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Abstract

The Impact of TQM on a Traditionally Segregated Work Environment: An
Empirical Study of the Healthcare Sector in the Kingdom of Saudi Arabia

In the last decade, the rapid development in the Kingdom of Saudi Arabia (KSA) has
forced its government to implement modern management styles such as Total Quality
Management (TQM) to ensure continuous improvement in the provision of
healthcare. There is a considerable body of literature that shows the benefits of
implementing TQM in hospitals, but there is few empirical studies that show TQM
implementation efforts in the healthcare sector. Furthermore, the healthcare literature

did not explore the implementation of TQM in a context of gender segregated
environment such as the case in KSA.

This research project is an exploratory investigation assessing the impact of TQM 1n a
gender segregated healthcare environment such as KSA. The research design used
triangulation methods to investigate the problem at hand. A combination of
quantitative and qualitative methodologies were used through field-work and external
comparisons. The approach was based on the following: (1) Assessing the level of
perception and understanding of TQM principles in several KSA hospitals, taking into
account the differences and similiarities between the different gender population; (2)
Examining the approach to TQM implementation and its degree of effectiveness in
four Saudi hospitals to highlight critical factors for effective implementations using
the Baldrige assessment method; (3) Benchmarking the Saudi hospital experiences to
UK and USA hospitals to highlight key facilitating and inhibiting factors; (4) Using
key findings from the previous steps to identify the critical factors and propose a

model for TQM implementations in a segregated healthcare environment such as the
case in the KSA.

The survey research findings show a weak appreciation, awareness and understanding
of TQM in managing healthcare organisations by the respondents in the KSA. It
clearly shows that many employees in the organisations do not understand TQM. The
degree of emphasis for each quality activity varied and thus more research needs to be
done to investigate the importance of each quality activity to a TQM implementation
process, as there are varying degrees of emphasis across the board.

The KSA case studies show that in implementing organisations, TQM intentions and
TQM policy frameworks are generally acceptable. However, the implementation
process is generally weak and lacks coordination in the majority of these
organisations. It is clear that the majority of the KSA cases have not succeeded in
total commitment towards a total quality culture. When compared to the UK and USA
hospitals, the majority of the KSA cases show deficiencies in most of the critical
activities that form the foundation of a successful quality process. Furthermore, the
study indicates three critical factors in KSA hospitals that either did not exist or were
not given full attention. The importance of these factors were further validated in the
literature. The factors were continuous top management commitment, continuous
education and training, and culture awareness. These factors were then used to
develop a model for TQM implementation for a segregated healthcare environment.
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Chapter One

Introduction

1.1 Background

The rapid development in the Kingdom of Saudi Arabia (KSA) has forced its
government to implement modern management styles to ensure continuous
improvement in the provision of health care for all citizens. This included the
adoption of the Total Quality Management philosophy (TQM), a philosophy which
has gained strong acceptance world wide in the health care industry (Bigelow and
Arndt, 1995; Brannan, 1997; Sherman and Malkmus, 1994). This is due to the many
benefits which TQM promises to deliver, such as quality patient care, improved

patient satisfaction, lower costs of service, and higher morale among employees.

The KSA health care system adopted the TQM philosophy for a number of reasons
First, the health care systems worldwide are facing a growing demand for services
combined with high costs and shortage of finance. With its growing population, Saudi
Arabia also faces this problem. Therefore, the provision of high quality services to all
the population is placing a burden on the government budget. Second, the health care
workforce has increased rapidly to match the overall expansion of the health services.
In 1997, there were over 14,700 doctors, about 34,739 nurses, and more than 19,000
health technicians. The proportion of these positions filled by Saudi nationals is very
low, being only 19% of doctors, 24% of nurses, and 53% of health technicians.
Current indications from the education and training institutions are that the supply of
Saudi nationals into the healthcare industry will not be sufficient to reduce this gap

significantly by the end of the Sixth Development Plan in 2000. Thus, an emphasis
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must be put on training programmes for the Saudi manpower in the health care sector

(Ministry of Planning, 1995).

The TQM programme was implemented in KSA in 1987 by administrative decision
(number 23/78). The purpose of such a programme is to continue to upgrade the
health standards of citizens and provide preventive and curative health care

efficiently. The Ministry of Health developed TQM programmes in chosen hospitals,

and each hospital was to implement its own programme.

According to Bigelow and Arndt (1995), TQM had gained prominence in the health
management literature. Their study on the amount of research done on TQM in
healthcare found a considerable body of literature that shows the benefits and the
necessity of implementing TQM in hospitals, but also found that there is very little
data confirming such claims as improved performance, quality, or competitiveness.
The study shows that no comparative research has been published, and the few
exceptional case studies are anecdotal. Shortell (1994) agrees with them. He states
that there have been few empirical studies of TQM implementation efforts in

healthcare.

TQM has been stated in the local literature to be very beneficial, but the amount of
empirical studies to support such claims is minimal. Saeed’s (1994) study measured
the effectiveness degree of quality programmes in hospitals in the Ministry of Health.
His sample was made up of the nursing staff of six public hospitals. His research

concluded that one-third of the sample believed the TQM programmes were non-

effective.
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One issue that the literature did not explore is the implementation of TQM in a
segregated environment. Saudi Arabia 1s a segregated country. The definition of
segregation in this case 1s the separation between male and female in any public
organisation. For example, there exist girls’ schools and boys’ schools, male
universities and female universities. Males teach the males, and the females are taught
by females. In the work environment, there are separate locations for the offices that
are used by the different genders so they do not physically mix. Most communications
between the two genders are done through telephones and faxes when working in a
segregated organisation. In the hospital environment, there exists a different kind of
segregation. There is integration (mixing of gender) in the workspace, yet there are
limitations in the communication process. The reason for the lack of communication

is the traditions and customs, which have been brought in from the external culture.

Management approaches that are seen as essentially western in origin are viewed with
some suspicion in many Middle Eastern and Islamic countries, and this represents an
obstacle to their acceptance (Al-Zamany et al., 2000). Many researchers suggest that
the differences between the Islamic values and Western values represent the main
barrier to implementing western management theories and the main reason for the

failure of such implementations (Bjerke et al., 1993; Al-Meer, 1999).

Al-Zamany et al. (2000) examined the cultural acceptability of quality management
exemplified by the European Business Excellence Model (EBEM) in the context of
Yemen (a similar culture to the KSA). The study also investigated the barriers to the
implementation of such a model. Al-Zamany et al. (2000) indicated that there was no

mismatch between the activities proposed by the model’s criteria and the Islamic
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culture, since all respondents perceived them as generic terms that reflect good
management practices. One obstacle that the organisations in this study encountered

was the resistance to changing the culture. Hence considerable work needs to be done

to set priorities for implementation and to facilitate gradual change which will be

accepted more readily.

Due to the rapid development of the country, the segregated culture and the limited

research available, this research will attempt to measure the effectiveness of TQM

implementations in a segregated culture and thereafter propose a TQM model for this

particular environment. An area which has not yet been explored in the literature. The

researcher will attempt to fill a gap that is beneficial to many organizations in the

KSA.

1.2 Research Problem

In order for TQM implementation to succeed, certain characteristics must be acquired
in the organization such as teamwork, employee participation and invqlvement,
effective communication, and open suggestion schemes. The TQM philosophy can
not be implemented adequately without these characteristics. The problem to be
explored in this research is therefore how these characteristics and others of TQM can

be implemented i1n a segregated environment.

k.

1.3 Research Questions

The following research questions emerge from the above research problem,
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What are the critical factors of an effective TQM implementation in a segregated

environment, and what are the impeding inhibiting factors that stop individuals from

working effectively with TQM?
e What are the critical factors in TQM implementation in healthcare?
e What are the inhibiting factors in TQM implementation in healthcare?
e What 1s the current situation of healthcare in the KSA?
e Howis TQM applied in healthcare in the KSA?
e What is a segregated organisational culture?

o Does segregation affect TQM implementation?

1.4 Research Objectives

The research objectives of this study, which will answer these questions, are as
follows:
1. To study understanding of TQM in the Saudi Arabia healthcare context.
(a) To assess the level of perceptions and understanding of TQM principles 1n
several KSA hospitals, taking into account male and female populations.
(b) To compare and contrast in ‘intra’ and ‘inter’ approaches, likely differences,

where they occur, and why they might occur.
e ‘intra’ (same hospital or same category of hospitals)
o ‘inter’ (between different hospitals)

e External benchmarking analysis using secondary data.
2. To examine in detail the approach to TQM implementation and its degree of

effectiveness in a sample of carefully selected hospitals.

e Toassess the degree of systemisation (against an objective

methodology).
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e To highlight critical factors for effective implementation.
e To highlight inhibiting factors.
¢ To document types of benefits achieved against the degree of maturity.

3. To analyse, using secondary case studies in a healthcare context and drawing from

stmilar research outside the KSA, factors conducive to:
e Culture of continuous improvement
e Effective employee participation and involvement
e Employee education and development
¢ Top management commitment
e Teamwork

4. To use this analysis as the basis for the key elements of a model for effective TQM
implementation in a ‘segregated’ environment.

5. To develop a model for TQM implementation in a segregated environment in the

KSA

1.5 Contribution and Originality of Study

Although TQM research in the KSA has increased in the past years, it is still generally
very limited, and especially in the healthcare area. Most studies have investigated
general TQM issues. There is no study which has explored the special Islamic
segregated environment in the culturally diversified hospitals in the KSA. The
literature states that to implement the TQM philosophy, revolutionary changes in
values, methods, and attitudes must be made. The effects and acceptance of such

changes in the KSA segregated healthcare arena have yet to be discovered.
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1.6 Importance of Study

There are five main reasons why this study is important:

e The rapid growth of the KSA has been requiring advanced managerial skills in
order to compete internally and globally. These skills must be adopted in all

industries, particularly the healthcare industry. The proposed TQM model in this

research 1s one which attempts to customise a successful management philosophy

to fit the KSA culture profile.

e TQM implementation in the service sector in the Kingdom has been facing
obstacles because it does not take into account the effect of the societal culture.
This research will deal with this issue.

e The consumer in Saudi Arabia has become well educated and well informed. This
enlightenment has led him/her to demand better services from the health care
industry. This research will supply the health care industry with an answer to how
to implement the quality that the customer demands.

e To compete in today’s market, hospitals are finding themselves adopting the
concept of quality. They are hoping to be more effective in allocating their
resources, which includes humans, technology, and profit. This study intends to

help them implement the TQM philosophy.

e All the previous studies that have been done in TQM implementation did not
mention the issue of segregation in organisations. This unique study will attempt
to develop a methodology that will successfully implement TQM in a segregated

environment. Thus, all segregated organisations in the Kingdom will benefit from

it.
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1.7 Research methodology

This research is both exploratory and comparative in nature. It will be based on a
combination of two approaches. First, the researcher will conduct a questionnaire

survey to establish the level of TQM understanding and perception to assess the
progress of maturity of TQM in individuals in the Kingdom of Saudi Arabia. Second,
the researcher will adopt the case study method in a sample of hospitals in order to
measure the different degrees of segregated environments of TQM implementation
taking into account its effectiveness, the critical factors and the inhibiting factors. The
results of both methods will be benchmarked against secondary data from regional
hospitals, global hospitals and other organisations where the results may be
comparable to arrive at the final objective, which is a proposed model for a segregated

environment.

The unit of analysis in the first phase is the employee of the hospital. This 1s because
the researcher is measuring the depth of the individual perception of TQM. In the case
study phase, the unit of analysis is the hospital. This is because the researcher is trying
to analyse the different approaches used in the different degrees of segregated

hospitals.

The population in phase one will be all employees of hospitals based in the Kingdom
of Saudi Arabia and under the supervision of the Ministry of Health. In the second

phase, the population will be all hospitals practising TQM 1n the Kingdom of Saudi

Arabia under the Ministry of Health.
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This study will concentrate on large size hospitals. In the first phase, a random sample
of larger hospitals will be selected and then from each selected hospital, three

departments will be selected randomly. The questionnaires will then be distributed to

the employees of the selected departments. For the second phase, the researcher will

use the selected hospitals in the first phase to randomly select four different hospitals,

each hospital representing a category: a public hospital, a private hospital, a specialist

hospital, and an armed forces hospital.

1.8 Limitations of Study

All research studies have limitations or constraints imposed or recognised at the

outset, and this study is no exception. The following limitations apply in this case:

e The sample concentrates on large-size hospitals. This directly affects the validity
of the research. However, this research is exploratory in nature, and because TQM
implementation is still a new phenomenon, it has not been embraced by many

smaller hospitals in the KSA.

e One major difficulty with this research is that there are no studies done previously
regarding the implementation of TQM in a segregated environment. Although this
will add to the originality and value of this study, the research will not have the

benefit of learning from others’ mistakes.

e The Baldrige self-assessment technique suffers from lack of empiricism. This

study however looks at the application of TQM in hospitals, and the Baldrige

model offers the best and most complete means of conducting such a study.
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e Also, this study will only research one side of the equation, the employees. To
determine the true success of TQM implementation, another study would need to

be done regarding the satisfaction of the real customer, the patient.

1.9 Structure of Thesis

The thesis is presented in nine separate chapters, which cover the following aspects:

Chapter One: This chapter has presented an introduction to thesis, the research
problem, the research questions, the research objectives, the importance of the study,

and the limitations of the study

Chapter Two: This chapter presents the definition of TQM and discusses all aspects
of TQM in the healthcare industry. It includes the major problems of TQM
applications in the healthcare arena and the critical success factors. Also, it discusses
approaches to implementing TQM models in healthcare and presents some case
studies from the literature. A section discussing the different categories of the

Malcolm Baldrige National Quality Award Criteria for healthcare is also presented.
Chapter Three: This chapter will present the healthcare situation in the Kingdom of
Saudi Arabia. Issues such as gender segregation, the early years of healthcare, the

Ministry of Health, healthcare providers, and the healthcare budget will be discussed.

Chapter Four: This chapter discusses the research methodological issues and design

and argues for the approach adopted and its usefulness and compatibility.
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Chapter Five: This chapter discusses the level of perception and understanding of

TQM i1n the healthcare organisations in the KSA. This is then compared and
contrasted with other cultural and geographical settings to highlight any gaps in the

level of perception and understanding.

Chapter Six: This chapter discusses through a case study method and using the

Baldrige healthcare criteria, the degree of effectiveness and maturity in different types

of hospitals in the KSA, UK, and USA.

Chapter Seven: This chapter discu.sses the results of the case-studied hospitals. First,
the hospitals within the KSA are compared and contrasted. Then, the KSA hospitals
are benchmarked against those in the UK and USA. Afterwards, a proposed model 1s
presented that will be suitable for the irnplemer{tation of TQM in the KSA health

organisations.

Chapter Eight: This chapter sets out the main conclusions and recommendations.

1-11



Chapter Two

TQM in Healthcare

2.1 Introduction

Total Quality Management (TQM) is a modern administrative concept. Its objective is
to improve performance by answering to customer requirements. TQM began to

impact organisational strategy in the 1980s. It has profoundly affected business

performance of western organisations and continues to change management strategies
in these days. Companies adopting TQM increase quality and efficiency, attain
higher productivity, enhance customer satisfaction, and decrease waste (Waldman,

1993). TQM 1s a long-term investment, and it should not be viewed as an instant

solution to organisational problems (Laszlo, 1998).

One of the fastest growing industries in the service sector is the healthcare industry.
This rapid growth has been accompanied with some significant changes, which have
placed dramatic pressures on healthcare providers to re-evaluate their strategies. Such
changes include the rising standard of living and education, competitive pressures,
advancement in medical breakthroughs, alternate healthcare delivery mechanisms,
changing cost structures, better informed customers (Lim and Tang, 2000), and the
pressures from the Joint Commission for Accreditation of Healthcare Organisations
(JCAHO) (Motwani et al.,, 1996). This has created a difficult task for healthcare
providers. Healthcare organisations need to be reprogrammed and renewed, so that
they can face the future without uncertainties. Some researchers argue that the

application of Total Quality Management (TQM) may solve some of the healthcare

organisations’ problems (Anderson, 1992; Geber, 1992;Bergman, 1994).
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TQM has become more or less a household term (Rao et al., 1996), and it has been
applied 1n all sorts of industries. Service industry applications include educational
institutions (Chin and Che, 1982), hospitals (Lin, 1980), hotels (King, 1988), and a
host of other places (Stevens and Unal, 1992). In recent years, there has been
significant interest in the application of TQM in healthcare organisations around the
globe. This is evidenced by the proliferation of academic and practitioners’ papers in
reputable journals. Chaufournier and St. Andre (1993) report that about 44 % of 1,083
hospitals in the US have already embraced the continuous improvement approach to
improve the care delivery process. The hospital industry has embraced the concepts of
TQM 1n the belief that these concepts and programmes will lead to an improvement in

both the quality and efficiency with which health services are delivered (Carman et

al., 1996).

The application of TQM in healthcare is a challenge that has not been easily met by
many organisations (Nance, 1995). The introduction of TQM ideals in the hospital
environment has come to imply various attempts to re-direct the traditional conception
of medical treatment among practitioners away from a detached and strictly
professional doctor-patient relationship to a more service-minded and customer-focus
perspective. These efforts have introduced various systems for measuring quality of

services delivery, as perceived by the patient, and using the results as an instrument

for quality management (Hansson, 2000).

This chapter will attempt to explore TQM in the healthcare sector. First, a definition
of TQM and TQM efforts in healthcare will be presented. This will be followed by a

discussion of the importance of the application of TQM in healthcare and the major
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problems encountered. A discussion of the application and the implementation
techniques of TQM will follow. Next, a comparison of TQM in healthcare and TQM
in other fields will be made. Afterwards, discussion of the obstacles to TQM
applications will be presented, concentrating on the many subcultures in healthcare
organisations. This will be followed by the major critical factors in healthcare and a
literature review of the case studies in TQM in healthcare. A discussion of the ISO
9000, the Joint Commission and Accreditation of Healthcare Organisations, the
Malcolm Baldrige Quality Award, and benchmarking will be presented next. In

conclusion, the failures and forecasted future of TQM in healthcare will be presented,

and a summary of the chapter.

2.2 Definition of Total Quality Management (TQM)

Before discussing TQM, we need to define the term “quality”. The Oxford Dictionary
(1999) defines quality as concerned with “ the value and degree of excellence™.
Leading thinkers in the TQM field define quality as:

- Conformance to requirements (Crosby, 1979).

- The characteristics through which the product and service meet the

expectations of the customer (Feigenbaum, 1983).
- Whatever the customer needs and wants (Deming, 1989).
- Fitness for use. Product features which respond to customer needs, and

freedom from deficiencies (Juran, 1951).

What all of the above definitions have in common 1is that quality meets the customer

needs and expectations that are within an acceptable range of the service or product.
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These approaches reflect the many definitions of TQM by the leading thinkers in the
field. TQM is the work of many scholars and gurus like Deming (1989) and Juran
(1951) in the past, and Oakland (1993) and Garvin (1988) in the present. They believe
that TQM is a means by which organisational effectiveness can be improved through
goal setting and efficient use of resources, and that TQM provides the overall concept
of continuous improvement for an organisation. TQM philosophy concentrates on an
organisation-wide perspective involving everyone and everything. It focuses on both
the internal and external customer of the organisation, and it seeks to improve the
entire organisation’s systems and processes. The concept of TQM requires

fundamental changes in the use of management tools, and in organisational structure,

attitudes and behaviours (Camison, 1998). Lakhe and Mohanty (1994) define TQM
philosophy as:

“A continuous quest for excellence by creating the right skills

and attitudes in people to make prevention of defects possible

and satisfy customer/users totally at all times.”

Oakland (1993) defines TQM as:
“An approach to improving the effectiveness and flexibility of
business as a whole. It is an essential way of organising and
involving the whole organisation; every department, every

activity, every single person at every level.”

Oakland conducted a comparative study of the works of Crosby, Deming, and Juran

(Oakland, 1989). The results are presented in Table 2.1. The last column in the table

shows the common ground of the different works.
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A similar study was conducted by Ghobadian and Speller (1994). This study

compared the works of Deming (1989), Juran (1951), Crosby (1979), Feigenbaum

(1961), and Ishikawa (1985). Their analysis highlights the following nine points:

1.

It is important to control the process, not the product.

It 1s important not to forget the human process.

. Top management, not the workforce, is responsible for quality; provide

leadership and commitment.

Management determines the climate and organisation for quality.

. Education and training are highly important.

Emphasis is on prevention of defects, not inspection.
Quality 1s a long-term process of continuous improvement.
All parts of the organisation must be included; quality is not a separate function.

Quality is a company-wide activity.
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Table 2.1 Comparison of Gurus’ Works
[ Gew T bmm [ s ] Commorgwm

Definition of Conformance to A predictable degree of Fitness for use Focus on customer

Quality requirements uniformity and

satisfaction
dependability at low cost

and situated to the market

Degree of senior Responsibility for Responsible for 94% of Less than 20% of quality | Top management
management quality quality problems problems are due to must be committed
responsibility workers :

Performance Zero defects Quality has many scales, Avoid campaigns to ‘do Long-term journey.,
standard inspection use statistics to measure perfect work’ Avoid campaigns.

motivation performance in all areas; Everyone involved

critical of zero defects

measure performance

General approach Prevention, not Reduce variability by

General management Prevention/right first

inspection continuous improvement;

approach to quality, time, continuous

cease mass inspection

especially human improvements of

elements

processes, people

empowerment
Structure 14 steps to quality 14 points for management 10 steps to quality Organise for quality
improvement improvements

Statistical Process
Control (SPC)

Use of SPC or zero
defects

Rejects statistically Statistical methods of Recommends SPC but

acceptable levels of quality control must be
quality used

warns that it can lead to

‘tool driven’ approach

Improvement basis

A ‘Process’, not a Continuous to reduce Continuous

Project-by-project team

Programme; variations Eliminate goals approach; set goals improvement of

improvement goals without methods process

Teamwork Quality improvements | Employee participation in Team and quality circle Participation
teams;quality councils | decision making;break approach teamwork approach
down barriers between leadership human
departments relation skills cross-
functional teams
Costs of Quality Cost of non- No optimum, continuous Quality is not free, there | Measures-Cost of

conformance; quality | improvements IS an optimum non-conformance,

is free Process

improvements and

waste.

Purchasing and State requirements, Inspection too late; allow Problems are complex; Supplier seen as an

Goods Received supplier extension of

defects to enter system extension of business

through AQLs; statistical

carry out formal surveys

business, most faults

due to purchasers evidence and control charts

themselves required

Vendor rating Yes, and buyers; No, critical of most Yes, but help supplier Supplier seen as an
quality audits useless systcms improve extension of business

Single Sourcing of No, can neglect to Build lasting

sharpen competitive relationships, Price

not sole determinant

Source: Oakland (1989)

2-6



Chapter Two: TOM in Healthcare

2.3 Definition of Quality in Healthcare

According to Milakovich (1991), the definition of total quality healthcare is as

follows:

“A unique combination of applied modern high technology,
access to facilities at reasonable cost, patient centred quality

primary and specialised clinical care, and low tech holistic
human healing skills.”

TQM programmes in the healthcare industry have been defined by Ummel (1991):
“A highly scientific or structured system for creating hospital
—  wide or health wide participation from the bottom up,
including the rank and file, doctors, mid-level managers,

senior executives — all working together to plan and

implement continuous improvement in work systems and
work processes.”

According to Sewell (1997), it is not clear yet what constitutes quality in healthcare,
yet many are tempted to search for a complete definition of it. He believes it is
inappropriate to have a fixed definition of quality for universal application, because
quality is linked to individual values and expectations. These values and expectations
belong to the community which the healthcare organisation serves. It includes groups
such as the patients and the professional staff (physicians, nurses, administrators,
technicians, etc.) involved. He concluded that quality could be detfined only by
explicitly exploring these values and expectations in the actual individual setting.
Sewell (1997) links the definition of quality to defining the quality standards within
the healthcare quality programme. Although widespread, the usage of standards is
dangerous if they are placed at minimal levels, and become the expected norms; or if
they are seen at a fixed level, rather than being treated in a dynamic fashion. Sewell
(1997) also stresses the importance of processes rather than standards in the delivery
of services to patients. The healthcare arena possesses an extremely complex matrix

of processes with the special feature that patients are not outside the key processes,
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but an essential part of them. The design, operation, and improvement of processes

should include the staff of the hospital.

Zabada et al. (1998) reinforce the difficulty in defining the concept of quality in the
service industry, and agree that it has been even more difficult to define quality in the
healthcare sector. This is due to the many participants involved in the delivery of
healthcare services; all believe that quality should emerge from their group. For
example, the tax payer is likely to consider cost containment as the most important
thing while assessing the quality of healthcare delivery, while the patient is likely to
consider the degree of recovery from his/her initial state of health as the most
important thing (Zabada et al., 1998). Zabada et al (1998) define quality in the
healthcare services to be achieved when the “outcomes matches or surpasses the
patient expectation.” Their definition assumes that the patient knows in advance all

the possible outcomes. They believe that without the knowledge, quality cannot be

measured from the patient perspective.

Palmer (1976) points out to the existence of multiple definitions which incorporate
only certain dimensions, corresponding to the values of particular interest groups.
This of course causes confusion. Hamilton (1982) believes that in healthcare services
the quantity and quality of the information available limit the consumer. The reasons

for this include the complexity of the healthcare practices and the ethical issues

involved.

The word ‘total’ refers to the concept of system and wholeness. In the healthcare
system, the activities of TQM have many components and processes that need to be

involved In the organisation; they include physicians, nurses, management, etc..

2-8



Chapter Two: TOM in Healthcare

Another concept that needs to be emphasised in healthcare is ‘commitment and
dedication’. This means that hospital staff need to look at TQM as the normal way of
running things on a daily basis and not as a one-time activity. TQM should be seen by
the staff as the way to run things during the life of the organisation. In addition, the
concept of ‘culture’ is very important in the healthcare industry. Commitment can
only come from a shared belief. It is crucial to find a common ground among all the
employees of the healthcare organisation in dealing with TQM implementation. The
entire organisation culture must have precedence over any other professional
subgroup’s culture for TQM to be successful. A final and very important concept of
TQM is ‘tools and methods’, such as variation and measurement. These are used in
TQM to provide a systematic way of carrying out each activity and measuring it. This

means that physicians and other staff should accept and learn to use these tools in

decision making (Zabada et al., 1998).

2.4 Importance of TQM in Healthcare

The benefits of TQM in the manufacturing industry were the first to become evident.
This was seen through the improvements of performance in organisations. TQM in the
manufacturing industry eliminated product defects, enhanced attractiveness of product
design, speeded service delivery, and reduced cost. According to Asubonteng et al.
(1996), TQM 1n healthcare encompasses a number of strategies de4signed to improve
quality and reduce cost. These strategies include:

e Identifying and meeting customer needs

e Reducing the cost of non-compliance with standards

e Striving for zero defects

e Reducing outcome variability
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e Using statistical methods to identify and monitor processes

e Continually working for improved quality

In the quality chain reaction, as previously discussed, Deming (1989) emphasises the
point that improvement is followed by reduction in cost because there is less rework,
fewer mistakes, fewer delays, better use of machine time, etc.. This in turn increases
productivity and competitiveness. Using the same chain reaction in the healthcare
industry will result not only in cost reduction in the administrative function but also
prevent costly or fatal mistakes that generate loss of life and law suits (Zabada et al.,
1998). According to Hamilton’s (1982) report, 90% of drugs prescribed result in
waste of money, risk of serious side effects, unnecessary surgery which wastes

billions of dollars, and causes thousands of death each year.

Although TQM promises to deliver many benefits in the healthcare industry, Zabada
et al. (1998) believe that the application of TQM principles is faced with major
obstacles that are apparently inherent to the nature of healthcare organisations. They

believe that for TQM to have the full impact on healthcare organisations, those

obstacles must be removed.

2.5 Major Problems in Healthcare Systems

In a study performed by Mercer et al. (1996), it was reported that the major problems
in the healthcare system include:
e Unclear access points

e Inadequate information

e Inconsistency and inequity of services
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¢ [Fragmentation

e Multiple assessments

e Duplication

e Inadequate complaints and appeals mechanism

e Lack of holistic approach

o Lack of planning and strong linkages between institutional and community care

e Information technology under-utilised

e Inadequate staff training.

2.6 TOM Application in Healthcare

The key concepts used by healthcare organisations differ. Several studies (Sahney,

1991; Asubonteng, 1996) outlined the key concepts used by the Henry Ford System to

implement TQM. They include:

o ° Top management leadership. TQM application needs a strong leadership that must
be 1initiated by top management commitment at the time of implementation.
Employees should be convinced that TQM is the way of life in their particular

organisation and it is not just a fad.

o C(Creating a corporate framework for quality. TQM must be part of the strategic
plan of the organisation. This needs the creation of a definition of quality and the
Incorporation in both the vision and mission statement of the organisation.

o Transforming corporate culture. To arrive at the full benefits of TQM, an
appropriate culture must be created. Top management must play an important role
in changing the culture throughout the organisation. Employees should be allowed

to participate in problem solving and discussions. Management style should move
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away from an authoritative style to more flexible and participative management
systems. Full implementation of TQM requires an average of five to ten years.

Customer focus. Every activity within the organisation must be tied to and must
contribute towards the total satisfaction of patients. This 1s an important factor in
succeeding in the implementation of TQM. The patient is influenced by the

services provided, and thus mechanisms should be developed so the need of all

customers should be identified and adopted in the organisation strategies.

Process focus. Efforts must be made to formalise each activity in terms of process;
a process is more measurable and controllable than guesswork. The organisation
should focus on the major processes rather than on the people involved in them.
Emphasis should be put on improving the process rather than blaming the
employees. The first step in any process improvement is to bring the process
under statistical control by removing all cause of variation. This requires a

detailed study of the process at every stage.

Collaborative approach to process improvement. Top management should
strengthen the collaborative ethos by serving on teams. Involvement of employees
in process improvement is crucial. The collaboration can result from teams
studying processes and from individual employees who develop an understanding

of the needs of their internal customers.

Employee education and training. Employee training and continuous education
must be institutionalised in order to deal with subjects such as usage of TQM tools
and profound knowledge acquisition. Also, a manager quality forum should be
established, with guest speakers from outside the organisation sharing their

experiences and ideas with the group. All employees should be invited.
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e Benchmarking. Benchmarking is a powerful motivational tool. It compares the
organisation's performance with that of i1ts competitors. For this to take place, the
organisation must have a complete understanding of its own processes and
capabilities.

o Quality measurement and statistical report. TQM statistical tools must be used on
a regular basis to monitor and measure progress and performance. The amount of
data generated by hospitals is great, but there is very little shared between
departments. This makes it difficult to transform the data into useful information.
If the data are to be integrated, then quality indicators can be established. These
indicators are important because they reveal if quality improvements are

occurring. Thus, all employees should be trained to use these measurement

techniques at some level.

e Recognition and reward. Rewarding employees is an important aspect of the
TQM process. The recognition and reward system should be revised and made
compatible with the TQM philosophy. Senior management must play a strong role

in the recognition activity. This recognition can be articles in newsletters or team

presentations at top level meetings.

o Integration with the process. The quality management process will only succeed if
it becomes part of every employee’s activity. Managers at all levels play an
important role on moving the organisation forward in this process. Each manager

must develop a plan for the quality progress in his or her specific area.

Robbins (2000) outlines five powerful myths that need to be confronted to create a

successful customer-driven culture when implementing TQM in healthcare services.

They are:
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Better quality costs more. Healthcare providers tend to believe that improving
clinical outcomes requires costly tests and procedures. This however has been

proven to be incorrect in every industry. Today, consumers expect better quality

at lower healthcare costs. Lower costs should improve wvalue, customer

satisfaction, and clinical outcome.

We know what is best for you. The communication barrier between the patient and
the practitioner should be abolished. Practitioners need to recognise that patients
play a key role in the healing process and they must assume responsibility for
their own health.

People will always come to the doctor. People will always get sick, and while
they trust their personal physician, they will consider other alternatives. They will
educate themselves on potential treatments and search for professional

intervention. This new shift must be acknowledged in the patient-physician

relationship.
Patients can’t judge clinical quality. People are not ignorant, they are capable of
understanding and making educated choices. The faster the healthcare

organisations adopt the public’s desire and the right to know, the more successtul

they will be in creating a superior experience for their patients.

Healthcare is a local phenomenon. The public continues to rely on
recommendations from family and friends and usually use physicians in their
community. But with the Internet now, choices are getting wider, and shopping

for physicians is becoming more evident.
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2.7 Critical Success Factors of TOQM

Few rigorous empirical studies have been conducted identifying the critical success
factors of TQM implementation (Saraph et al.,, 1989, Black and Porter, 1996,
Savolainen, 1998). The pioneer study by Saraph et al. (1989) developed and
empirically validated a measurement instrument for quality management practices.
Based on extensive literature review of quality gurus, practitioners and academics,
and using 20 companies in the Minneapolis/St. Paul area, the study developed and
empirically tested a quality management instrument in which eight critical factors of
quality management were identified. The Saraph et al. (1989) instrument, well
grounded in the literature, was then validated by empirical research using a
questionnaire survey. The eight critical factors include:

e Role of management leadership and quality practices

e Role of the quality department

e Training

e Product/ service design

e Supplier quality managerﬁent

¢ Process management

e Quality data and reporting

e Employee relations

In a study of 25 plants from the electronics transportation components and machinery
industries across the United States, Flynn et al. (1994) developed an empirical
framework consisting of seven quality dimensions and eleven constructs. Ahire et al.

(1996) identified 12 constructs of integrated quality management strategies, and based
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their study on the vehicle parts and accessories industries, which were mostly located

in the US.

Black (1993) surveyed ‘quality experts’ in the UK and Europe. His study produced
ten critical factors of TQM, which turned out to be reliable and valid. Their relative
importance was obtained from the ratio scaling technique in which participants were
asked to rank significant factors that were obtained from published works and
personal interviews with a small ‘panel of experts’. The ten validated critical factors
were divided into 32 sub-items, which were segregated into major, intermediate, and
minor categories. Black’s ten factors are: people and customer management; supplier
management; communication of improvement information; customer satisfaction;
orientation; external interface management, strategic quality management; teamwork
structures for process improvement; operational quality planning; 1mprovement

measurement systems; and corporate quality culture.

In addition, Black (1993) compared his results with those of Saraph et al. (1989). He
concluded that though there was strong agreement between them, two new factors,
customer orientation and teamwork infrastructure were introduced. These differences
were due to a shift in emphasis at the operational level. These findings are illustrated

in Table 2.2, which shows the relationship between different factors highlighted 1n

different studies.

Porter and Parker (1992) designed a list of eight critical factors. They conducted
surveys and interviews in ten organisations to examine and support their findings. In

addition, Porter and Parker (1992) conducted a comparative study of critical factors
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using Saraph et al. (1989), and the criteria of the Malcolm Baldrige National Quality

Award. They concluded that while there was a close match with Saraph et al., two
differences emerged when compared with the MBNQA. Their explanation of both
differences related to measurement of results (required by the award criteria), while

Porter and Parker and Saraph had treated them as consequences, rather than as critical

elements of TQM.

A similar survey by Ramirez and Looney (1993) covered organisations in the US,
which have achieved success using the MBNQA, as well as experts in the field
renowned for their quality accomplishments. The validated questionnaire asked
managers of 37 quality award winning organisations, including Baldrige winners, and
26 quality consultants to rate the level of importance of 22 items which are critical to
TQM. After the ranking of the critical factors, Ramirez and Looney (1993) were able

than to rank the quality factors according to the level of criticality.

Table 2.2 illustrates several areas of similarities between the studies. There is
agreement on the need for strong leadership in TQM, and that TQM must form a part
of the planning process, as well as be a part of the corporate strategy. There is
agreement on effective people management, as well as on commitment and

organisation of resources. Black (1993) stresses teamwork structures and integration

as critical factors of quality management.

Validated and agreed-upon key factors drive a quality management programme and

form the basis for success of TQM implementation. These factors are used to

determine the level of maturity of TQM in organisations.
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Table 2.2 Critical Success Factors Compared

Porter & Parker Saraph et al. Black MBNQA EQA
(1992) (1989) (1993) (2002) (2002)

Management Role of Top Corporate Quality | Organisational Leadership &
Behaviours Management & Culture Leadership Constancy of

Quality Policy Purpose

Strategy for TQM | Role of Top
Management &

Quality Policy

Strategic Quality
Management

Strategic
Development &
Deployment

Policy & Strategy

Role of the

Organisations for Teamwork

TQM Quality Structures
Department Operational
Quality Planning

Communication
for TQM

Continuous
Learning,
[nnovation &
Improvement

People
Development &
Involvement

Measurements &
Analysis of
Organisational
Performance
Training for Training People and Staff Work
TQM | Customer Systems,
Management Development &
Satisfaction
Employee Employee People and Staff Work
Involvement Relations Customer Systems,
Management Development &
Satisfaction
Process Management by
Management Process & facts

Quality Data & Communication
Reporting of Improvement
Information

People
Development &
Involvement

Process Process Operational
Management & Management & Quality Planning
System Operating

Procedures
Management of Product / Service
Process Quality Design

Quality Quality Data and Measurements &

Quality

Technologies Reporting Improvement Analysis of
Measurement Organisational
System Performance

Supplier Quality
Management

Supplier
Partnerships
External Interface
Management

Partnership
Development

Customer Customer Market | Customer Focus
Satisfaction Knowledge,
Orientation Satisfaction and

Relationshir
Organisational Results
Performance Orientation
Results

Public Public
Responsibility & | Responsibility
Citizenship
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2.8 Critical Success Factors of Healthcare

Integrating TQM into the strategy of the healthcare organisation requires the

transformation of the organisation culture. Hospitals need to adjust the organisation
structure and culture to the changing hospital environment. A TQM culture requires
certain critical success factors. Among these factors is the commitment from senior
leaders to the quality journey; the purpose of the leadership is to improve patient care
and patient/customer satisfaction through efficiently managing the hospital’s
organisational process. A key critical factor to TQM implementation is the employee.
Leadership must concentrate on employee development and growth through increased
employee empowerment and boundary spanning. Another factor is the patient who is
the ultimate consumer of the healthcare service and the ultimate arbiter of quality and
value. Thus, if you do not deliver quality and value to the patient in the form of
positive outcomes and services that generate satisfaction, then the remaining
successes in operating the healthcare organisation are pointless (Barber, 1996). The
cost of quality factor also is crucial. The hospital must deliver high quality services

while maintaining lower costs. This will increase the competitiveness of the hospital

(Godiwalla et al., 1997).

2.8.1 Culture in Healthcare

The TQM literature stresses the need for the transformation of the entire organisation
culture when implementing TQM (Lengnick-Hall, 1995; Shortell et al., 19935, Rago,
1996). It seems to be the ultimate success factor for all other quality critical success
factors (Carman et al.,, 1996), meaning that without the transformation of an
organisation’s culture, other success factors cannot be implemented successfully.

Deming’s 14 points do not refer solely to the function of a quality department but

2-19



Chapter Two: TOM in Healthcare

rather to the function of a quality organisation. This is why a healthcare organisation
should not limit its application of TQM to the administrative and other supportive
activities. TQM should be applied organisation-wide, throughout all activities and
functions. It should be the manifestation of a fundamental and shared belief in total
customer satisfaction. TQM is a basic philosophy of management rather than a set of

tools that can be learned and applied in an organisation (Legnick-Hall, 1995).

The quality efforts of any organisation must incorporate quality into daily processes
and organisational culture (Lopresti et al., 1993). In healthcare organisations, a
strategic transformation is needed for quality initiatives to be successful (Nance,
1995). Culture change within hospitals and its relationship to patient care 1s an
important issue now being addressed in the literature (Klingle et al., 1995). Patient
care will benefit if an organisation fosters a culture that promotes widespread
commitment to service quality improvement and facilitates improved communication
and employee training and development (Casalou, 1991). Harber et al. (1997)
investigated the effects of organisational culture, communication and climate on
service quality in the healthcare sector. It was found that culture for quality service
determines climate for change, and recognition of the quality programme determines
communication of service quality improvement. Climate for change and

communication of service quality improvement were found to affect employee

outcomes.

According to Huq (1996), when patient care activities become the focus of TQM
energies, major inroads will begin to take place towards changing the healthcare

organisation culture. Key aspects of developing TQM culture include management
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commitment, because it provides the staff with the necessary resources to participate

in quality improvement activities.

There are a growing number of studies that support the importance of organisational
culture in quality healthcare. The correct organisational culture can help facilitate
empowerment of the workforce. For example, Counte et al. (1992) studied 5,174
employees in academic medical centres. One-half of the employees were exposed to
TQM principles, practices, and values, and the other half were not. It was found that
those that were exposed had increased job satisfaction, and more favourable opinion
of the organisation and their work. Also, a study done by Shortell et al. (1995)
reported that hospitals scoring high on group-developmentally-oriented cultures
(emphasise teamwork, consensus building, adaptability, flexibility, and growth) are
significantly more developed in employee-reported quality improvement activity than

hospitals with cultures emphasising hierarchy and bureaucracy. This was measured by

the Baldrige Award categories.

Among all the obstacles in the application of TQM in healthcare organisations,
cultural obstacles are the hardest to remove. Shortell et al. (1995) documented
obstacles to the application of TQM in healthcare organisation. These obstacles
include:

e Healthcare organisations are inward-looking; they tend to focus more on the needs

of care-givers and professionals than on the needs of external customers.

e Large healthcare organisations are typically organised on a relatively hierarchical

basis, exemplifying bureaucratic cultures that are resistant to employee

empowerment.
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e There i1s a lack of senior management commitment to TQM in most healthcare

organisations.

e In healthcare organisations, leadership styles are based on command and control

and hero/ heroine models, rather than empowerment and ‘manager as developer’

models.

e In general, middle managers perceived TQM as a threat that might eliminate their

jobs. Therefore they resist its introduction to their organisation.

According to Milakovich (1991), achieving the goal of creating a positive culture for
total quality healthcare requires a greater degree of horizontal cross-functional
coordination and vertical integration than exists today between most medical,
managerial, and support staffs in many quality assured healthcare facilities. Also, top
management is responsible for articulating a consistent vision and initiating the
training to change attitudes and behaviour. Managers must themselves recognise the
diseases and obstacles preventing a transformation to a total quality healthcare

culture, and then change their behaviour to reflect this new quality-oriented culture.

2.8.1.1 Culture in Healthcare in Middle East and KSA

Management approaches that are seen as essentially western in origin are viewed with
some suspicion in many Middle Eastern and Islamic countries, and this represents an
obstacle to their acceptance (Al-Zamany et al., 2000). Many researchers suggest that
the differences between the Islamic values and Western values represent the main
barrier to implementing western management theories and the main reason for the

failure of such implementations (Bjerke et al., 1993; Al-Meer, 1999).
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Wong (1998) stressed that many of the TQM programmes implemented in the
developing countries fail due to the lack of a real understanding of the principles. Al-
Khalifa (2000) suggests that the general way to move forward in developing countries
in terms of quality practices is to create a driving force, which is usually associated

with pressure from customers or an initiative from the owner or the managing

director.

Al-Zamany et al. (2000) examined the cultural acceptability of quality management
exemplified by the European Business Excellence Model (EBEM) in the context of
Yemen. The study also investigated the barriers to the implementation of such a
model. Al-Zamany et al. (2000) indicated that there was no mismatch between the
activities proposed by the model’s criteria and the Islamic culture, since all
respondents perceived them as generic terms that reflect good management practices.
One obstacle that the organisations in this study encountered was the resistance to
changing the culture. Hence considerable work needs to be done to set priorities for

implementation and to facilitate gradual change which will be accepted more readily.

The KSA is a country of rich culture and enormous diversity. Harris and DeSimone
(1994) described cultural diversity as “the existence of two or more persons from
different cultural groupings in any single group or organisation.” KSA healthcare
organisations rely heavily on foreign labour and expatriate technical and medical
expertise from the USA, Europe, and other developed countries. TQM

implementation in this context therefore has to take into account ‘cultural diversity’,

as well as cultural differences.
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Although general TQM research in the KSA has increased in the past years, it is still
very limited in the healthcare arena. Most studies investigated general TQM issues.
There 1s no study which explored the special Islamic segregated environment in the
culturally diversified hospitals in the KSA. The literature states that to implement the
TQM philosophy, revolutionary changes in values, methods, and attitudes must be

made. The effects and acceptances of such changes in the KSA segregated healthcare

arena have yet to be discovered.

. 2.8.2 Top Management Commitment in Healthcare

In the Quality Management literature, top management’s role is considered pre-
eminent, indispensable and crucial to the success of TQM implementation (Crosby,
1979, Feigenbaum, 1983, Juran and Gryna, 1988, Deming, 1989, Lascelles and Dale,
1990, Savolainen, 1998). The central role of leadership and senior management
commitment to implementing TQM or Organisational Excellence programmes has
been well documented (EFQM, 1999; MBNQA, 2000), and superior leadership styles
have been identified (Oakland, 1993; Zairi, 1999). Commitment from the top is
considered the most important prerequisite for successful implementation of any
major initiative within an organisation. It is the responsibility of management to
establish strategies towards the objectives of the organisation as well as to set
priorities in accomplishing goals. It must be recognised that no matter how noble a
cause may be, unless management include priority-setting in its strategic plans and set

goals, all efforts which are not sanctioned by management are considered to be

distractions from other priorities (Laszlo, 1998).
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As discussed before, the pursuit of TQM requires senior management to think and act
in ways that are very different from their previous modes of operation (Thompson,
1998). Many studies indicate that key behavioural characteristics of top management
are necessary for TQM to be properly implemented (Waldman, 1993; Johnson, 1994,
Spencer, 1994; Krumwiede et al., 1995). It is now becoming obvious to state that
strong leadership through top management commitment is the most critical
requirement for introducing change in an organisation. There is an agreement amongst
academics, management consultants, and award givers that without this crucial

support, any initiative is likely to fail (Prabhu & Robson, 2000).

The concept of TQM has so many different aspects that it appeals easily to
management. It is more difficult however tc; retain management’s ongoing support for
TQM within the organisation. TQM is based on the recognition that management has
a social responsibility to all stakeholder-owners, customers, employees, suppliers, and
society, as well as a need for leadership that is capable of motivating others around
them to share their holistic vision. Everyone likes the concept of TQM; however,

there needs to be an active commitment from and participation by management,

otherwise TQM will fail (Laszlo, 1998). Lamsa and Savolainen (2000) put it in these

words:

“Prescriptions of management’s duties include shaping
organisational culture by promoting quality values, strategic
quality management, the development and communication of
quality policy, setting and measuring quality systems
development. The well known quality gurus underscore upper
management’s role and commitment and, in the literature,
managerial commitment appears as a self-evident prescription
widely regarded as a crucial requirement for successful quality

improvement efforts. However, this prescription has hardly
been called into question.”
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The fulfilment of Total Quality objectives requires the transformation of
organisational culture, which starts with the change of management style from the
traditional style to the Total Quality style. Leaders must both manage and initiate
change 1n the organisation. Management teams need to show commitment, leadership,

and willingness to change processes (Albrecht and Zemke, 1985).

As already explained, Tate and Prasad (1998) believe the concept of TQM cannot
work in organisations with control-oriented cultures and mechanistic structures in
which management plans, organises, directs, and controls employees. TQM suggests
that management should lead to create a vision rather than plan one, and partner and
delegate rather than organise and control. TQM philosophy directs management to
create a vision that incorporates quality as integral to business, and to establish
policies, practices, and structures consistent with that vision (Crosby, 1979; Deming,
1989; Juran, 1989; Pulat, 1994). TQM is more likely to succeed in companies with
flexibility-oriented cultures and organic structures, where vision replaces fear as the
motivator, and management’s role is to create overall guidelines and parameters for

employees (Tata and Prasad, 1998).

Abraham et al. (1999) surveyed fourteen companies who were winners of the
Australia Quality Award between 1989 and 1993. They identified a number of factors
that were important for successful transformation to a quality culture and practice.
Although clarity of vision, participation, cultural communication, and resource
support were all important, the most critical factor appeared to be active management
support for change. Managers must be clearly perceived to be supportive of change,

and this perception must be established through communication, resource allocation,
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and recognition/reward. They must be prepared to provide sponsorship and
orchestration of the change process and to ‘walk the talk’® (Abraham et al., 1999).

Dawson (1995), in a study of eight Australian and New Zealand manufacturing and
service organisations, found that the introduction of quality management was viewed

as an ongoing process which needed continuous senior management input.

Employees who are highly committed to their employer and who have confidence in
their top management deliver higher returns to shareholders. The WorkUSA (2000)
survey found that over a three-year period, highly committed employees had produced

a 112% return to shareholders, compared to a 90% return by those with average

commitment.

In the 1970s and 1980s, there was a perception that US managers were less committed
to TQM than Asian managers (Ohmae, 1982). Recent studies comparing the quality
perception of US and Asian managers indicate that successful quality programmes
require that the entire company adopts the agreed-upon quality concept, and that the
work environment supports the concept that managerial commitment is critical. This

commitment was found to be more pervasive among US managers than among Asian

(Yavas, 1995).

2.8.3 Patient Satisfaction

In healthcare, as in other service or good-producing industries, there is an increased
emphasis on judging quality based on consumer feedback (Marr, 1986, Graham,

1987; McMillan, 1987). Donabedian (1988) stresses that patient satisfaction should be

considered one of the desired outcomes of care, and information about the satisfaction
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of patients should be an assessment of quality in the healthcare system. The use of
patient satisfaction surveys has increased in the healthcare arena. This increase is due
to the belief that the perception of quality is an important factor in the demand for

services, and the survey result may have a significant effect on provider behaviours

(Nelson et al., 1990).

In a healthcare organisation, it is important to keep in mind that the patient is the
ultimate consumer. Thus, whenever the organisation is considering any aspect of
performance, it should ensure that everything ultimately contributes to the goal of
quality patient care (Barber, 1996). It is important to keep in mind that patients are not
the only customers. Customers in the healthcare organisation include families of
patients, community, physicians, employees, medical students, faculty, regulators, etc.

These stakeholders are as important as the patient in the long run, and are a necessary

element for excellence.

Nelson et al. (1990) studied the deficiencies in the design and administration of
patient satisfaction surveys and their actual use in institutional assurance programmes.
Their study analysed the survey instruments and practices of five teaching hospitals,
three community hospitals, and two health maintenance organisations. They found a
considerable gap between the content of many patient satisfaction surveys and what
prior research has indicated to be important determinants of patient satisfaction. Their
study also showed that insufficient attention is directed to patient satisfaction with
technical competence, outcomes, continuity, or patient expectations, and that non-
systematic approaches and weak methodologies similarly limit the value of many

patient surveys and inhibit their use in total quality improvement efforts.
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2.8.4 Cost of Quality Healthcare

Sewell (1997) believes that developed healthcare systems are facing similar problems
today in how to respond to increasing patient and professional quality expectations
with increased governmental pressures to contain the cost of service delivery. In order
for the efforts for containing and reducing the cost of healthcare to continue, Gerber

(1992) believes that the healthcare industry must adopt a TQM orientation.

Quality and cost are linked in all services industries, especially in the healthcare
industry. The healthcare reform objective is to reduce cost and ensure accessibility to
all citizens while not jeopardising the quality of the system. Healthcare in some ways
is a normal business in that quality must be maintained or improved, and cost must be
contained if the business is to survive. Burke (1990) writes, “Hospitals are learning
that quality improvements techniques borrowed from other businesses not only
improve quality of care, but also help lower costs and improve marketability.” It
differs from other industries like the manufacturing industry in that it is a service-
driven industry and a great deal is at stake. This is why TQM has become a vital
ingredient to strategic planning in the healthcare arena. It can contain cost while not
sacrificing the quality of care. To ensure excellence, quality must be defined,
measured, and evaluated. At the heart of high quality is the issue of measurement. It is
impossible to ensure quality if it cannot be measured. And it is more difficult to

manage the cost of quality if quality cannot be measured (Anderson and Zwelling,

1996).

There is a strong misunderstanding that quality produces higher cost. On the contrary,

the primary cause behind the increased awareness of service quality has been the link
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between quality and profitability (Reepmeyer, 1991; Shycon, 1992). Organisations

that provide high level of quality can distinguish themselves from other competitors.

This 1s of course crucial in the healthcare industry.

According to Anderson and Zwelling (1996), TQM techniques can be used in
healthcare, but they should not interfere with productivity or cost, especially if
managed care, or limit the prices that can be charged for healthcare services. They
believe that costs can be cut but not at the expense of technical or functional quality.
These measurements and their relationship with one another will require novel
quantitative approaches of quality assessment. These measurements can become a
competitive weapon for healthcare organisations in the managed competition arena.
With the known cost and the understanding of cost and quality, the hospital can
distribute its limited resources according to its personal profile, usually in the areas
where quality improvement is most needed. At the same time, the hospital is trying to
maintain its underlying basic objective of increasing profitability while maintaining
control. Appleby (1995) stresses, “Whoever has the best quality will have the lowest

costs and if you are not improving the quality of healthcare, your future in the market

1s suspect.”

2.9 Approaches to Implementing TQM in Healthcare (Models)

Based on the inputs from a review of the literature, Motwani et al. (1996) generated a
model for implementing TQM programmes in hospitals from start to implementation.
Their model is composed of five stages, which include awareness and commitment,
planning, programming, implementing, and evaluation (Figure 2.1). First, top

management needs to develop an overall understanding of and commitment to the
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TQM philosophy, and how to achieve it. In the second stage, the administration must
perform an internal quality assessment of the organisation to identify strengths and
weaknesses, provide education to key personnel including physicians, set visions and
objectives in writing, and design a new system. The hospital administrators must

review the suitability of the organisation culture to ensure that TQM values and vision

can be incorporated and adopted.

In the third stage, management should programme the process. Efforts should be
made to disassociate TQM in the healthcare sector from other industries, because
medical employees view themselves very differently from emphasis in other
industries like manufacturing. The third stage includes:

1. establishing a statement of purpose through a new TQM framework

2. providing training to all personnel

3. conducting inside and outside surveys to evaluate and adjust the current process

4, formulating a TQM council to overlook and regulate the quality process

5. benchmarking the competition to compare their performances

6. forming quality improvements teams, and

7. establishing quality indicators to measure the objectives of the organisation.

The fourth stage is the implementing stage. It should provide an ongoing education
and training. Also, it should form new committees, teams, and departments, and hire
specialists to help the implementation of the process. Recognition and reward are
quality improvements that are crucial to the success of this stage. This valuable tool
can improve employee morale and raise the level of interest in TQM. The last and

final stage of the model involves the evaluation of the TQM programme. It will check
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if the programme 1s successful or not, and lead to altering and redesigning the

programme according to the needs.

Figure 2.1 Proactive Model to Implementing TQM

Phase 1 Develop understanding of TQM

How to achieve TQM?
Top Management Commitment

Awareness &
Commitment

Phase 2 Perform internal quality assessment
Planning Provide education to key personnel
Set visions and objectives

Name the process

State purpose

Provide training to all personnel
Conduct internal and external surveys
Formulate a quality council

Perform competitive benchmarking
Form quality improvement teams
Establish measures and indicators

Phase 3

Programming

Phase 4

Provide ongoing education
Form new committees
Recognise and reward improvements

Implementing

Phase 5 Evaluate programme annually

Evaluation Redesign or revise programme

Source: Motwani et al. (1996)
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Sower et al. (1996) presented a model (Figure 2.2), which states issues which
healthcare organisations should consider when applying a TQM programme from start
to implementation. It presents the current prevailing process of TQM
implementations. The model takes into account several issues that are recognised as
good management concepts, and is divided into three stages. There are pre-
formulation, formulation, and implementation. Each part is expected to take one full
year to complete, but this can vary from one organisation to another. The steps of the
model are placed in logical sequence, but it is not necessary to apply them 1n this
order. Some organisations will have accomplished some of the issues previously in
some other programmes, and some issues may not apply to the organisation. Also,

time and money will cause the organisation to leave out parts of the model.

Based on a literature review, Yasin et al. (1998) proposed a framework (Figure 2.3)
that is intended to give healthcare administrators and managers a context where they
can examine and understand the relationships between their organisations’ operations,
strategy, benchmarking efforts, and TQM efforts to promote a customer orientation.
They stress that this understanding is critical, due to the increased competitive
pressure in the healthcare marketplace. The Yasin et al. (1998) framework is based on

an open system approach to the management of the modern health organisation.
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Figure 2.2 Conceptual TQM Model for Healthcare Organisation

Research TQM/CQI
Internal quality assessment
Educate top staff
Develop common vision
State objectives/ principles
Design a new system
Remember your value chain
Forecast internal/external problems
Train key physicians
Anticipate culture change

Pre-formulation stage

Name the process
State the purpose
Provide additional training
Human resource importance
Customer surveys
Employee satisfaction
Formulate a quality council
Benchmarking
Share TQM information
Form teams
Establish measurements
Set objectives
Physician involvement
Provide feedback

Formulation stage

Continue providing education
Add staff/new department
Recognition and feedback

Provide feedback

Implementation Stage

Source: Sower et al. (1996)
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Figure 2.3 Facets and Organisational Role of TQM in Healthcare
Organisation

Competitive External |
Environment

Managerial
Philosophy

- Government Regulations

- Increased Competitive
Pressures Feedback

- Increased Customer

- Statistical Process
Control

- TQM - Quality Awards
Sophistication and - CQIl - Internet, External and
Demand for Timely - Benchmarking Competitive

Service with Value and
Quality

Feedback

Benchmarking
- New Operating
Technologies

- Technology

Healthcare

Response Customer Orientation
- Open System View
of Organisation
which Focuses the
Customer
. s - Just-In-Time Delivery
Organisational Strategy of Efficient Flexible

Quality Service

- Differentiated Strategy

- Based on Quality .
(Outcome, operational,
and strategic)

- Down-Sizing and
Attention to Efficiency

- Reshaping
Organisational Culture

Source: Yasin et al. (1998)
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Recker and Oie (1994) described a model called Quality in Daily Work (QIDW),
shown 1n Figure 2.4. This model can assist in the implementation of TQM at the unit

level. QIDW 1s patterned after Juran’s Trilogy of quality planning, quality control,

and quality improvement.

Figure 2.4 Flow Diagram of Quality in Daily Work

Establish quality council

v

Develop unit purpose

v

Identify vital processes

v

Identify key quality characteristics

v

Identify quality indicators

Determine quality goals

Measure }erformance

v

Evaluate gaps between actual and
desired performance

Improve process through VALUE

Source: Recker and Oie (1994)
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2.10 Difference between TQM Applications in Healthcare and other
Fields

Mueller (1992) believes that the healthcare industry is significantly different from its
manufacturing counterparts. The manufacturing industry is assembly line-oriented,
and as such has many more barriers to the successful implementation of TQM.
Review of the literature suggests one major difference between TQM applications in
healthcare and other fields. Most applications in other fields of endeavour have been
directed at the core processes of the firm in areas of greatest strategic priority. In the
healthcare sector, the majority of applications have been in functions providing
administrative support to patient care activities rather than directly addressing clinical
processes themselves. This correlates with the belief among healthcare organisations
that TQM is for cutting costs, and this is why it is usually applied in administrative

and other support functions (Shortell et al., 1995).

In addition, Sower et al. (1996) identified several important elements that separate

TQM in the healthcare industry from TQM in other industries. They include:

e The workforce is fragmented. A simple task requires the communication and co-

operation of a number of different departments and employees.
o Work flows across many different departments in a wide variety of ways.

e Every situation and every patient is different. You cannot treat patients like an

assembly line manufactured product.

¢ Nurses cannot be handled like assembly line workers because every situation is

different.

e The healthcare industry is highly regulated, and regulations may get in the way of

some TQM/CQI programmes.

2-37



Chapter Two: TOM in Healthcare

o It has always been the industry goal that quality comes first, so quality efforts

should attempt to blend in.

2.11 Obstacles to application of TQM in healthcare organisations

Healthcare organisations should not limit TQM application to administrative and
other support activities. TQM should be applied to the entire organisation in all its
processes and functions. The major and most difficult obstacle in TQM applicaitions in

healthcare is culture (Zabada et al., 1998). Section 4.14 discusses some of the Shortell

et al. (1995) obstacles, which relate to culture.

In addition, Shortell et al. (1995) believe there is an under-involvement of physicians
in TQM efforts. This is due to the lack of time, the belief that they are already doing
quality work, their inexperience or unwillingness to work as members of teams, and
the perception that TQM is primarily for cost-control. Lopresti et al. (1993) agree with
Shortell et al. (1995) that the perception of the physician’s role as a leader and the
definition of successful outcomes are the two key areas that are challenging the
implementation of quality initiatives in the healthcare organisations. Lopresti et al.
(1993) added that quality education should begin in the medical classroom. Geber
(1992) notes that physicians believe that they are not employees of the hospital,
instead they are customers of the administration process. Without doctors supplying
medical services there will be no patients for the hospital. This key challenge for the

hospital administration justifies the pampering of the doctors (Geber, 1992).

Reinertsen (1995) believes the most common obstacle in TQM application in

healthcare organisation is the compensation system. He stressed that piecework
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reimbursement systems constitute a powerful obstacle to the application of TQM,
since it places individuals at risk from being innovative. Reinertsen (1995) mentions
other obstacles such as fuzzy mission statements, poor communication skills in the
transfer of the organisation purpose and strategy, lack of commitment to employee

training and learning, and corporate symbols, such as parking spaces.

Greene et al. (1976) discussed approaches to the measurement of the quality of
medical care. They think that healthcare organisations do not give enough attention to
the presence of patients as both product and participant. They are the product in the
sense that work is done on their physical or mental state, and they are participants 1n
the sense that their knowledge and collaboration are required. This is the reason why

their behaviour has a great effect on the outcome of quality in the healthcare

organisation.

According to Hamilton (1982), the rigid authoritative and hierarchical structures in
most healthcare systems make it very difficult for employees to suggest changes. He
added that those who were sympathetic to consumers and spoke out and demanded
changes were exposed to harassment, such as getting fired or losing their licence to
practise their profession. Hamilton (1982) also reported that the majority of healthcare
providers strongly oppose consumer involvement in the healthcare system. Their
reasons include:

e Healthcare is too esoteric for the consumer to understand or control.

e There are differences of opinion among consumers on how to change the

healthcare system, so that there is no one who can represent consumers in general.
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e Patient involvement in the delivery of the healthcare process will hamper the

consistency of operation of some programmes.

Zabada et al. (1998) found some other obstacles in the healthcare organisation
settings. They believe that physicians in most healthcare organisations do not feel
concerned by TQM activities. They feel that TQM is not applicable to their job.
Shortell et al. (1995) did a study at the Northern Telecom Plant, and they found that
workers’ inability to see beyond their own department’s goal to the organisation-wide

objective and strategic quality issues was a major reason for TQM implementation

failure. The same would apply to the hospital environment.

Another barrier is the high turn-over in the executive ranks in the healthcare
organisation. The average tenure is four years (Geber, 1992). Gopalakrishnan et al.
(1992) note that lack of job security is another barrier to quality improvements in the

healthcare organisation. Lopresti et al. (1993) stress that if the employees see the

TQM efforts as decreasing the headcount, they will resist it.

The above barriers should not stand in the way of continuous quality improvement.
TQM has a lot to offer to the healthcare industry, such as eliminating waste, rework,
and unnecessary complexities (Fried, 1992). Geber (1992) suggests that the start of

TQM should be small, team-based, and use a slow improvement process.

Short and Rahim (1995) compared the hospital professional model to the TQM model.

This comparative analysis is illustrated on Table 2.3,
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Table 2.3 Comparison of Hospital Professional and TQM Models

Individual responsibilities
Professional leadership

Autonomy

Administrative authority

Goal expectations

Rigid planning

Responses to complaints
Retrospective performance appraisal
Quality assurance

Collective responsibilities

Managerial leadership

Accountability

Participation

Performance and process expectations
Flexible planning

Benchmarking

Concurrent performance appraisal
Continuous improvement

Source: Short and Rahim (1995)

2.11.1 Subcultures in Healthcare Organisation

According to Zabada et al.(1998), in the healthcare environment there exist various
powerful subcultures (e.g. physicians’ subculture). Each has an individualistic point of
view of what quality ought to be, and how the work should be done, and this has
created a situation where management has little control over the most strategic areas
where TQM could have greater results. Both the heroism factor of physicians and the
human life factor involved in the healthcare services have placed a rational decision-
making 1n jeopardy. The existence of many participants with different, sometimes
opposing interests in the healthcare system makes it very difficult to arrive at a

definition for the quality of healthcare (Zabada et al., 1998).

The healthcare environment (hospital) possesses a special kind work environment.

This environment is usually organised by occupation. The groups within this
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environment can be called occupational subcultures (Zabada et al., 1998). According
to Zabada et al. (1998), these subcultures share in common a distinctive ideology and
identifiable cultural forms or practices that are inherent to their occupation. In a
typical nursing station, for example, we can find registered nurses, pharmacists,
secretaries, nurse assistants, and house-keepers, each doing their independent job.
These groups or subcultures are different from each other, but they all have the same
common denominator, which is the hospital. They all have a certain belonging to the

organisation (hospital) for which they are working.

The hospital needs to bring these various groups to work together as one in order to
improve its performance (Figure 2.5). This is a very difficult task. According to
Zabada et al. (1998), the feeling of the common denominator often seemed to take a
back seat in most healthcare organisations, thus hindering the introduction and
development of TQM in hospital. These subcultures seem to let their professional
needs take precedence over everything else, including TQM. Amdt and Bigelow
(1995) pointed out that TQM assigns responsibilities to management that are vast
under any circumstances. They stated:

“The special role of physicians, the behavioural and political

aspects of decision making in hospitals and the ambiguities

surrounding definition of quality make the job of creating

unity of purpose and of enforcing rational decision-making
even more daunting and perhaps unrealistic in hospitals.”
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Figure 2.5 Extended Healthcare Organisation
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External
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Technical
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. . mmunit
Technicians Co Y

Technical

Process improvement

Future
Patients

Information Admin.staff

Insurance providers
Government, private

insurance corporation

Source: Milakovich (1991)

2.12 TQM Case Studies in Healthcare

There are many examples of healthcare organisations which successfully implemented
TQM into their operating philosophies (Bergman, 1994). George Washington
Untversity Medical Centre was able to save $75,000 annually in linen expenses, and
waiting time in the pre-admission surgical-screening service decreased from several
hours to an average processing time of 50 minutes (Chaufournier et al., 1993).
Orlando’s Florida Hospital, where 2,000 open-heart surgeries were performed in
1992, expects to reduce the length of stay in five cardiac wards, and implement other

cost-cutting measures. This will save the hospital nearly $4 million annually

(Lumsdon, 1993).
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Carman et al. (1996) studied the implementation of TQM programmes in 10 hospitals
for a period of two years. Their study was designed to identify and assess the

ingredients that lead to the successful implementation of TQM programmes in acute

care hospitals. Their findings were:

e An empowered work force will create greater outcome gains than the effects of

specific team process improvement alone.

e The influence of culture and QI output on overall performance was much less

than anticipated.

o Starting with a project-dominant approach and transitioning to a strategy or
cultural approach produced the greatest QI outputs.
e The early involvement of physicians in the TQM programme through clinical

process and improvement teams early in the programme would have positive

effects on implementation success.

e The time required to achieve TQM results or the so-called ‘depth of involvement’

had very strong significant influence on both the measures of QI outputs and on

customer satisfaction.

Lagrosen (2000) completed a study in a hospital in Motala, Sweden, the maternity
clinic of which has received the Swedish Quality Award for the health sector. This
hospital was trying to implement TQM. The purpose was to assess the effects of using
TQM, thereby judging whether this use could be valid, and to find some success
factors for implementing TQM in this kind of organisation. Certain quality
dimensions have been defined. Based on them, the results of quality have been
assessed and found to be positive. The major positive effects were better evaluations,

increased ability to implement changes, and increased creativity. Only two negative

2-44



Chapter Two: TOM in Healthcare

effects were found: a temporarily increased workload, and envy from the other clinics.

Since the positive effects greatly outweigh the negative ones, this gives indications

that the use of TQM in hospital could be valid. Furthermore, some success factors for

implementing TQM were found. The foremost of these include sufficient information,

commitment by management, and evaluations of the operations.

Rago (1996) describes the efforts undertaken and lessons learned by the Texas

Department of Mental Health and Mental Retardation as it began the transformation

of its agency culture in keeping with a TQM model. He lists the lessons that were

learned during this transformation. They include:

The need to recognise that the spontaneous reaction of most people to change 1s
negative. Also, the need to recognise that employees must overcome their personal
struggles with change. Both needs must be recognised and addressed by the
mechanics of change, such as installing appropriate tools, training, and
communication, and most important is that leadership needs to demonstrate a

constancy of purpose and the efforts of personal struggles are worth winning.

The major barriers to transforming the organisation are, in actuality, the pillars

upon which the old culture was built. This makes change difficult and personal.

The agency vision and goals need to be clearly communicated throughout all
levels of the agency, and leadership needs to be actively involved and visible 1n
this effort. If senior managers do not become leaders of the agency, it 1s unlikely

that efforts to transform the agency will be successful.

Training must be made real as seen from the perspective of the employees
receiving the training. It needs to be directly applicable to the demands of the job,

and this is true at every level, from leadership down.
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Chow-Chua and Goh (2000) studied the road to quality that was taken by the National
University Hospital (NUH), a restructured hospital in Singapore. This hospital
embraced and continued to embrace TQM concepts and believes that it is only the
beginning of a long journey. The major difficulty with this process was to overcome
the resistance to change from the departments. The quality improvement process has

brought a number of changes for the NUH, which include:

e The realisation that the organisation needs to compete on the strategic dimensions
of quality.

e An understanding of the importance of the internal customer to the supply chain to
the delivery of quality patient services.

e The realisation of the need to break away their isolated professional shells and

began a multidisciplinary mode of co-operation and understanding.

Ovretveit (1997) studied the experience of nine public hospitals in different European
countries, which describe themselves as implementing TQM programmes. One of the
aims of the research was to evaluate the hospitals’ progress in implementing TQM,
and compare their actions to a model definition of the aims and sub-aims of TQM

using quality experts such as Deming and Juran. Their findings indicate:

e Quality was not viewed as an integral part of daily work. The main reason given
was lack of time, but the underlying reason was that the quality methods and
approaches used in hospital were mostly concerned with documentation, or

activities that were not directed at improvements to clinical care.

e Emphasis on results. There appeared to be a lack of ‘performance orientation’ to

quality activities, and no clear results were expected from groups, or targets set for

them.
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Management component of TOM. Only two hospitals put effort into ensuring that

managers were developed for their new role, and these hospitals were trying to
ensure that quality was a joint management and professional activity. Other
hospitals found that their quality programme highlighted weaknesses in hospital
management as a whole

Quality structure. All hospitals studied had recognised the need for and worked
out ways of employing quality expertise; they also found ways to integrate this

expertise into the organisations’ management process.

Measurement. The hospitals employed different types of quality measures. These
included staff satisfaction surveys, quality award assessments, patient complaints’

surveys, professional quality measures, cost of quality measures, and specific

quality projects.

Scientific methods for systematic improvement. The hospitals studied used

different methods to assure and improve quality, but there was little awareness of
a disciplined scientific approach to quality improvement. Too much time was
spent on documentation, planning, policy making, and formulating and checking

standards, but there was little scientific basis for many of the standards and

methods being implemented.

Quality methods for the quality programme itself. None of the hospitals studied
applied quality principles and methods in a reflective way when they established

and implemented their quality programme.

Training in Quality Methods and theory. All hospitals had spent some time and

money on training programmes.
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o Physician contribution to the quality programme. All hospitals found that

physician leadership and involvement in quality activities is both essential and

difficult to achieve.

Klein et al. (1998) studied St.Mary’s Hospital, which had made a strong commitment
to TQM. Their findings indicate a positive significance in terms of time and cost

saved, higher employee morale, and customer satisfaction.

Counte et al. (1992) did a quasi-experimental study that examined the effects of one
such TQM programme on employee job satisfaction, perception of organisational
climate, and general opinions that dealt with the work stations. Two years after a
large-scale TQM programme was implemented, responses of participants and non-
participants were compared. Participants in the programme showed a high level of job

satisfaction and more positive opinions regarding both the organisation and their

work.

In the USA, the Mayo Clinic (1995) is focusing on reducing healthcare costs by
treating more patients on an outpatient basis, reducing hospital visits, consolidating
services and jobs to serve more patients, and merging with other providers to form
networks to serve people in geographic regions. Also, 1t continues to develop
guidelines to help its physicians® high quality efficient care. Dr. Robert Waller, CEO
of the Mayo Foundations, writes (Mayo Clinic, 1995):

“As the world of healthcare continues to change, Mayo cannot
stand still. We will not wait for healthcare reform from
congress or state legislators to dictate change. The nation is
seeking high quality, cost-effective care, and Mayo is

responding. We will meet the challenges next week, next year,
and beyond.”
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The Columbia / HCA Healthcare Corporation in Nashville, Tennessee has been a
leader 1n full TQM integration and a shift in their business culture (Koska, 1990). It
owns and operates over 320 hospitals and healthcare facilities with over 36,000 beds
in 36 states, England and Switzerland (Columbia/ HCA, 1995). This quality-driven
corporation started its journey with basic changes in its organisational culture (Koska,
1990). The Malcolm Baldrige National Quality Award recognised the corporation’s
ambulatory surgery division and 125 centres for their continuous efforts to improve

quality through process improvement and performance measurements (Columbia/

HCA, 1995).

There are few case studies in the literature available on quality in developing
countries (Djerdjour, 2000). Although in the Middle East, TQM in healthcare is still
young, there are some studies published which report their TQM experience.
Benjamin and Seaman (1998) studied the implementation of TQM in a primary health
project sponsored by the Ministry of Health in Bahrain. Their findings confirmed that
TQM 1mproves healthcare organisations. They found that participation,
empowerment, and accountability are the foundation of TQM success, organisational
decisions must be based on relevant data, strategic commitment of top management

must underpin improvement efforts, and threats to power and status can derail change

efforts.

In Kuwait, Adrees (1996) studied the percepﬁons and expectations of TQM in the
healthcare sector using SERVQUAL measurement. The results indicate there is a

negative relationship between patient expectation and senior management

expectations. Also, the findings showed a stronger negative relationship between the
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patient expectation and the actual performance for the services received. This conveys

that quality 1s not up to the patient’s standard.

In the Kingdom of Saudi Arabia, Saced (1994) measured the degree of effectiveness
in quality programmes in hospitals in the Ministry of Health. His sample was made up
of the nursing staff of six public hospitals. Saeed’s (1994) research concluded that
one-third of the sample believed that TQM programmes were non-effective. Alsaloom
(1997) studied the TQM system as applied in Al-Amal Hospital in the KSA. The

findings illustrate there are many problems in trying to apply the TQM system,

namely:
e Failure to follow one specified work plan.
e Lack of regular assessment of the overall quality control system.

e The absence of incentives’ regulations to prompt staff to improve their

performance.

e A need for a careful establishment for setting-up performance criteria and to

involve staff decision-making.

2.13 ISO Standards

ISO standards were first published in 1987, and were revised in 1994. ISO, the
International Organisation for Standardisation, is an international agency consisting of
over 120 member countries (Praxiom Research Group Ltd., 2000), each with one
vote. The ISO objective is to establish a universal testing and certification standard to

encourage the trade of quality services and products around the world.
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The basis for the ISO 9000 quality systems is a series of five international standards,
which provide guidance in the development and implementation of an effective
management quality system. The standards and specifications are not particular to one
product or service, but are written for all product and service industries. The

requirements apply to the complete organisation, not just the product or service.

The ISO series provides the methods that can be used in an organisation to ensure that
the customer and the organisation are satisfied at the lowest costs, while maintaining

ideal use of resources (material, people, technology). In short, the ISO 9000 include:

(Ho, 199)5):

¢ A documented system to interpret customer requirements
e Commitment to meeting customer requirements

e Total company involvement

e A nationally accepted standard

e A method of cost reduction

o A “springboard” for more management control

Presently, the standards consist of three levels (Praxiom Research Group Ltd., 2002):

e ISO 9003: is for organisations that assure quality through final inspection and

testing.
e ISO 9002: is for organisations that produce, install, and service product.

e ISO 9001: is for organisations that design, develop, produce, install, and service

products.
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The ISO 9000, ISO 9004, ISO 10011, and ISO 10013 are supportive documents. They
are Intended to provide guidelines for the application of the above three sections and

to assist in improving the quality system. Najmi and Kehoe (2000) reviewed the
literature on the implementation of the ISO 9000, and found that while certification
has produced a number of both qualitative and quantitative business benefits, it does

not in itself lead to continuous improvement or promote a customer-oriented culture.

2.13.1 1SO 9000: 2000 Standards

In 2000, an updated version of the ISO 9000 was published. The ISO 9000: 2000
Standards apply to all kinds of organisations, dealing with all aspects. These updated
standards are focused more on quality management as opposed to merely quality
assurance. Areas which ISO 9000: 2000 Standards focus on include customer focus,
leadership, involvement of people, process approach, system approach to
management, continual improvement, factual approach to decision making, and
mutually beneficial supplier relationships (Russell, 2000). Also, in the ISO 9000:

2000, the ISO 9002 and the ISO 9003 have been dropped (Praxiom Research Group

Ltd., 2002).

2.13.2 ISO 9000 in Healthcare

Many healthcare institutions world-wide are benefiting from the ISO 9000 guidelines.
When implemented, the ISO 9000 ensures Continuous Quality Improvement (CQI)
because it deals with problems and process variations quickly and permanently. When
registered with ISO 9000, periodic audits are needed to monitor continuous
compliance. It has been proven to healthcare institutions that once they adopt the ISO

9000 series, other survey processes will be much simpler and less costly.
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2.14 Joint Commission and Accreditation of Healthcare
Organisations (JCAHO)

In the early 1950s, in the USA, the Joint Commission and Accreditation of Healthcare
Organisations (JCAHO) introduced to its member hospitals a ten-step quality
assurance model. This model served as a guide to healthcare organisations in terms of
changing the behaviours of individuals whose practices deviate from the acceptable
norm (Anderson, 1992). According to Chaufournier et al. (1993), in 1992, JCAHO
required member hospitals to begin a quality improvement process in its agenda for
change. This agenda called for developments of new approaches to respond to the
challenge they faced. Analysts in healthcare felt that this agenda was a good start for
quality improvements. In a 1993 survey, it was revealed that only 44% of 1,083 of the
JCAHO hospitals in the USA had adopted an organised quality improvement

management programme (Chaufournier et al., 1993).

2.15 Malcolm Baldrige National Quality Award (MBNQA)

2.15.1 Historical Perspective

According to Loomba and Joflannessen (1997), during the late 1970s and 1980s,
American manufacturing growth decreased, while growth from overseas competitors
increased. The effect on the USA as a whole was negative, and triggered a serious
recession, which lasted many years. The recession affected all manufacturing
industries, and caused Americans to want to learn from their fast-rising competitors,
Japan in particular. Japanese products became known for their high quality. Many
American organisations sent representatives to study the Japanese way of conducting
business, and discovered something that was very hard for them to believe. The

product defect level was much lower than in the USA, sometimes 500-1,000 times
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lower (Haavind, 1992). US manufacturing plants examined Japanese techniques, and
discovered that Japanese used just-in-time (J IT)’manufacturing as well as total quality
control (TQC). Over time, US industries began to understand that JIT and TQC are
not simply techniques, but holistic management philosophies. Interestingly, Japan’s
quality award created in 1951, the Deming Prize, honours the American quality guru.

Thirty years later, Deming’s thinking began to be appreciated in the USA
(Hildebrand, 1989).

The early 1980°s saw increased efforts, both in the private and public sectors, to
restore American productivity growth. In 1982, President Reagan signed a bill
recommending the government reward competition and productivity. In 1983, the
National Productivity Committee (NPC), a group appointed by the President,
recommended the establishment of a national medal for productivity achievement. In
the private sector, the American Society for Quality Control promoted among labour,
management, and government, the creation of a national quality award as the
centrepiece of the quality revolution (Hart, 1992). Finally, in 1987, President Reagan

signed into law the Malcolm Baldrige Quality Improvement Act, named after the

recently deceased US Secretary of Commerce.

2.15.2 Objective of Programme

After the Improvement Act was signed into law, the award became the responsibility
of the Department of Commerce, which then passed it on to the National Institute of
Standards and Technology (NIST). Their purpose 1s to maintain quality and related

matters in developing and utilising technology. The legislation describes the state of

product quality in the USA in 1987, and identifies ways for the national quality award
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to improve it. The Findings and Purposes section of Public Law 100-107 states the

following (US Department of Commerce, 1995):
(1) The leadership of the United States in product and process quality has been

challenged strongly (and sometimes successfully) by foreign competition, and our

Nation’s productivity growth has improved less than our competitors’ over the

last two decades.

(2) American business and industry are beginning to understand that poor quality

costs companies as much as 20 % of sales’ revenues nationally, and that improved

quality of goods and services goes hand-in-hand with improved productivity,

lower costs, and increased profitability.

(3) Strategic planning for quality and quality improvement programmes, through a
commitment to excellence in manufacturing and services, is becoming more and
more essential to the well-being of our Nation’s economy and our ability to
compete in the global marketplace.

(4) Improved management understanding of the factory floor, worker involvement in

- quality, and greater emphasis on statistical process control can lead to dramatic
improvements in the cost and quality of manufactured products.

(5) The concept of quality improvement is directly applicable to small companies as
well as to large ones, to service industries as well as manufacturing, to the public
sector as well as private enterprise.

(6) In order to be successful, quality improvement programmes must be management-

led and customer-oriented, which may require fundamental changes in the way

companies and agencies do business.
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(7) Several major industrial nations have successfully coupled rigorous private-sector

quality audits with national awards, giving special recognition to those enterprises

which the audits identify as the very best.

(8) A national quality award programme of this kind in the United States would help
improve quality and productivity by:

- helping to stimulate American companies to improve quality and
productivity for the pride of recognition, while obtaining a competitive
edge through increased profits,

- recognising the achievements of those companies that improve the quality
of their goods and services, and providing an example to others,

- establishing guidelines and criteria that can be used in business, industrial,

governmental, and other organisations in evaluating their own quality

improvement efforts, and

- Providing specific guidance for other American organisations that wish to
learn how to manage for high quality, by making available detailed

information on how winning organisations are able to change their culture

and achieve eminence.

The Malcolm Baldrige National Quality Award was established by the US federal
government for the best practice of quality in organisations. It was implemented in the

USA to improve global competitiveness. The stated purposes of the award are to

promote (Rao et al., 1996):

e Awareness of quality as an increasingly important element in competition;

¢ Understanding of the requirements of performance excellence;
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e Sharing of information on successful performance strategies and benefits derived

from implementation of these strategies.

2.15.3 Malcolm Baldrige National Quality Award for Healthcare

In 1999, a version of the Business Criteria for Performance Excellence was revised
specifically for use by healthcare organisations. It is expected that the adoption of this
comprehensive approach to excellence will reinvigorate healthcare as it has helped
business, therefore increasing ‘fitness’ and decreasing ‘extinction’. The Malcolm
Baldrige National Quality Award Healthcare Criteria for Performance Excellence and
scoring guidelines are powerful assessment instruments that help top management
identify organisational strengths and weaknesses. The objective of healthcare leaders

is to identify key areas for improvement and use the information to achieve higher

levels of performance (Blazey et al., 2000).

The Baldrige Criteria, as previously discussed in Chapter Two, were validated by a
number of studies, including Saraph et al. (1989), Black (1993), Flynn et al. (1994),
and Ahire (1996). The criteria ara:-; based on eleven core values that describe high
performing organisations. These underlining values yield high performance and hold
the organisation together. The values are important for all healthcare organisations
because they optimise their performance. Blazey et al. (2000) stress that as the
competition gets stronger, nothing less than optimisation will do, and “no organisation
will be immune from the ravages of poor quality, diseases of waste and errors, sub-
optimisation, and failing to satisfy knowledgeable and demanding customers.” The

eleven core values underlying the Baldrige healthcare criteria include (Blazey, 2000):
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-The first core value is visionary leadership. Healthcare provider leaders need to set
directions and create a patient focus, clear visible values, and high expectations. They
need to ensure excellent health care by creating strategies, systems, and methods.
Stimulation of innovation and building knowledge and capabilities are among the
leaders’ responsibilities. Values and strategies should direct their decisions and other
activities. Top leaders should motivate and encourage staff involvement, learning,

development, innovation, and creativity. They should act as the role models of the

organisation.

-The second value is patient-focused. This is a critical value that must be met by the
healthcare provider. The quality and performance of the healthcare organisation can
determine patient satisfaction. Many factors can affect the patients while they are
being provided with the healthcare service. They include a clear understanding of
health and functional status outcome, patient relationship with healthcare providers
and staff, cost, responsiveness, and continuing care and attention. Another important
factor is the patients’ ability to participate in their own healthcare decisions. Of
course, this requires educating them so that they can make a sound decision. Also,
being patient-focused is a strategic concept which can increase market share, give an
edge over the competition, maintain loyal patients, and increase referral of new
patients. Thus, in order to be patient-focused, patient desires should be met and old
technologies should be upgraded to meet the market demand.

-The third value is organisational and personal learning. This refers to continuous
improvement of existing approaches, processes, and adaptation to change leading to
new goals and approaches. An important responsibility of visionary leadership is to
create a climate for organisational and personal learning. Organtsational learning can

result in enhancing value to patients through new and improved patient care services,
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developing new healthcare opportunities, reducing errors and defects, improving
responsiveness and performance time, improved usage of resources, and ensuring a
more active role in its community. On the other hand, personal learning can result in
more satistied and versatile staff, greater opportunity for organisational cross-

functional learning, and an improved environment for innovation.

-The fourth value is valuing staff and partners. This refers to committing to staff
satisfaction, development, and well being. This involves high performance work

practices that are flexible to deal with a diverse staff. Development of both internal

and external partnership is needed. This in turn will create a basis for mutual

investments and respect.

-The fifth value 1s agility. The healthcare industry is affected by the speed of change
in technology in medical advances and the dynamics of the Internet. Agility can make
a key difference in this highly competitive market. The healthcare delivery process
needs to follow continuously new discoveries and new patient demand. Today, the
speed of information required by both the patient and the physician is critical. Timely
availability of accurate information is essential for agility because i1t helps the
reliability of the decision-making process.

-The sixth value is focus on the future. Healthcare excellence requires a strong future
orientation and a willingness to make long-term commitments to stakeholders who
include patients, staff, communities, employers, financial supporters, and health
students. Healthcare organisations should anticipate many changes in the future. They

can Include changes in the healthcare delivery systems, resource availability,

technology developments, new partnering opportunities, etc.. Healthcare organisations

also need to develop long-term measurable goals and action plans, and then
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communicate them to the entire staff to allow everyone to work in the same direction

towards the same goal with less repetitive work.

-The seventh value 1s managing for innovation. Innovation should concentrate on
leading the organisation to new dimensions of performance. Visionary leadership
encourages innovation and risk-taking to help achieve future objectives in this fast
developing industry. Thus, healthcare organisations should seek out and learn from
best practices and be open to new suggestions and ideas.

-The eighth value is managing by fact. A successful healthcare organisation depends
on measurement and analysis of performance. These measurements should be derived
from key processes, outputs, and results. Analysis uses data to determine trends,
projections, and cause and effect. Facts from measurements and analysis can help in
the planning, reviewing of performances, improving operations and general outcome,
and benchmarking against best practice.

-The ninth value is public responsibility and community health. The healthcare
organisation plays a critical role in the community. This role is the protection and
improvement of public health, safety, and environment. Another role is the ethical
practices performed by the healthcare organisations, which include protection against
harm from hazardous wastes, radiation, and other biohazards.

-The tenth value is focus on results and creating value. Results should maintain a
balance for all the stakeholders, including patients and families, staff, the community,
financial supporters, businesses, health profession students, suppliers, partners,
stakeholders, and the public. The loyalty of the stakeholders becomes greater when
the value of the organisation increases. All stakeholders want to ensure that the value

of the service received equals the cost of the service, and they want evidence of the

results.
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-The last value 1s system perspective. This refers to managing the entire enterprise,
including all its components, to arrive at improved performance. High performance
can be accomplished if the entire system is optimised. Every part is necessary for its
success. The Baldrige Healthcare Criteria can provide system perspective for
managing the organisation and achieving performance excellence. Senior and middle

management understanding of the Baldrige framework is critical for its success.

2.15.3.1 Healthcare Criteria

According to Blazey et al. (2000), the Baldrige Criterié contain three basic tenets.

These are illustrated in Figure 2.6, and include:

e Strategy and action plans - the context for aligning work and achieving

performance excellence.

e System - consisting of the driver triad and work core, producing business results.

e Information and analysis — the brain centre of high-performing organisations.

The Baldrige Criteria concentrate on organisational performance outcomes and the

processes required in achieving them. Organisational performance outcomes are made

of the following (Blazey et al.,2000):

e Patient/ customer satisfaction and retention

e Financial and market performance

e Health care performance

e Productivity, operational effectiveness, and responsiveness
o Staff performance and development

e Public responsibility and good citizenship.

2-61



Chapter Two: TOM in Healthcare

Figure 2.6 Criteria by Strategy and Action Plans
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These results cover the entire organisation performance. The Criteria support a total
system approach to organisation-wide goal alignment. This 1s evident in the structure
of the criteria in the linkage between the parts. The measures are directly related to
patient value and overall performance that relate to internal and external requirements
of the organisation. These measures can serve both as a communication tool and as a

basis for deployment of consistent overall performance requirements. This will ensure

consistency of purpose and supporting innovation and decentralised decision-making.
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The seven Criteria categories are subdivided further into items and areas to address.
There are 19 1items, 27 areas to address, and 88 subparts in the 2000 criteria. Items
focus on major requirements. The titles and point values are shown in Table 2.4. Each
item consist of one or more areas to address, and each area consists further of one or

more subparts. Each subpart requires an individual response.

By following the structure of the criteria, at whatever level of detail, an assessment of
any important area and function can be reached in any health organisation (Barber,
1996). The seven major categories cover the full scope of the healthcare organisation.
The categories are all-inclusive and when put together can produce a model that

effectively describes the operation of any organisation. The seven categories will be

discussed in the next section.

4.13.2.2 Leadership

Senior leaders play an important role in all organisations. Their role is crucial to the
success of their organisation. This was best explained by George et al. (1998):

“Leadership holds the key to the door of continuous
improvement, If the key stays in the leadership pocket, the
organisation has no chance of becoming a quality leader.
None. Zero. The company may implement scattered
improvements through the diligence of a quality champion. It
may train everyone in the fundamentals of quality and urge
their involvement. It may achieve ISO certification for the
documentation of its processes. It may even win an award
from a customer. But without clear and consistent leadership,
the company will never be a quality leader. Its management
system will never be sound and efficient, and its improvement
efforts will eventually be replaced by an intriguing new
management fad” (George et al., 1998).

The leadership category examines how the healthcare organisation’s senior leaders

address values and performance expectations, and how they focus on patients and
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Table 2.4 Baldrige Healthcare Criteria Categories and Point Values

Examination Categories / Items Maximum
Points

1 Lecadership (125 points)

1.1 Organisational Leadership 80

1.2 Public Responsibility and Citizenship 45
2 Strategic Planning (85 points)

2.1 Strategy Development 40

2.2 Strategy Deployment 45
3 Focus on Patients, Other Customers, and Markets (85

points)

3.1 Patient/ Customer and Healthcare Market Knowledge 40

3.2 Patient/ Customer and Satisfaction and Relationships 45

4 Information and Analysis (83 points)

4.1 Measurements of Organisational Performance 40
4.2 Analysis of Organisational Performance 45
S Staff Focus (85 points)
5.1 Work Systems 33
5.2 Staff Education, Training, and Development 25
5.3 Staff Well-Being and Satisfaction 25
6 Process Management (85 points)
6.1 Healthcare Service Processes 55
6.2 Support Processes 15
6.3 Supplier and Partnering Processes 15
7 Organisational Performance Result (450 points)
7.1 Patient and Other Customer-Focused Results 200
7.2 Financial and Market Results 75
7.3 Staff and Work System Results 75
7.4 Supplier and Partner Results 25
7.5 Organisational Effectiveness Results 75
Total Points 1000

Source: Blazey et al. (2000)
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other customers and stakeholders. This area deals with empowerment, innovation,
learning, and organisational directions. Also, it deals with how the healthcare
organisation addresses its responsibilities to the public and supports its key

communities.

This category addresses how the senior leaders guide the organisation in setting
directions and seeking future opportunities, and how senior leaders set and deploy
clear values and high performance expectations that address the needs of all stake-
holders. Included in this category is the responsibility of the organisation to the public

and how the healthcare organisation practises good citizenship.

When implementing TQM programmes in organisations, the leadership of senior
executives is the main focal point (Chan, 2000). Organisational leadership includes
communicating and reinforcing clear values, performance expectations, and focusing
on creating values for patients and other key patient/customers and stakeholders. The
communication should be done through the leadership structure. Healthcare senior
leaders should reinforce an environment for empowerment, innovation, and staff and
organisational learning. Senior leaders should set direction and seek future
opportunities for the organisation. Their responsibilities include reviewing
organisational performance and capabilities, competitiveness, and progress relative to
goals and changing healthcare service needs, and setting priorities for improvement.
Also, they are responsible for evaluation and improving the effectiveness of senior
leadership and management throughout the organisation, including staff input in the

process.
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According to Zairi and Peters (2000):

“The key drivers for adding optimum value to society and the

communities in which specific business organisations operate

Is through having strong commitment to corporate and social

governance, having an open dialogue with external

stakecholders and having the determination to achieve

environmental sustainability.”
The public responsibility and citizenship is for regulatory and other legal requirements
in areas such as safety, environmental protection, and waste management. In addition,
it is for anticipating public concerns and addressing risks to the public while ensuring
ethical business practices. This to strengthen and support the healthcare organisation
key communities. This area calls for information on how the organisation addresses
its public responsibility in planning current and future services and operation, and on

how the organisation practises good citizenship in support of its key communities, as

a contributing member and as a positive influence upon other organisations.

2.15.3.3 Strategic Planning

According to George and Weimerskirch (1998), the main function of strategic
planning is to align all the efforts of the organisation to customer satisfaction, quality,
and opcrational performance goals. When strategic planning is deployed to its fullest,
the organisation will have a world class planning process that would make it possible
for all employees to match their tasks to specific company objectives. This category
addresses strategic and action planning and the deployment of plans. It examines the
healthcare organisation’s strategy development process. This includes how the
organisation develops strategic objectives, action plans, and related staffing plans.
This category also examines how plans are deployed and how performance is tracked.

The critical role of this category is to align clinical and administrative work processes
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with the organisation’s strategic directions to ensure that improvement and learning

reinforce organisational priorities.

This category emphasises the key strategic issues that need to be integral parts of
overall planning. These issues include patient/customer-driven quality and operational
performance excellence. It focuses on the drivers of patient/customer satisfaction,
patient/ customer retention, new markets, and market share, which are key factors in
competitiveness, profitability, and business success. Also, it focuses on operational
performance improvement that contributes to short-term and long-term productivity

growth and cost/ price competitiveness.

The strategic planning category examines the understanding of the key
patient/customer, healthcare market, and operational requirements as an 1nput to
setting strategic directions. This will ensure that the ongoing process improvements
are aligned with the organisation’s strategic directions. Also, this category
investigates the optimisation of the use of the resources while ensuring the availability
of a trained staff and ensuring bridging between short-term and long-term
requirements that may entail capital expenditures, supplier development, etc..
Mechanisms to transmit the requirements must be deployed on all levels (organisation
level, key process level, work-unit/ individual-job level) to achieve alignment.
Strategic planning can be highly effective because it allows organisations to do the

right thing at the right time, every time (Besterfield et al., 1995)

The requirements for this category are intended to encourage strategic thinking and

acting and to develop a basis for a distinct competitive position in the healthcare
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market. An effective improvement system requires clear strategic guidance that
combines improvements of many types and degrees of involvement. Strategic
planning consists of the planning process, the identification of goals and actions
necessary to achieve success, and the deployment of those actions to align the work of

the organisation.

2.15.3.4 Focus on Patients, Other Customers, and Markets

According to George and Weimerskirch (1998), organisations that get close to their
customers and develop strong customer loyalty can anticipate strong financial
performance, and the proof is the numbers. In the healthcare organisation, calling the
patient the customer is still not deemed fitting in the modern 21* century as far the
medical staff is concerned (Barlow, 2000). This category examines how the
organisation determines requirements, expectations, and preferences of patients, other
customers, and markets. Also, it examines how the organisation builds relationships
with patients/customers and determines their satisfaction. This category attempts to
understand the voices of patients, other customers, and the market place. It stresses
rclationships as an important part of an overall listening and learning strategy. Patient
satisfaction results provide meaningful and important information for understanding

the negative aspects of the organisation.

This category contains two items that focus on understanding patient/customer and
market requirements, and determining satisfaction. The first item is patient/customer
and healthcare market knowledge. This item includes determining market or

patient/customer segments, patient/customer requirements through sound listening

and learning approaches, important healthcare service features, and using complaint
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information and data from current and former patients/customers. The second item is
patient/customer satisfaction and relationships. This second item includes: making
patient/customer contact and feedback easy and useful, developing and deploying
patient/customer contact requirements, ensuring complaint data are used to eliminate
causes of complaints, building patient/customer relationship and loyalty,
systematically determining patient/ customer satisfaction and the satisfaction of
competitors’ patients/customers, and following up with patients/customers after
healthcare service delivery. Besterfield et al. (1995) emphasised the importance of this
category:

“TQM implies an organisational obsession with meeting or

exceeding customer expectations, to the point that customers

are delighted. Understanding the customer’s needs and

expectations is essential to winning new business and keeping

existing business. An organisation must give its customers a

quality product or service that meets their needs, a reasonable

price, on-time delivery, and outstanding service. To attain this

level, the organisation continually needs to examine its quality

system to see if it is responsive to ever-changing customer

requirements and expectations.”
In a rapid changing competitive world, many factors may affect patient/customer
preference and loyalty, making it necessary to listen and learn on a continuous basis.
These learning and listening strategies must connect with the healthcare complete
organisation strategy. The information gathered from these strategies supports
marketing, business development, and planning. A focus on how organisations
identify healthcare service features which influence patient/customer preference and
loyalty is included in this item. Organisations must be able to determine which
features of healthcare service patients/customers value most. In addition, this category

seeks information on how organisations recognise market segments,

patients/customers of competitors, and other former and potential patients/customers.
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2.15.3.5 Information and Analysis

The information and analysis category examines the healthcare organisation’s
performance measurement system and how it analyses performance data and
information. This category measures the organisation performance and manages to
drive the improvements of performance and competitiveness. This is one way to
manage by fact rather than by ‘gut-feeling’ (Besterfield et al., 1995). Information and
analysis evaluate the selection, management, and effectiveness of use of information

and data to support processes, action plans, and the performance management system.

Measures play an important part in the success or failure of the organisation
(Besterfield et al., 1995). The measurements of organisational performance refers to
the data, information, and measures for planning, decision making, improving
performance, and supporting action plans and operation. This item addresses the
organisation’s selection, management, and use of information and data for
performance measurements in support of organisational planning and performance
improvements. Major components of an effective performance measurement system
are examined, including the selection and use of measures and indicators for tracking
daily operations, and those for tracking overall organisational performance. This 1tem
examines all information regarding competitive comparisons and benchmarking
information to drive performance improvements. In addition, this item examines how
requirements are met to keep the organisation’s performance measurements system up

to date, especially in the fast changing needs and directions of healthcare services.

Analysis of organisational performance refers to analysis of data and deploying the

findings throughout the organisation to support organisation level review, decision
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making, planning and alignment of action plans. This item is the principal basis for
assessing the organisation’s overall health and supporting daily operations. Analysis

guides an organisation’s process management towards key business results and

attaining strategic objectives.

According to Oakland (1993), there are major reasons why measurement is needed,
and why it plays a key role in quality and productivity improvements. These include:

e To ensure customer requirements have been met.

e To be able to set sensible objectives and comply with them.

e To provide standards for establishing comparisons.

e To provide visibility and provide a score board for people to monitor their own

performance levels.

¢ To highlight quality problems and determine which areas require priority

attention,
e To give an indication of the costs of poor quality
e To justify the use of resources.

e To provide feedback for driving the improvement effort.

2.15.3.6 Staft Focus

According to Schonberger (1994), organisations will only become world class if
extensive, continuing, and interlinked changes in the management of their human
resources take place. Hamzah et al. (1996) stress that the core of competitive
advantage will be innovation, and creativity-driven organisations need to focus more
and more on people management. This category examines how the health organisation

enables all staff to develop and utilise their full potential, aligned with the
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organisation’s objective. Also, the staff-focus category examines efforts to build and
maintain a work environment and a staff support climate conducive to performance

excellence, full participation, and personal and organisational growth. This category

addresses key staff practices and staff development.

Staff focus concentrates on three items. These are work systems; staff education,
training and development; and staff well-being and satisfaction. The work systems
deal with designing, organising, and managing of work and jobs to optimise staff
performance and potential. Also, it deals with recognising and rewarding practices,
which support objectives for patient/customer satisfaction, performance improvement,

and staff and organisation learning goals. Also, this item identifies skills needed by

potential staff, recruits, and employees.

The second item is staff education, training, and development. This item delivers,
evaluates, and reinforces appropriate training to achieve action plans and address
organisation needs, including building knowledge, skills, and abilities to improve staff
development and performance, as well as ongoing training for staff to retain
respective certification. The information for this item comes from how education and
training are designed, delivered, reinforced, and evaluated. The item emphasises the
importance of the involvement of staff and their supervisors and managers in the

design of training, including clear identification of their employees’ specific needs.

The third item in staff focus deals with the well-being of the staff and their
satisfaction. This item includes the improvement of the workplace health, staff safety,

ergonomic factors, staff well-being, development, satisfaction, and maintaining a
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work environment free from distractions from high performance. Leaders at all levels
should encourage and motivate staff to reach full potential, and systematically
evaluate staff well-being, satisfaction and motivation to identify improvement

priorities that promote key healthcare service results.

2.15.3.7 Process Management

To succeed in quality, an organisation has to determine what are its core business
processes that add value to customer satisfaction, and improve their effectiveness
(George et al., 1998). Process management is a focal point within the criteria for all
key work processes. The process management category examines the key aspects of
the healthcare organisation’s process management. This includes patient/customer-
focused design, healthcare delivery processes, support, supplier and partnering
processes, and research teaching missions, as applicable. This category deals with the
central requirements for efficient and effective process management, such as effective

design, a prevention orientation, linkage to suppliers and partners, operational

performance, cycle time, and evaluation and continuous improvement.

In process management, flexibility, healthcare delivery cost reduction, and cycle time
reductions are increasingly important. Flexibility refers to the ability to adapt quickly
and effectively to changing requirements. Process management contains three items
that evaluate the management of healthcare service processes, support processes, and

supplier partnering processes.

The first item, the healthcare service processes, includes designing, developing, and

introducing healthcare services to meet patient/customer requirements, operational
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performance requirements, and market requirements. This item also includes ensuring

a rapid, efficient, trouble-free introduction, and managing and continuously improving

operating processes.

The support processes item includes designing, developing, and introducing
healthcare services to meet patient/customer requirements, operational performance
requirements, and market requirements, and managing continually to improve support
processes. Support process design requirements are usually driven by internal

requirements, and they must be co-ordinated and integrated to ensure efficient and

effective linkage and performance.

The last item in this category is the supplier and partnering performance. This item
ensures performance, requirements are met, minimises supplier cost, and helps
suppliers improve performance in their ability to help the organisation. The term
‘supplier’ refers to other organisations outside the healthcare company, as well as
other units of the parent organisation that provide goods and services. Suppliers’ and
partners’ goods and services may be used at any stage in the design, delivery, and use
of organisations’ healthcare services. Some examples include medical manufactures,

pharmaceuticals distributors, and contractors.

2.15.3.8 Organisational Performance Results

The organisational performance results category examines the healthcare organisation
performance and improvement in key business areas. These areas include
patient/customer satisfaction, healthcare service performance, financial and

marketplace performance, staff results, supplier and partner results, and operational
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performance. Also included are performance levels, which are relative to competitors

and organisations delivering similar healthcare services. Constant tracking of the
results from all processes reveals whether processes are operating, and monitoring

those results for trends reveals whether the improvement mechanisms are working

effectively (Barber, 1996).

The organisational performance results category includes the results of the
patient/customer evaluation of the organisation’s healthcare services, overall financial
and market performance, and results of all key processes and process improvement
activities. This category provides measures of progress for evaluation and improving
the processes of the healthcare services that can be aligned with overall organisational

strategy. This category evaluates the organisation performance and improvements in

areas that are important to the overall organisational success.

This item addresses the results of most significance to assessing the organisation’s
patient/ customer-related performance, such as patient/customer satisfaction,
patient/customer dissatisfaction, patient/customer satisfaction relative to competitors,
and service performance. This item calls for all relevant data and information to help

explain and define the organisation’s performance as defined by the patient/customer.

2.16 Comparison of JCAHO and Baldrige Criteria for Healthcare

Both JCAHO and the Baldrige Criteria examine healthcare performance. One 1s based
on compliance to certain standards, and the other is an excellence model based on the
extent of effective use of a complex management system (Blazey et al., 2000). The

similarities between JCAHO and the Baldrige Criteria include (Blazey et al., 2000):
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e Purpose in healthcare improvement
e Voluntary participation

e Not for Profit

e Have some sort of follow-up evaluations

e Use quantitative and qualitative information

e Valuable to customer

The differences between JCAHO and the Baldrige (Blazey et al., 2000) Criteria are

shown in Table 2.5.

2.17 TOM around the World

Because TQM is receiving international acceptance, many organisations try to follow
and implement its tenets (Lakhe and Mohanty, 1994). Sink (1991) believes that this
rapid development shows that TQM is being adopted without a complete
understanding of its philosophy. In addition, Dale and Lightburn (1992) stress that not
all companies adopt the TQM fundamentals. Some argue that many organisations use
the tools, procedures and techniques of TQM, but in a superficial manner. They argue
that this superficial application miss;.es TQM’s original purpose, which is to direct the

management process (Lakhe and Mohanty, 1994).

A comparative study by Lewis (1992) on attitudes of Spanish and American quality
assurance managers revealed that many of the responses of both groups were

incompatible with TQM principles. The conclusion was that management in both

countries needed further education about TQM principles.
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Table 2.5 Summary of Key Differences between JCAHO and
Baldrige Healthcare Criteria

JCAHO Baldrige
2000 2000

Value to Medicare certification requirement -  Provides feedback report to
customer State Licence requirement guide organisation’s senior
Condition for reimbursement for leaders set priorities for

certain payers performance improvement

Reduction in liability insurance - Recognition for excellence

remiums

Must meet requirements of all items to
move to next level 1 (substantial-
compliance) —5 (non-compliance)
scale.

- Accreditation

- Accreditation with recommendations

-  Conditional accreditation

-  Provisional accreditation

- Preliminary non-accreditation

-  Not accredited

- Accreditation watch

- Scoring i1s complex consensus
process where evaluators
examine performance of entire
management system including;
effectiveness of approach, extent
of deployment, results, and
continuous evaluation and
Improvement.

- Score from 0 per cent (no
systems at all) to 100 per cent on
1000 (world-class) points, In
increments of 10 per cent.

Sample -  Care of Patients - Process Management —
assessment 1. Medication use Healthcare Services

2. Management of error case design | -  Processes which includes health
care service design and delivery
processes that are efficient,
consistent, and meet/exceed
customer/ patient requirements

Sample - “There were unlocked medications in
feedback the O.R,, Urology, and Obstetrics

level of departments at 5:45 on Tuesday.”
specificity | -  “95 per cent of initial staff
performance reviews were completed
within the hospital’s time frame —
three months after start date”.

- “The xyz clinic does not have a
consistent system to ensure
security of prescribed
medications. This may result in
legal, clinical and/or cost
problems from lost medications.”

- “Staff performance reviews are
tied to all key performance
requirements necessary to meet
the organisation’s strategic

objectives. Managers at all levels

review performance consistently
and provide complete and
accurate feedback to staff.

Opportunities for improvement

are identified for each staff

member and then a personal
improvement plan is developed
and used as a part of the next
review. Resources are allocated
to ensure the plan is carried out.”

Source: Blazey et al. (2000)
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Singh (1991) carried out a survey to assess the status of TQM in India. His findings
revealed that only 39 organisations out of 1,000 surveyed practised TQM to some

extent. Singh concluded that these organisations did not distinguish between TQM

and quality control.

During the 1950s, ‘made in Japan’ was synonymous with poorly-made products.
Today, the phrase means the exact opposite. Japanese quality, technology and
ingenuity are much sought after by consumers internationally. The primary source of
this accomplishment by the Japanese is the implementation of TQM in ‘every walk of

life’ (Lakhe and Mohanty, 1994).

American management realised the threat from Japanese corporations only in the late
1970s. The realisation of the Japanese success led American industries to focus on
quality management and statistical techniques proposed by Juran (1951), Feigenbaum

(1961), Crosby (1967), and Deming (1982). Furthermore, Hayes (1981) identified the
importance of such factors as daily ‘preventive maintenance on equipment, less-than-
maximum capacity product, and thinking quality into the product.” Garvin (1986)
emphasised that management of quality has been a critically important element in the
successful recovery of the market share by US firms. These ideas altered the

traditional approach to quality management in the USA.

The UK, France, Germany, and Italy are some of the European countries that have

taken an interest in adopting TQM (Lakhe and Mohanty, 1994). A UK study by
Lascelles and Dale (1988) on the automotive industries indicates that companies

maintained a traditional attitude towards TQM. Although firms in European industries
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have a traditional approach towards quality matters, the adoption of BS 5750 and ISO

9000 gave new impetus to the quality movement in Europe (Lakhe and Mohanty,

1994).

Developing nations are synonymous with poor quality products. Studies in third
world countries indicate that the concept of TQM is not understood by many

organisations, and usually it is considered an optional extra. Lakhe and Mohanty

(1994) believe that developing countries may have difficulty adopting TQM concepts

for the following reasons:

e Lack of employee involvement and participation in quality improvement efforts.
e Lack of management commitment and motivation.

o Perception that quality is an optional extra and not a necessity for development.
¢ Traditional belief that ‘quality costs money’.

e Lack of communication and trust between suppliers, dealers, management and

trade unions.
e Unorganised and indifferent customers.
e Lack of political support.
e Lack of established quality standards and inadequate test facilities.

e Obsolete technologies.

e Low level of education.

e Negligible capital investment in technologies, research and development, and

employees’ education, etc.

o Disrespect to the people insofar as quality of life is concerned.

e Undesirable social tensions such as terrorism, violence, religious fundamentalism,

etc.
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However, with increased economic competition in the world, shifts in global markets,
changes in import and export policies, and increased customer consciousness, some

progress 1s being made in efforts to adopt quality in developing countries (Lakhe and

Mohanty, 1994).

2.18 Benchmarking

In 1979, Xerox developed the benchmarking process (Rao et al., 1996). The purpose
of this endeavour is to compare manufacturing costs. Over time, this process has

developed into a significant strategic tool. Zairi (1992) defines the practice of

benchmarking as follows:

e The measurements of performance against the best of the best through a

continuous effort of constantly reviewing processes, practices, and methods.

e Emulating the best by continuously implementing change and measuring

performance.

Benchmarking is the process of identifying and learning from the best practices
world-wide. It is a continuous process of measuring products and services against

those of the best organisations in the world. Its application shows the level of a local

organisation against best practice organisations.

2.18.1 Benchmarking in healthcare

The objective of benchmarking is to improve performance so the organisation
survives and flourishes in a competitive market place (Czarnecki, 1994). Thus,

benchmarking is about comparing the organisation outcomes with other organisations,
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and learning from these comparisons. The phases of benchmarking include
developing an understanding of one’s own performance, carefully studying the
practices of superior performances, and then adopting the methods which improve
performance (Anderson-Miles,1994). Gift et al. (1994) listed the basic steps of
benchmarking to include planning, analysis, integration, and action. Detailed
information such as reporting formats, service improvements, admissions processes
and clinical procedures can assist hospitals in streamlining processes (Kaluzny et al.,
1995). Capozzalo et al. (1994) state that when the appropriate people are involved and

supported by top management and correct practices are implemented, benchmarking

is one of the best tools for improving healthcare organisation internal processes.

According to Yasin et al. (1998), benchmarking starts with the assumption that
healthcare quality is multifaceted. They include an operational facet, outcome facet,
and strategic facet. The use of benchmarking with its different facets helps healthcare

organisations in a number of ways. They include:

e Healthcare institutions that deploy benchmarking are forced to assess and
evaluate customer requirements objectively, based on the realities of the market

place, instead of relying on past history intuitions.

¢ Benchmarking provides a facet-based method for establishing goals and targets,

since both metrics and the practices of internal and external processes are

investigated and documented.

e A better understanding of the real measures of productivity, efficiency, quality,

and effectiveness may also be attained through the process of benchmarking.
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e Benchmarking has the potential for uncovering some revolutionary practices or

technologies that may have a positive impact on the healthcare organisation

customer orientation and, therefore, its competitive advantage.

Healthcare organisations should not limit themselves to benchmarking against other
healthcare organisations. They should look outside the healthcare arena as well (Gift,
1994). For example, a local hospital could benchmark its hospital ward cleanliness
and cleaning processes against the Marriott Corporation, a reputable and quality-
driven corporation (Yasin et al., 1998). After the implementation of the
benchmarking efforts, the healthcare organisation can begin to invest i1n

communicating these efforts to the public through their marketing efforts (Sunday et

al., 1992).

2.19 TQM Failures

Notwithstanding the popularity of TQM, some organisations have found it difficult to
implement the programme successfully (Tata and Prasad, 1998). An examination of
the literature suggests that only one-third to one-half of the organisations that have
adopted TQM have observed significant improvements (Garvin, 1986; Burdett, 1994).
According to Tate and Prasad (1998), this lack of significant success 1s often not a
failure of the TQM concept, but a failure to pay sufficient attention to the cultural and
structural variables that influence TQM. Unlike other programmes, TQM i1nvolves
changing the way employees interact and work in organisations. It is a context-
dependent programme, the success of which depends to a large extent on cultural and

structural factors (Tate and Prasad, 1998).
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Harari (1993) believes that “about one fifth -at best one third- of TQM
programs...have achieved °‘significant improvements’...,” and he questions the
success of companies such as Motorola, Xerox, Southern Pacific, and others. Harari

(1993) stresses luck in the success of these companies, rather than the correct
implementation of TQM skills. He gives ten reasons why TQM programmes often

fail, even in organisations that seem destined for success. These reasons are:

e TQM focuses people’s attention on internal processes rather than external results.

o TOQM focuses on minimum standards.
e TQM develops its own cumbersome bureaucracy.

o TQM delegates quality to quality czars and “experts” rather than to “real” people.

e TOQM does not demand radical organisational reform.

e TQM does not demand changes in management compensation.

e TQM does not demand entirely new relationships with outside partners.
e TQM appeals to faddism, egotism, and quick-fixism.

e TQM drains entreprencurship and innovation from corporate culture.

e TQM has no place for love.

Becker (1993) disagrees with Harari (1993), asserting that TQM does work, and that
failures are the result of misguided attempts. According to Becker (1993), Harari uses
faulty logic to explain TQM failures. Becker does acknowledge that much of the
behaviour observed by Harari does occur, and may indeed lead to negative results.
Becker (1993), however, believes that the real questions to be asked are: Why do

these failures occur? Any why are there more failures than successes? Becker
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explains that these programmes fail because, in fact, they are not TQM programmes.

He goes on to say that true TQM encompasses a variety of tools and techniques.

Fishbone diagrams, affinity diagrams, brainstorming, Pareto charts, and JIT are all
used by TQM, but the use of these tools does not constitute TQM. He adds that TQM
1s a philosophy of management, and without dedication to this philosophy, whatever
the programme 1s, it is not TQM. He further says that TQM philosophy requires
cultural change. Many organisations opt for using some TQM techniques without

adopting the TQM philosophy. This strategy, Becker states, produces the kinds of

effects documented by Harari.

Brown (1993) argues that most of the organisations that have failed in their
implementation of total quality have not followed the basic rules outlined by Deming
or any of the other TQM experts. He believes that an understanding of failure may
well help many organisations succeed, and forestall a fruitless search for ways of
effortless improvement. He gives ten reasons why two-thirds of the companies in

America have failed in their implementation of total quality. They are:

e Disguising cost control as total quality.

¢ Measuring too many of the wrong things.

e Lack of support from the top.

e Too much, too soon (Some companies get so excited about TQ that they try to
change everything in their company too quickly).

e Too little, too late (Some companies wait too long to start with the TQ effort, and

commit far too few resources to make the necessary changes).
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e Dual structures (Quality needs to be integrated into the way the company runs its

business on a day-to-day basis, it is not a separate set of tasks performed by an

organisation).
e Focus on activities versus results.

e (Cannot get out of phase one.
e No one gets rewarded for quality and customer satisfaction.

e Total quality as a fad (The majority of companies that are currently working on
total quality try it for a year or two, and let the effort die because it is too hard, too
expensive, or because it has failed to produce the expected results quickly
enough).

Many of Brown’s reasons (1993) boil down to what he calls human nature. According

to Brown (1993), it is human nature to take the path of least resistance, to look for a

quick fix, and to do those things for which we are rewarded. It secems that the only

companies motivated enough to stick to TQM are the ones that will be around during

the next twenty years, which is a good reason to keep trying.

2.20 Future of TQM

TQM is alive and well, and considered a fully established and valued technique in
commercial and industrial organisations (Reavill, 1999). It is viewed by many
organisations today as essential for corporate survival. Organisations vary in the
extent to which they adapt to the values, principles, and practices of TQM. According
to Sinhu (1999), many organisations still have no clear idea of the power and purpose
of TQM. Self-assessment of the status quo against a recognised model or standard,
such as the Malcolm Baldrige National Award or the ISO 9000 quality management

standard, can help bring about a better understanding of TQM.
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The “new market campaign” suggests that TQM be exported to countries which have
not yet adopted it, but which can do so to their benefit. Since TQM is well-established

in the developed countries of the world, the area of interest moves to newly

industrialised countries, and countries which are well on their way to increasing their

Gross National Product and standard of living.

TQM is fast becoming popular in the public sector. According to Reavill (1999),
public organisations should benefit from the adoption of TQM practices, but the

transplantation of TQM to new environments with different cultures is unlikely to be

free of problems.

Solid gains have been made internationally, yet the lack of organisational leadership is
the main stumbling block for the adoption of TQM in many parts of the world (Sinhu,
1999). It is too early to tell how citizens of a particular nation will react to the direct
benefits of the quality initiatives, but the race for quality is far from over.

According to Feigenbaum et al. (1999), organisations in the 21* century will see their
basic objective as the continuous acceleration of benefit for customers, employees,
investors, suppliers and the public, through the delivery of consistently improving
customer quality and business results throughout all business conditions. In addition,

they will emphasise that ‘market driven’ means that quality 1s what the customer not

the organisation, says it to be.

In the future, Wilson (1996) believes the ‘quality department’ will disappear, because
everyone in the organisation will need to be quality conscious and practise quality

principles. The future of the quality profession must represent the collected body of
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knowledge. It should provide valuable direction and co-ordination, and become an
important team contributor. Thus, the growth of the quality profession will increase
dramatically (Wilson, 1996). Gershon (1996) disagrees with Wilson on the certainty
of the quality professionj. He believes that whether there will still be a need for quality
professionals 1s not clear, but unless the employees are trained to manage for
improved quality, quality professionals will never be eliminated. Gershon (1996)
added that there 1s no ideal job description for the quality professional of the future,
because there are too many disciplines to master. One important attribute which the

quality professional of the future must possess i1s to be able to work with others to

meet the needs of society (Gershon, 1996).

According to Blazey et al. (2000), there 1s a good reason to be optimistic about the
future of healthcare services and businesses. There is a great potential for the trade of
healthcare via the Internet, and the opportunity for a global presence in healthcare
services is very promising. Also, the continuation of learning is expected and
accepted. With population growth, the demand for health services will also grow.
Healthcare products will increase with new healthcare services derived from research,
gene mapping, and more. With proper management, the future healthcare
opportunities are promising, but Blazey et al. (2000) stress that there 1s an urgent need

to improve healthcare services today.

Dighe and Bezold (1996) believe that as the role of healthcare is expanding beyond
just the individual to the community, corporate participation in community health

could become a major organisational function. They added that processes of how
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corporate citizens can help to create healthy communities would need to be developed

and implemented.

Motwanit et al. (1996) identified issues of important value for future research in TQM
for both managers and academic researchers. Managers can use the information to
identify those areas where improvements should be made and resources should be
allocated. In addition, comparison of different organisations or divisions can be made
to help prioritise quality efforts. Researchers can use the information to build theories
and models that relate these issues to the organisation performance and environment.

Motwani et al. (1996) suggest where future research should be concentrated:

e More research is needed to determine whether implementation of TQM is viewed

as the responsibility of the administrators, physicians, providers, or board of

directors.

e More research to identify and eliminate the regulations, attitudes, policies, and

practices that may be an impediment to continuous improvements.

e More comprehensive and comparative case studies of successful implementations

would be helpful to those who are struggling with TQM.

e FElaborate studies that detail the steps in building a successful TQM system in the

healthcare industry and outline specific healthcare measures in evaluating

healthcare systems.
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2.21 Summary

The concept of TQM has been welcomed by many health organisations, but few
realise the practical difficulties faced when executing the process change, especially
In the patient care delivery process. It 1s not clear yet what constitutes quality in
healthcare, yet many are tempted to search for a complete definition of quality in
healthcare (Sewell, 1997). TQM promises to deliver many benefits in the healthcare
industry such as less rework, fewer mistakes, fewer delays, better use of equipment
time, etc.. On the other hand, the application of TQM principles is faced with major

problems that are apparently inherent to the nature of healthcare organisations, such as

fragmentation and duplication:.

The literature identified certain key critical factors for TQM to be implemented
successfully in hospitals. The crucial factors of correct organisational culture and top
management support can help facilitate the implementation of TQM. Reduction of
cost while maintaining the quality of the healthcare system is an important factor.
Most importantly, the factor of patient satisfaction should be considered one of the
desired outcomes of healthcare services. The quality journey is without a destination
and 1s everyone’s responsibility. Its successful implementation requires participation

and involvement of all employees in the organisation (Zairi, 1993).

This chapter reviewed some of the TQM healthcare implementation models including
a proactive model by Motwani et al. (1996) and a conceptual model by Sower et al.
(1996). The differences between TQM in healthcare and TQM in other fields have

been highlighted, such as every situation and every patient is different. Patients can

not be treated like an assembly line manufactured product, and nurses cannot be
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handled like assembly line workers, because every situation is different. In addition,

there exist various powerful subcultures (e.g. physicians’ subculture). Each has an

individualistic point of view of what quality ought to be, and how the work should be

done. Many case studies of TQM implementations have been presented to show

success stories and lessons to learn from them.

TQM alone can not cure all of the ills of the healthcare system, yet it has the potential
to significantly improve its performance (Yasin et al., 1998). By reducing the cost and
improving the quality, hospitals are sure to be in a better competitive position (Geber,
1992). Lawrence and Early (1992) stated that “there is always room for improvements
- an organisation does not need to be bad, in order to get better.” Many assessments,
programmes, standards and awards can help develop the efforts of TQM in healthcare,
such as the ISO 9000, Joint Commission on Accreditation of Healthcare

Organisations, and the Malcolm Baldrige National Quality Healthcare Award.
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Healthcare in Kingdom of Saudi Arabia

3.1 Introduction

The Kingdom of Saudi Arabia healthcare system is struggling like other systems in
the world to provide the best possible care for its citizens. To understand the nature of
the healthcare system in the Kingdom, it is necessary to examine the system’s origins,
developments, achievements, and problems. This chapter will analyse several aspects
of healthcare in the Kingdom of Saudi Arabia. It starts with some geographical and
historical background information, and proceeds with a description of the Ministry of
Health and other healthcare providers in the Kingdom. Next, the development of the
health budget is discussed, followeci by an examination of the growth of the health

services and the present healthcare system. A discussion of the private sector is

) - .
LV

followed by an analysis of the Kingdom’s healthcare strategies and policies. The
chapter continues with an examination of the latest five-year Development Plan

targets and healthcare programmes, and concludes with a summary.

3.2 Background

This section of the chapter provides a general background of the Kingdom of Saudi
Arabia. It starts with some geographical information, and then gives a short history of
the Kingdom. Next, it discusses an important aspect of the social organisation of

Saudi society, i.e. gender segregation.
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3.2.1 Geography

The Kingdom of Saudi Arabia comprises almost four-fifths of the Arabian Peninsula,
an area approximately one-third of the size of the continental USA. The capital city of

Riyadh is located in Najd, the heartland of the Peninsula, which is known for its sand
deserts. Southwest of Najd and running parallel to the Red Sea is a mountain range

called the Hijaz. The Hijaz region includes the holy cities of Makkah and Madinah,
the port city of Jeddah, and the resort city of Taif. The eastern part of Saudi Arabia is

a plateau that comprises the great Nafud desert in the north, and the world’s largest

sand desert, the Rub Al-khali, 1n the south.

3.2.2 History

The Kingdom of Saudi Arabia grew out of the First Saudi Empire, which was
established by the Al-Saud family in the southern Najd in the early eighteenth
century. In 1932, King Abdul-Aziz Bin Abdul-Rahman Al-Saud created the modem
Kingdom of Saudi Arabia. The country began to see rapid economic growth upon the
discovery of oil in the 1930s. Oil revenues provided for modernisation of the country
and a rise in the standard of living of the people. King Abdul-Aziz began his
modernisation efforts by building the country’s infrastructure. After roads had been
built and a system of basic communications been established, his policies focused on

introducing modern technology and improving education, healthcare, and agriculture.

Upon his death in 1953, his son Saud succeeded. King Saud established the Council
of Ministers, including the Ministries of Health, Education, and Commerce. He also

initiated the education of girls, and founded the first Saudi institute of higher

education in 1957, King Saud University, in Riyadh.
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In 1964, Faisal Bin Abdul-Aziz acceded to the throne. King Faisal combined

Inspirational leadership with sound management skills. He took firm control of the
country’s fiscal policies, and in 1970 initiated the first of the Five-Year Development

Plans, which gave a major impetus to Saudi Arabia’s socio-economic development.

In 1975, Khalid Bin Abdul-Aziz succeeded King Faisal. During his leadership, Saudi
Arabia continued to prosper and develop at a rapid pace. The Kingdom’s monumental

second and third Five-Year Development Plans were launched in 1975 and 1980, and
major improvements were made in the infrastructure. The standard of living

continued to increase, while the Kingdom achieved both political and economic

prominence regionally as well as internationally.

The current leader of the Kingdom, King Fahd Bin Abdul-Aziz, succeeded King
Khalid in 1982. King Fahd’s strong leadership directed Saudi Arabia’s economy away
from its dependence on oil. He encouraged the private sector to develop and today,
the private sector produces more than one third of the country’s GDP. King Fahd has
focused his efforts on continuing to build prosperity in Saudi Arabia, stressing
educational opportunities for men and women, a diversified economy, as well as
resource conservation. He introduced extensive reforms in higher education and
healthcare. In higher education, he decreed bylaws to better meet the country’s
growing need for educated and skilled citizens in the twenty-first century. Also, he
gave high priority to improvements in the healthcare industry. A very advanced and
comprehensive healthcare system was developed, which includes specialised hospitals

equipped with up-to-date equipment. Specialist hospitals in the Kingdom include
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facilities for the treatment of eye problems, heart disorders, kidney failures, burns,

cancer, tuberculosis, and a range of other diseases.

3.2.3 Segregation

The Kingdom of Saudi Arabia is an Islamic country practising gender segregation.
Males and females do not mix in the affairs of public life. Moreover, while Saudi
men are only expected to wear the traditional thobe (floor-length robe) and gutra
(headscarf), women do not have a choice in this matter. All women have to wear the
abaya (black cloak) in public, and if they are Saudi citizéns, cover their head as well.
Obviously, this strict demarcation of male and female spheres has important
consequences for the organisation of work, school, and other social activities. In
education, for example, there are schools for girls and schools for boys, universities
for male students and universities for female students. Males teach male students,
while females receive instruction from female teachers. In the work environment,
there are separate offices for both genders, so that they do not mix physically. Most
communication between the two genders is conducted through telephone and faxes.
In the healthcare environment, segregation standards are more relaxed. Yet, there are
limitations to cross-gender communication stemming from cultural traditions and
customs. A majority of the population continues to embrace these traditions and
customs, so that segregation is considered a positive rather than a negative aspect of
the country’s social organisation. Most agree that females are not disadvantaged by
segregation, and that it makes no difference in the treatment and respect women
receive from men. This has been the way of life for a long time, and it 1s unlikely to

change in a major way at any time soon. It is important to note that segregation does

not appear to have put a brake on modernisation processes in the Kingdom.
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Al-Dakheel’s (1988) study sampled female university students to try to identify

variables that affect the participation of Saudi females in the labour force. The study

findings indicated several variables that affect their employment. These include:

Mixing or ‘seclusion’. Minimal interaction between woman and men has always
been an integral component of the Islamic religion. Results from the Al-Dakheel
(1988) study show a marginal attitude towards working with men in non-
segregated environments. 48% as compared to 37% opposed the proposition that
“women should avoid working in non-segregat