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BACKGROUND	  
As	  the	  scruIny	  on	  healthcare	  quality	  and	  costs	  intensifies,	  the	  
need	  to	  align	  healthcare	  quality	  enhancing	  iniIaIves	  (QEIs)	  
with	  the	  finances	  that	  facilitate	  these	  QEIs	  becomes	  important	  
to	  QEI	  buy-‐in,	  uptake,	  and	  sustainability	  from	  stakeholders.	  
The	  business	  case	  (BC)	  approach	  can	  serve	  as	  a	  strategic	  tool	  to	  
this.	  The	  absence	  of	  a	  BC	  for	  a	  QEI	  can	  derail	  a	  QEI.	  	  

RESULTS	  
1.	  DESCRIBING	  THE	  INTERVENTION:	  All	  but	  one8	  BC	  described	  the	  QEI	  and	  
contained	  raIonale	  for	  the	  proposed	  QEI.	  	  	  	  
2.	  DETERMINING	  PERSPECTIVE:	  PerspecIves	  included	  enIIes	  that	  would	  
likely	  be	  financial	  investors1,2,6,8,11,14,15.	  Some	  studies	  discussed	  the	  BC	  from	  
mulIple	  perspecIves,	  including	  the	  societal,	  hospital,	  paIent,	  and	  
payer3,9,10,12.	  Others	  did	  not	  state	  a	  perspecIve,	  but	  implied	  it	  would	  be	  from	  
an	  organizaIons	  execuIve	  leadership7,4,5,13.	  
3.	  IDENTIFYING	  EFFECTS	  OF	  INTERVENTION	  ON	  QUALITY:	  	  All	  studies	  
reviewed	  discussed	  effects	  of	  the	  intervenIon	  on	  quality.	  	  
4.	  DESIGNING	  THE	  STUDY:	  Most	  studies	  used	  observaIonal	  designs	  
1,2,34,5,7,10,14,15.	  	  Designs	  included	  RCT11,	  comparaIve6,12,13,	  pre-‐post-‐test8,	  and	  
repeated	  measures9.	  	  
5.	  IDENTIFYING	  AND	  MEASURING	  CASH	  FLOWS:	  Four	  studies	  measured	  cash	  
flows	  prospecIvely6,8,9,11.	  Measurement	  strategies	  included	  cost	  projecIon	  
from	  previous	  studies2,	  naIonal	  administraIve	  data	  sets7,4,	  cost	  projecIon	  
from	  data	  from	  previous	  years	  in	  an	  organizaIon5,	  and	  hospital	  specific	  
accounIng	  systems	  or	  claims	  data13,15.	  	  	  
6.	  CONSIDERING	  EFFECTS	  OF	  CAPACITY	  CONSTRAINTS:	  Although	  only	  2	  
studies	  did	  not	  contain	  any	  informaIon	  on	  this	  step8,13,	  including	  
organizaIonal	  context	  on	  organizaIonal	  type,	  sample	  size,	  or	  paIent	  
populaIon,	  all	  studies	  require	  greater	  descripIon	  in	  this	  step.	  	  	  
7.	  SELECTING	  MEASURE	  OF	  RETURN	  ON	  INVESTMENT:	  Measures	  of	  ROI	  
included	  economic	  analysis1,	  cost-‐benefit	  analysis2,11,14,	  net-‐savings5,	  net-‐
cost3,6,	  mulIvariable	  mixed	  effects	  linear	  regression7,	  potenIal	  efficiency	  
savings8,	  cost	  savings9,12,	  cost	  reducIon	  sImaIon10,	  benefit-‐cost	  raIo12,	  net	  
benefit13,	  and	  economic	  simulaIon15.	  	  
8.	  DETERMINING	  TIME	  HORIZON:	  All	  but	  one10	  BC	  described	  the	  Ime	  frame	  
the	  BC	  was	  conducted	  over,	  which	  ranged	  from	  14	  weeks	  to	  4	  years.	  	  	  
9.	  DETERMINING	  “RIGHT”	  DISCOUNT	  RATE:	  Only	  3	  BCs	  reviewed	  
acknowledged	  discounIng	  in	  their	  analysis3,4,11.	  	  	  	  
10.	  ADJUSTING	  FOR	  INFLATION:	  Only	  3	  BCs	  reviewed	  acknowledged	  inflaIon	  
as	  a	  part	  of	  their	  BC	  analysis1,13,14.	  	  	  
11.	  DETERMINING	  ORGANIZATIONAL	  READINESS:	  Zero	  studies	  explicitly	  
discussed	  this,	  but	  8	  included	  relevant	  informaIon,	  including	  importance	  of	  
aligning	  the	  project’s	  objecIve’s	  with	  the	  organizaIon’s	  mission2,	  having	  
leadership	  guidance	  throughout	  BC7,6,13,	  and	  aligning	  the	  QEI	  with	  naIonwide	  
policy	  efforts14,15	  to	  increase	  project	  uptake	  and	  long-‐term	  sustainability.	  	  
	  	  	  
	  

PRACTICE	  &	  POLICY	  IMPLICATIONS	  
Future	  efforts	  to	  standardize	  how	  BCs	  are	  conducted,	  presented,	  
and	  used	  in	  healthcare	  are	  needed	  to	  move	  the	  uIlity	  of	  BC	  analysis	  
forward	  in	  healthcare.	  Federal	  agencies	  and	  policymakers	  should	  
implement	  strategies	  that	  require	  the	  use	  of	  a	  BC	  approach	  to	  more	  
objecIvely	  evaluate	  QEIs,	  and	  demonstrate	  their	  viability	  to	  key	  
stakeholders	  at	  various	  organizaIonal	  levels.	  	  
While	  a	  BC	  should	  be	  used	  by	  researchers,	  execuIves,	  and	  
healthcare	  personnel	  to	  build	  support	  for	  innovaIons	  at	  the,	  
departmental,	  healthcare	  system,	  state-‐	  or	  naIonwide	  levels,	  failure	  
to	  use	  this	  approach	  to	  evaluate	  these	  innovaIons	  represents	  a	  
missed	  opportunity	  to	  understand	  how	  QEIs	  impact	  the	  bofom	  line.	  
	  

UTILITY	  OF	  THE	  BUSINESS	  CASE	  FOR	  QUALITY	  APPROACH	  IN	  HEALTHCARE:	  
Prac&ce	  &	  Policy	  Implica&ons	  from	  an	  Integra&ve	  Review	  

TABLE 1: DESCRIPTION OF BCs REVIEWED 

  
DESCRIPTION OF INTERVENTION  PERSPECTIVE EFFECTS OF THE INTERVENTION ON QUALITY 

1. Doloresco et al. 
(2004) 

Achieving magnet designation at a Veterans Health 
Administration hospital  

Hospital’s nursing 
service  

Improvements in nurse-sensitive patient outcomes of pressure ulcers and 
pneumonia and reduced nurse turnover 

  
 
2. Higdon et al. 
(2013) 

Achieving magnet designation for hospitals with < 
100 beds  

Hospital's board of 
directors.  Increased nurse retention, patient safety, and occupational safety 

3. Horn, (2008) 
Higher RN direct care time per resident per day in 
long-term care facilities 

Cost savings from 
societal perspective 
and intuitional 
perspective are 
discussed  

Fewer adverse outcomes of pressure ulcers, hospitalizations, and urinary 
tract infections among long-term care residents 

 4. Jayawardhana et 
al. (2013) 

Attaining magnet status for general hospitals with > 
60 beds  

*Implies hospital 
executives Improved nursing environments and delivering high quality patient care  

5.  
Kale (2012) 

Pediatric DSNs will provide 24-hour access to 
telephone advice service for children with type 1 
diabetes. 

*Implies hospital 
executives 

Better management and follow-up, reduced morbidity and hospital 
admissions, improved patient satisfaction, and increased patient 
engagement in self-care.  

6. Lahiri & Faghri 
(2012) Workplace-based  money incentivized behavioral 

weight management program Employer 
Increased employee productivity through decreased absenteeism, and 
improved work efficiency, employees morale, and job satisfaction  

7.  
Li et al. (2011) Higher RN skill mix and increased RN hours per 

patient day (HPPD) in medical versus surgical units 
*Implies hospital 
executives 

Higher RN skill mix is associated with improved patient outcomes. 
Increased RN hours per patient day is associated with decreased risk of 
hospital mortality at the hospital level. There are differences in effect of 
skill mix and HPPD in medical vs. surgical units.  

8. Lindley & Robert-
son (2013) Standardized venipuncture/cannulation storage for 

all wards at a NHS hospital 
BC presented to 
"senior management"  

Reduction in time to locate venipuncture/ cannulation equipment, leading 
to reduction in delays in patient care and improve work flow efficiency 

9. Nanda et al. (2011) 
Displaying varying visual art on the walls of a small 
multi-purpose lounge for psychiatric patients  

Cost savings 
presented from 
patient and hospital 
perspective 

Decrease agitation and anxiety levels of patients, as measured by rate of 
PRN medication use and RN feedback. 

10. Needleman et al. 
(2006) 

Increasing hospital nurse staffing by raising: 1. % of 
hours provided by RNs to 75th percentile for 
hospitals below level 2. number of licensed nursing 
hours/ day to 75th percentile –OR- 3. staffing of each 
of these levels in hospitals where each is below 75th 
percentile  

Both societal and 
hospital perspectives 
are discussed 

Reductions in lengths of stay, urinary tract infections, upper 
gastrointestinal bleeding, hospital acquired pneumonia, shock, cardiac 
arrest, and failure to rescue rates  

11. Noben et al. 
(2015) 

Mental health screening for nurses, followed by a 7-
step personalized protocol for improving work 
wellbeing and functioning delivered by a trained 
occupational physician (OP)  Employer 

Increased productivity from reduced absenteeism and increased 
presenteeism 

12. Sommer et al. 
(2011) 

Children's Hospital Community Asthma Initiative 
(CAI) provides individualized treatment, community 
education, policy advocacy, and community 
partnerships. 

Health payers and 
policy makers 

Increased care coordination and management leads to reduced ED visits 
and hospital admissions 

13. Unruh et al. 
(2011) Implementing Transforming Care at the Bedside 

(TCAB) program in hospital medical-surgical units 
*Implies hospital 
executives  

Improvements in process and outcomes and has been noted to improve 
nursing care and satisfaction, increase nursing hours of direct patient care, 
decrease time spent charting or searching for equipment, and decrease 
number of patient falls with harm.   

14. Waters et al. 
(2011) 

Michigan Keystone ICU Patient Safety Program 
includes a unit-based patient safety program and 
interventions to improve compliance with care to 
reduce hospital acquired infections Hospital 

Reductions in central line associated blood stream infections (CLABSI) and 
ventilator associated pneumonia (VAP) rates; Study also discusses but 
does not measure reductions in cases of sepsis and mortality, and 
improvements in teamwork and turnover  

15. Yakusheva et al. 
(2014) Increasing the proportion of BSN-educated nurses to 

80% Hospital 

Improved patient outcomes, including decreased in-hospital all-cause 
mortality, same-hospital all-cause 30-day readmission rates, and length of 
stay. 

STUDY	  DESIGN	  
	  An	  integraIve	  review	  was	  conducted	  using	  Whifemore	  and	  
Knafl’s	  (2005)	  methodology16.	  E-‐databases	  (CINAHL,	  Pubmed,	  
Business	  Source	  Premier,	  and	  ProQuest	  Central)	  were	  
searched	  for	  studies	  from	  2003-‐2016	  using	  a	  comprehensive	  
strategy.	  All	  data	  were	  extracted	  into	  a	  standardized	  template	  
and	  results	  were	  collecIvely	  analyzed	  for	  and	  categorized	  by	  
common	  themes	  and	  conclusions,	  based	  on	  Reiter	  et	  al.’s	  
(2007)	  11	  steps	  for	  developing	  a	  BC	  for	  quality17.	  We	  used	  
these	  data	  to	  diagram	  the	  uses	  of	  the	  BC	  in	  healthcare.	  	  
	  	  

CONCLUSIONS	  
•  Few	  BC	  analyses	  exist	  in	  healthcare	  literature.	  	  

•  There	  were	  inconsistencies	  in	  the	  use	  of	  the	  term	  “business	  
case”	  and	  strategies	  used	  to	  conduct	  and	  present	  them.	  	  

•  The	  BC	  is	  a	  powerful	  but	  underuIlized	  tool	  that	  provides	  
stakeholders	  systemaIc	  eividence	  to	  support	  or	  reject	  a	  QEI	  in	  
healthcare.	  

PURPOSE	  
This	  study	  evaluates	  published	  BCs	  in	  nursing	  to	  synthesize	  
current	  uses,	  gaps,	  and	  implicaIons	  of	  the	  BC	  approach	  in	  
healthcare.	  	  

FIGURE	  1:	  USES	  OF	  THE	  BC	  APPROACH	  FROM	  REVIEW	  
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4  Designing%the%Study%
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6  Considering%the%Effects%of%Capacity%Constraints%

7  SelecHng%a%Measure%of%Return%on%Investment%

8  Determining%the%Time%Horizon%tor%the%Analysis%

9  Determining%the%Discount%Rate%

10  AdjusHng%Costs%and%Savings%for%InflaHon%

11  Determining%OrganizaHonal%Readiness%for%BC%Development%
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