusiasm among
Four Types of Employees in Michigan Hosplials.

Varable B Bela Sig.

Upper management enthusiosm
Consiont 3.149 GO
CQl elements/activities 226 413 076
% total FIEs frained in CQ -.366 -.129 637
% senior managers frained in TG 420 220 A55
% physicions trained in CQI 269 078 744
R2 279
Number of cases 44

Middle management enthusiasm
Constant 3.29% .000
CQl elemenis/activities .183 437 051
% ool FIEs trained in CQI -957 -.443 101
% senior managers rained in CQI 625 251 374
% physicians trained in CQ - ~.300 -.115 817
R2 .339
Number of cgoses 46

Non-management enthusiasm
Constant 3.108 000
CQl elements/activities .158 496 025
% total FTEs trained in CQI -.431 -.262 306
% senior managers rained in CQI -412 -.218 425
% physicians frained in CQl .345 174 437
R2 .381
Number of cases 45

Physicion enthusiasm
Constant 2.007 000
CQl elemenis/activities 154 A0 067
% total FIEs trained in CQI -.300 -.151 558
% senior managers trained in CQl 1.079 A72 099
% physicians frained in CQJ -.249 -.104 647
Rz L350
Number of cases 46

The four different models exhibit moderate explanatory power, ranging

from 28% for upper management enthusiosm to 38% for enthusiasm among non-

management employees, Only in the case of presence of CQI elements, for all

four employee groups. plus percent senior managers trained in the case of

physician enthusiasm, is any independent varicbie significant af the .10 level or

better.

With regard 1o the determinanis of commiiment fo CQ)l, the regression

resulls are summarized in Table 12-4,
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Toble 12-4;: Predictors of Commiiment fo CQI in Michigan Hospligis.

Variagble B Beig Sig.
Emploves commiiment
Constont -.474 331
CQl elemenis/activilies 261 542 014
% total FTEs troined in CGI 8.909E-02 036 .888
% senior managers irained in CGY 857 229 407
% physicians rained in CGI -.387 -.129 569
R2 367
Number of cases 45
Management commiiment
Constant 6.357E-02 .B69
CQl elements/activities 196 507 022
% total FTEs trained in CQI -.540 -.269 .294
% senior managers frained in CQI .240 104 702
% physicians frained in CGQl 345 143 524
R2 .375
Number of cases 45

Again, as for enthusiasm, while the overall equations had moderate
explanatory power, only the presence of CQl elements mattered. Commitment
was greater when aspects of CQIl were in place.

What impact do commitment and enthusiasm have upon satisfaction with the

CQl process?

Regressions were run for the two satisfaction arecs related fo process:
satfisfaction with the CQIl program and satisfaction with management
performance on CQIl. The resulis are summarized in Table 12-5. With regard fo
satisfaction with the hospital’s CQI program, the two commitment and four
enthusiasm factors were used as independent variables. These six variables
could account for 57% of the variance in satisfaction with a hospital's CQl
program. Upper managemeni, middle management and physician enthusiosm

for CQl each had a significant impact on satisfaction with the CQI program.



Table 12-5: Predictors of Salidiaction with CQl in Michigan Hospilials.

B Beta Sig.

Satisfaction with hospital’s CQl Program
Constant -.758 575
Management commiiment 214 113 431
Employee commiiment 104 054 661
Upper management enthusiasm 457 247 064
Middle management enthusicsm 811 342 .020
Non-management enthusiosm 97602 ~037 793
Phvsicion enthusiasm 625 264 034
R 571
Number of cases 47

Saiisfaction with management’s performnance

related o CQI
Constant -876 b13
Management commitment 370 155 .289
Employee commitment 536502 022 863

 Upper management enthusiasm 1.401 565 .000

Middle management enthusiosm A02 .135 356
Non-management enthusiasm -.296 -0%91 532
Physicion enthusiasm 268 090 Aé8
R2 .556
Numiber of cases 46

49

Nexi, regression analysis was conducied for satisfaction with
manoagement’s performance related to CQI. The six independent variables
explain 56% of the variance. However, only upper management enthusiasm
had a statistically significant positive effect. While this may appear to be self
evident, percepftions of whether management displayed enthusiasm about CQl
is different than whether CQI adminisirators were satisfied with management’s
implementation of and participation in the program. Therefore, while it is fikely
that if management displayed greater enthusiasm, CQI coordinators would be
more satisfied with their performance related to CQI, these variables represent
two different concepts.

With regard 1o satisfaction, the amount of enthusiasm seems 1o be a very
important predictor. Here again, while it may seem that enthusiasm and

safisfaction are not separcte phenomena, the former variable, enthusiasm
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measures whether CQl administrators felt thot maonagement displayed
enthusiosm foward the program while the latter variable assesses whether CGl
coordinators were salisfied with management’s participation in CQL

What impaoct does satisfaction with process have upon COl cutcomes?

How does satisfaction with the CQI process related to perceptions of CQI
outcomes? To determine this, two measures of satisfaction were used. While
nearly 40% of the variance could be accounted for and only satisfaction with
the CQIl program was a significont predicior of perceptions of CQl outcomes.

Table 12-4: Predicling impact of Salisfaction on CQI Ouicomes In Michigan Hosplials.

Variable B Betg Sig.

CQI Cutcormnes

Constant -1.025 015

Satisfaction with CG Progrom 214 406 D62

Satisfaction with management -1L3E-02 -.032 881
performonce related 1o CQl

R? 382

Number of cases 47

Summoary

The multivariote analysis presented in this chapter suggests some
interesting conclusions. The level of peréonneiﬁrcining was found {c have the
greatest impact on the presence program elements and activities. Progrom
elements and activities impact employee enthusiasm toward CQI for various
groups of hospital employees. While one could argue that the causal arrow
could run the other way, my path analysis is unable to determine this. In addition
it is recognized that perhaps these variables reinforce each other.

Extent of upper management enthusiasm was found to be positively and
significantly related to satisfaction with CQI while physicion enthusiasm was

positively and significantly relaled fo two of the sotfisfaction areas. When looking
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at which satisfaction reasons impact outcomes relaied to CQl, satisfaciion with
outcomes as a result of CQI was found to be significant.

All of the regressions relating 1o enthusiasm and commitment variables
showed that the presence of CQI program elements/activities were the most
significant variable in accounting for how employees, management and
physicians felt toward their CQl program.

Chapter 13 will lock at the overall guestion, “What leads to g successful
CQl program?e” using findings of this and previous chopters. The chapier will also
explore the policy implications of my findings for CQI programs in Michigan

hospitals.
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CHAPTER 13
CQl IN MICHIGAN HOSPITALS: DIAGNOSIS, PROGNOSIS AND PRESCRIPTIONS

The purpose of this study was to assess the status of continuous quality
improvement [CQI} in Michigan Hospitals. The study was based on data
collected from a sample of 152 Michigan Hospitals.

The specific research guestions driving the analysis were:

1} What is the extent and nalure of CQI/TGM program elements and

activities present in Michigan hospitals?

2} What fypes of barriers to CQI/TQM are Michigan hospitals facing?

3) How does the nature of the CQI program, and participation in and

attitudes about CQl relate to perceptions of CQl cutcomes?

This concluding chapter will begin with a diognosis of the hedlth of CQl in
Michigan hospitdls by revisiting each of these questions via a brief summary of
the major findings reported in the preceding chapters. The chapter will then
discuss the implications of these findings for hospital policy {prognosis) and maoke
recommendations for improving CQI in Michigan hospitals [prescriptions). | will
conclude with some recommendations for further research related to CQl
programs.

DIAGNGCSIS

What is the extent and naiure of CGI/TQM program elements present in

Michioan hospitalse

The vast majority of Michigan hospitals {81%) have reported making o
long-term commitment to CQIL. Given the fact that JCAHO has required

hospitals to have an active quadlity improvement program in place for the post
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severdl years, this should come as no surprise. Although dll responding hospifais
reported the presence of a CQI/TQM program, enthusiasm foward and
commitment o the program were generdily mediocre af best. Furthermore,
coordinators generdlly reported satisfaction with the improvements in qudlity
that have resulied from CQI, although they are only somewhat satisfied with the
program itself. One wonders whether higher levels of enthusiasm and
commitment toward a hospital’s CQI program might affect the reporied
outcomes related to CQI.

Program elements/activities

When examining CQIl program elements, findings were consistent with
previous studies. The vast majority of responding hospitals reported the presence
of program elements found in model quality improvement programs.

When examining how Michigan hospitals compare with a “model” CQl
program, findings show that Michigan Hospitals are doing a good job in most
areas. As discussed in chapter 8, many program elements/activities are
reported to be present in the majority of Michigan hospitals. Although it should
be noted that the percentage of hospitals using these elemenis/activities to at
least a “moderaie” extent is lower. One could argue that these
elements/activities would need io be used more than "alitfle” for them to make
a difference in a CQI program and conseqguent outcomes.

The responding Michigan hospitals appear 1o be very comparabie to
other health care organizations with regard 1o other factors as well. Involvement
and fraining of physicians and non-management employees lags behind what o

model CQI program should be doing. While hospitals often report the presence
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of various “model” concepts, the extent to which they are used is often very low.
Alas, this is often the case for other hedlth care instiiutions as well, as a variety of
studies over the past two decades have shown {Allen and Brady, 1997; Berwick,

1990; Boerstier, ef al., 1997; Hug and Martin, 2001; Mclaughlin and Kaluzny, 1990;
Sheridan, 1994; Shortell, et al., 1995; and Wesiphal, et al., 1997).

Irgining

One of the essential comerstones of CQI is that a hospital’s qudlity
improvement program must involve all employees af dll levels of the
organization. Given this fact, it is shocking that one hospital studied, with an
established CQI program, reporied that none of ifs employees, managers or
physicians, had been trained in CQII Overdll, the percentage of employees
frained in CQIl waos guite low. The literature suggests that this reduces the positive
effects of the program. it would be useful to know why this fraining does not
appear tc be mandatory for employees.

The fact that approximately only one in three hospital employees is
exposed to CQI training suggests that most hospitals are not yet serious about
CQl. While this lack of commitment to CQI may be atiributed to various causes,
it suggests that hospitals are giving CGl only lip service and do not redlly see CQl,
and the creation of value for a hospital's customers, as ifs ultimate goal. Given
the low proportion of employees irained in CQI, it comes as no surprise that the
number of employees participating in gudlity improvement teams waos aiso small.

What types of barriers o CQI/TQM ore Michigan hospifals facing?

Beyond the absence of sufficient fraining, other important barriers o CQ

reported in the literature (NHQIS, 1993 and 1998) and found to exist in Michigan
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hospitals include: the level of employee empowerment, physicion indifference
to CQl, the low numbers of medicdal staff aclively involved in CQl and
inadequate information systems. The most common barrier 1o full
implementation of CQI appears 1o be insufficient personnel and fraining. This
perceived lack of personnel/iraining, even more than other concrate resources
devoled to the CQl effort, may get in the way of redlizing the full potential of

CQI programs.

How does the nature of the CQI program, and participgtion in and attitudes

about CGi relate to perceptions of CQi oulcomes?

It is clear that the elemenis of a CQIl program aond the activities necessary
to implement the CQI program in a hospital sefting are positively associated with
a number of desirable conditions within hospital organizations, most imporfantly
positive feelings about CQl itself.

Multivariate analysis reported in chapter 12 found that CQ!l program
elements were ¢ significant factor in predicting levels of enthusiasm ond
commiiment to CQI, making it clear that these elements/activities are at the
heart of CQI programs in Michigan Hospitals. The presence of CQIl progrom
elements/activities was alsc most significant in predicting the degree of
enthusiosm or commiiment of employees, manaogers and physicians regarding
CQl.

PROGNOSIS
While the findings indicate that Michigaon hospitals have made a

respeciable start with regard fo their quality improvement programs, levels of
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enthusiasm and commiiment and perceived cutcomes are nowhere near what
are required for CQI to achieve its full potential for improving hospital
performance. The literature suggests various reasons thot such o situation is
fypical in Michigan hospitals. These include problems associated v;fii*h the
organizational culture {Messner, 1998); problems with mancgement (Baird ef dl.,
1993, p. 95); emnployee resistance (Lunf\sdon, 1993} ond unredlisiic short-term
expeciations {Berwick, 1990}. Hospitals have devoted significant resources fo
implementing these qudlity improvement programs only to see modest results.
Because Michigan hospitals have made long-term commitments 1o such quality
improvement programs it is imperative that CQI coordinators look for ways to
improve progroms with respect to attitudes, commiiments and ouicomes while
maintaining efficiency and effectiveness.

Based on the diagnosis of the state of CQl in Michigan hospitals one can
pose three possible scenarios:

Scenario 1: Hospitals are “talking the falk, but not walking the walk.” 1 do
not believe findings in this study point to quite such o negative picture of CQL.
While it may be frue that hospitals’ CQI programs are functioning af a level
below what the literature suggests would be evident in a model progrom,
hospitals on the whole have given more than lip service o CQl and its
implementation. Even though the infensity of CQI efforts were found fo be
iukewarm, at best, the study showed that there is aimost complete commitment
o the use of some type of qudlity improvement program, thot most model
activities and program elements are present fo at least some extent, and that

maonagement fraining in CQl is relatively widespread.
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Scenario 2: Commitment o CQl will continue to detericrate uniil CQ
eventudlly disappears. Once again, | do not believe this is a scenario that will
emerge as long as actlive quality improvement programs continue 1o be ¢
requirement for accreditation by the Joint Commission. One could cerfainly
make the argument that although hospitals might recognize the neéd for quality
improvementi, current guality improvement efforts represent ritual compliance in
order to meet accreditalion standards. In fime we might find that CQI evolves 1o
a quality improvement program that is cdiled by a different name, bui | believe
the basic principles will remain the same. The foct that there is a relatively high
level of variafion in the use of individuadl program activities and elements
suggests that some aspects of CQl are becoming more common or
institutionalized than others. While the process of institutionalization might not be
wholesale it is reasonable 1o expect that the most widely used elemenis will
remain an integral part of hospital adminisiration.

Scenario 3: Hospiltals continue 1o make a sincere effort 1o “walk the walk”
of CQl. While resources continue to be sirained in hospifals across the nation,
greater awareness of the cost saving potential of CQl may lead management o
increase their commiiment to ond resources for qudlity improvement up fronf in
the form of personnel and iraining, in order fo reap greater savings in the future
resulting from a strong CQI effort. Perhaps greater effort needs to be made to
publicize the potential benefits of CQL This might encourage more hospitals to
strengthen CQI efforts, if only out of self interest in reduc:ﬁng costs.

There is litlle argument that there is o great dedl of room for improvement

when it comes to hospifals’ implementation of CQl. That soid, assuming that one
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wishes the third scenario 1o happen, the following “prescription” section will
discuss what must occur.
PRESCRIPTIONS

Recommendations for Michigan Hospilals

The resulis of this study make clear that CQI program elements/activities
are exiremely important 1o a hospital’s CQI program. Because CQI program
elements/activities are so crucidal to a successful CQI program, a hospital that
fruly wantis to do CQI must increase the amount of fraining it provides for dll fypes
of staff. Increased fraining of physicians, dlong with their greater engagement
with quality improvement teams, is imperative. Physician participation in CQl
remains a challenge for hospitals for several reasons. These include the issue of
physician autonomy, heavy time commitmenis taking physicians away from
patient care and o perceived threat to one's professional identity {Kaluzny, et
al., 1994, p. 209; Argyris, 1991). When looking atf the number of individuals who
have parficipated in quadlity improvement teams, | found that both the number
of physicians and total FTEs {employees as o whole) were low. Training
additional numbers of employees along with increasing participation should
lead not only to greater awareness of CQI, but also increase understanding of
CQI progrom elements/activities.

A greater focus on CQI program elements/activities might dlso increase
enthusiasm foward CQI especially on the part of non-management employees
and physicians. This could be done if hospitals put more of a focus on training

non-management employees ond physicians. These groups need initial
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fraining—iraining that is more than just a session on CQI awareness. Hospitals
also should require periodic “refresher” courses on the subject.

The issue of doctor participation in CQI appears to warrant special
consideration. Physician participation in CQlis lower than that for other groups
yet they are instrumental in the delivery of patient care. Increased participation
might be accomplished by identifying those physicians who are committed fo
CQl and recruiling them to oversee/support physician peer training. Physician
training should not be an edict from *non-physician” adminisiration. Physicians
will be much more willing to buy into CQI if they can understand the benefifs fo
them and not look at such a program as a threai (Sirasen,1994).

In addition o the actions just noted, the success of CQI in hospitals would
be enhanced if: 1} separate depariments to implement and administer CQI
efforts are established, 2} CQI participation is incorporated in employee {and
especially docior's) appraisal systems, and 3} the use of disease siate
management systems is increased. None of these three practices were common
in the Michigan hospitals | studied. There would be no more effective way for
management to show the importance of CQl than through expenditure of
organizational resources 1o create a depariment dedicated fo the effort.
Similary, organizations cannot show that they are fully serious about CQI until
they change their reward systems appropriately. This means a well-publicized
effort to indicale to employees that CQI is important and thot their performance
will be evaluated in par by their engagement in efforis to make it work. By the
same token, it should be clear that an albsence of individual CQI participation

may lead to sanctions. Visible management activity in these two areas will
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clearly signal the organizational commiiment so necessary to participation and
positive outcomes further down the line. While there is no literature that falks
about sanctions resulting from not paorticipating in CQI, programs that link
rewards fo CQI participation are few in number. Although {fime consuming 1o
develop such a progrom, both Parkview Medical Center in Pueblo, CO and the
University of Michigan Hospitals have reported that they have a reward system in
place that avoids the fraps identified by Deming (Gaucher and Coffey, 1993).
Their system uses the sirong incentive of financial awards while at the same time
increases organization-wide feamwork and commitment 1o mission and goals.

Recommendations for Fulure Research

while this study vielded valuable findings and insights, there are many
questions that remain to be investigated. All of the information from the cumrent
study was repoeried from the hospital's CQI coordinator’s perspective. A future
study could incorporate this information along with information, as reported
directly by employees of dll fypes {including physicians} throughout the
organization, on their perceptions of enthusiasm, satisfaction and commitment
toward the CQ! program. Such perspectives might well prove 1o be less positive
than those displayed by CQI coordinators.

The current study is limited in ifs focus on Michigan hospitals. While there is
no particular reason to expect that hospitals in Michigan are systematically
different from thelr counterparts in other states, similar studies of hospitals
elsewhere need to be done.

Another potential area for future study would be 1o replicate this study in

a sample of Veleran's Administration Hospitals across the couniry. This would
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allow the comparison of Veteran's Adminisiration hospitals’ CQI programs with
their non-government counterparts fo determine if there is much of a difference
in CQI programs across the two venues as the literature suggests there might be
{Al~Assaf, et al., 1993).

Although the mullivariate analysis used in this study was informative, the
models used were clearly underspecified. Limited explanatory power of the
equations begs for the inclusion of additional predictors. Among the additional
factors that might impact on the impiementation or impact of CQI are
budgetary invesiment in CQI, the types of training moddlities employed, and
atiributes of hospitals such as Medicare patient load, the fypes of patients
freated, specialty areas, and mortality rates. It is also possible that environmental
factors such as the regional economy, state heczﬁh care legisiation, or even the
density of competition in the area might be worth exploring. Investigating the
impact some of these factors would require a multi state study.

while the evdluation of CQIl programs is not easy, there are several areas
where more research is needed. These include:

- more cosi-effectiveness and cost-benefit studies to examine the

benefits of CQi relative to the cost of implementation.

- studies that examine whether health core organizations that have
implemented CQl enjoy betier reiationships with physicians, are
more innovative in developing new programs, or are better able
to care for defined populations under foday's capitation-based

risk contracts.
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- studies that link processes and outcomes. For example, do health
care orgaonizations that implement CQI experience better clinical
outcomes of care and lower costs than those that do note Can
one achieve better culcomes and lower costs through CQ
fraining in o specific depariment or clinical area within
crganizations that have made no overall commitment to CQI2

- studies of the learning behaviors and practice of health core
organizations as they implement CQI. Do some hospitals appear
to learn more quickly than others?

it appears that CQl in health care is here 1o stay. Hospitals should accept

this fact and focus their aftention on truly “doing CQI". It is unlikely that hospitals
will be able to meet increased demands for accountability placed upon them or
be able to manage risk, without greatly accelerating their efforts in CQl and

vaolue creation.
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APPENDIX A

ICHIGAN HOSF /TQM STUDY

ATION SHEET

My name is Colleen Croxall and | am a Ph.D. candidate at Wayne State Universily. You are being asked to
participate in my dissertation research project focusing on the use of CQITOM in Michigan Hospitals. The
purpose of this survey is to belter understand what hospitals in Michigan are doing with respect fo quality
improvement efforts. Your hospital is part of a scientificaily selected sample, and the survey can be
successful only with your cooperation and that of other quality improvement coordinators in hospitals
throughout Michigan.

Although | hope that you will take the fime to complete this survey, your participation in this study is
completely voluntary. There are no foreseeable risks associated with your participation, nor are there any
tangible or direct benefits associated with your completion of the survey. Your completion and retum of the
survey will be interpreted as signifying your voluntary willingness to participate in the study. Should you
decide to complete the survey, please be assured that all of the information that you provide will be treated
as confidential. None of your responses will be reported in any way that would make it possible fo identify
either you or your facility. The findings of this study will only be reporied in summary form in research
reports and publications. Do not write your name anywhere on the survey. The identification number
included on the survey exists only so that we can determine which surveys have been returned and can
send reminders o those who have not yet responded. If you have any questions about the purposes of this
study, or your participation in it, please feel free to contact Colieen L. Croxall, the Project Director, at
734.439.7069. | can also be reached via e-mail at colleen croxall@emich.edu. if you have other questions
about your rights as a participant in this study you may contact the Wayne State University Behavioral
Investigation Committee at 313.577.1628.

Your cooperation is critical to the success of this research effort and it is important that as many surveys as
possible be completed and returned. Most of the questions below simply require you to select one among
several possible responses. A few questions ask you to provide information in the form of several words or
sentences. Hence, completing this questionnaire should not take too much of your valuable time. Although
it may take some respondents more fime than others to complete the survey, my pre-test suggests that the
survey can be completed in approximately 20 minutes. Other than completing the survey, you will not be
asked fo do anything else {o participate in the study. At the every end of the survey you will have an
opportunity to expand upon your earlier answers if you wish fo do so.

When you have completed the survey, please retum it in the enclosed envelope to which | have affixed
first-class postage. if this envelope has been misplaced, please mail the completed survey fo:

2001 Michigan Hospital CQUTQM study
¢lo Colleen L. Croxali
9845 Torrey Rd.

THE SURVEY BEGINS ON THE NEXT PAGE. OVER, PLEASE,
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A. GENERAL INFORMATION ABOUT THE CQIITOM PROGRAM

1. Pleass indicale the extent lo which each of the following characteristics apply to your hospital's quality improvement efforis
{circls your response}.

AModerate Alarge An
Don't  NotAl  Alitle Extent Extent Enomous
Know Ali Extent
a) Review of delinguent medical records 0 1 2 3 4 5
by Use of structured problem-solving processes 0 1 2 3 4 5
incorporating statistical methods and
measurement fo diagnose problems and
monitor progress
¢} Reliance on physician peer review of ] 1 2 3 4 5
selected cases
d} A philosophy of continuous improvement of g i 2 3 4 5
gquality through improvement of organizationa)
processes
¢}  Disciplinary action taken against physicians ] 1 2 3 4 g
faliing to comply with recommended
standards of practice
f)  Empowering employees to identify quality 0 1 2 3 4 5
problems and improvement opportunities and
io take action on these problems and
opportunities
g}  Morbidity and mortality conferences 0 i 2 3 4 5
h}  An explicit focus on “cusiomers” — both ] 1 2 3 4 5
externg and intemal
i} Useof medical staff quality review 0 1 2 3 4 5
committees
i} Use of quality improvement teams including 0 1 2 3 4 5

employees from multiple depariments and
from different organizationd levels as the
maicr mechanism for intreducing
improvements in organizafional processes

2. To what extent do your hospital's quality improvement efforts include the following uniis? {circle your response)

AModerate  AlLarge An Don't
Don't  NotAt  Aliitle Extent Extent  enormous have
Know All Extent this unit
a}  Acuie inpatient care 0 1 2 3 4 5 N/A
b}  Outpatient clinics 0 1 pi 3 4 5 N/A
¢}  Major physician offices or group " 1 2 3 4 5 NiA
practices owned or affiliated
d} Home health agencies g 1 2 3 4 5 NIA
g) Owned or offilialed nursing homes 0 1 2 3 4 L NIA
f)  Owned or affiliated ambulatory 0 1 2 3 4 5 NIA
surgery canters
g} Owned or afiiliated hospices 0 1 2 3 4 5 NiA

3A. Do you consider your hospital to be formally involved in CQUTCM efforts? {circle your response)

Yes No
3B. IF YES, when did your hospital first become involved in CQUTQM? By involved, we mean the first training of members
and/or employees in CQITQM principles and methods andfor substantive investment of top management’s time in organizing
CQUTOM implementalion.

Month: | Year
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if vou are not currently involved in CQ/TQM approaches {you circled "No™ above}, do you plan io become involved in the

next 12 months? {circle your response)

Yes No

Do vou have a guallty improvement councll or steering commitise?
Yes o

if no, why not?

Have you established a separate depariment, division, or office for quality improvement?
Yes No No, but we plan to

Which of the following specific quality improvement approaches is your hospital using? {circle your response)

Croshy Our own approach
Deming Other (Flease specify: )
Juran None, have not selecied a specific approach

Thinking about your hospital, what would you judge to be the most significant factor making it difficulf to carry out
CQITOM?

Anything else?

Thinking about your hospital, what would you judge o be the meost significant factor making it sasy to carry out CQUTQM?

Anything else?
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. Please indicate below the axtent your hospital has been involved in the lisied activities. {circle your response)

AModerate  Alarge An
Don't  NotAt  Alide Extent Extent ENoIMOoUS
Know All Extent
Integrated ouality assurancs, uiilization 0 1 2 3 4 5

jeview and risk management aclivilies

reporiing fo a single designaled person

Development andfor use of clinical 0 1 2 3 4 5
algorithms, practice-profocols/guidelines or
critical pathways

Organized case management

Disease state management {i.e., organized
programs {o coordinate care for specific
diseases/condifions)

Benchmarking (i.., comparing) quality 0 1 Z 3 4 5
improvement results against those of other

health care organizations

Have incorporated CQITQM criteria info the ] 1 2 3 4 5
reward and performance appraisal sysiems

for smployees

a2 2
K-
on o

On the scale from 1 to 7 below, please indicate the exdent to which the following items have been barriers to your
hospital's efforts fo change or improve your quality assurance/improvement activities: (circle your response)

Ze Saen

No Moderate Great Barvier

Barrier Barrier
Lack of board commitment/support 1 2 3 4 5 ] 7
Lack of top management comimiiment and 1 2 3 4 5 8 7
leadership
L_ack of time 1 2 3 4 5 8 7
Too few resources commited i 2 3 4 5 & 7
Lack of physician sugport i 2 3 4 5 8§ 7
Inadequate employse fraining in relevant i 2 3 4 5 6 7
principles and methods
Perception that it costs too much 1 2 3 4 5 g 7
Insufficient knowledge/understanding of QA/QI 1 2 3 4 5 6 7
approaches
Too many other changes going on in the 1 2 3 4 5 ] 7
organization
inability to prioritize projects 1 2 3 4 5 & 7
Legal barriers to use personnel in new ways i 2 3 4 5 ] 7
inadequate information systems 1 2 3 4 5 6 7
Current organizational structure not conducive i 2 3 4 g 6 7
to QA/Q
Lack of realistic goals i 2 3 4 5 8 7
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B. PERCEPTIONS OF CQITQM PROGRAM

The iollowing questions ask for your judgments on the effects or conseguences of your hospital's efforts in the arsa of
Confinuous Quaiity Improvement/Total Quality Management {CQITQM). Please read each item below and indicate if you
strongly agree, agree, neither agree nor disagres, disagree, or strongly disagree with the following statements (Circle your
response};

Strongly Agres Naither Disagres  Stongly

Agres agres of Disagree
disagree

1. The incorporation of CQUTQOM in my facility 1 V4 3 4 5
has increased the quality of care provided.

2. CQITQM process tearns have been more 1 2 3 4 5
successiul in non-clinical areas of the
hospital,

3. CQUTQM is included in the daily activities of 1 2 3 4 5
management.

4, Our hospital has made a long-term 1 2 3 4 5
commitment fo CQITOM.

5. CQITQM has decreased iotal healthcare i 2 3 4 5
costs in my faciiity.

6. CQITQM has resuited in a reduction of 1 2 3 4 5
FTEs in my facility.

7. Physicians and Management at my facility 1 2 3 4 5
work well together as a team.

8. Employees at 2l levels of the organization 1 2 3 4 5
participate in CQITQM activities.

g CQUTOM has resulted in an increased 1 2 3 4 5
emphasis on teamwork.

10,  Employees in this instifution understand the 1 2 3 4 5
concepts of CQITOM impiementation.

1. CQITQM has led to a breakdown of barriers 1 2 3 4 5
between departments.

12.  Use of CQUTQM has improved freatment 1 2 3 4 5
outcomes for patients in my hospital.

13.  Use of CQITQM has increased patient 1 2 3 4 5
safisfaction rates in my hospital,

14, Uss of COQUTCM has improved the health of 1 2 3 4 5

patients in my hospital.

15.  Use of CQUTOM has reduced patient 1 2 3 4 5
complaints in my hospital.
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Please indicate your thoughis and perceptions concerning the Tollowing guestions. This can be completed by simply fillingin 2
somment(s), or clrcling of the number that most acourately reflects your parceptions towards the question.

16. How enthusiastic are the following employess in your hospital towarc CQUTOM? (please dicle)

No Very Low Some High Very High
Enthusiasm  Enthusiasm Enthusiasm Enthusiasm Enthusiasm
Upper Management 1 2 3 4 5
Middie Management 1 2 3 4 5
Mon Management i 2 3 4 5
Physicians 1 2 3 4 5
Not Somewhal  Salisfied Very
Safisfied  Safisfied Satisfied
17.  How satisfied are you with CQI/TOM in your hospital? 1 2 3 4 5 6 7 8 9 10
18.  Overall, how satisfied are you with the performance of 1 2 3 4 5 ¢ 7 8 9 10

management with respect to CQI/TQM?

19.  How satisfied are you with the improvements in quality that 1 2 3 4 5 6 7 8 9 10
nave resulted from CQITQM?

C. HOSPITAL INFORMATION

1. Number of beds:

2. Teaching Hospital?: Yes No
3. Type of Hospital:
General Rehabilitation
Psychiatric Other (please specify):

4. Please provide your best estimates of numbers for the following items as of the end of your most recent fiscal year.

Senior Managers
{Associate Administrator  Active Staff
Total FTE Level and Up) Physicians

Personnel

a) Totel number in organization

b) Number pariicipating in formal quality improvement
fraining

) Number who have pariicipated in quality
improvement teams

Finally, | would like io know just a fitie about you s0 | can see how people of different backgrounds feel about the issues | have

been examining.
8. Year of birth:
8. SEX [ ]Male [ 1Femae
7. ETHNICITY: [ ]Caucasian | [ ] Afrcan American
[ 1 Asian American i ] Mixed

I 1 Hispanic [ 1 Other



8.

9.
[
[
[

10. How much continuing education tralning have you had during the past two vears thal relates to COVTQM issues?

1.
12
13.

14.
15.
18.

EDUCATION: { ] High School
I ] Bachelor's Degres
i1 fﬁasier’s Degree
[ 1M
i1 Ph 53
Field of Study:
How many years experience do you have in working with COUTQM?
1less than 1 year [ 156 years
11-2 vears [ i7-8vyears
13-4 years [ 1%ormore years

[ ] No training received [ 1%-2wesks

[ ]idayorless [ ]34 weeks

[ 125days [ ] Greaterthen 4 weeks

Current Position Title;

Previous Position Title:

Job Type: A senior level manager (i.e., associate administrator or higher level)
A middie level manager
A nurse
A Physician

Please indicate the number of years you have been working in the instifution:

Please indicate the number of years you have besn working in your present position:
} am interested in receiving a copy of the results of this siudy. Yes No

PLEASE USE AREA BEL.CW FOR ANY ADDITIONAL COMMENTS
THANK YOU VERY MUCH FOR YOUR TIME

PLEASE USE THE ENCLOSED POSTAGE-PAID ENVELOPE TO RETURN COMPLETED SURVEY
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in recent years, there has been significant interest in the application of
total quality management/continuous quality improvement (TQM/CQI) within
health care organizations. The healthcare industry, in ifs quest o improve
outcomes with fewer resources, began to look at CQI/TQM as a possible
solution. To date, the most comprehensive and enthusiostic response to efforts
to improve qudlity while conlaining or lowering costs is reflected in hospitals’
commitment o continuous qudlity improvement/total quality management
{CQI/TQM). The health care indusiry, particularly hospitals, has embrcxced the
concepts of CQY/TQM with the belief that adoption will lead o an improvement
in both the quality and efficiency of hecith service delivery {Shortell, 1995). The
purpose of this study is to assess CQI/TQM program elements, activities and
barriers and o evaoluate perceptions of CQI/TAM program success in Michigan

hospitals. The study focuses on answering the following cenfral questions: Whaot
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do Michigan CQI programs look like?; To what exient do Michigan programs
match model programs?e; What are the perceived outcomes of CQI?; and,
What leads to g successful CQIl program? The hospitals included in this study
were selected from a list of Michigon hospitals accredited by the Joint
Commission on Accredifation of Healthcare Organizatfions (JCAHO). As of June
2001 there were 152 JCAHO accredited hospifals in Michigan. A 50% random
sample of these hospitals was taoken. The first wave of surveys were sent in June
aond August 2001. Surveys were sent direcily to the individual who was in
charge of the hospiial’s CQl program. The results of this study make it clear that
CQl program elements/activities are exiremely important fo a hospital's CQl
program. In addition, the results of the study suggest that greater focus of CQl
program elements/activities might increase enthusiasm toward CQI. Finally,
Michigan hospitals need fo commit to breaking down barriers to CQl-—most
importanily lack of management support. While Michigon hospitals appear to
have mode a good start with their programs, perceived outcomes, levels of
enthusiosm or commitment foward are nowhere near what they could be.

What remains to be seen is how Michigan hospitals will meet this challenge.
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