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PREFACE

mproving quality and performance has be-

come the commitment of the 1990s for
health care organizations. Society, enam-
ored of industrial models for quality im-
provement and outraged at spiraling health
care costs, is calling for the use of new ap-
proaches to quality. Governmental, regula-
tory, and accrediting agencies have labeled
quality improvement as the key to many of
the overwhelming problems in the U.S.
health care system. Health care profession-
als and organizations have begun to commit
to the philosophies of quality improvement
with unprecedented energy and resources.
Quality improvement holds the potential for
creating a new paradigm for health care de-
livery.

Beyond the passion and enthusiasm,
however, lies a mandate. The Joint Commis-
sion on Accreditation of Healthcare Organi-
zations has incorporated expectations for
quality and performance improvement in its
standards for accreditation. This mandate
has created more than a little concern. Those
agencies that have been the forerunners in
adopting quality improvement principles
and programs have no more than five years
of experience, a time span considered by in-
dustry to be minimal and premature in dis-
closing program benefits. Can multiple
health care agencies across the United States
reasonably adopt approaches that are rela-
tively untested in health care settings, with
evidence of success that is only now being
demonstrated?

This book describes the concepts, pro-
grams, and tools and techniques used in
quality improvement. It is intended to pro-

vide real-world perspectives on this evolving
science. It demonstrates that quality im-
provement is a powerful tool to positively
change care and service, yet it is not fast, not
foolproof, and not without a need for major
investment in people and other resources.

Commitment to quality improvement
may be the most significant action we can
take to move forward into the 21st century,
but it cannot be considered a religion or be
undertaken with blind obedience. Quality
improvement must be considered a science
and a process that require personal and or-
ganizational commitment, continuous criti-
cal thinking, and a willingness to create
change to meet the needs of patients, fami-
lies, and other customers.

Improving Quality and Performance: Con-
cepts, Programs and Techniques is a book rich
with insight and examples. Section I ad-
dresses the building blocks of improving
quality in organizations. Chapters describe
QI concepts, programs, techniques, and
roles. They blend theory, literature, and
practical experience, and can serve as an on-
going reference for clinical settings.

Section II provides examples of quality
improvement activities carried out in health
care settings. These chapters reflect hospital-
based activities, because hospitals generally
have been the first settings of care delivery
to adopt QI approaches. As you will see,
however, the experiences can be applied to
other health care settings. The chapters re-
flect organizations at various stages in QI
implementation, from those that began a to-
tal QI commitment several years ago, to
those that have made early steps into the
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process. Readers will be able to relate to the
examples, irrespective of the current state of
their own agency.

The examples provided share important
lessons about the impact of QI on profes-
sionals, organizations, and patients. Au-
thors have graciously shared both their suc-
cesses and failures in early QI efforts. They
show that there is much to learn from indus-
trial examples, but the unique features of
health care settings must always be ac-
knowledged. They reinforce the message
that QI is not a “magic bullet” and that it
requires constant support and nurturing in
order to flourish. These authors and organi-
zations are leaders and trailblazers, and we
own them a debt for helping us to learn from
their experience.

Quality improvement is an exciting op-
portunity in health care today, one that I be-
lieve will be energizing and supportive to
nurses in particular. It is a science based on
getting to know the customer (patients and
families), constant attention to better meet-
ing the customer’s needs, careful analysis of
processes of care and service, empowerment
of front-line providers, and collaboration
with others. These are all issues that nurses
have long sought to achieve. The time has
come to create organizationwide approaches
to move forward in synchrony. Through
strategic efforts and the sharing of our les-
sons, perhaps the best is yet to be.
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SECTION |

Section I contains the nuts and bolts for
improving quality and performance in
health care. It begins with the concepts of
quality improvement (QI) and the principles
that form the basis of today’s continuous
quality improvement initiatives. These con-
cepts are then integrated into discussions of-
programs and models for QI implementa-
tion in Chapter 2. While no two models are
alike, this chapter describes core compo-
nents and real-world experiences to plan
and effectively implement a QI initiative.
Chapter 3 provides a how-to overview of
common QI tools and techniques, and adds
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examples to help in their application. Chap-
ters 4, 5, and 6 describe functions and roles
that are essential to and are significantly af-
fected by QI and its impact. These chapters
address the roles of the team facilitator,
manager, and staff developers. The exam-
ples add depth and perspective to the dis-
cussions.

These building blocks will provide read-
ers with the necessary tools to get started on
the never-ending journey. They should be
considered not so much as a mandatory
step-by-step procedure but rather as a map
to guide early efforts.






CHAPTER ONE

IMPROVING QUALITY AND
PERFORMANCE: THE CONCEPTS

Patricia Schroeder

Today’s approaches to managing and improving
quality in health care are moving in a new and posi-
tive direction. While strategies in this movement may
vary somewhat among applications in different set-
tings, in general, the new efforts in quality improve-
ment can be characterized as organization-wide, col-
laborative, enthusiastic, and focused on refining
processes of care rather than assigning blame to peo-
ple. Expectations have been redefined. The goal for
quality initiatives in many health care organizations
has shifted from achieving accreditation to improving
care and service. Philosophically, quality has shifted
from mandate to opportunity. Many organizations
can accurately claim improvements in both effective-
ness and efficiency as a result of this new commit-
ment and approach to quality.

Quality improvement has taken health care by
storm. Current concepts about quality and how to
achieve it, most notably as applied in manufacturing
industries, have been the subject of much discussion,
literature, education, and debate. The concepts are
being addressed by professional associations, con-
sumer groups, payers, regulators, and accreditors, as
well as by the providers and organizations them-
selves. They are considered the key to survival in the
1990s and beyond.

But what exactly is quality improvement (QI), and
how does it relate to health care? This chapter will
answer that question and will provide perspectives
on the fit of QI initiatives in U.S. health care organi-
zations.

UNDERSTANDING THE TERMS

The field of quality assurance always had a language
of its own. Terms were complex, subject to change,
and frequently redefined within different settings.

QI also carries a complex changing vocabulary.
Even the very term quality improvement is not consis-
tently used as the primary label for quality-related
concepts. Other labels include the following:

+ Continuous quality improvement (CQI)

* Total quality management (TQM)

* Total quality systems (TQS)

* Quality systems improvement (QSI)

* Total quality (TQ)

The list could continue. Most confusingly, while
some terms dealing with quality do have unique
meanings, many people use the terms interchange-
ably.

This ongoing problem of vocabulary requires all to
look carefully beneath the terms and labels them-
selves, and to clarify the definitions before making
assumptions about an author’s ideas. For the purpose
of this book, quality improvement will be used generi-
cally as the label for the new approach described by
these terms.

A glossary of Ql-related terms is provided. Its
terms and definitions may vary slightly from those
used in other settings. It is unlikely that terms will
be universally defined and used consistently any
time soon. It is, therefore, most helpful to seek
consistent use of terms within one’s own organiza-
tion or setting.

WHAT IS QUALITY IMPROVEMENT?

Quality improvement is the commitment and ap-
proach used to continuously improve every process
in every part of an organization, with the intent of
meeting and exceeding customer expectations and
outcomes. It stimulates individuals and teams to look
at the way they deliver care and service, to identify
the root causes of problems in systems, and then to
innovate to make improvements. QI integrates stra-
tegic leadership, an empowered workforce, and a
data-driven effort to refine one’s product and service
constantly. It is a long-term approach, established
through incremental steps: it is an approach that
must be tailored to the setting, service, people, and
consumers of an organization.

Some consider QI a management approach. Oth-
ers see it as an attitude or mindset. All concur that QI
goes far beyond a set of techniques or a circumscribed
“program,” and instead is a way of “being’ for orga-
nizations. Ql is a way of doing business that pervades
every aspect of the organization.

Discussions of QI in the United States frequently
identify it as a paradigm shift in American organiza-
tions (with paradigm defined as one’s fundamental be-
liefs about something, the model on which thought
and action is based). QI has wrought a significant
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Twelve Paradigm Shifts to World-Class Quality

Former Paradigm
Control management

Task-focused

Command decisions

Individual work

Experts and labor

Control through punish-
ment and fear

One right way

Record-keeping

New Paradigm

Commitment manage-
ment

Process- and customer-
focused

Consensus decisions

Teamwork

Experts all

Control through positive
reinforcement

Continuous improvement

Scorekeeping

Flat and flexible structure
Shared values and vision

Tall and rigid structure

Unstated values and
vision

Tough on people

Wealth-exploiting

Tough on competition
Wealth-creating

Copyright 1991, Miller and Howard, Miller Consulting Group.
Reprinted with permission.

change in thinking about quality and its pursuit in the
workplace generally and in health care specifically.
This change is summarized in the “Twelve Paradigm
Shifts to World Class Quality” (Miller and Howard,
1991, p. 228), shown in the box above. These shifts
describe different approaches to organizational struc-
ture, management, work design, and attitudes. They
speak to a new organization, one that is refocused on
its mission.

It is essential to note, however, that the move to
quality improvement is not the first time that health
care in general and nursing in particular have identi-
fied a need for new approaches. In fact, aspects of
these paradigm shifts have been identified over the
years in discussions of decentralization, work rede-
sign, shared governance, and general team building.
Nurse leaders have long sought to implement many
of these changes under other labels or titles.

A crucial aspect of quality improvement, one often
cited as a major strength, is its organizational focus.
That is, it emphasizes that all facets and members of
the organization will move with identified principles,
thereby providing a synergy to efforts. This synergy
extends beyond the organization because QI also is
strongly understood and supported by many external
customers of health care, including patients and fam-
ilies, payers, business, and government. External
customers may also include health care services, set-
tings, and providers involved before or after the time
of health care delivery. The global nature of quality
improvement is a strength that may serve to increase
the likelihood that the goals of QI can be achieved in
organizations.

THE LEADERS AND THEIR CONCEPTS

The concepts of quality improvement have been at-
tributed to work that stems from at least as far back as
the 1920s. Shewhart, Deming, Juran, Ishikawa,
Fiegenbaum, and Crosby are some of the names most
commonly acknowledged as forerunners.

The three gurus of quality most frequently cited in
the United States today are W. Edwards Deming, Jo-
seph Juran, and Philip Crosby. Fig. 1-1 spells out the
major tenets of their work (Cambridge Research In-
stitute Management Consultants, 1992).

Deming, an American engineer and statistician, is
perhaps the most well known of the three. His early
efforts, in a post-World War II society, launched Ja-
pan on its internationally renowned quest for quality
(Walton, 1986). Deming’s frequently cited 14 points
have been described as “changing the philosophy of
the organization, empowering the worker to be more
productive, and leadership and teambuilding” (Dien-
eman, 1992, p. 25). Deming’s principles have been
applied in a variety of manufacturing and service set-
tings, and are considered the most commonly used
framework for QI efforts.

Juran, also a participant in the Japanese quality
transition of the 1940s and 50s, developed a trilogy to
guide quality improvement, which includes quality
planning, quality control, and quality improvement.
He is also attributed with addressing the costs of poor
quality, which include wasted efforts, extra expenses,
and defects.

Crosby came to international prominence in 1979
with the book Quality Is Free. His 14 steps emphasize
quality as “conformance to requirements’” and pre-
vention systems to assure zero defects.

The approaches proposed by Deming, Juran, and
Crosby contain key conceptual differences. Some of
these have been summarized by the Cambridge Re-
search Institute Management Consultants (see the
box on p. 6). Beyond these distinctions, however, are
many more common tenets. All three, as well as the
other aforementioned leaders, believe QI to be an un-
ceasing, organization-wide effort that focuses on im-
proving processes of work rather than blaming peo-
ple for errors. Customers of the service or industry
must be identified, and their needs must be met.
Teamwork and innovation must guide the organiza-
tion to greater effectiveness and efficiency.

MAJOR PREMISES OF QUALITY
IMPROVEMENT

Certain major premises or concepts underlie quality
improvement, irrespective of the model, and will be
discussed here. They are focus on organizational mis-
sion, continuous improvement, customer orienta-
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Deming's 14 Points Crosby's 14 Steps Juran Trilogy
; I. Quality Planning
1. Management commitment
LSl = 1. Determine customers
purpose 2. Quality improvement team ) .
2. Determine customers
2. Adopt the new 3. Quality measurement s
philosophy L . .
3, Coabadapandance o 4. Cost.of quality evaluation 3. Develop products for
inspection o Quallty 'aWarelj’IeSS customers
4. End the practice of 6. Correction action 4. Develop processes
awarding business on 7. Ad hoc committee for zero to produce products
the basis of price defects II. Quality Control
5. Improve constantly 8. Supervise training 1. Evaluate performance
6. Institute training on the 9. Zero defects day 2. Compare performance to
job 10. Goal setting goals
7. Institute leadership 11. Error-cause removal 3. Act on differences
8. Drive out fear 12. Recognition Ill. Quality Improvement
9. Break down barriers 13. Quality councils 1. Establish infrastructure
between departments 14. Do it over again 2. !dentlfy needs for.
10. Eliminate slogans, improvement/projects
exhortations Four Quality Absolutes 3. Establish project teams
11. Eliminate work standards 1. Quality defined as conformance 4. Provide teams with:
(quotas). Eliminate to requirements, not "goodness" . Res_ourpes
management by objectives 2. The system for causing . #Aofnv_atnon
' * Trainin
12. Remove barriers to quality is prevention, not 9
employees appraisal
13. Institute education 3. The performance standard
14. Transform everyone's job must be zero defects, not
"that's close enough”
4. The measurement of quality
is the price of nonconformance,
not indexes

Fig. 1-1 Guru overview. Modified with permission of Cambridge Research Institute Management Consultants, Cambridge, Mass.

tion, leadership commitment, empowerment, collab-
oration/crossing boundaries, focus on processes, and
focus on data and statistical thinking.

Focus on Organizational Mission

Quality requires consistent efforts toward achieve-
ment of the organization’s mission. The mission of
any organization is its basic purpose and reason for
being. If the mission is to be achieved, it must be:

* Articulated in a mission statement

» Understood by all members of the organization

* Valued

* Visible

* Used consistently to guide all plans, goals and

actions
The organization’s mission must guide both short-
and long-range efforts.

McCabe (1992) suggests that the process of vertical
alignment will assist individuals and departments in
understanding and working toward the organiza-
tion’s mission. Vertical alignment threads mission-
focused goals, plans, and efforts through all organi-

zational levels, from the individual employee to the
governing board. Measurable quality goals, linked to
the mission, must be identified in job descriptions,
performance plans, and department expectations.
This alignment of people and efforts will move the
organization in a consistent and positive direction. As
decentralization proceeds or key processes change, it
is the mission that keeps the organization moving in
a planned and consistent direction.

Continuous Improvement

Quality improvement (or continuous quality im-
provement) is grounded in the premise that every
plan, every effort, every process, can always be made
better. Rather than striving to achieve an arbitrary
endpoint or threshold, or attempting to only solve a
problem, organizations must make efforts to get bet-
ter constantly.

Continuous improvement requires deep valuing of
the consumer (both internal and external) and a com-
mitment to critical thinking and innovation. It also
creates a different organization, replacing the tradi-




