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ABSTRACT

Total Quality Management (TQM) is a management philosophy with origins
dating back to the 1920’s. It is a philosophy that has gained increased currency
particularly with the ec nomic revival of Japan after World War II and the
challenge this has presented to Western industry. The interest with which this
philosophy has been received has recently been transferred to the health care
industry, both within the United States and Canada. The purpose of this
dissertation was to review the concept of TQM itself, its histor..' J- = ment
and application in industry, its application in American health care, and its
application in two Alberta acute care hospitals. The ultimate objective was to
determine whether TQM could indeed be transplanted from industry to Canadian
health care.

The research approach taken was to conduct case studies of two Edmonton
acute care hospitals that had recently implemented a TQM process in their
organizations. Interviews were conducted with Board members, senior managers,
middle managers, union officials, staff, physicians, and ex-managers. In addition,
documentary evidence was obtained through a review of facility newsletters,
committee minutes, training documents, and attendance at course offerings. As a
basis for these case studies, an extensive literature review was conducted on the
TQM concept, industrial applications, American health care applications, and
relationship to existing management thecry.

From the data collected the researcher was unable to make a definitive
conclusion as to the applicability of TQM to Canadian health care or comment

affirmativelv on the likelihood of the success of such application. While there are



many factors strongly in favour of such application there are also significant
barriers that have yet to be overcome. Some of these barriers are external
environmental factors that will not be easily altered to facilitate TQM
development, while other internal factors require vigorous action on the part of

health care organizations themselves.
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CHAPTER I
Introduction

Purpose and Research Obijectives

The pufpose of this study is to investigate the applicability of Total Quality
Management (TQM) to the Canadian health care industry, specifically the
acute care hospital setting. With increasing focus placed on the quality of
service provided by acute care hospitals, and the cost-effectiveness and
measurement of that service, a number of organizations have undertaken, or
are currently contemplating, the introduction of a TQM process to their
facilities. It is expected that a review of TQM, its historical development, and
applications to date will facilitate an assessment of this option.

With respect to this overriding purpose two primary research objectives
shall be addressed. First, it will be necessary to determine whether TQM is
suitable for application in the Canadian health care field. Second, should the
first research objective be answered in the affirmative, it will be incumbent
upon the researcher to offer guidelines, and warnings, to other organizations
contemplating the introduction of TOM.

Necessary prerequisites to achieving these research objectives shall be a
literature review and case studies of ongoing implementation efforts in two
Alberta acute care hospitals. The literature review will first describe the
existing theoretical base for TQM. Without an adequate grounding in the

princif *2s of this management philosophy it is believed that the ability to



seriously study and apply TQM to health care will be compromised.

A history of the Japanese experience with TQM is intrinsically related to
this overview of TQM and will form the second component of the literature
review. To a large degree the acknowledged founders of TQM have been able
to incubate and test their precepts in Japanese industry. In turn the Japanese
experience has led to the breaking of new ground in the development of TQM.

A third component of the literature review shall be to review the
application of TQM to North American industrial and service sectors. A
review is necessary in order to objectively assess whether cultural factors, as
opposed to management skill, account for recent Japanese commercial success.
An assessment of this nature will contribute to addressing similar concerns
regarding health care applications. It is important to illustrate objections to
western applications if a full appreciation of implementation barriers in health
care is to be realised.

The fourth component of the literature review will be to review the
application of TQM in American health care. Irrespective of perceived cultural
barriers and other objections to the application of TQM in western society,
several health care organizations in the United States (i.e., Atlantic City
Medical Centre, Health Corporation of America, Henry Ford Health System,
Intermountain Health Care, University of Michigan Hospitals) have adopted
TQM in their operations. A review of their experiences, both positive and

negative, will facilitate an assessment of the applicability of TQM to health



care in general.

The final aspect of the literature review to be undertaken will be to
expound on the relationship between TQM and existing management theory.
This review will address itself to both micro and macro perspectives of
management theory.

With the literature review providing the base for this thesis, case studies of
two Alberta hospitals will be undertaken. Reviews of American health care
applications may not appear particularly suitable as a base of comparison for
Canadian institutions. This is primarily due to the key funding differences
between the two systems of health care. Studies of Canadian experience
should, therefore, prove more amenable to objective assessment of TQM by
other Canadian health care organizations.

Significance of the Study

In the last ten years the Canadian health care system, acute care hospitals
in particular, have been subjected to stresses, strains and demands for reform
unprecedented since the inception of health care insurance. These pressures
have been documented by the recognized experts in the field (Law, 1986;
Taylor, 1987; Van Loon, 1986), by those attempting to engage the public in the
health care debate (Rachlis & Kushner, 1989), and in the news media. This
level of dissatisfaction arises partly because of the importance Canadian society
places on the current health care system. However, it also stems from the

difficulty the system has had in responding to its extraordinary challenges



(Rachlis & Kushner, 1989; Van Loon, 1986).

The most significant challenge facing the Canadian health care system has
been the recognition that the era of unlimited funds for facilities, operations,
and programs has ended (Law, 1986; Rachlis & Kushner, 1989; Taylor, 1986;
Taylor, 1987; Van Loon, 1986). Governments, faced with ever-increasing
demands for public funds and a static (and in some cases decreasing) revenue
base, are no longer prepared to fund health care without limitations. With
increasing attempts to address preventive, long term, and chronic care options,
options considered more viable than interventionist care in improving health
status (Law, 1986; Rachlis & Kushner, 1989; Taylor, 1987), the preeminent role
of acute care centres has been increasingly called into question. Proposals for
the reallocation of funding from the acute care sector to other sectors of health
care have begun and are likely to increase.

Advances in health care technology have been another challenge for the
health care industry. Technology has facilitated improvements in care and
treatment of many illnesses and conditions that otherwise might have resulted
in severe disability or death only a few years ago. Technology has thus
enhanced the image of the health care industry as a whole. However, the lure
of technological advances has also raised expectations of the public such that
false hopes of medical miracles and infallibility are becoming commonplace
(Law, 1986). This has put great pressure on health care organizations with

respect to the quality of care expected of them. Furthermore, health care



professionals themselves have not been immune to the lure of technology. The
result has been inadequate testing of new techniques, exacerbation of financial
pressures on institutions, development of ethical issues, and questions as to
how professional groups should interrelate with one another (Law, 1986;
Rachlis & Kushner, 1989). These issues have not yet been adequately
addressed.

A concomitant financial constraint involves demands of professional and
employee groups within institutions for higher compensation. In some cases
these demands for financial redress have been related to struggles for
professional recognition, role definition, and "turf" protection (Rachlis &
Kushner, 1989; Taylor, 1987). As with most employer-employee relationships,
claims of financial destitution are unlikely to receive a sympathetic hearing,
Furthermore, calls on the part of government, the public, avowed experts, and
administrators for a new level of teamwork deemed necessary to meet
challenges facing health care could be perceived as an effort to balance gains
that such groups have only recently achieved.

The changing demographic profile of our society is also presenting
challenges in the acute care setting (Law, 1986; Rachlis & Kushner, 1989;
Taylor, 1987). The suitability of this setting for treating the elderly is being
questioned. Questions are likely to be heard in increasing frequency and
volume as alternatives to institutionalization increasingly become available,

and as this sector of the population achieves greater political clout.



Related to the above is the belief that the quality of one’s life is now at
least as important as is the length of one’s life (Law, 1986; Rachlis & Kushner,
1989). Acute care centres will increasingly be called upon to confront issues
such as euthanasia, refusals on the part of patients to undergo extensive
treatments if there is little perceived value, the efficacy of interventionist
treatments, and increasing demands for justification of services both on the
basis of cost-benefit and cost-effectiveness.

Among the traditional responses of hospitals to these pressures have been
Quality Assurance programs, Risk Management programs, Peer Reviews,
Medical Chart Audits, Accreditation reviews, and other retrospective quality
review processes (Sahney & Warden, in press; Sutherland and Fulton, 1990;
Wilson, 1987). It is recognized that these approaches have their limitations and
are not effective in assuring the level of quality of care and cost-effectiveness
that is now required (Berwick, 1989; Berwick & Knapp, 1987; Laffel &
Blumenthal, 1989; Sahney & Warden, in press).

Traditional quality assurance activities have been focused primarily on
meeting certain minimal standards often established by external agencies.
Current quality management activities presume that there are acceptable levels
of quality; this obviates the need for continuous improvement in methods.
Berwick (1989) states that traditional quality management activities concentrate
only on those instances of "poor performance", or “bad apples". There is no

motivation to review the process as a whole with a goal of improving overall



performance. Opportunities to enhance the quality of care are reactionary
rather than progressive. Moreover, by focusing measurement and quality
management efforts on special instances, and individuals, there is a tendency
to evade measurement or to rationalize variances that are discovered. The
subjective nature of the reviews only compounds such effects (Berwick, 1989;
Laffel & Blumenthal, 1989).

In a time of increasing demands to demonstrate cost effectiveness, efficacy,
and quality of care, some acute care hospitals have decided to turn to Total
Quality Management to assist them in meeting their challenges and reaching
their goals. A systematic and objective examination of TQM, and applications
in American and Canadian health care environment, could contribute to an
assessment of this option for other Canadian health care organizations.

Organization of the Dissertation

Chapters 2 to 4 represent a literature review necessary to provide the base
from which to assess the applicability of TQM to Canadian health care.
Chapter 2 reviews the historical background and development of the concept,
particularly as it relates to the Japanese experience. Chapter 3 flows from the
preceding chapter in discussing the principles of the TQM philosophy. The
most notable area of concentration is on the work of Dr. W. E. Deming and Dr.
J. M. Juran. The work of other individuals is noted but only to the extent that
they have expanded on the work of these two individuals. Chapter 4 then

reviews applications in American health care. The National Demonstration



Project is highlighted.

In developing a better understanding of whether TQM can be applied to
Canadian health care, Chapter 5 provides an overview of the TQM experience
of two acute-care Alberta hospitals. This is accomplished by means of a
chronological overview, followed by an analysis of the process based on
impact on key constituent groups and as compared to Dr. Deming’s
framework for TQM implementation.

Chapter 6 summarizes the conclusions that this researcher has reached.
These conclusions are developed at both a theoretical and practical level.
Factors both favouring and hindering the application of TQM to Canadian
health care are addressed. Chapter 7 offers a framework for TQM
implementation that is based on the body of knowledge contained in the
dissertation. The appendices that follow provide more specific detail on
content of the dissertation, pri.narily as it relates to the TQM applications in

the case study hospitals.



CHAPTER II
Historical Background and Development

This chapter contains a review of the origins of Total Quality Management.
Few in the health care field can be considered knowledgeable of the roots of
this management philosophy, its Japanese connection, and the roles of Dr. W.
E. Deming or Dr. J. M. Juran. Managers may be interested to note that TOM is
not a recent development in management but began in the 1920’s and 193¢
Equally interesting may be the discovery that TQM was formulated not by
traditional management theorists but by statisticians.

Origins Of Total Quality Management

Dr. W. E. Deming is the pioneer in the development and implementation of
TQM. Dr. Deming did, however, base his principles on the work of Dr. Walter
A. Shewhart (Ishikawa, 1981; Walton, 1986). Dr. Shewhart’s work as a
statistician in Bell Telephone Laboratories during the 1920’s enabled him to
develop techniques desighed to bring industrial processes into what he termed
“statistical control." Thus Shewhart became the first to recognize what was to
become a standard principle of modern total quality control; the limits of
random variation could be defined for any process or any aspect of a worker’s
task, and by defining these limits one could concentrate management attention
and efforts on those instances when these upper and lower limits were
exceeded. In anticipation of a basic tenet of modern quality control, Shewhart

recognized that workers themselves, rather than management or inspectors,



could be trained to monitor their performance and that of their machines,
allowing them to make the necessary adjustments and achieve greater control
over their own work. Self-control led to greater efficiency in operations and
enhanced worker satisfaction.

Dr. Deming’s first contact with Dr. Shewhart came in 1927 when Deming
worked in the Department of Agriculture. Dr. Deming’s work involved him in
a nitrogen fixing laboratory. Recognizing the value of Dr. Shewhart’s work Dr.
Deming set out to prove that the principles of random variation and process
control could be applied not only to industrial processes but to clerical
processes as well. The first real test of this expanded concept came with the
advent of the Second World War.

The work of Drs. Deming and Shewhart came to the attention of those in
charge of production of war materials in the United States. Dr. Deming was
eager to assist with this effort and proposed to teach the Shewhart methods of
Statistical Quality Control (SQC) to engineers, inspectors, and other technical
individuals involved in wartime industries. His proposal was successful, as
was the application of these concepts to wartime industry. However, despite
these successes the principles of SQC rapidly fell into disuse after the end of
the war. The reasons were straightforward. The North American continent
was the only one to have escaped widespread devastation during the war and
its industrial base, converted from war to consumer goods production, had no

competition. Combined with rapidly growing consumer demand,

10



organizations saw little need for what they viewed as the time-consuming
requirements of SQC. The key was quantity, not quality. Quality could be
controlled by simply inspecting out the bad units of production (Walton, 1986).

For Dr. Deming this was a turning point in his career and the development
of his principles. He readily recognized that his previous efforts, while
necessary, had focused their attention on the wrong set of people. While it
was necessary to educate technical people in his principles it was mnore
important that management be knowledgeable and supportive of the concepts
of SQC. Without management commitment to quality changes could not easily
be made. In retrospect, this can be viewed as the end of an isolated statistical
theory of quality control and the beginning of an integrated management
philosophy experienced today.

The Japanese Experience

At the conclusion of World War II Japan was in a state of total devastation
(Imai, 1986; Ishikawa, 1981). Most of its industrial base had been obliterated,
its transportation system was functioning sporadically, and communications
were almost nonexistent. An island nation, dependent on the acquisition of
many basic requirements from the outside world, it was rapidly recognized
that trade was the only way for Japan to rebuild and feed its people. This was
a difficult task considering Japan’s reputation for inferior goods and status as a
defeated aggressor. New approaches to production were deemed necessary,

with quality as the overriding concern, if Japan was to overcome its

11



difficulties.

At this time the Japanese were familiar with the work that had taken place
in the wartime industries of the United States and Britain. They endeavoured,
through the efforts of the Union of Japanese Scientists and Engineers (JUSE), to
facilitate the widespread use of quality control. During their review of the
principles of SQC they encountered the work of Dr. Shewhart and the name of
Dr. Deming. Eventually a relationship was to be established between Dr.
Deming, Japanese industry, and quality control efforts that continues to this
day.

Dr. Deming was willing to apply his talents and concepts to the
reconstruction of Japanese industry, to the extent that he did not accept
compensation for his efforts. However, from his experience in the United
States he had learned that, in order for his principles to succeed and for
quality control to endure, it was necessary to expose, and gain the
commitment of, managers to these principles. The Japanese embraced Dr.
Deming’s recommendations completely. In 1950 Dr. Deming, with the support
of management, began his first seminars on SQC (Imai, 1986; Ishikawa, 1981;
Walton, 1986). His prediction at that time was that Japan would begin to
capture international markets within 5 years; he was proven right.

In 1954, Dr. Joseph M. Juran another TQM expert, arrived in Japan to
incorporate his ideas into the process of quality control (Imai, 1986; Ishikawa,

1981). Dr. Juran’s focus was centred on the role that top and middle

12



management had to play in furthering the development of TQM in their
organizations. This focus marked a noticeable transition from quality control
as a statistical technique to an overall management technique.

The Japanese experienced difficulties in their initial implementation of
TQM for the following reasons: a lack of practical guidelines for carrying out
TQM; a lack of familiarity with statistical and analytical methods; contradictory
actions by top and middle management; prevalence of sectionalism; worker
resistance to what they saw as useless statistical methods; a resistance to
standards or a willingness to develop them; a lack of data necessary to
implement TQM; the inadequacy of existing data collection and measurement
methods; and, a great deal of suspicion as to the reason for collecting such
data (Ishikawa, 1981).

Despite these difficulties the Japanese have been able to employ and
develop TQM successfully over the past 40 years. The proponents of its
utilization have no doubt that it is one of the keys, if not the prime reason, for
the Japanese economic miracle (Deming, 1982; Imai, 1986; Ishikawa, 1981).
Commonly known as Kaizen (Ky’zen) in the Japanese language, it has come to
mean ongoing and continual improvement, involving everyone and every
activity in the organization (Deming, 1982; Holpp, 1989; Imai, 1986; Ishikawa,
1981). For the Japanese it has become a thought revolution in management
(Ishikawa, 1981) and a concept or goal that is to be pursued with missionary

zeal (Imai, 1986). These latter two comments are the ones that are met with
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skepticism within Western industry, most likely because of their emotional and
spiritual connotations. They are in sharp contrast with the scientific
management method that has characterized Western management since the
early 1900's.

Japanese TQM has clearly distinguished itself from contemporary quality
control efforts and from TQM efforts in Western economies. The most succinct
summary of these distinguishing characteristics is provided by Ishikawa (1981)
although inferences can also be found in the works of several other researchers
(Deming, 1982; Feigenbaum, 1983; Imai, 1986). The first distinguishing
characteristic of Japanese TQM, discussed earlier, is the company-wide focus of
such efforts, involving everyone in the organization. The benefits of such a
focus can readily be recognized in the statement with which Westerners are so
familiar with; a chain is only as strong as its weakest link.

The second distinguishing characteristic of Japanese TQM is the emphasis
placed on education and training with respect to the concepts of quality
control. A constant focus is that process improvements begin and end with
education. The extent of these educational efforts exceeds what has been
attempted in Western economic enterprises (Ishikawa, 1981; Imai, 1986). For
Japanese firms, education is likely to be extremely detailed, lasting over several
months, repetitious to ensure that concepts and specifics are grasped and
reinforced, and interspersed with on-the-job application (Ishikawa, 1981).

Education and learning are not restricted to the efforts of specialized teachers,
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but are facilitated by the efforts of supervisors and managers on the factory
floor.

A third distinguishing characteristic of Japanese TQM is that of Quality
Control (QC) Circle activities. The use of groups of workers and QC Circle
activities is likely to be familiar to many managers in business and health care.
Unfortunately, the nature of this knowledge derives from failures to live up to
expectations rath:r than from successes enjoyed. Japanese commentators point
out that such efforts are doomed to fail when left unsupported by other
structural and cultural characteristics of the organization (Imai, 1986; Ishikawa;
1981). Within Japanese companies QC activ" ‘es were not mandated, but rather
formed voluntarily at the initiative of individual workers themselves and were
designed to enhance their working lives rather than to address productivity
issues. Despite such inauspicious beginnings, these activities have thrived and
grown to the extent that millions of individuals are now engaged in such
activities and communicating with other groups nationwide.

A fourth characteristic distinguishing Japanese TQM efforts is the practice
of QC audits. While the basis for TQM efforts is the review of work processes
to discover means of improvement, the TQM effort itself is also the subject of
scrutiny. A QC audit does not focus on finding out "who" is at fault, but
rather "what" is at fault, with the goal of improving the work environment.
Japanese companies utilize an extensive variety of internal audits and use the

criteria established for the Deming Prize (Appendix A) as an external audit of
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their quality efforts.

Extensive use of statistical methods is the fifth distinguishing characteristic
of Japanese TQM. Educational efforts stress the application of basic statistical
and analytical tools at all levels in the organization. A corp of statistical
specialists is not maintained within the organization. The workers themselves,
with the assistance of their managers, are able to review their processes on a
continual basis through statistical methods. The use of data and facts, as
opposed to hunches and guesses, is fostered in problem identification and
resolution.

The final characteristic distinguishing Japanese TQM is the nationwide
focus, organization, and publication of TQM efforts. Nationwide
organizations, such as JUSE, and journals have been a prime means by which
the Japanese have developed and improved their quality control efforts.
Communication of such efforts is not viewed as a lose of one’s competitive
edge, but rather as setting a bench mark for other companies to reach or
improve upon. Entire industries are constantly forcing themselves to improve
through this competitive effort. This uniquely Japanese approach to quality
has only been applied to manufacturing processes (Walton, 1990). Few service
applications, including Japanese health care, have been attempted.

The above six characteristics identify the core of these efforts. The sections
that follow will, however, provide more detail on the impact that TQM has on

the role of management, on the relationship between management and labour,
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and the suggestion system that various Japanese companies have been able to
foster.

TQM requires a different role for management (from that prescribed by
scientific management) at all levels of an organization. While some of the
requirements mayv appear to be common sense prescriptions they entail greater
obligations on art of management. First it is necessary that top
management commit to the TQM process. This commitment is necessary in
principle and in terms of time. This time commitment is primarily devoted to
ensuring that a corporate culture is developed to enhance the efforts and
encourage the suggestions of all workers of the organization (Imai, 1986).
These efforts may involve personally leading some educational sessions, setting
policy consistent with TQM principles, sharing information and causing
information to be shared throughout the company, and conducting QC audits.

Complementary to this role is management’s relationship with its
workforce. The most notable example is the system of lifetime employment
that workers enjoy with their organizations (Ishikawa, 1981). While partly
explained by cultural factors, it is also true that the Japanese recognize their
workers as valuable assets. The labour force is seen as an asset that is
acquired, is developed through training to enhance its value; therefore, efforts
must be made to retain such a commodity. Japar.- # organizations admit that
quality of personnel has a direct impact on the quality of their organizations

and the products that they produce (Imai, 1986). This recognition even
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extends to efforts to implement TQM activities in the workplace; compulsion is
not the method of choice for implementing TQM because such efforts are not
consistent with the principles of TQM and would also not exemplify the
inherent value of a cooperative and dedicated workforce.

The suggestion system, one of the most successful aspects of Japanese
TQM is directly related to this system of labour-management relations.
Successful Japanese companies such as Toyota, Sony, Mitsubishi, and Honda
are well known for the volume of suggestions that they both receive and
utilize from their employees (Imai, 1986). The development of a suggestion
system takes time, with estimates ranging anywhere from 5 to 10 years (Imai,
1986). Management willingness to implement suggested changes is also
required. Without such willingness, efforts to foster worker involvement
through this vehicle would fail. Management responsiveness should not be
conditioned on the basis of direct economic payback to the organization.
Rather, there must be the recognition that such a system is an efficient means
for improving and sustaining employee morale and for acting as a means for
communication between management and labour. The resuits can be
impressive as one Japanese company demonstrated in 1985, witi1 over 6
million suggestions being offered by its workers, 16,821 by one individual
alone (Imai, 1986).

Other success stories are described by Walton (1986). Between 1978 and

1982 the Japanese firm of Kayaba observed the doubling of the number of its
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QC circles to 6,000 and the number of suggestions in its organization increase
from ten thousand to fifty thousand. Kansai Electric Power, Japan’s second
largest utility and a highly successful company when it cominenced TQM
activities, experienced a four fold reduction in costs in two years. In addition,
and more important to the company, was improved employee morale,
increased spirit of teamwork, and heightened sensitivity to the market and the
customer. The Hiroshima plant of Japan Steel Works began its TQM process
in 1977 and observed employee suggestions rise from 5.6 per year in 1978 to
28.5 in 1984. Between 197& and 1981 the cost of defects and claims as a
proportion of sales dropped from 1.57 to 0.40. Production rose 50 per cent
while the workforce dropped from 2,400 to 1,900. Accident rates dropped
from 15.7 to 2.3 per million man hours with a corresponding decrease in rates
of absenteeism related to accidents. The largest benefit, however, was the
positive effect on the morale and productivity of the workforce.

The Return to North America

During the 1970’s and early 1980’s North American industrial and service
sectors were characterized by high interest rates, high inflation, stagnating
growth, and other recessionary pressures. At the same time increased foreign
competition, most notably from the Japanese, was being experienced (Casalou,
1991; Clemmer & Sheehy, 1990; Sahney & Warden, in press). The first steps
North American companies utilized to maintain market share and profitability

included lay-offs, price cuts, and attempts to seek protection from foreign
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competition. This did littie to reduce the competition. Manufacturers of items
such as integrated circuits, colour televisions, steel, and automobiles, found
themselves in an increasingly tenuous position. Some organizations did not
survive this challenge.

Other companies began to recognize that the Japanese competitive edge
would not be met except through a fundamental change in management
methods in Nei .‘1 America. On June 24, 1980, American television network
NBC decided to air a documentary on Dr. Deming and his work with respect
to quality (Sahney & Warden, in press; Walton, 1986). The documentary, titled
"If Japan Can..Why Can’t We?" is now considered to be the starting point of a
major change in North American industry. The new focus of organizations
was to be on quality. Like any change, however, this new focus also met with
its detractors.

There were many in North American industry that refused to believe that
the Japanese had a better way of managing their organizations or that their
management style was the reason for their success in the international
marketplace. Many found it hard to believe that one individual, whose ideas
had been shunned in North America, could be responsible for these dramatic
successes. It was more palatable to attribute the success of the Japanese to a
host of cultural factors and protectionist trade practices.

The most succinct summary of these cultural factors comes again from

Ishikawa (1981). Ishikawa recognized that an organization does not operate in
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a social and cultural vacuum and that its TQM activities must develop within
a framework determined by the environment in which it operates. He believes
the success of TQM can be attributed to a number of societal and cultural
factors which are uniquely Japanese and in sharp contrast with conditions in
Western society. He views the organization-wide perspective and team-work
inherent in TQM as being facilitated by the lack of specialization and
professionalism characteristic of Japanese society. The fact that labour unions
do not strictly divide workers into strict job classifications means that
employees are more able to assume the duties of their co-workers unrestrained
by concerns of wage differentials. The Japanese enjoy more flexibility in the
deployment and training of their workforce than do Western organizations.
The employment pattern is characterized by lifetime employment, although
this is more a societal norm than a legal or contractual obligation. Education
and training of employees is accorded high priority in Japanese organizations.
Ishikawa also stresses the high level of education in Japanese society as a
whole, and correlates this to the success of TQM in Japan. Similarly, he views
the difficulty of the Japanese writing style, Kanji, as being of benefit to
Japanese workers in analyzing and resolving complex problems. Finally, he
believes the racial homogeneity of Japan and inherent differences in the views
of the nature of man, epitomized in religious beliefs, has also facilitated
Japanese success in TQM.

Other commentators believed, however, that TQM could be, and should be,
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applied to North American industry (Deming, 1982; Imai, 1986; Juran & Gryna,
1970); even Ishikawa implicitly recognized this. In discussing the situation in
Japan at the conclusion of World War 11, Ishikawa stated that, even though
American and British methods were good, TQM could not be imported as it
stood, but rather would have to be adjusted to create a Japanese model
(Ishikawa, 1981). He recognized that cultural factors, while having an
influence, were not an insurmountable barrier to adapting the techniques and
concepts of other societies. Moreover, recall that the birth of TQM in Japan
was the result of the ideas of an American and that the first successes of TQM
took place in America before being transplanted.

Further evidence that TQM could be applied to Western industry is
provided by American and Canadian organizations that have enjoyed success
with TQM. Some organizations have benefited from having Japanese
sponsors, or takeovers, which provided experience for implementing the
process.

It is likely, however, that examples of uniquely Western organizations
utilizing TQM will be more convincing than examples of Japanese success in
North America. Several have implemented TQM, including Chrysler, Ford,
General Motors, Motorola, BASF Corporation, Nashua Corporation, American
Telephone and Telegraph, Campbell Soup, IBM, and 3M (Sahney & Warden, in
press; Walton, 1986).

One of the most notable examples of successful implementation of TQM
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has been Xerox. In the early 1980s Xerox was faced with falling market share
and declining profits (Middleton, 1990). The most telling acknowledgement
was that one of Xerox’s foreign competitors had been able to produce and sell
a copier at a price which equalled Xerox’s production costs (A. K. Francis,
personal communication, October 31, 1991). Change was not only desirable, it
was critical for the survival of the company. Following a review of the success
of a Japanese subsidiary, Xerox decided to implement a plan called
"Leadership Through Quality.” Continuous quality improvement was to
become the way of life in the organization, with customer satisfaction as the
number one goal. It would be achieved by the involvement of every employee
in the delivery of innovative products and services.

Xerox has utilized surveys, group interviews, and market studies to
determine customer requirements. Employees are involved in every aspect of
the organization including planning. Competitive benchmarking, the
continuous process of measuring performance against leaders in the industry,
has consistently provided Xerox with its goals. For such benchmarks, Xerox
looks beyond it's direct competitors to other companies recognized as leaders
in their respective fields.

The results for Xerox have included increased product quality, decreased
manufacturing costs, and increased customer and employee satisfaction. At
Xerox Canada the time between order and installation improved 45 per cent

between 1986 and 1989, while the defects per 100 machines improved from 30
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in 1984 to seven in 1988. Customer satisfaction stands at 92 per cent and
employee satisfaction at 75 per cent (Royal Bank, 1991).

Hewlett Packard, an early convert to TQM in the 1980s has also been able
to demonstrate impressive results (Gilks & Kearney, 1990). They have been
able to reduce defects by a factor of ten, saved $600 million in warranty costs
from 1980 to 1989, reduced accounts receivable by $200 million through
improvements in invoicing processes, and reduced work-in-process inventory
by $500 million. Hewlett Packard began Lroadening their program in 1989 in
an attempt to accelerate product development cycles.

Several service firms have ai-o experienced success in applying TQM. In
the 1970’s the Florida Power & Light Company was facing problems of
increasing costs, slow growth, and strict environmental and industrial
regulations. (Middleton, 1990; Royal Bank, 1991). A quest for quality was
deemed to be the only way to address these issues and, despite internal
resistance, the company implemented its program in 1981. Four basic
principles formed the foundation of the quality improvement process:
customer satisfaction, management by fact, respect for people, and the process
of "Plan-Do-Check-Act". The company began to see results almost
immediately but recognized that their effort required more. Specifically, the
need to have top management commitment, provision of massive training and
education to all employees, and to solicit, even demand, the participation of all

employees, were all viewed as critical elements of a successful TQM process.

24



Notable for its project and financial successes, Florida Power & Light also
achieved internutisaal recognition for its TQM process. In 1989 the company
became the first non-Japanese organization to be awarded the Deming Prize.
This is a prize that is named after Dr. Deming and has been recognized as the
preeminent award for Japanese companies in their pursuit of quality

Another success involves the Federal Express Corporation (Middleton,
1990). Based on a desire to become a reliable, overnight courier service,
Federal Express has developed strict guidelines with respect to quality service.
Customer satisfaction is deemed to be the prime goal. Measurement of
company performance and analysis of company failures is paramount. Top
management commitment is identified as essential in driving the process. A
focus on customer satisfaction is developed in employees through orientation
and continuous training. Also emphasized are the principles of empowerment
(that is, giving the employees the right to make decisions on the spot),
teamwork, and fair treatment of employees. Through these efforts Federal
Express has become the acknowledged leader in its field.

Despite the successes experienced by these companies, there is also
evidence that many TQM initiatives fail to achieve the results expected of them
(The Economist, 1992). Many organizations, therefore, abandon their efforts
within a relatively short period of time. Even organizations considered to
have successfully adopted TQM have had problems, both in the

implementation and the continued development of the concept including:
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varying levels of resistance to implementation of the process; employee
skepticism of another management initiative; managers who resent the
implications that TQM holds for their power and authority given the
empowerment of employees that is called for; and, senior management that
fails to understand the extensive cultural change, time commitment, and
endurance that is required of them (Hammonds & DeGeorge, 1991; Port &
Carey, 1991). These difficulties, exacerbated by routine operational exigencies,
can lead to setbacks and abandonment of the effort.

These difficulties can also be explained by relative inexperience of western
companies in TQM concepts and methodology (The Economist, 1992).
Generally, North American experience has been limited to a period
commencing in 1980, while Japanese experience dates to the late 1940’s. It is
possible that a learning curve exists and that North American industry is at a
lower point along that curve.

Another key variable identified in determining the success or failure of a
TQM initiative is the perspective taken on its goals. The primary contrast
being one of focus on targeting manufacturing or service processes for
improvement rather than focusing on what customers deem important, or
focusing on activities rather than actual outcomes as measures of progress in
TQM (The Economist, 1992; Schaffer & Thomson, 1992). A process
improvement focus, reinforced by beliefs that problem solving efforts must

occur at the earliest possible stage in product or service provision, may distract
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an organization from determining whether customers value an improved
process, or value the product or service produced at all. Customer
expectations are thus viewed as the driving force behind any process
improvement initiative (The Economist, 1992).

Schaffer and Thomson (1992) are adamant that activity centred quality
improvement initiatives are flawed primarily because they confuse ends with
means, processes with cutcomes. Continued investment in this approach does
not lead to the desired outcomes for several reasons: it is not linked to the
achievement of specific, targeted results; efforts are typically too large scale
and diffuse; an emphasis on short-term results is discouraged because that is
viewed as a perspective that has led to western industrial problems at the
present time; measures of activity are equated with actual progress; it is a
process not driven by operational management; and, there is no empirical basis
for process improvement, but rather an increased demonstration of faith in the
process (Schaffer & Thomson, 1992).

A prime example of a concentration on activity and process, as opposed to
actual results and customers, is Florida Light and Power (The Economist, 1992;
Hammonds & DeGeorge, 1991). In attempting to become the first non-
Japanese winner of the Deming prize their quality improvement effort resulted
in the creation of an 85-member quality improvement department that took on
a role out of proportion to its original mandate. Although winning the

Deming prize in 1989 the improvements in customer service were insignificant
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(The Economist, 1992; Hammonds & DeGeorge, 1991). Since then their quality
improvement department has been scaled back to 6 employees and employees
throughout the organization have been urged to rely more on their own
training in their day-to-day work.

Additional reasons sited for the failure of TQM processes are: failure to
empower all employees; failure to redesign the organization structure and
break down functional barriers; failure to redesign performance appraisal and
compensation systems; creation of "quality” departments, which serves to
isolate the quality improvement effort; and, an inability to overcome resistance,
primarily at management levels (The Economist, 1992).

Overall, then, the success of TQM in the North American industrial and
service sectors has been mixed. It appears, however, that such relates more
directly to errors in understanding and implementation of the concept than it
does to inherent flaws in the concept itself. What successful organizations
have demonstrated is that while a focus on process is important, it is of even
greater importance to continually assess such activity on the basis of customer

expectations and strategic direction.
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Chapter III
The Guiding Principles

The implementation and development of TQM in Japanese and American
industry has been primarily guided by two men: Dr. W. E. Deming and Dr. J.
M. Juran. They have each developed what they believe to be comprehensive
statements of philosophy for the improvement of management and
organizational effectiveness. These guidelines have, in turn, been influenced
by the experiences of industry in applying these concepts to the real world of
business. While other individuals have contributed to the development of the
TQM philosophy (P. Crosby and A. Feigenbaum for example), Deming and
Juran are considered the founders of TQM. The following discussion presents
a review of the TQM principles of these two individuals.

Dr. Deming’s Philosophy

Dr Deming has summarized his philosophy of management through his
“14 Points" and "Seven Deadly Diseases" and "Obstacles” (Casalou, 1991;
Deming, 1986; Middleton, 1990; Sahney & Warden, in press; Walton, 1986).
The points have been revised several times as he became more experienced in
the application of TQM but the overall essence of his statements has remained
unchanged. Deming advises management to adopt a long term perspective
where quality becomes the central focus o: the organization (Deming, 1986;
Sahney & Warden, in press; Walton, 1986). This perspective must apply to all

aspects of the organization and includes: shifting the emphasis from
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inspection to prevention; developing long term relationships with only a few
suppliers; and, continual training and retraining of employees. Short term
goals and profit margins are no longer to be the focus of management and
organizational actions. The overall goal is to stay in business and provide jobs,
not to be concerned with profit and dividends of shareholders.

The basis for Deming’s philosophy is more explicitly detailed in the
Fourteen Points. These points constitute a broad recommendation for reform
which a company must suitably adapt tc its corporate culture (Casalou, 1991;
Deming, 1986; Walton, 1986). This last point is important as it begins to
address the concerns of those who are skeptical of the application of TQM in
societies other than Japan and to areas other than industry. Proponents of
TQM argue that it is a concept that is universal because of its adaptability to
many circumstances. The Fourteen Points are detailed below.

Point Cne: Create Constancy of Purpose. This speaks directly to the need
for management to develop a long-term perspective. A long-term perspective
will insure the development of security and stability in the organization
particularly as performance appraisals begin to focus on the achievement of
long-term rather than short-term goals. Constancy of purpose is enhanced by
a commitment to innovaton, research and education, continuous improvement
of products and services, and maintenance of plant and equipment.

Point Two: Adopt The New Philosophy. This : zquires the transformation

of the traditional style of management. The transformation is meant to:
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reverse the practice of accepting mistakes and defects in products or services;
remove barriers between management and workers (thus reducing fear and
information gaps); and, improve training for the workforce. It is a prescription
to believe enthusiastically in quality as a driving force in the organization. It is
this almost religious commitment to transformation that turns many managers
away from TQM, but this may be necessary if the magnitude of change
required is to take place.

Point Three: Cease Dependence on Mass Inspection. By emphasizing
inspection, a company plans for defects. This emphasis does not result in
higher customer satisfaction, does not bring about substantive change in
organizational processes, and increases the costs to both parties. The
alternative is to look further upstream in the process, to establish the true
causes of the defects and take action so that defects can be prevented. This
also changes the focus from blaming individuals for problems, to reviewing
processes to determine why errors are made in the first place. I  mportant
to stress that Deming does not suggest that inspection processes be eliminated
completely. A certain amount may be practical and necessary, but not as the
prime means of assuring quality of products and services (Waiton, 1986).

Point Four: End The Practice Of Awarding Business On Price Tag Alone.
This practice is considered a guarantee of instability and substandard quality.
Price itself is no guarantee of lowest cost over the life of the product or service;

the perspective should shift from lowest initial cost to lowest overall cost. This
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point requires the establishment of long term relationships with suppliers for
the purpose of continually reducing variation in inputs and thus improving
quality of outputs. Complementing this external supplier relationship is the
relationship between the organization and its internal constituents. A secure
environment must be created for employees to ensure the development of trust
and loyalty between management and labour. This implies that management
consider the implications of any change which impacts labour in light of the
potential impact on quality and productivity. An environment of this nature is
believed to lead to higher overall quality.

Point Five: Improve Constantly And Forever The System Of Production
And Service. Improvements are not seen as a one-time effort but rather as a
continuous effort. Such an effort must begin with the design stage and involve
everyone in the organization. This includes not only the production and
service provision processes but also the means by which employees are
recruited to, and trained in, the organization and the means by which other
resources are obtained and ailocated. It also has implications for how the
organization solicits input from customers and responds to that input.

Point Six: Institute Training. In order for an organization to achieve the
highest level of quality and productivity there is a strong need to invest in the
workforce. This means training in specific job skills as well as training in the
tools and techniques of TQM. An understanding of variation inherent in

organizational processes is also mandated.
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Point Seven: Institute Leadership. Management is called upon to lead
rather than manage and to help rather than hinder the work of employees.
Management accomplishes this task by removing barriers that prevent workers
from doing their jobs and by providing their employees with the means to do
a more effective job. Emphasis must change from numbers to quality, to
proper production rather than quick production, and to listening and acting on
employee suggestions. Management must accept sole responsibility for the
success or failure of their employees because only management controls the
environment in which employees work.

Point Eight: Drive Out Fear. This is viewed as one of the most critical
points of the fourteen due to its impact on the remainder. With fear in the
organization there cannot be open communication, innovation, and teamwork,
which are the essential requirements for continuous improvement in processes.
Reducing and eliminating fear in an organization is management’s
responsibility and is a process that takes time and commitment.

Point Nine: Break Down Barriers Between Departments. Without open
communication and cooperation between departments improvement in
organization-wide processes is unlikely as different divisions work at cross
purposes. Each department must begin to look upon its counterparts as their
internal customers and deal with them as such. This point is closely related to
points three and eight. Top management plays an integral role in establishing

the environment necessary to achieve such teamwork, particularly in the
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establishment of reward systems that either enhance or inhibit teamwork.

Point Ter: Eliminate Slogans, Exhortations, And Targets For The
Workforce. These only create frustration and resentment among employees.
This is particularly true if the means for achieving the stated goals are not
available. Mandated targets create the impression that employees are not
working hard enough and that if they truly applied themselves the targets
could be reached. Management must realize that most of the inhibitors to
higher performance and quality come not from the workers but from the
systems within which they work. Only management can control and change
these processes and it is up to them make the necessary alterations.

Point Eleven: Eliminate Numerical Quotas. Quotas or standards are seen
as inhibitors to continuous improvement in quality and productivity. Deming
views them as being guarantees of poor quality and inefficiency. Rather than
focusing on standards the goal should be one of continuous reduction in
variation in processes.

Point Twelve: Remove Barriers To Pride Of Workmanship. Barriers such
as unclear expectations, ever-changing standards, arbitrary supervision, lack of
(timely) feedback, lack of training, poor equipment, poor supplies, and
evaluation systems that focus on short-term goals are areas that need to be
addressed if overall quality and productivity is to be improved. In many cases
this necessitates involvement of workers in the decision making processes that

affect their work. These efforts must be genuine and will be difficult for



management to initiate.

Point Thirteen: Institute A Vigorous Program Of Education And
Retraining.- This is similar to point six above. The focus, however, is
concentrated on dealing with employees as people and as assets essential to
the long term success of the organization. Moreover, the organization must
make a commitment that no one will lose his/her job because of
improvements in quality and productivity.

Point Fourteen: Take Action To Accomplish The Transformation. This
requires an extensive degree of senior management commitment to the
process. Senior management is mandated to become directors, missionaries,
and coaches for the TQM process. It involves providing the necessary
resources for the process to succeed. These resources include time on the part
of senior management and the provision of clear communication channels and
information exchange throughout the organization. It inevitably requires
alterations in the organizational structure to facilitate the TQM process.

Paralleling these Fourteen Points are "Diseases and Obstacles" Deming
believes currently inhibit western attempts at achieving higher quality and
productivity (Deming, 1986; Walton, 1936). He believes that potentially fatal
consequences exist for organizations that do not address these barriers. The
Seven Deadly Diseases are;

1. Lack of Constancy of Purpose,

2. Emphasis on Short-term Profits,
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3. Evaluation of Performance by Merit Rating or
Annual Review,

4. Mobility of Top Management,

5. Running a Company on Visible Figures Alone,

6. Excessive medical costs,

7. Excessive costs of warranty.
The obstacles that Deming perceives are many. Among them are: neglect of
long-range planning and transformation; reliance on technology to solve
problems; continuous search for examples to emulate, rather than looking for
internal solutions consistent with an organization’s culture; a perspective that
every organization’s problems are different; obsolescence in schools; reliance
on quality control departments; blaming the workforce for problems; quality
by inspection; a lack of genuine change in organizational culture to facilitate
TQM; the unmanned computer; a predilection to meeting specifications;
inadequate testing of prototypes; and, an unwillingness to learn from others
unless they are perceived to have an intimate understanding of an
organization’s business.

Dr. Juran’s Philosophy
Dr. J. M. Juran’s approach to TQM is quite similar to that of Dr. Deming

but does differ in some key aspects. First, Dr. Juran’s guidelines are less
philosophical and provide more practical guideposts for management and
quality improvement spedialists to follow in accomplishing the organizational

transformation. These guidelines are encapsulated in the "Quality Trilogy"
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(Juran, 1989) which consists of the three interrelated stages of Quality
Planning, Quality Control, and Quality Improvement. Each of these in turn is
broken down into specific areas of action.

Before considering how to implement the three stages, a quality oriented
organization requires agreement on the definition of quality and what the
quality goals should be for the organization (Juran, 1989). Agreement is often
blocked by differences in viewpoint among the management team, differences
which are often hidden and unknowable and thus difficult to overcome. For
Juran, quality is best defined as fitness for use, or alternatively, as product or
service features that meet customer needs, or a product or service that is free
from deficiencies (Juran, 1989; Middleton, 1990). Implicit in this definition is
the discovery of who the customers are. For Juran, they are anyone that
receives or is affected by a product or process, and can be either external or
internal to the organization.

The first step in Juran’s Quality Trilogy begins with Quality Planning
which is concerned with developing products and processes to meet customer
needs. It is also the key step in the trilogy through which processes that
produce deficiencies are actually changed. This stage of the trilogy is further
sub ided into five stages as follows:

1. Determinc who the customers are

2. Determine the needs of the customers; such
needs are constantly evolving

3. Develop product/service features that respond
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to customers’ needs

4. Develop processes that are able to produce
those product features

5. Transfer the resuiting plans to the operating
forces

These five stages of quality planning are not just applicable to the corporate or
divisional level. They are also applicable at the worker level, the departmental
level, and the multifunctional level.

The results of this first stage give rise to the second step of the trilogy,
Quality Control. The purpose of this second step is to monitor the process and
take corrective action to keep the process under control (Sahney & Warden, in
press). In this stage, attempts are made to maintain the status quo and
minimize damage from unanticipated changes. As such the three steps of this
stage mirror the classic feedback loop system:

1. Evaluate actual quality performance
2. Compare actual performance to quality goals
3. Act on the differences

The ideal is to reach a stage of self-control for the employees (Juran, 1989).
Such a level of control is reached by adequately informing the workforce as to
what the goals are, providing them with the means of ascertaining what the
level of actual performance is, and then providing them with the means for
altering performance should it not conform to established goals and standards.

This implies a new role for both management and labour primarily focused on
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new responsibilities and accountabilities for the success of the process.
Integral to this stage is the development of an adequate means to measure
performance levels and a corresponding revision of the reward system to
emphasize quality.

The final step in the trilogy is that of Quality Improvement. This step is
the area wherein the organization achieves its breakthroughs and reaches new
heights of quality. It does not concern "firefighting" efforts, but rather
addresses itself to ongoing, chronic problems. This step is further subdivided
into the following segments:

1. Establish the infrastructure to secure annual quality
improvement; an essential part of this infrastructure is the

Quality Council

2. Identify the specific needs for improvement; these will be
the improvement projects

3. For each project, establish a project team with clear
responsibility for bringing the project to a successful
conclusion

4. Provide the resources (including financial resources),

motivation, and training needed by the teams to:
Diagnose the causes
Stimulate establishment of a remedy
Establish controls to hold the gains
Quality improvement efforts must also be focused on what Juran calls the
"big Q", that is, achieving quality or a large scale or undertaking projects with
a potentially large impact (Juran, 1989). Like Deming, Juran also calls for

extensive and personal involvement of upper management in the quality
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improvement effort. This involvement includes participation on the Quality

Council, establishment of the quality goals in quantifiable and time limited

terms, releasing resources for the project teams, monitoring progress,

providing recognition, revision of reward systems, serving on project teams,

and recognizing and dealing with the inevitable employee apprehensions.
Other Philosophies

Another key difference between the philosophies of Deming and Juran is
Juran'’s belief in the necessity of measuring the costs of quality (Sahney &
Warden, in press). For Deming there are too many costs that cannot be
measured and that are unknown, most importantly the cost of lost customers.
While Juran is a proponent of measuring the costs of quality, or lack thereof,
the most explicit development of this concept comes from Phillip B. Crosby,
former corporate vice president of ITT.

For Crosby the cost of quality is the cost of doing things wrong; costs,
which if eliminated, would directly impact on profit levels (Crosby, 1979).
This cost of quality can be broken down into two areas: the price of non-
conformance; and, the price of conformance (Crosby, 1984; Middleton, 1990;
Sahney & Warden, in press). Non-conformance costs include costs related to
internal and external failures and tal.> the form of rework, scrap, lost
production/service time, liability, and replzcement costs. The price of
conformance includes such costs as education, training, preven:. .n, inspection

and testing, efforts all directed at minimizing {he costs related to non-
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conformance noted above. The goal of an organization, from Crosby’s
viewpoint, is to minimize the sum of all of these costs.

Crosby estimates that 20% to 30% of all operating costs in an organization
can be related to these types of costs (Crosby, 1979; Sahney & Warden, in
press). Many organizations struggle to get a true picture of these costs.
Existing accounting practices lack the ability to track the necessary information;
revamping such systems appears an impossible task. Complete accuracy,
however, is not deemed necessary for making informed decisions, identifying
priorities, and taking action. Rather, it is assumed that the organization and its
leaders will take corrective actions even "~ »nly assured that roughly 25% of
their current costs are avoidable.

Another significant theorist is Arm. Feigenbaum. His principles are
similar to those of Deming, Juran, and Crosby. His unique contribution is his
emphasis on the application of engineering and statistical methods to all areas
of an organization (Feigenbaum; 1983; Middleton, 1990). Included with
traditional areas of application, like production, are staff and support areas. It
was this emphasis that caused Feigenbaum to coin the phrase "total quality

control” which again speaks to the universality of TQM principles.

Relationship With Existing Management Theory
A Macro Perspective

TQM shares much in common with existing organizational theory from a

macro perspective. First, is the theory of organizational structure proposed by
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Mintzberg (1979). Mintzberg proposed five organizational structures: simple

structure; machine bureaucracy; professional bureaucracy; divisionalized form;
and, adhocracy (Mintzberg, 1979, 1982). These structures are distinguished by
the way in which the organizations coordinate their work: direct supervision;
standardization of work processes; standardization of skills; standardization of
outputs; and, mutual adjustment respectively (Mintzberg, 1979, 1982).

Mintzberg viewed organizations as adapting their structures as they
matured, as their work became more complicated, or their environments
became more dynamic. Thus, organizational structure tended to progress
under such circumstances from a simple structure through to adhocracy, from
coordinating by means of direct supervision to mutual adjustment. TQM
proponents similarly can be seen to advocate the same switch from direct
supervision to mutual adjustment by prescriptions to: remove barriers between
management and workers; remove barriers between departments, specifically
by creating an environment where the term "customer” can be applied to
internal constituents; and, to involve and empower all workers in the business
of the organization (Deming, 1986; Juran, 1989; Walton, 1986).

In addition, TQM proponents and Mintzberg’s adhocracy form (1979, 1982)
also appear to advocate flattened organizational structures. Within TQM such
is accomplished by breaking down barriers betweer management and staff and
empowering and involving staff. For Mintzberg (1979, 1982) this is

accomplished by broadening horizontal job specialization and diminishing
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vertical job specialization.

TQM also has similarities to the work of Burns and Stalker in advocating
an "organic" form of organization (Daft, 1989; Galbraith, 1977). An organic
form of structure is characterized by loose control and a free-flowing
management style. It is typically associated with: an uncertain environment; a
workforce that contributes to the common task of the organization; tasks which
are adjusted and redefined through employee interactions; less hierarchy of
authority and control; decentralization of knowledge and control of tasks; and,
horizontal communication (Daft, 1989). Prescriptions of this sort again appear
to be in keeping with the TQM philosophy of empowerment and involvement
of workers and breaking down barriers between departments (Deming, 1986;
Juran, 1989).

To a lesser degree, Thompson’s theory of technological interdependence
and its influence on organizational structure can be linked to TQM (Daft,
1989). For Thompson there are three levels of interdependence consisting of
pooled, sequential, and reciprocal. The most complex of these relationships is
that of reciprocal which views the outputs of any department being utilized as
an input to another and then returned as an input to the originating
department. An organization with such relationships must structure itself to
facilitate frequent communication, adjustment, and a high degree of
coordination. This can be viewed as comparable to the emphasis that TQM

places on the value of viewing other departments as internal customers.
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Finally, the concept of organizational learning can be compared to what is
recommended by TQM proponents (Daft, 1989). Generally, this process is
defined as a process by which organizations develop knowledge about
organizational actions and environmental outcomes. The most complex level
of such learning, and the one that has the most comparability to TQM, is that
called "Double-loop” learning, which entails restructuring of organizational
norms, assumptions, and culture to be compatible with radical changes in
organizational strategy (Daft, 1989).

Lawrence and Dyer have developed a more specific concept of
organizational learning, readaptation, which seeks to balance efforts at
efficiency and innovation (Daft, 1989). Those organizations best able to
balance both requirements are likely to be the most successful. To sustain
such balance, which is the essence of readaptation, organizations must learn.
Learning in turn requires experimentation, environmental scanning, and
learning and adjustment by organizational members.

Within the constraints of its environment, defined by information
complexity and resource scarcity, an organization can utilize seven speific
internal changes in an effort to become adaptive (Daft, 1989). Two of these
strategies are similar to recommendations of TQM theorists. First is the option
of making the entire membership of the organization aware of the broad
purpose and values of the organization. This assists employees to help the

organization learn and adapt. Second is the option of developing human



resource policies that encourage practices that facilitate involvement of
employees. Both strategies are clearly reflective of the empowerment and
involvement concepts of TQM.

A Micro Perspective

Similarly, proponents of TQM appear to share much in common with
leading behavioral scientists. Numerous management texts provide a synopsis
of various theories of managing organizations and individuals (Daft & Steers,
1986; Perrow, 1982) but for the purpee~s of wiis comparison David A. Whitsett
(1980) appears to provide the most pertinent overview.

Whitsett reviewed the contributions of six prominent behavioral science
theorists: Chris Argyris, Peter Drucker, Frederick Herzberg, Rensis Likert,
Abraham Maslow, and, Douglas McGregor. His review of the work of each of
these theorists led him to believe that there were certain underlying
_ssumptions that integrated the work of all. He has stated these assumptions
as follows:

Assumption 1: The majority of employees have a
desire to use a significant portion of their skills
and abilities at work.

Assumption 2: Most of our business and industrial
organizations do a relatively poor job »{ offering
their employees opportunities to use their skills
and abilities.

Assumption 3: Failure to utilize talents and skills
often makes work a less satisfying experience than

it could otherwise be.

Assumption 4: This same failure makes the
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organization less economically effective than it
could otherwise be.

Assumption 5: Management’s challenge, therefore, is

to structure the work experience in such a way that

both the employees’ needs for satisfaction through

the use of their abilities and the organization’s

need to be economically effective are met.
These assumptions are closely related to the principles laid out by Deming,
Juran, and others who emphasize the need to foster self-control and self-
direction in the workforce, the need to drive out fear from the organization,
and the need to develop new relationships within organizations.

Whitsett concludes with a recommendation for "...an integrated, systematic
organization development effort that makes use of a variety of concepts and
change strategies offered and applied in concert, over time, with effective use
of information-gathering tools" (1980, p. 204). There are many who would
propose that TQM is the tool to accomplish this goal. Indeed the tools and
techniques comprising TQM and the its foundation philosophies do not
radically distinguish it from traditional organizational change and planning
efforts. What is unique is the integrative nature of the concept, the freedom

with which it chooses its techniques, and its willingness to involve more than

just management in the change and planning efforts.



Chapter IV
Applications to American Health Care

Many qf the challenges that face the Canadian health care industry are
being faced to varying degrees by their American counterparts. While
American health care has achieved some notable successes in the past several
decades it is still criticized for its alleged shortcomings. Among these are
increasing costs, long waits for service, the lack of coverage for a large group
of citizens, perceived high rates of error, and evidence of fraud in segments of
the health care industry (Albert, 1989; Berwick, Godfrey, & Roessner, 1990;
Casalou, 1991; Sahney & Warden, in press).

There are three additional reasons, unique to the American experience, that
are compelling the American health care industry to contemplate TQM. First,
is the highly competitive nature of the American health care market (Berwick,
Godfrey, & Roessner, 1990; Casurella, 1989; Milakovich, 1991). Traditional
providers of acute care, hospitals and physicians, are finding their status being
increasingly challenged by HMO's, preferred provider plans, and other
alternative delivery systems. Governments and third party payors are
demanding evidence of impact and efficiency of care in operations. Closely
related to these demands is the close relationship that exists between health
care costs and the competitive standing of American industry (Casurella, 1991;
Couch, 1990; Deming, 1986; Walton, 1990). Due to the private enterprise

nature of American health care, institutions have experienced more direct
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pressure from corporate America fur cost cutting measures than have
Canadian health care organizations. For corporate America health care costs
have become a significant cost factor in their end products and services.
Facing recessionary pressures and intense competition all costs are being
assessed in the most critical manner possible.

More importantly, the Joint Commission on Accreditation of Healthcare
Organizations (JCAHO) has decided to issue new standards requiring all
hospital Chief Executive Officers to educate themselves on TQM (Casalou,
1991; Koska, 1991; McLaughlin & Kaluzny, 1990). With this announcement the
JCAHO has explicitly recognized TQM as a more effective approach for
assuring quality in hospitals. The new standards are scheduled for inclusion
in the "Accreditation Manual" of JCAHO in 1992, with surveys being
conducted in accordance with such regulations as of January 1, 1992.

Despite the presence of these environmental stimuli, health care in America
has received TQM with the same degree of caution and skepticism as their
industrial counterparts. There are unique reasons for such a guarded
approach within the health care sector. First, there is a widespread perception
that health care is different from the industrial and service sectors to which
TQM has already been applied (Berwick, Godfrey, & Roessner, 1990; Couch,
1990; Walton, 1990). Many would suggest that the distinctive history,
technology, and culture of the health care industry is a reason why an

"industrial model" of quality would be inappropriately *pplied to hospitals.
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Of even greater importance, however, would be the nature of the service
provided, patient care, and the outcomes being striven for, quality patient care.
There is strong resistance to the notion that philosophies, techniques, and
methodologies applied to the production of automobiles and photocopiers
have anything at all to do with caring for people requiring medical care
(Berwick, Godfrey, & Roessner, 1990; Couch, 1990; Walton, 1990).

Proponents of the approach argue that applying TQM to health care should
be concerned not so much with achieving identical outcomes for groups of
patients but rather to ensure that the processes by which these individual
patients receive care are subject to as little variation as possible (Berwick,
Godfrey, & Roessner, 1990; Casalou, 1991). As government, payors, and
consumers have become increasingly involved in assessing the efficiency and
effectiveness of health care it has become difficult to justify the large degree of
variation in types of care provided to patients experiencing conditions of equal
severity, while at the same time claiming that all individuals received quality
care. TQM provides a way to address these concerns.

Administrators and planners have also been reluctant to undertake a
process that requires the degree of time, commitment, resources, and cultural
change that TQM demands (McLaughlin & Kaluzny, 1990; Sahney & Warden,
in press). From a review of the experience of their industrial counterparts all
of these aspects of TQM seem daunting, particularly when the benefits of

transferring the philosophy to health care appear unclear. TQM requires a
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change in management that is not only uncomfortable but also threatening; it
requires an investment of resources difficult to justify given current financial
constraints and uncertain benefits; and, is likely to entail overcoming a great
deal of resistance on the part of many groups in the organization. On the
other hand, traditional means (Quality Assurance, government regulations,
credentialling) appear incapable of addressing problems that health care is
facing.

Another difficulty is the problem of implementing TQM, a process that
calls for a high degree of teamwork, when faced with an existing
organizational culture that places prime importance on the status of one’s
profession. It is particularly important to address the preeminent role of the
physician in the traditional hierarchy of health care provision (Berwick,
Godfrey, & Roessner, 1990). The most succinct review of the potential conflict
between TQM and the professional model is provided by McLaughlin and
Kaluzny (1990). In their analysis they establish a number of differences that

exist between the two paradigms. These are listed below:

Professional Versus TQOM II
Individual Collective !I
Responsibilities Responsibilities
Professional Managerial
Leadership Leadership
Autonomy Accountability _Il
Administrative Participation
Authority
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McLaughlin & Kaluzny,
(cont’d)
Professional Participation
Authority
Goal Performance and
Expectations Process
Expectations
Rigid Planning Flexible Planning
Response to Benchmarking
Complaints
Retrospective Concurrent
Performance Performance
Appraisal Appraisal
Quality Continuous
Assurance Improvement

McLaughlin and Kaluzny (1990), and others (Berwick, Godfrey, & Roessner,
1990; Merry, 1990), believe that, despite these areas of conflict, TQM can be
successfully applied to health care and combined with the professional model
in place in hospitals. This belief stems from the unquestioned perception that
all professional groups, particularly physicians, have a higher personal
commitment to the quality of the services they provide than do most
individuals in industrial organizations. Furthermore, proponents believe that
by emphasizing the benefits TQM can impart to patient care quality, and by
developing an approach sensitive to the concerns of professionals, TQM can be
successfully applied to health care.

Several health care organizations in the United States have chosen to test

these perceived barriers to TQM. The most notable are Baxter Healthcare
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Corporation, Atlantic City Medical Center, Harvard Community Health Plan,
University of Michigan Medical Center, Rush-Presbyterian-St. Luke’s Medical
Center (Chicago), and Intermountain Health Care (Salt Lake City). The
experiences of two such organizations will be discussed in an effort to review
the course of TQM in the United States.

One of the first organizations to undertake a process of total quality
management was Health Corporation of America (HCA) (Duncan, Fleming, &
Gallati, 1991; Walton, 1990). HCA was considered to be a successful, well-
managed health care provider. It currently operates 400 hospitals throughout
the United States and in several other countries. Its earnings were the envy of
many other similar organizations. HCA was not, however, immune to the
environmental stresses that were affecting the American health care industry
as a whole. In the mid 1980s HCA began to experience sharply diminished
profits and pressure from government and payors to restrict expenditure
growth. Existing means of responding to these pressures seemed inadequate,
and HCA began to explore the potential of TQM in the late 1980s.

HCA began by reviewing the principles of TQM and applications that had
taken place in the industrial sector (Duncan, Fleming, & Gallati, 1991; Walton,
1990). It soon discovered that efforts to buy a "package” for use in the
organization were unlikely to be successful. Therefore, work was undertaken
to construct their own package, a process that was completed in 1986. HCA

determined that the process would begin as a pilot in a select number of
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hospitals and only among those that participated voluntarily. HCA also
adopted a decidedly top-down approach requiring the chief executive officer
and his/her senior management team to become fully aware of and committed
to the principles of TQM. This group would then become the organization’s
Quality Improvement Council with the mandate to charter and monitor quality
improvement teams within the hospital.

HCA was deeply influenced by Deming’s ideas of the absolute necessity of
securing top management commitment if TQM was to succeed. HCA believes
that only the voluntary commitment of the CEO and his/her senior
management team can produce the magnitude of cultural change required.
Without the visible commitment of this group TQM would not be seen as a
priority by other members of the organization. In all hospitals within the HCA
organization this visible commitment means regular presentations on quality
during employee orientation sessions and instructing parts of the TQM courses
offered in their organizations.

Within two years of adopting this approach HCA began to see resuits. It
became evident that those hospitals involved in TQM were making significant
gains, financially and in terms of increased initiative, morale, and decreased
turnover among employees (Duncan, Fleming, & Gallati, 1991; Walton, 1990).
Initial skepticism and resistance gave way to the belief that quality
improvement could not be sacrificed to financial considerations. Indeed, many

began to believe that TQM had become too valuable to ever give up.

53



Departmental and cross-functional teams began to flourish and tackled various
problem areas, including clinical processes. This is not to say that the results
were achieved painlessly. Management personnel who could not or would not
commit to the new organizational philosophy left the organizatio: . Indeed
skeptics still exist within the organization and are perceived to have some
value in keeping the organization’s "feet" on the ground. The value of cross-
functional teams has also been debated. While there exists the potential for
barriers belween areas to be broken down there also exists the strong potential
for heightened levels of conflict between such areas.

The core of HCA’s quality improvement effort has been a nine-step
process-improvement method called FOCUS-PDCA (Duncan, Fleming, &
Gallati, 1991; Walton, 1990). The acronym stands for the following;

Find a process to improve
Organize a team that knows the process
Clarify current knowledge of the process
Understand the causes of process variation
Select the process improvement
Plan the improvement and continue data collection
Do the improvement, data collection, and analysis
Check the results and lessons learned from the team
effort
Act to hold the gain and to continue to improve the
process
The emphasis was to be on process improvement rather than problem solving.
The first was believed to lead to a more lasting and effective approach thun the

latter.

Another organization that became interested in the potential of TOM was
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the Henry Ford Health System (HFHS). Like HCA, HFHS is a highly complex
and diverse organization with services ranging from a 937 bed teaching and
research facility to home health care and rehabilitation services. It has an
annual operating budget of over $1 billion and a workforce of over 15,000.

HFHS initiated its TQM process in October of 1988 and, as at HCA, began
by reviewing the principles of the various TQM gurus and assessing the
experiences of other organizations, both in the industrial and health care
sectors, of which HCA was one (Sahney & Warden, in press). Based on these
investigative activities the chief executive officer authorized the TQM initiative
but, as at HCA and other organizations. there were many skeptics. The
necessity of the initiative was questioned and along with it the cost. A
widespread belief existed that the organization was already practising what
was called for by TQM; specifically managers, employees, and physicians all
presuzmed that quality patient care had always been provided through their
efforts. Despite resistance senior management believed that TQM had to be
implemented as it had more to offer than other initiatives in improving
services, improving the work environment and controlling expenditures
(Sahney & Warden, in press).

HFHS worked closely with Dr. Berwick and HCA while developing its
"Quality Management Process". Its TQM process, therefore, bears a great
resemblance to HCA's process. The educational process in TQM began at the

highest levels with quality awareness sessions and three and six day
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educational sessions on the principles and tools of TQM. The response to
these efforts was mixed with some individuals becoming readily committed to
the effort while others thought the training redundant, a waste of time, or a
passing trend. The rationale for this top-down approach (consistent with Dr.
Deming’s ideas) was that without solid top-management commitment to the
process TQM was unlikely to be accepted or practised in the future by those at
lower levels.

In keeping with the diverse and complex nature of HFHS, numerous
Quality Steering Committees have been formed. Their purpose is to guide the
implementation of TQM within each committee’s sphere of responsibility.

Each has been charged with taking a measured approach in implementing and
developing TQM beginning with creating quality management awareness and
learning, progressing to the development of a quality management framework
(mission, vision, quality definition, and quality guidelines), facilitating the
practice of TQM tools and techniques, developing customer awareness, and
finally developing organization-wide quality awareness. This approach has
limited progress in TQM to building awareness of the process.

In initiating the TQM process, HFHS has been guided by 12 key principles
developed through their review of other industrial and health care applications
(Sahney & Warden, in press). These are as follows:

1. Top Management Leadership
- a must if the process is to succeed

2. Creating a Corporate Framework for Quality
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- a mission, a vision, a definition, and
guidelines for quality

3. Transformation of the Corporate Culture
- a five to ten year transformation

4. Customer Focus
- both internal and external customers

5. Process Focus

- focus on process improvement rather than
blaming people
- utilize the FOCUS-PDCA cycle

6. Collaborative Approach to Process Improvement
- involve employees in process improvement

7. Employee Education and Training
- these are the key to a motivated work force

8. Learning by Practice and Teaching
- management must practice and teach TQM, not
professional educators

9. Benchmarking
- assist in reaching higher performance levels

10. Quality Measurement and Statistical Reports at
Every Level
- must measure key quality characteristics of
significance to the customer(s)

11. Recognition and Reward
- to recognize and facilitate progress

12. Management Integration
- TQM is no longer a special activity but the
way of management
In continuing the process, HFHS has continued to focus on training

attempting to focus equally on management, staff, and physicians. A

conscious decision has been made to ensure cross-functional membership in
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training groups to heighten awareness of the system-wide nature of the
process. HFHS created a new Department of Quality Impr.+ ement Education
and Resources in October of 1990 to facilitate the process urgani~ation-wide.
Management evaluations are beginning to encompass progress made by an
individual as a role model of TQM as well as the extent of progress that an
individual’s department makes in developing the process. Finally, the most
recent strategic plan specifically recognized the need to develop a
demonstrated commitment to excellence and to the process of continuous
quality improvement (Sahney & Warden, in press).

HFHS does not yet have the track record of successes that HCA does but it
does offer a number of similar lessons for those contemplating implementation
of a TQM process (Sahney & Warden, in press). First, they point out that the
transformation of the organization is not easy and that there are no shortcuts
to the new culture. Related to this has been an underestimation of the
magnitude of the change that management would have to undergo and the
limited effect that three day training sessions would have on facilitating that
change in isolation from other support mechanisms. HFHS has discovered the
importance of managing the process in the early stages particularly with
reference to the launching of quality improvement teams. Early success can
facilitate the process while early failures can set it back immeasurably. It is
believed important to emphasize that TQM will not be an add-on to

management activities, but rather must become an integral part of every day
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management. Finally, it is believed important to look for real progress in TQM
(reduced costs, reduced times of processes) rather than just the symbols of
such progress such as number of teams formed or number of surveys done.

An effort of decidedly larger scope, although certainly not of the same
depth, was the National Demonstration Project (NDP) on Quality Improvement
in Health Care (Berwick, Godfrey, & Roessner, 1990; Flynn-Siler & Garland,
1991; Walton, 1990). Directed by Dr. D. M. Berwick, this 1987 study paired
twenty-one health care organizations with industrial counterparts, such as
Xerox and Hewlett Packard, in an effort to assess the applicability of TQM to
health care processes. The study wes designed to last 8 months and thus was
unable to assess the cultural transformation aspect of TQM. It suited itself
better to an assessment of the applicability of the tools of TQM to the health
care sector. The level of applicability was deemed to be deperdent on the
existing culture of the organization.

Quality improvement teams formed under NDP followed a five step
process (Berwick, Godfrey, & Roessner, 1990):

1. A problem to address was selected

2. A team was organized to carry out the improvement
project

3. The problem was diagnosed; understand the
process, gather data, and search for root causes
of the problem

4. Plan, test, and implement a remedy guided by the
process knowledge
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5. Check and continuously monitor performance taking
remedial action as required

Many of the best suggestions for improvement projects were found to come
from customers of the process under study. Over the course of the NDP many
project teams turned repeatedly to internal customers for ideas and for help in
redefining problems definitions (Berwick, Godfrey, & Roessner, 1990). There
was, however, a tendency to address obvious problem areas rather than trying
to discover areas of opportunity. This was believed to be related primarily to
the ease of obtaining agreement on such problems and to getting on with a
project.

Several key lessons in applying TQM were discovered in the NDP
(Berwick, Godfrey, & Roessner, 1990). First, was the belief on the part of the
researchers that quality improvement tools can work when applied to health
care. In fact, TQM proponents and participants in NDP believe that health
care may be less hostile to the process than other industries. In this
assessment they are supported by others who emphasize the similarity
between TQM and the scientific approach underlying modern medicine
(Merry, 1990; Sahney & Warden, in press). Against this, however, must be
weighed the fact that the NDP was only 8 months in duration. This is an
insufficient time to assess the long-term impact of TQM in health care. The
fact that clinical applications were addressed rarely, if at all, by quality
improvement teams further diminishes the impact of the NDP results

(Berwick, Godfrey, & Roessner, 1990; Flynn-Siler & Garland, 1991).
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A second key lesson derived from the NDP was the value of cross-
functional teams in improving health care processes. Without such teams it
was supposed that barriers within organizations would not be broken down,
that processes would not improve measurably, and that external customers
would not be served as well as was possible.

Third, it was discovered that data useful for the application of quality
improvement existed in abundance. The lack of TQM specific data is often
cited as one reason why TQM implementation would be difficult in health
care. NDP quality improvement teams did find that data collection techniques
required modification to address some identified problems, but also
determined that much of the data required for improvement initiatives already
existed.

Fourth, the NDP discovered that efforts at quality improvement and the
utilization of TQM techniques were well received. This was especially true of
nursing staff. Explanations offered for this phenomenon were the previous
training and mindset of the profession.

Fifth, the NDP discovered that costs of poor quality (waste, rework, excess
complexity, variation, and unreliability) were every bit as excessive in health
care as in industrial applications. The teams estimated that these costs
comprised anywhere from 40% to 50% of current expenditures. This appeared
to imply that substantial savings could be gained from the use of TQM tools.

The NDP reported that engaging physicians in TQM was difficult. This
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difficulty appeared to stem from the unique relationship this group has with
an organization, essentially operating as independent contractors. Aside from
income lost through participation in training efforts and team activities, there
is also, unfortunately, an inherent distrust of management initiatives that
impact on medical practice (Merry, 1990). This was reflected in the limited
application of TQM tools to clinical practices undertaken in the NDP (Berwick,
Godfrey, & Roessner, 1990; Flynn-Siler & Garland, 1991). The success of TQM
in health care was viewed as being limited if this barrier was not overcome.
Recommendations provided by the NDP to overcome this barrier are to
address fears of surveillance and inspection engendered by traditional Quality
Assurance (QA) activities, reducing costs to physicians (either directly or
otherwise) for participation in training and team activities, and focusing on
processes that concern physicians either as supplier or as customers.

The NDP also discovered the need for extensive early and ongoing
training. This was viewed as being necessary to facilitate the initial impetus to
address problem situations and to encourage ongoing problem-solving when
progress became more difficult.

Finally, it became critically apparent that the effort at a quality
transformation of any organization was highly dependent on the leadership
that was provided for it at the highest levels of the organization. While NDP
researchers recognized the simplicity of the tools involved and the fact that

such could be used and urderstood at any level of the organization, it was
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clear that without top management support of such the process would not
flourish. This was graphically illustrated by the fact that not all of the original

21 participants in the NDP could even complete the eight month pilot study.
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CHAPTER V
Applications in Canadian Health Care

In this section a review will be undertaken of TQM processes at two
hospitals located in Edmonton, Alberta; the Misericordia Hospital and the
University of Alberta Hospitals. Despite sharing common location and service
purpose, differences in organizational history, ownership, and structure has led
to actual and perceived differences in organizational cultures. This has resulted
in unique approaches to the implementation and development of TQM.

The first step in analyzing each hospital’s experience with TQM is a
chronological overview. The narrative is a synthesis of personal and telephone
interviews and, where possible, is complemented by documentary evidence. A
total of forty-three personal interviews were conducted across the two
hospitals between January 1, 1992 and March 31, 1992. Participants includea
Board members, President, Vice-Presidents, administrative medical staff, staff
physicians, union representatives, department Directors, Coordinators of
quality improvement, and ex-managers of each organization. For the purposes
of extracting as much detailed, and unbiased, information as possible the
anonymity of all participants has been preserved by excluding references to
particular interviews. Participant names have been noted in an attached
appendix. A further forty telephone interviews of employees were conducted
across the two hospitals, with an attempt being made to select staff from a

variety of occupations. Those staff interviewed included representatives from
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nursing, diagnostic services, and support services. In all cases none of the staff
participants are identified for reasons noted above.

Ea h participant was asked a core set of questions (Appendix D) that
attempted to determine the following: their understanding of TQM; when the
concept was introduced at various levels in the hospitals; how TQM was
introduced; the level of acceptance (or rejection) throughout the hospitals;
perceived impact and value of TQM; and whether TQM implementation
should be continued. Dissimilar questions were asked of each participant
depending on answers given to the core questions and in relation to the
position held, recognizing that each individual possesses unique perspectives
on any organizational initiative.

In assessing the status of TQM two approaches were used. First, details on
the roles of, and impacts on, six, broadly defined, constituent groups (Board,
Senior Management, Middle Management, Staff, Unions, Physicians) within
each hospital were reviewed. The basis for the groupings was determined by
the perceived level of choice of actions available to influence the process or the
degree of impact experienced by the particular group. Arguments could be
made for more detailed segregation, for example Nursing and Support staff
rather than staff in general, but in the researcher’s opinion this would have
provided no more insight. This provides an internal assessment of the TQM
process in each hospital and allows other health care organizations to

anticipate reactions in relation to any implementation they may decide to
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undertake.

Second, the status of TQM in each hospital is assessed according to
Deming’s Fourteen Points. While possessing the unfortunate consequence of
tempting inappropriate comparisons between the two hospitals, which is not
the intent of this dissertation, the Points do provide a common, externally
recognized framework against which both hospitals can be assessed. The
choice of Deming’s system betrays no bias towards a particular model but
rather reflects the ease with which Deming’s framework lends itself to this

form of assessment attempt.

TOM at the Misericordia Hospital

The Chronological History
The Misericordia Hospital was founded in 1900 by the Soeurs de

Misericorde. The association with the Misericordia Sisters was altered with the
sale of the hospital to the Government of Alberta in 1976. The Government of
Alberta leased the facility back to the Alberta Catholic Hospitals Foundation
and the hospital continues to operate as a Catholic organization (Misericordia
Hospital Philosophy, Mission Statement, Guiding Principles 198,6).

The Misericordia has evolved into a 540 bed community hospital. The
hospital provides a variety of inpatient, ambulatory, diagnostic, and
therapeutic services. A substantial teaching focus is maintained through

affiliation with the University of Alberta, community colleges, and technical
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institutes. In addition, the Misericordia operates its own School of Nursing,

Prior to 1988, little served to distinguish the Misericordia from
organizations of a similar size and function. A good working climate was
maintained which resulted in good morale among staff. It was perceived as
being a well-run organization, especially from a resource utilization
perspective, where financial performance was of prime importance. Budgeting
was an annual effort focused primarily on short-term goals. The Misericordia
was considered a second echelon institution in comparison to tertiary teaching
facilities in Edmonton.

The organizational structure of the Misericordia was traditional. It was a
bureaucratic structure operating with a top-down, hierarchical management
approach. A large number of management personnel were maintained with
minimal spans of control. In retrospect, many of these positions were
questioned with respect to their utility. An equally large number of units and
departments also existed.

The hierarchical structure was complemented by an directive and
paternalistic approach to staff-management relations. Senior management
personnel, and even directors of departments, remained largely unknown to
most staff. Staff input was similarly discouraged with changes made by
management without due consideration being given to the participation of, or
impact on, employees. Exceptions were evident, with some departments or

units being considerably more participatory than others. The degree to which
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this was true was dependent on the individual leadership of divisional
directors, department heads, or unit managers, as well as on the mix of staff in
a particular area. Staff frustration with this approach was heightened with
increased resource constraints in the 1980s. While patient classification
systems, developed to determine staffing levels, and other data collection
instruments were in use, a perception existed that such indicators were of little
significance when balanced against financial considerations.

The relationship between administration and the Medical Staff of the
Misericordia in 1988, while still somewhat strained, was better than it had been
in the early 1980s. Problem resolution was achieved through the appointment
of permanent part-time clinical chiefs. These were individual physicians,
receiving payment from the Misericordia, with designated responsibility over
certain clinical program areas. Even by 1988, however, administration was still
perceived' as being disassociated from the core business of the hospital.

Change in this organization :l culture began with the appointment of a new
President in February of 1988. Both the new President and the Board of
Directors identified a need for change in the culture of the organization. While
uncertain of the form this change was to assume, various characteristics were
deemed desirable, particularly those of empowerment, enthusiasm, and
harmony. Consistent with these overriding concepts and uncertainty the prime
goal at this time was to foster an atmosphere of change and openness in the

hospital.



The first initiative in structuring . process for purposeful change was the
appoiniment in July 1988 of a 10-memLer task force whuse mandate was to
conduct an internal evaluation of the hospital (Misericordia Hospital
Cornerstones For Change, Juiy 1989). The 1988 province-wide nurses’ strike
provided a strong impetus for this type of review and coincided with a need
to understand the hospital’s status at that time.

Composed of staff from varied disciplines and from several levels in the
organization, the mandate of the task force was as follows:

1. To examine present hospital values, goals, and
structure particularly at the point of delivery
of patien* care and services;

2. To determine if the organization [is] providing
adequate support to staff in the delivery of

quality service; and,

3. To recommend directions for change in each of
these areas (Cornerstones For Change, July 1989).

The intent was to utilize the completed task force report as one of the building
blocks for change at the Misericordia. The task force spent a year analysing
the organization which included utilization of focus groups (comprised of 65
hospital staff members) and completion of a hospital-wide survey (involving
1,377 people). The focus groups and employee survey obtained feedback from
all segments of the hospital including support staff, health care professional
and technical staff, nurses, physicians, managers, students and volunteers.
This was a longer time frame than had been anticipated. However, the

President did proceed with other change initiatives. Chief among these was
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continuing to foster a sense of change and openness. The most concrete initial
result of this effort was the creation of a monthly "President’s Forum". The
first of these was held on June 7, 1989. All staff of the Misericordia were free
to attend these meetings to discuss any issue or concern they had. The agenda
\7as set not by senior management but by those in attendance at the meetings.
Examples of topics discussed at this first meeting included concerns over
contracting out of Laundry services, summer bed closure plans, budgetary
concerns, staff shortages, and an update on the Task Force report (Misericordia
Hospital MisRecorder, June 15, 1989).

The Task Force Report was completed in July of 1989. The report
identified five cornerstones for change: 1) the Misericordia develop and
communicate a strong internal culture; 2) the focus of the hospital be on
patient and family centred care; 3) staff be viewed as the greatest resource of
the hospital; 4) individuals in the hospital be empowered to impact their work
and the goals of the hospital; and, 5) an interdisciplinary team approach be
adopted by the hospital (Misericordia Hospital Cornerstones For Change, July
1989).

The employee survey revealed a strong level of dissatisfaction with the
focus of the Misericordia’s "culture". A majority of staff were disconcerted
with the hospital’s focus on "hard values" (cost consciousness, procedure
oriented, controlling) and advocated a shift to "soft values" (patient focused,

people oriented, teamwork oriented, quality oriented). Specific
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commendations were as follows:

1. Define and communicate clear, simple, easily
understood values.

2. Have all staff pructice the values in the culture
by translating them into daily actions.

3. Reinforce the culture by support of staff in
their effort to live up to the stated values
and through acknowledgement of work that is
patient and service centred.
The remaining cornerstones of the report were reflective of these core
recommendations.

Building on the Task Force report, and an already existing Mission
Statement, a Strategic Planning initiative was next und=rtaken. Consistent
with the process of developing the Task Force report and the Mission
Statement, the Strategic Planning effort solicited input from all constituents of
the Misericordia including staff, patients, and the broader community which
the hospital served. The plan was completed in late 1989 and directed the
hospital to focus increasingly on Outpasicvt Care/ Ambulatory Care, Education
and Health Promotion, and on Regional Planning.

At the beginning of 1990, therefore, three major documents were available
to assist in charting the future of the Misericordia. Uncertainty still existed,
however, as to how to translate these visions into reality in a way in which all
constituent groups would commit. In early 199¢C, the President concluded that

the hospital required a common focus that would justify and focus change

efforts. He perceived "Quality" as being just such a point of common focus,
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being a generic concept with which everyone could identify. The difficulty in
utilizing this concept was recognized by the President, however, in that it
appeared only to confirm the perceived focus of health care organizations, the
provision of quality health care.

At this time other individuals, who were later to become key in the
decision to proceed with TQM, began an association with the Misericordia.
The Vice-President of Hospital Development, initially became associated with
the Misericordia in February 199C .ad was hired on later in the year. Having
been involved with previous organizational change processes, her skills in
facilitating cultural change from a behaviourial perspective were highly
valued. The initial focus of this relationship centred on staff development,
organizational assessment, and determining ways to alter the hospital’s culture.

In February 1990 the future Coordinator of Hospital Development was also
hired. His initial area of responsibility was staff development but his
knowledge of TQM, gained by experience and education in the Far East, came
to the ait-.:tion of the President. It was the Coordinator that introduced the
President to TQM and facilitated discussions on the concept at the President’s
Forum and other venues.

In conjunction with these arrivals, Unit Management Committees wvere
being formed. Consistent with the 1989 Task Force repory, the evolving
mandate of these committees was to assume a greater degree of responsibility

and accountability for management of designated nursing units.
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Reflective of a still emerging understanding of TQM at this time,
discussions and revision proceeded with upgrading Quality Assurance efforts.
A concomitant measured pace of TQM implementation was similarly evident.
However, there was a growing awareness on the part of the President as to the
significance of TQM. For him, TQM provided the means to integrate all
previous organizational change efforts and achieve the goals that had been set
for the Misericordia.

Consistent with the Task Force report, it was determined by the senior
management team that a Vision and Values Statement was essential to
facilitate the commitment of all staff in the organization. A consultant, familiar
to the Coordinator of Hospital Development, was contracted to facilitate the
visioning exercise. The extensive e.pviience he possessed with TQM
applications, notably with Florida Power & Light, only became evident later in
the process. With the assistance of this facilitator, the senior management
group developed a Vision and Values statement in May 1990. The result is as
follows:

The Vision:

We champion patient focused care as a progressive, people-criented
health care centre in partnership with our community.

The Values:

We put patients first in all things, strive to be the best in the

health care programs we pursue, have the drive to constantly improve,
create the environment where all people work together to achieve
common goals, make decisivas where the work gets done, operate our

programs within the resources we obtain, value each other and the
Misericordia (June 1990).
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It was at this point that senior management concluded that TQM was
required to achieve the hospital’s Mission, address recommendations of the
Task Force report, and live the Vision and the Values of the hospital. In
retrospect, while many of the steps taken prior to May 1990 could be viewed
as conscious attempts at facilitating the introduction of TQM to the
Misericordia, it is clear that the commitment to TQM came only after much
introspection and review. Chance engagement of individuals versed in TQM
also facilitated commitment to the concept.

Senior management determined that the first step woult .e to prepare
managemen:  * staff for change. In the spring and summer of 1990,
"roadshows" stressing the need for change were undertaken. The sessions
attempted to foster a belief in the necessity for change based on survival
requirements, the new competitive nature of all service secto z, and the desire
to continuously improve. In addition, three hour, semirar-like sessions wcre
developed in an attempt to operationalize the Vision and Values statement for
all employees. These sessions began in Fall 1990.

The next step in the Misericoruia’s TQM process was the creation of a
Quality Steering Council (Misericordia Hospital MisRecorder, October 4, 1990).
It was hoped that this would address a perczived need for a focal point or
monitosing body for the desired change. The mandate of the Council was to
determine future steps with respect to TQM, to provide leadership in a variety

of activities, to review key information, and to evaluate the overall quality
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improvement process. Membership was cross-functional and comprised four
members from staff, four members from management, two from medical staff,
and one volunteer. Membership was later expanded to include representation
from students and interns. The group was initially chaired by the President.
Other senior management and support services individuals participated on the
Council either as ex-officio members or re .ource people.
During the summer of 1990 the Misericordia, in conjunction with their

consultant, proceeded to develop skills courses, both for staff and risnage.

designed to facilitate the organizational change. While senior i -1 5emer

believed it couid imp: * on the envircnment into which TQM wa: # iy
introduced, it was accepted that most ma~.. .- 1 and staff required a new
set of skills, tools, and techniques if their ' - ctential in the new culture was

to be r~~lized. The result of these efforts was a five day program entitled
"Leading for Continuous Improvement”, designed to enhance leadership
capabilities of management personnel, and a three day program entitled
"Working Together", designed ‘o improve skills of stah.

Educational facilitators, eventually to be called Master Trainers, were then
trained. The advantage cited for developing this internal expertise was the
famuliarity that such individuals had with the Misericordia. Disadvantages
associated with such an approach was a sacrifice of personal and work time of
the individuals involved and a perceived lack of . redibility they initially

enjoyed from not being external experts in TQM. Selection criteria for the first
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twelve Master Trainers was interest in TQM, personal credibility in the
hospital, leadership skiils, and effective communication skills. The first group
was trained in November 1990 and included management personnel, nursing
staff, technical staff (radiology), and a physician.

Concurrently two of the four unions at the Misericordia began their initial
involvement in the TQM process. The local presidents of United Nurses of
Alberta (UNA, Local 11), and the Health Sciences Association of Alberta
(HSAA), became Master Trainers. Disagreement exists among those
interviewed as to whether these individuals, and other union local presidents,
were invited to participate in the , rocess or demanded invc!vement.
Regardless ot ute actual mechanics of involvement, the fact t .at two unions
chose to participate and two chose not to illustrates the controversy
surrounding this management initiative.

Characteristic of this controversy are the positions of UNA and the
Canadian Union of Public Employees (CUPE) locals. UNA views its interest
best served by being involved with the TQM process, ensuring that they
achieve a complete understanding of TQM and management intentions. CUPE
believes it is more important to consider the actions, versus the words, of
management. Furthermore the dynamics of a TQM session are seen as having
little relation to the true work environment of the hospital. Critical, however,
is the fact that, while there was not full participation by every union, no union

acted in direct opposition to the initiative.
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The next step taken was the training of the Senior Management group in
January 1991. The intent of these initial sessions was to facilitate common
understanding of the TQM philosophy, to acquire skills required for the
organizational change, and to develop a sense of team at the senior
management level. Quaiity Council members and executive secretaries were
also a part of this initial group. The process of achieving a common
understan  , of TQM is viewed as an ongoing challenge. "Leading for
Continuous Improvement" sessions began on February 4, 1991, while "Working
Togetier" sessions commenced on February 20, 1991. All training took place
off-site.

In the period between 1988 and the present a new President had been
hired and a strategic plan, task force report, vision and values statement, and
skills courses in TQM had been developed. In the case of the latter two,
presentations were proceeding accor:ling to plan. Senior management had
committed themselves to a process of change with TQM as the mechanism for
change. The unions were generally supportive oi the initiative. A Quality
Council had been established and internal resources in the form of Master
Trainers were in the process of being developed. A generally positive attitude
prevailed throughout the organization.

On February 20, 1991 a new variable was added to the organizational
milieu; a proposed merger of the Misericordia and the Edmonton General

(Grey Nuns) Hospital. The resulting merger, while consistent with the intent
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of the Strategic Plan, did have an adverse impact on the TQM initiative. It
resulted in a diversion of energy necessary for TQM development. Although
progressing, TQM was, in fact, no further along than approximately one year.
This was perceived as being a particularly sensitive time to be taking on
another major initiative.

The first indication that TQM had become less of a priority in respect of
the merger was the propostion of time senior management spent in
championing the process. varticularly critical was the reduced presence of the
President and the Vice-President, Human Resources who had been the most
consistent proponents of TQM. The one member of senjor management that
remained fully engaged at ‘"¢ site was left to carry on administrative tasks,
among them fostering TOM, which had previously been the responsibility of a
total of five individuals. This gave rise to apprehension among managers and
staff that progress gained in the TQM process was being compromised.

A complerentar perception existed that senior management was
beginning to take we Misericordia for granted in attempting to deal with
issues at the Edmonton General (Grey Nuns) Hospital. Employees, managers
in particular, at the Misericordia did not feel as secure in their TQM .kill levels
and knowledge base as senior management has assumed. Furthermore, a
perception existed that the Misericordia was having to support the Edmonton
General (Grey Nuns) Hospital, both financially and administratively.

With organizational restructuring resulting from the merger, additional
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instability and insecurity were created among managers and staff. Uncertainty
regarding the future of the organization, its various departments, and
individual positions was heightened. It was apparent that redundancies
between the two organizations would be eliminated, necessitating personnel
reductions particularly if econnmic efficiencies promised by the merger were
to be realized. With such uncertainty, the coaching and supporting role
foreseen for managers by TQM in relation to their staff was not forthcoming.
Managers were more concerned about their own personal futures. Similarly,
senior management was unable to provide coaching and support to their
subordinates at a time when these actions would have been of benefit.

A consequence of both the lack of focus on TQM and the uncertainty
created by the merger was the aggravation of certain performance problems.
Specifically some managers, either in efforts to protect their positions or
lacking knowledge and understanding of TQM, reverted to a traditional,
directive management style to cope with the uncertainty. This slowed
progress in TQM and frustrated staff who believed they were to be
empowered in the new paradigm. The attention focused on the merger
allowed these types of situations to continue longer than they might otherwise
have. Only recently (Spring 1992) have such problem areas begun to be
addressed by senior management.

More subtle evidence illustrating the adverse impact of the merger on the

TQM process at the Misericordia was the noticeable decline of coverage of
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TQM and its results in the "Misrecorder”, the Misericordia’s internal
newsletter, and the problematic evolution of the Quality Council. While the
Quality Council had always struggled to define its role in the TQM process it
became clear from Council minutes that the level of uncertainty and
introspection was even more pronounced after the merger announcement.

Not all of the effects of the merger were negative. The merger reinforced a
view among many that TQM had benefits as a management philosophy.
Experiences with the Edmonton General (Grey Nuns) Hospital forced a
realization amongst managers and staff th~t, despite difficulties experienced,
the Misericordia had progressed towards the goals it had set for itself in the
Vision and Values and in the Comerstones of Change documents.
Furthermore, the attendant contact with individuals not versed in TQM
focused Misericordia staff when it came to explaining, an defending, TQM.
This process served to assist in developing an understanding of TQM.

The preoccupation of senior management with merger issues also required
middle management to assume an increased scope of responsibilities. A view
exists that this delegation of tasks has the potential to force managers, out of
necessity, to rely on teamwork, at all levels, and on the skills of their staff.
This premise is based on a belief that, in order to cope with their new
responsibilities, managers will have to rely on, and put their trust in, the
efforts of others.

Initiatives in TQM did proceed during the merger process, with initial



successes being reported as early as February 1991. For example, the
Respiratory Department, where a quality improvement team involving
personnel from respiratory, pharmacy, nursing and physicians had been
assembled, had arrived at a decision to replace small volume nebulizers with
Metered-Dose Inhalers (Misericordia Hospital MisRecorder, February 21, 1991).
This was accomplished in what was considered to be an unusually short time
of two weeks. The action resulted in improved drug delivery, an extension in
the life of life support equipment, a reduction in the risk of infection, a
reduction in respiratory therapist time requirements, a saving of several
thousands of dollars, and a publication of the results in the National Journal
for Respiratory Therapy.

An additional group of Master Trainers was recruited, from hospital staff,
in March 1991 to supplement and replace previous individuals who could no
longer commit the time necessary to conduct training courses. TQM courses
continued and senior management made consistent efturts to attend these
sessions to answer questions related to TQM or other subject matter that staff
telt important. The benefits of such activity were significant improvements in
communication and demonstration of the commitment of senior management
to the TQM process.

Additional quality improvement projects had been initiated by the end of
May 1991. Among them were improving: Cast Clinic waiting times; general

signage in the hospital; buying practices of the hospital; the OR scheduling
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system; discharge planning; portering, and; efforts to reduce duplication of
patient information gathering. June 1991 saw the initiation of a major task
force directed at involving physicians in the process of TQM. The group was
composed of three physicians and three Master Trainers. By July 1991 when
the President asked staff whether TQM was making a positive difference
(Misericordia Hospital Misrecorder, August 8, 1991) he was being answered in
the affirmative. Improved interaction and communication within the
organization were cited as being the major benefits of the process. By the end
of 1991 a third group of Master Trainers had been recruited and 200 major
quality improvement initiatives had been proposed (Misericordia Hospital
Misrecorder, November 25, 1991).

Having created an environment for change and established quality
improvement skills training, the Misericordia entered a new phase in its TQM
process; contracting with the Rydberg Levy Group in January 1992 to
implement Performance Management (Misericordia Hospital Misrecorder,
January 23, 1992). In the context of the change process at the Misericordia,
Performance Management is a continuous and ongoing prucess that aavocates
a management style which focuses on results and feedback on performance
(Daniels & Rosen, 1988). Broadly defined, Performance Management
comprises: 1) Coaching For Leadership Performance; 2) Modification of the
Huma. Resources Systemr and, 3) Planning For Clinical Performance.

Performznce Management focuses on a number of areas including;:

82



increasing the clarity of the hospital’s direction; increasing awareness of the
hospital’s strategic direction; increasing the communic- ..n skills of
management personnel; increasing understanding of key job responsibilities
and expectations of superiors; increasing the level of objective feedback
received; increasing the involvement of all employees; and, on recognizing
people for doing the right things right (Misericordia Hospital Misrecorder,
January 23, 1992). From the hospital’s initial commitment to TQM, some had
recognized the need for the performance and support mechanisms that
Performance Management offered. However, the understanding of this need
was not widespread, thus explaining the delay in implementation.
Performance Management compliments the principles of TQM by advocating
goal setting, data tracking, benchmarking, and employee involvement.

Despite its difficulties, by the end of March 199~ the Misericordia was
being recognized as one of the leaders in the application of TQM principles in
Canadian health care. This assessment is based on inquiries received from
several health care organiz:tions from across Canada. The Misericordia had
passed 1,100 staff and 250 managers th.ough 96 total sessions in TQM skills
training. In addition, the Misericordia’s partneis in the merger, the Edmonton
General Hospital and the Grey Nuns Hospital, were beginning their own TQM
processes with the help of the Misericordia.

Future initiatives in TQM will be to focus cn the areas of measurement,

benchmarking, and results-focused (as opposed to a strict process focus)
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improvement initiatives. Development and use of hospital-wide quality and
utilization measures, department or unit quality and utilization measures, and
a more active focus on competitive benchmarking are being planned. As with
Performance Management, an earlier focus on measurement and benchmarking
was advocated by some. By way of explanation it is proposed that a
widespread and consistent view of the elements of TQM did not exist.
Therefore, developing any measurement criteria would have been difficult.
Only now is it believed that a better understanding of how to measure TQM,
and other aspects of hospital performance, has been achieved implying a
greater level of shared commitment to pursue this goal.

The Role of the Board

The most significant action taken by the Board of Directors of the
Misericordia has been in recruiting a new President. In this effost the Board
sought someone capable of energizing the hospital. The focus of the Board
was not, at the time, specifically geared to developing and implementing TQM
but they were amenable to and supportive of the concept once introduced to it
by the President.

The second major role of the Board derives from this supportive stance.
Subsequent to the Strategic Planning process, the Board regarded TQM as a
means of refocusing on, and achieving, the goals and mission of the hospital.
As with senior management, the Board views the development of the Vision

and Values statement as a critical initiative. Through the Vision and Values



development process ail significant players at the Misericordia were brought
together. The outcome provided a common goal for all constituents to work
towards and provided a foundation for decision-making. The quality
improvement philosophy, putting patients first in all things, became the key
for garnering Board support for change.

The Board of Directors has also attempted to resolve one of its perceived
weaknesses; improving its level of understanding of TQM. Individual
members have attended training courses in TQM. As an adjunct, time was
committed in 1991 during their monthly meetings to sessions specifically
tailored to TQM. Facilitated by the hospital’s Master Trainers, these sessions
covered such topics as "What Are The Key Aspects of Leadership in Managing
For Quality?", "What Are The Strategies in Coping With Change?", and "How
Does The Continuous Improvement Cycle Work?", among others. Through
such efforts, the Board has developed an awareness of TQM to the extent that
they believe their approach to governance duties has changed to reflect
commitment to TQM.

The Role of Senior Management

The most critical role in the development of TQM has been that of the
senior management group. They have led all elements of the hospital in this
endeavour, including the Board of Directors. The progress of the TQM process
has been directly related to the level of understanding of TQM by senior

management, their commitment level to the process, and their ability to focus
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time and resources on achieving the goals of TQM.

The initial impetus and continuing leadership has consistently come from
the President. There is recognition throughout the hospital on the part of all
individuals, including other senior management and the Board, that he has
been the leader in the process. This recognition is such that concern is
expressed that any change in the status of the President would directly
manifest itself in loss of the TQCM process.

The level of understanding of, and commitment to, TQM by senior
management has varied over time. Initially, TQM was viewed as a means of
institutionalizing positive attributes of the hospital. There was also a strong
desire to displace a rigid, controlling structure and facilitate empowerment of
employees in the hospital. The ability to (ransiate these desires into a common
vision of TQM has been one of the most difficult aspects of the process to
address. This difficulty has been largely attributed to the varying experiences
and perspectives that the senior management team brought to the organization
from the outset.

To reiterate, the effect of the recent merger has been to disperse much of
senior management across three hospital sites. The result has been a loss of
momentum in TQM development. Senior management expresses an
awareness of this impact, however, and has recognized a need for
recommitting to TQM in a more visible manner, a manner more consistent

with initial efforts in 1990. Coupled with an emphasis on performance



management and measurement, senior management believes TQM will
continue to progress.

The Impact on Middle Management

Middle Management, a group comprising Directors through to front line
supervisors, has been the group most threatened by the changes inherent in
the TQM process. This threat exists for several reasons. First, in empowering
staff, managers have been required to adopt new roles of coaching, facilitating,
and supporting. This represents a significant departure from the traditional
role of management particularly for those who have been practising a more
directive approach for most of their careers.

A divergence of opinion exists between those interviewed over whether
managers were adequately prepared for their changed role. Extensive efforts
were made to communicate to all levels of the organization the necessity of
developing new relationships between staff and management, and between
areas of the hospital. Information sessions were organized for, and attended
by, managers. More specific efforts to coach and inform individual managers
as to the impact on their own work and relationships with their immediate
subordinates were, however, lacking. This is an area that performance
management appecrs to be designed to address.

Consensus exists, at all levels of the organization, that clarity of
management expectations was an aspect of implementation that could have

been improved. However, there also seems to be a consensus that adequate
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opportunity was given to all managers to change their behaviours and
performance to reflect the new realities. Furthermore, support mechanisms
were in place for managers to access, such as the Master Trainers. From this
perspective the fate of individual managers, therefore, is directly related to a
willingness to access available supports rather than the unavailability of such
mechanisms.

Several distinct sets of management reactions to TQM were identified by
those interviewed. Some fully supported the effort, some remained skeptics,
some choose not to support TQM and have left the hospital, and others have
chosen to falsely support the eftort, hoping it will eventually fail. A
willingness to tolerate skeptics of TQM and associated concepts is evident.
They are deemed valuable in providing a "reality check" for the hospital.
However, such skepticism must be accompanied by adequate justification,
Without this justification, skeptics are considered simply resistant to change.
With respect to those who have chosen to leave the hospital there is a
consensus that more than inability to adjust to TQM was responsible even
though the process has been used to explain such turncver. Poor overall
performance is readily offered as an alternate explanation.

The last group, perceived as being superficially committed to TQM, are
viewed with a great deal of concern. They are perceived as having the
potential to severely undermine the progress of TQM in their areas of

responsibility. Examples of such detrimental effects are cited in the



Misericordia and the results of failing to deal with them were exacerbated by
the lack of a performance management system and the focus on the merger. It
is the expressed intention of performance management to provide some means
of identifying champions of TQM and attenuating the influence of those
superficially committed to the new organizational philosophy.

In direct contrast are notable examples of middle management success in
adapting to TQM. This has been particularly true of those managers who have
become Master Trainers. They have become leaders in their own areas and for
the entire organization as well. This has become more evident given the
impact of the merger w.th many corporate responsibilities being delegated to
middle management.

Middle management has expressed concern that senior management does
not accept variance in understanding and application of TQM between
individual managers as a natural phenomenon. Understanding and
application of TQM has progressed in stages; an initial commitment by some
and, as time has progressed, additional managers have become committed.
There is concern on the part of middle management that progressive
commitment of this nature is viewed negatively. Many offer the alternate
explanation that progress is impacted by certain practical constraints. Most
important is achieving balance between TQM application and day-to-day
responsibilities. Senior management, and others, argue that TQM is not an

additional responsibility but rather should be part of the day-to-day routine of
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management. Nevertheless, it is apparent that such integration will not
happen quickly or easily.

The Impact on Staff

The initial reactions of staff mirrored those of their managers. There was
guarded skepticism and tentativeness towards TQM. There was also concern
over the timing of the initiative and its associated costs. Many staff,
particularly nursing staff, questioned how hundreds of thousands of dollars
could be justified for TQM; they believed a more direct impact on patient care
could be made by providing more staff or dollars for patient-related activities.
Accompanying these impressions were fears of increased workloads and job
losses. To a degree, these fears stemmed from previous management
initiatives whose results were not always positive for front-line staff.

The level of acceptance and success of TQM within various areas has been
directly attribuied to the commitment level of their manager. Thus, as varied
as the success has been in middle management, there has been concomitant
mixed reaction to, and success in, TQM at the staff level.

Segments of the staff population have identified many positive gains from
TQM. Among these benefits have bevn improved morale, better level of
cooperation, increased level of involvement in one’s work, greater sense of
participation and importance, increased level of communication with
management and other staff, and the development of an organization-wide

perspective. Conversely, other segments of the staff population have seen
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limited or no impact in their work environment. Some perceive it as being a
waste of time and money. Others express an opinion that little substantive
change in management styles is evident in their areas and quickly point to
solutions proposed by staff that have been dismissed by management.

Varied progress in TQM at the staff level has also been attributed to a
ccntinuing evolution of understanding of the process at the front-lines.
Specifically, the concept of empowerment has provea o .o -t idea to clearly
communicate. As the roles of management have undergone change so have
the roles of staff. Questions have arisen, from both staff and management, as
to what decisions now become the responsibility of staff and what role
managers play. Performance management and planned structural changes are
viewed as assisting in clarifying this situation. The planned outcome is to
eventually have staff that are more involved, responsible, and accountable for
the operations of their specific departments or units.

The Union-Management Relationship

As noted earlier, there has been ambiguity ii the response from the four
unions within the Misericordia to the TQM initiative. The difference in
approach, however, masks the one goal they all agree on, which is to monitor
the TQM process and management’s activities. Some have chosen to
undertake this role from within the TQM process, hoping to influence it, while
others are more content to assess the process and the impact on staff from a

distance. Concerns exist on the part of the local union leadership, and among
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staff, that any kind of participation in the TQM process could be
compromising. Related to this is a fear that the ultimate intent of TQM, and
management, is to splinter the union movement within health care.

Even the most recalcitrant with respect to TQM have a tentative
willingness to admit that not all aspects of TQM are negative. The positive
impact on staff’s ability to communicate, discuss problems, and question
arbitrary directives have been acknowledged by those interviewed. Balancing
these positive results are concerns over discussions on peer reviews and peer
hiring at the staff level. These activities are viewed as being inappropriately
handled by staff because of a perceived lack of skill on the part of staff to
carry out these duties and an inappropriate delegation of responsibility and
accountability on the part of management.

The role of the unions in the TQM process is viewed by management from
a variety ot perspectives. Some acknowledge that the prime reason for the
existence of unions has been poor management practices of the past. Thus,
alleviating the typical adversarial nature of union-management relations is seen
as requiring more effort on the part of management than on the part of unions.
Others share similar views regarding the unions as a critical force to sharpen
management’s focus on TQM. Strong elements in management do, however,
continue to view the unions and the collective bargaining agreements as
impediments to establishing more cooperative relationships between

management and staff. Unions are viewed as presenting barriers to the

92



reallocation of work, the development of teamwork, and the restructuring of
the workplace that are viewed as critical elements in the continuing
development of TQM.

Management appears willing to admit that unions will continue to exist as
the legitimate representatives of employees. Management also acknowledges
that the response of the unions to workplace restructuring, such as demands
for job reclassification and salary reviews, are unlikely to be easily resolved.
There does appear to be, however, a recognition that in order to achieve
quality and efficiency in patient care, if that is truly the ultimate goal of TQM,
such demands will have to be considered. Similarly, the unions are facing
their own dilemma. After many years of demanding a greater voice in the
decisions that affect their work, unions are apparently now being provided
with this opportunity. With that offer, management is expecting the same
degree of change on the part of the unions as is currently being attempted by
management.

Physician Involvement

Physician’s remain the least involved and least impacted group within the
Misericordia. The majority of medical staff remain detached from the TQM
process, view the effort with extreme skepticism or indifference, and believe
money spent on the initiative would be better spent elsewhere. Efforts
recently taken to encourage their participation in educational sessions have

largely failed. One reason cited for this is the lack of hard, factual data on the
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impact of TQM to date. Without concrete information, specifically on the
benefits to patients, there has been an extreme reluctance on the part of most
medical staff to sacrifice either their leisure time or clinical practice tim: to
participate in the TQM process.

There have been certain exceptions to this perspective. Approximately two
dozen physicians have attended all or part of the TQM courses offered, as of
August 31, 1992, and two have become Master Trainers. The position of these
individuals is that physicians need to have a say in any initiative that has the
potential to affect their practice. Furthermore, they believe. that only through
the active participation and input of physicians will their colleagues be
persuaded to commit to TQM. Additionally, these individuals regard TQM as
a more palatable way to deal with the financial pressures facing health care
than the traditional cost cuiting measures of the past.

The fact remains that, for the most part, physicians remain distant from the
process. As noted earlier, efforts have b-gun to directly focus on involving
physicians. This is viewed as a critical step as most staff have progressed
through TQM and physicians will increasingly be impacted by changes made
in the hospital, or conversely will be in a position to thwart such change due
to their lack of understanding of the process. Just as critical has become the
expresseu resentment on the part of staff that physicians have not been
involved in the process and the perception that until such participation

happens little in the way of substantial change will occur.
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Pre atu asured Again ing’s F n

The Misericordia’s ability to create constancy of purpose has been inhibited
by its recent merger with the Edmonton General (Grey Nuns) Hospital. With
senior management restructuring, and concentrating on issues related to the
merger, there has heen a lack of consistent focus on TQM. The focus of the
organization as a whole has, therefore, been decided!y on short-term rather
than long-term goals. This has been noted by senior management and efforts
are cunrently under way to rectify this lapse.

Steps have been taken to adopt the new philosophy. There is less
willingness to accept mistakes or defects ir service. Extensive efforts have
been initiated to remove barriers between management and staff and an
extensive training program has been planned. Members of senior management
remain committed to the TQM philosophy. However, there is some
disillusionment being expressed at the slow pace of the transformation.

The Misericordia has progressed in ceasing dependence on mass
inspection. Despite maintaining a Quality Assurance function within its
structure there is no question that its role is primarily one of resource rather
than of policing. There is an emphasis on utilizing data to discover root
causes of problems rather than on dealing with symptoms that such causes
generate. Counterbalancing this, however, it cannot be stated that the process
of problem analysis and resolution focuses primarily on process (as opposed to

people) issues in all situations.
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There is little evidence to suggest that the Misericordia has ended the
practice of awarding business on price tag alone. This particularly applies to
the relationship with external suppliers. The lack of long-term relationships
with suppliers appears to b2 driven primarily by a financial imperative. There
are, however some instances of external supplier involvement on internal
committees of the hospital. The situation is somewhat more positive when
consideration is given to relationships with staff. In a number of instances,
decision-making on the part of management has expressly taken into account
impact on staff. Equally evident, from an employee perspective, have been
discussions centring around a desire for greater labour efficiency, implying
review of nursing staff ratios and contracting out of services. In this case a
commitment to positive staff relationships is perceived as being more difficult
to reconcile.

The Misericordia has demonstrated a commitment to improving constantly
and forever the system of production and service. Through its recently created
Utilization Management department and Quality Assurance functions, efforts
are being made to identify and standardize improvement opportunities.
Furthermore, each identified improvement project has a requirement to
establish measurement points through which the success of implemented
solutions can be monitored over ime. Most importantly has been the
commitment of the Misericordia to involving patients and the public in some

of its improvement projects, most notably concerning the construction of its
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patient surveys and in its strategic planning process.

The Misericordia has been strong in instituting training. Its five and three
day courses have been the subject of very positive feedback, both from iuternal
and external participants. One noteworthy deficiency identified, however, has
been the lack of structured skills application after course completion and the
lack of refresher or follow-up courses.

Success has been mixed with respect to instituting leadership. This derives
primarily from the host of merger and financial issues that have been the focus
of the organization. Day-to-day management issues related to these forces has
diminished the focus on leading staff. Conve.sely, there has heen, and
remains, a strong impetus to consider and act on the concerns and suggestions
of staff.

A degree of success has been achieved with respect to the Miscricordia’s
ability to drive out fear from the organization. This has been facilitated by the
"open door" policy of senior management and the communication forums
developed by the organization. Employees express a strong willingness to
voice their concerns and believe that there is a much greater likelihood that
such concerns will be acted upon than was the case in the past. This level of
success is not, however, complete. Some staff still express discomfort with
expressing their opinions and such is directly related to the management style
of their direct superiors. Concerns of this nature have been heightened at all

levels since the merger and the job insecurity that it has entailed.
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A degree of success has been achieved in breaking down barriers between
departments. This is partly attributable to the content of the TQM courses
themselves, which identify the existence of internal customers. Additionally,
by coincidence, the cross-functional nature of the courses has facilitated an
awareness of the similar problems that all departments face and the impact
that departments can have on each other. However, there has not been, to
date, any significant cross-functional problem solving attempts aimed at
resolving system-wide, as opposed to departmental, problems.

The Misericordia has eliminated slogans, exhortations, and targets for the
workforce to a degree. Some have been developed along with and accepted
by staff involved. Similarly, the elimination of numerical quotas has been
addressed, primarily by the fact that the Quality Assurance department is not
structured to assume a policing role. Financial pressures, however, continue to
provide impetus for the maintenance of a budget focus.

Good progress has been made on removing barriers to pride of
workmanship. This has been, and will continue to be, facilitated by the
introduction of Performance Management, timely feedback to staff, open lines
of communication as notea previously, and a management system responsive
to customer concerns. Patients, public, and staff have been involved in various
aspects of decision-making. For the most part, these have been sincere efforts
to mitigate future problems by respecting user concerns.

As noted above, the Misericordia has not fared as well in instituting a
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improvement process. Membership was cross-functional and comprised four
members from staff, four members from management, two from medical staff,
and one volunteer. Membership was later expanded to include representation
from students and interns. The group was initially chaired by the President.
Other senior management and support services individuals participated on the
Council either as ex-officio members or resource people.

During the summer ot 1990 the Misericordia, in conjunction with their
consultant, proceeded to develop skills courses, both for staff and management
designed to facilitate the organizational change. While senior management
believed it could impact on the environment into which TQM was being
introduced, it was accepted that most management and staff required a new
set of skills, tools, and techniques if their full potential in the new culture was
to be realized. The result of these efforts was a five day program entitled
"Leading for Continuous Improvement", designed to enhance leadership
capabilities of management personnel, and a three day program entitled
"Working Together", designed to improve skills of staff.

Educational facilitators, eventually to be called Master Trainers, were then
trained. The advantage cited for developing this internal expertise was the
familiarity that such individuals had with the Misericordia. Disadvantages
associated with such an approach was a sacrifice of personal and work time of
the individuals involved and a perceived lack of credibility they initially

enjoyed from not being external experts in TQM. Selection criteria for the first
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twelve Master Trainers was interest in TQM, personal credibility in the
hospital, leadership skills, and effective communication skills. The first group
was trained in November 1990 and included management personnel, nursing
staff, technical staff (radiology), and a physician.

Concurrently two of the four unions at the Misericordia began their initial
involvement in the TQM process. The local presidents of United Nurses of
Alberta (UNA, Local 11), and the Health Sciences Association of Alberta
(HSAA), became Master Trainers. Disagreement exists among those
interviewed as to whether these individuals, and other union local presidents,
were invited to participate in the process or demanded involvement.
Regardless of the actual mechanics of involvement, the fact that two unions
chose to participate and two chose not to illustrates the controversy
surrounding this management initiative.

Characteristic of this controversy are the positions of UNA and the
Canadian Union of Public Employees (CUPE) locals. UNA views its interest
best served by being involved with the TQM process, ensuring that they
achieve a complete understanding of TQM and management intentions. CUPE
believes it is more important to consider the actions, versus the words, of
management. Furthermore the dynamics of a TQM session are seen as having
little relation to the true work environment of the hospital. Critical, however,
is the fact that, while there was not full participation by every union, no union

acted in direct opposition to the initiative.
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The next step taken was the training of the Senior Management group in
January 1991. The intent of these initial sessions was to facilitate common
understanding of the TQM philosophy, to acquire skills required for the
organizational change, and to develop a sense of team at the senior
management level. Quality Council members and executive secretaries were
also a part of this initial group. The process of achieving a common
understanding of TQM is viewed as an ongoing challenge. "Leading for
Continuous Improvement" sessions began on February 4, 1991, while "Working
Together" sessions commenced on February 20, 1991. All training took place
off-site.

In the period between 1988 and the present a new President had been
hired and a strategic plan, task force report, vision and values statement, and
skills courses in TQM had been developed. In the case of the latter two,
presentations were proceeding according to plan. Senior management had
committed themselves to a process of change with TQM as the mechanism for
change. The unions were generally supportive of the initiative. A Quality
Council had been established and internal resources in the form of Master
Trainers were in the process of being developed. A generally positive attitude
prevailed throughout the organization.

On February 20, 1991 a new variable was added to the organizational
milieu; a proposed merger of the Misericordia and the Edmonton General

(Grey Nuns) Hospital. The resulting merger, while consistent with the intent



of the Strategic Plan, did have an adverse impact on the TQM initiative. It
resulted in a diversion of energy necessary for TQM development. Although
progressing, TQM was, in fact, no further along than approximately one year.
This was pérceived as being a particularly sensitive time to be taking on
another major initiative.

The first indication that TQM had become less of a priority in respect of
the merger was the proportion of time senior management spent in
championing the process. Particularly critical was the reduced presence of the
President and the Vice-President, Human Resources who had been the most
consistent proponents of TQM. The one member of senior management that
remained fully engaged at the site was left to carry on administrative tasks,
among them fostering TQM, which had previously been the responsibility of a
total of five individuals. This gave rise to apprehension among managers and
staff that progress gained in the TQM process was being compromised.

A complementary perception existed that senior management was
beginning to take the Misericordia for granted in attempting to deal with
issues at the Edmonton General (Grey Nuns) Hospital. Employees, managers
in particular, at the Misericordia did not feel as secure in their TQM skill levels
and knowledge base as senior management has assumed. Furthermore, a
perception existed that the Misericordia was having to support the Edmonton
General (Grey Nuns) Hospital, both financially and administratively.

With organizational restructuring resulting from the merger, additional
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instability and insecurity were created among managers and staff. Uncertainty
regarding the future of the organization, its various departments, and
individual positions was heightened. It was apparent that redundancies
between the two organizations would be eliminated, necessitating personnel
reductions, particularly if economic efficiencies promised by the merger were
to be realized. With such uncertainty, the coaching and supporting role
foreseen for managers by TQM in relation to their staff was not forthcoming.
Managers were more concerned about their own personal futures. Similarly,
senior management was unable to provide coaching and support to their
subordinates at a time when these actions would have been of benefit.

A consequence of both the lack of focus on TQM and the uncertainty
created by the merger was the aggravation of certain performance problems.
Specifically some managers, either in efforts to protect their positions or
lacking knowledge and understanding ~{ TQM, reverted to a traditional,
directive management style to cope with the uncertainty. This slowed
progress in TQM and frustrated staff who believed they were to be
empowered in the new paradigm. The attention focused on the merger
allowed these types of situations to continue longer than they might otherwise
have. Only recently (Spring 1992) have such problem areas begun to be
addressed by senior management.

More subtle evidence illustrating the adverse impact of the merger on the

TQM process at the Misericordia was the noticeable decline of coverage of
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TQM and its results in the "Misrecorder”, the Misericordia’s internal
newsletter, and the problematic evolution of the Quality Council. While the
Quality Council had always struggled to define its role in the TQM process it
became clear from Council minutes that the level of uncertainty and
introspection was even more pronounced after the merger announcement.

Not all of the effects of the merger were negative. The merger reinforced a
view among many that TQM had benefits as a management philosophy.
Experiences with the Edmonton General (Grey Nuns) Hospital forced a
realization amongst managers and staff that, despite difficulties experienced,
the Misericordia had progressed towards the goals it had set for itself in the
Vision and Values and in the Comnerstones of Change documents.
Furthermore, the attendant contact with individuals not versed in TQM
focused Misericordia staff when it came to explaining, and defending, TQM.
This process served to assist in developing an understanding of TQM.

The preoccupation of senior management with merger issues also required
middle management to assume an increased scope of responsibilities. A view
exists that this delegation of tasks has the potential to force managers, out of
necessity, to rely on teamwork, at all levels, and on the skills of their staff.
This premise is based on a belief that, in order to cope with their new
responsibilities, managers will have to rely on, and put their trust in, the
efforts of others.

Initiatives in TQM did proceed during the merger process, with initial
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successes being reported as early as February 1991. For example, the
Respiratory Department, where a quality improvement team involving
personnel from respiratory, pharmacy, nursing and physicians had been
assembled, had arrived at a decision to replace small volume nebulizers with
Metered-Dose Inhalers (Misericordia Hospital MisRecorder, February 21, 1991).
This was accomplished in what was considered to be an unusually short time
of two weeks. The action resulted in improved drug delivery, an extension in
the life of life support equipment, a reduction in the risk of infection, a
reduction in respiratory therapist time requirements, a saving of several
thousands of dollars, and a publication of the results in the National Journal
for Respiratory Therapy.

An additional group of Master Trainers was recruited, from hospital staff,
in March 1991 to supplement and replace previous individuals who could no
longer commit the time necessary to conduct training courses. TQM: courses
continued and senior management made consistent efforts to attend these
sessions to answer questions related to TQM or other subject matter that staff
felt important. The benefits of such activity were significant improvements in
communication and demonstration of the commitment of senior management
to the TQM process.

Additional quality improvement projects had been initiated by the end of
May 1991. Among them were improving: Cast Clinic waiting times; general

signage in the hospital; buying practices of the hospital; the OR scheduling
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system; discharge planning; portering, and; efforts to reduce duplication of
patient information gathering. June 1991 saw the initiation of a major task
force directed at involving physicians in the process of TQM. The group was
composed of three physicians and three Master Trainers. By July 1991 when
the President asked staff whether TQM was making a positive difference
(Misericordia Hospital Misrecorder, August 8, 1991) he was b<ing answered in
the affirmative. Improved interaction and communication within the
organization were cited as being the major benefits cf th'e proccus. By the end
of 1991 a third group of Master Trainers had been recruited and 200 major
quality improvement initiatives had been proposed (Misericordia Hospital
Misrecorder, November 28, 1991).

Having created an environment for change and established quality
improvement skills training, the Misericordia entered a new phase in its TQM
process; contracting with the Rydberg Levy Group in January 1992 to
implement Performance Management (Misericordia Hospital Misrecorder,
January 23, 1992). In the context of the change process at the Misericordia,
Performance Management is a continuous and ongoing process that advocates
a management style which focuses on results and feedback on performance
(Daniels & Rosen, 1988). Broadly defined, Performance Management
comprises: 1) Coaching For Leadership Performance; 2) Modification of the
Human Resources System; and, 3) Planning For Clinical Performance.

Performance Management focuses on a number of areas including:
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increasing the clarity of the hospital’s direction; increasing awareness of th-
hospital’s strategic direction; increasing the communication skills of
management personnel; increasing understanding of key job responsibilities
and expectations of superiors; increasing the level of objective feedback
received; increasing the involvement of all employees; and, on recognizing
people for doing the right things right (Misericordia Hospital Misrecorder,
January 23, 1992). From the hospital’s initial commitment to TQM, some had
recognized the need for the performance and support mechanisms that
Performance Management offered. However, the understanding of this need
was not widespread, thus explaining the delay in implementation.
Performance Management compliments the principles of TQM by advocating
goal setting, data tracking, benchmarking, and employee involvement.

Despite its difficulties, by the end of March 1992 the Misericordia was
being recognized as one of the leaders in the application of TQM principles in
Canadian health care. This assessment is based on inquiries received from
several health care organizations from across Canada. The Misericordia had
passed 1,100 staff and 250 managers through 96 total sessions in TQM skills
training. In addition, the Misericordia’s partners in the merger, the Edmonton
General Hospital and the Grey Nuns Hospital, were beginning their own TQM
processes with the help of the Misericordia.

Future initiatives in TQM will be to focus on the areas of measurement,

benchmarking, and results-focused (as opposed to a strict process focus)
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improvement initiatives. Development and use of hospital-wide quality and
utilization measures, department or unit quality and utilization measures, and
a more active focus on competitive benchmarking are being planned. As with
Performance Management, an earlier focus on measurement and benchmarking
was advocated by some. By way of explanation it is proposed that a
widespread and consistent view of the elements of TQM did not exist.
Therefore, developing any measurement criteria would have been difficult.
Only now is it believed that a better understanding of how to measure TQM,
and other aspects of hospital performance, has been achieved implying a
greater level of shared commitment to pursue this goal.

The Role of the Board

The most significant action taken by the Board of Directors of the
Misericordia has been in recruiting a new President. In this effort the Board
sought someone capable of energizing the hospital. The focus of the Board
was not, at the time, specifically geared to developing and implementing TQM
but they were amenable to and supportive of the concept once introduced to it
by the President.

The second major role of the Board derives from this supportive stance.
Subsequent to the Strategic Planning process, the Board regarded TQM as a
means of refocusing on, and achieving, the goals and mission of the hospital.
As with senior management, the Board views the development of the Vision

and Values statement as a critical initiative. Through the Vision and Values



development process all significant players at the Misericordia were brought
together. The outcome provided a common goal for all constituents to work
towards and provided a foundation for decision-making. The quality
improvement philosophy, putting patients first in all things, became the key
for garnering Board support for change.

The Board of Directors has also attempted to resolve one of its perceived
weaknesses; improving its level of understanding of TQM. Individual
members have attended training courses in TQM. As an adjunct, time was
committed in 1991 during their monthly meetings to sessions specifically
tailored to TQM. Facilitated by the hospital’s Master Trainers, these sessions
covered such topics as "What Are The Key Aspects of Leadership in Managing
For Quality?", "What Are The Strategies in Coping With Change?", and "How
Does The Continuous Improvement Cycle Work?", among others. Through
such efforts, the Board has developed an awareness of TQM to the extent that
they believe their approach to governance duties has changed to reflect
commitment to TQM.

The Role of Senior Management

The most critical role in the development of TQM has been that of the
senior management group. They have led all elements of the hospital in this
endeavour, including the Board of Directors. The progress of the TQM process
has been directly related to the level of understanding of TQM by senior

management, their commitment level to the process, and their ability to focus
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time and resources on achieving the goals of TQM.

The initial impetus and continuing leadership has consistently come from
the President. There is recognition throughout the hospital on the part of all
individuals, including other senior management and the Board, that he has
been the leader in the process. This recognition is such that concern is
expressed that any change in the status of the President would directly
manifest itself in loss of the TQM process.

The level of understanding of, and commitment to, TQM by senior
management has varied over time. Initially, TQM was viewed as a means of
institutionalizing positive attributes of the hospital. There was also a strong
desire to displace a rigid, controlling structure and facilitate empowerment of
employees in the hospital. The ability to translate these desires into a common
vision of TQM has been one of the most difficult aspects of the process to
address. This difficulty has been iargely attributed to the varying experiences
and perspectives that the senior management team brought to the organization
from the outset.

To reiterate, the effect of the recent merger has been to disperse much of
senior management across three hospital sites. The result has been a loss of
momentum in TQM development. Senior management expresses an
awareness of this impact, however, and has recognized a need for
recommitting to TQM in a more visible manner, a manner more consistent

with initial efforts in 1990. Coupled with an emphasis on performance
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management and measurement, senior management believes TQM will

continue to progress.

The Impact on Middle Management

Middle Management, a group comprising Directors through to front line
supervisors, has been the group most threatened by the changes inherent in
the TQM process. This threat exists for several reasons. First, in empowering
staff, managers have been required to adopt new roles of coaching, facilitating,
and supporting. This represents a significant departure from the traditional
role of management particularly for those who have been practising a more
directive approach for most of their careers.

A divergence of opinion exists between those interviewed over whether
managers were adequately prepared for their changed role. Extensive efforts
were made to communicate to all levels of the organization the necessity of
developing new relationships between staff and management, and between
areas of the hospital. Information sessions were organized for, and attended
by, managers. More specific efforts to coach and inform individual managers
as to the impact on their own work and relationships with their immediate
subordinates were, however, lacking. This is an area that performance
management appears to be designed to address.

Consensus exists, at all levels of the organization, that clarity of
management expectations was an aspect of implementation that could have

been improved. However, there also seems to be a consensus that adequate
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opportunity was given to all managers to change their behaviours and
performance to reflect the new -ealities. Furthermore, support mechanisms
were in place for managers to access, such as the Master Trainers. From this
perspective the fate of individual managers, therefore, is directly related to a
willingness to access available supports rather than the unavailability of such
mechanisms.

Several distinct sets of management reactions to TQM were identified bv
those interviewed. Some fully supported the effort, some remained skeptics,
some choose not to support TQM and have left the hospital, and others have
chosen to falsely support the effort, hoping it will eventually fail. A
willingness to tolerate skeptics of TQM and associated concepts is evident.
They are deemed valuable in providing a "reality check" for the hospital.
However, such skepticism must be accompanied by adequate justification.
Without this justification, skeptics are considered simply resistant to change.
With respect to those who have chosen to leave the hospital there is a
consensus that more than inability to adjust to TQM was responsible even
though the process has been used to explain such turnover. Poor overall
performance is readily offered as an alternate explanation.

The last group, perceived as being superficially committed to TQM, are
viewed with a great deal of concern. They are perceived as having the
potential to severely undermine the progress of TQM in their areas of

responsibility. Examples of such detrimental effects are cited in the
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Misericordia and the results of failing to deal with them were exacerbated by
the lack of a performance management system and the focus on the merger. It
is the expressed intention of performance management to provide some means
of identifyihg champions of TQM and attenuating the influence of those
superficially committed to the new organizational philosophy.

In direct contrast are notable examples of middle management success in
adapting to TQM. This has been particularly true of those managers who have
become Master Trainers. They have become leaders in their own areas and for
the entire organization as well. This has become more evident given the
impact of the merger with many corporate responsibilities being delegated to
middle management.

Middle management has expressed concern that senior management does
not accept variance in understanding and application of TQM between
individual managers as a natural phenomenon. Understanding and
application of TQM has progressed in stages; an initial commitment by some
and, as time has progressed, additional managers have become committed.
There is concern on the part of middle management that progressive
commitment of this nature is viewed negatively. Many offer the alternate
explanation that progress is impacted by certain practical constraints. Most
important is achieving balance between TQM application and day-to-day
responsibilities. Senior management, and others, argue that TQM is not an

additional responsibility but rather should be part of the day-to-day routine of
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management. Nevertheless, it is apparent that such integration will not
happen quickly or easily.
The Impact on Staff

The iniﬁal reactions of staff mirrored those of their managers. There was
guarded skepticism and tentativeness towards TQM. There was also concern
o > timing of the initiative and its associated cqsts. Many staff,
particularly nursing staff, questioned how hundreds of thousands of dollars
could be justified for TQM; they believed a more direct impact on patient care
could be made by providing more staff or dollars for patient-related activities.
Accompanying these impressions were fears of increased workloads and job
losses. To a degree, these fears stemmed from previous management
initiatives whose results were not always positive for front-line staff.

The level of acceptance and success of TQM within various areas has been
directly attributed to the commitment level of their manager. Thus, as varied
as the success has been in middle management, there has been concomitant
mixed reaction to, and success in, TQM at the staff level.

Segments of the staff population have identified many positive gains from
TQM. Among these benefits have been improved morale, better level of
cooperation, increased level of involvement in one’s work, greater sense of
participation and importance, increasv'' level of cominunication with
management and other staff, and the development of an organization-wide

perspective. Conversely, other segments of the staff population have seen
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limited or no impact in their work environment. Some perceive it as being a
waste of time and money. Others express an opinion that little substantive
change in management styles is evident in their areas and quickly point to
solutions proposed by staff that have been dismissed by management.

Varied progress in TQM at the staff level has also been attributed to a
continuing evolution of understanding of the process at the front-lines.
Specifically, the concept of empowerment has proven a difficult idea to clearly
communicate. As the roles of management have undergone change so have
the roles of staff. Questions have arisen, from both staff and management, as
to what decisions now become the responsibility of staff and what role
managers play. Performance management and planned structural changes are
viewed as assisting in clarifying this situation. The planned outcome is to
eventually have staff that are more involved, responsible, and accountable for
the operations of their specific departments or units.

The Union-Management Relationship

As noted earlier, there has been ambiguity in the response from the four
unions within the Misericordia to the TQM initiative. The difference in
approach, however, masks the one goal they all agree on, which is to monitor
the TQM process and management’s activities. Some have chosen to
undertake this role from within the TQM process, hoping to influence it, while
others are more content to assess the process and the impact on staff from a

distance. Concerns exist on the part of the local unicn leadership, and among
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staff, that any kind of participation in the TQM process could be
compromising. Related to this is a fear that the ultimate intent of TQM, and
management, is to splinter the union movement within health care.

Even tﬁe most recalcitrant with respect to TQM have a tentative
willingness to admit that not all aspects of TQM are negative. The positive
impact on staff’s ability to communicate, discuss problems, and question
arbitrary directives have been acknowledged by those interviewed. Balancing
these positive results are concerns over discussions on peer reviews and peer
hiring at the staff level. These activities are viewed as being inappropriately
handled by staff because of a perceived lack of skill on the part of staff to
carry out these duties and an inappropriate delegation of responsibility and
accountability on the part of management.

The role of the unions in the TQM process is viewed by management from
a variety of perspectives. Some acknowledge that the prime reason for the
existence of unions has been poor management practices of the past. Thus,
alleviating the typical adversarial nature of union-management relations is seen
as requiring more effort on the part of management than on the part of unions.
Others share similar views regarding the unions as a critical force to sharpen
management’s focus on TQM. Strong elements in management do, however,
continue to view the unions and the collective bargaining agreements as
impediments to establishing more cooperative relationships between

management and staff. Unions are viewed as presenting barriers to the
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reallocation of work, the development of teamwork, and the restructuring of
the workplace that are viewed as critical elements in the continuing
development of TQM.

Management appears willing to admit that unions will continue to exist as
the legitimate representatives of employees. Management also acknowledges
that the response of the unions to workplace restructuring, such as demands
for job reclassification and salary reviews, are unlikely to be easily resolved.
There does appear to be, however, a recognition that in order to achieve
quality and efficiency in patient care, if that is truly the ultimate goal of TQM,
such demands will have to be considered. Similarly, the unions are facing
their own dilemma. After many years of demanding a greater voice in the
decisions that affect their work, unions are apparently now being provided
with this opportunity. With that offer, management is expecting the same
degree of change on the part of the unions as is currently being attempted by
management.

Physician Involvement

Physician’s remain the least involved and least impacted group within the
Misericordia. The majority of medical staff remain detached from the TQM
process, view the effort with extreme skepticism or indifference, and believe
money spent on the initiative would be better spent elsewhere. Efforts
recently taken to encourage their participation in educational sessions have

largely failed. One reason cited for this is the lack of hard, factual data on the
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impact of TQM to date. Without concrete information, specifically on the
benefits to patients, there has been an extreme reluctance on the part of most
medical staff to sacrifice either their leisure time or clinical practice time to
participate in the TQM process.

There have been certain exceptions to this perspective. Approximately two
dozen physicians have attended all or part of the TQM courses offered, as of
August 31, 1992, and two have become Master Trainers. The position of these
individuals is that physicians need to have a say in any initiative that has the
potential to affect their practice. Furthermore, they believe that only through
the active participation and input of physicians will their colleagues be
persuaded to commit to TQM. Additionally, these individuals regard TQM as
a more palatable way to deal with the financial pressures facing health care
than the traditional cost cutting measures of the past.

The fact remains that, for the most part, physicians remain distant from the
process. As noted earlier, efforts have begun to directly focus on involving
physicians. This is viewed as a critical step as most staff have progressed
through TQM and physicians will increasingly be impacted by changes made
in the hospital, or conversely will be in a position to thwart such change due
to their lack of understanding of the process. Just as critical has become the
expressed resentment on the part of staff that physicians have not been
involved in the process and the perception that until such participation

happens little in the way of substantial change will occur.
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Process Status as Measured Against Deming’s Fourteen Points

The Misericordia’s ability to create constancy of purpose has been inhibited
by its recent merger with the Edmonton General (Grey Nuns) Hospital. With
senior management restructuring, and concentrating on issues related to the
merger, there has been a lack of consistent focus on TQM. The focus of the
organization as a whole has, therefore, been decidedly on short-term rather
than long-term goals. This has been noted by senior management and efforts
are currently under way to rectify this lapse.

Steps have been taken to adopt the new philosophy. There is less
willingness to accept mistakes or defects in service. Extensive efforts have
been initiated to remove barriers between management and staff and an
extensive training program has been planned. Members of senior management
remain committed to the TQM philosophy. However, there is some
disillusionment being expressed at the slow pace of the transformation.

The Misericordia has progressed in ceasing dependence on mass
inspection. Despite maintaining a Quality Assurance function within its
structure there is no question that its role is primarily one of resource rather
than of policing. There is an emphasis on utilizing data to discover root
causes of problems rather than on dealing with symptoms that such causes
generate. Counterbalancing this, however, it cannot be stated that the process
of problem analysis and resolution focuses primarily on process (as opposed to

people) issues in all situations.
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There is little evidence to suggest that the Misericordia has ended the
practice of awarding business on price tag alone. This particularly applies to
the relationship with external suppliers. The lack of long-term relationships
with suppliers appears to be driven primarily by a financial imperative. There
are, however, some instances of external supplier involvement on internal
committees of the hospital. The situation is somewhat more positive when
consideration is given to relationships with staff. In a number of instances,
decision-making on the part of management has expressly taken into account
impact on staff. Equally evident, from an employee perspective, have been
discussions centring around a desire for greater labour efficiency, implying
review of nursing staff ratios and contracting out of services. In this case a
commitment to positive staff relationships is perceived as being more difficult
to reconcile.

The Misericordia has demonstrated a commitment to improving constantly
and forever the system of production and service. Through its recently created
Utilization Management department and Quality Assurance functions, efforts
are being made to identify and standardize improvement opportunities.
Furthermore, each identified improvement project has a requirement to
establish measurement points through which the success of implemented
solutions can be monitored over time. Most importantly has been the
commitment of the Misericordia to involving patients and the public in some

of its improvement projects, most notably concerning the construction of its
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patient surveys and in its strategic planning process.

The Misericordia has been strong in instituting training. Its five and three
day courses have been the subject of very positive feedback, both from internal
and external participants. One noteworthy deficiency identified, however, has
been the lack of structured skills application after course completion and the
lack of refresher or follow-up courses.

Success has been mixed with respect to instituting leadership. This derives
primarily from the host of merger and financial issues that have been the focus
of the organization. Day-to-day management issues related to these forces has
diminished the focus on leading staf{. Conversely, there has been, and
remains, a strong impetus to consider and act on the concerns and suggestions
of staff.

A degree of success has been achieved with respect to the Misericordia’s
ability to drive out fear from the organization. This has been facilitated by the
"open door" policy of senior management and the communication forums
developed by the organization. Employees express a strong willingness to
voice their concerns and believe that there is a much greater likelihood that
such concerns will be acted upon than was the case in the past. This level of
success is not, however, complete. Some staff still express discomfort with
expressing their opinions and such is directly related to the management style
of their direct superiors. Concerns of this nature have been heightened at all

levels since the merger and the job insecurity that it has entailed.
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/i -wegree of success has been achieved in breaking down barriers between
departments. This is partly attributable to the content of the TQM courses
themselves, which identify the existence of internal customers. Additionally,
by coincidence, the cross-functional nature of the courses has facilitated an
awareness of the similar problems that all departments face and the impact
that departments can have on each other. However, there has not been, to
date, any significant cross-functirnal problem solving attempts aimed at
resolving system-wide, as opposed to departmental, problems.

The Misericordia has eliminated slogans, exhortations, and targets for the
workforce to a degree. Some have been developed along with and accepted
by staff involved. Similarly, the elimination of numerical quotas has been
addressed, primarily by the fact that the Quality Assurance department is not
structured to assume a policing role. Financial pressures, however, continue to
provide impetus for the maintenance of a budget focus.

Good progress has been made on removing barriers to pride of
workmanship. This has been, and will continue to be, fadilitated by the
introduction of Performance Management, timely feedback to staff, open lines
of communication as noted previously, and a management system responsive
to customer concerns. Patients, public, and staff have been involved in various
aspects of decision-making. For the most part, these have been sincere efforts
to mitigate future problems by respecting user concerns.

As noted above, the Misericordia has not fared as well in instituting a
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vigorous program of education and retraining. Structured application and
follow-up courses to the three and five day sessions is a need identified by
many management and staff. The inability to respond to these needs to date
stems from lack of funds and lack of realization that such would be necessary.
However, there is an apparent strong commitment to employees as assets of
the organization, essential to its long-term success.

Efforts continue to take action to accomplish the transformation. Merger
issues have noticeably deflected time of senior management and other
resources away from development. Necessary changes in key systems,
particularly with respect to Human Resource systems (recruitment,
performance evaluation) have not taken place. This has been realized and
efforts are ongoing to refocus on TQM. Organizational restructuring is being
initiated to establish clear accountabilities and communication channels
confused with the recent merger.

The overall status of TQM at the Misericordia as of mid-1992, therefore, is
mixed. Success in application of the principles and techniques of the concept
has been enjoyed in pockets. Where this has been so the progress has been
largely due to the individual efforts and leadership of department and unit
managers. The merger has had the effect of distracting attention from TQM
implementation. This only partly explains the inconsistent leadership on the
part of senior management in the prozess; the rest of the explanation is found

in an underestimation of the time commitment necessary to drive the process



and in achieving an understanding of TQM itself. The lack of complementary
human resource systems and a organizational structure based on TQM

principles has also inhibited implementation to date.

TQM at the University of Alberta Hospitals
The Chronological History

The University of Alberta Hospitals traces its roots to the early 1920’s.
Comprising the Walter C. Mackenzie Health Sciences Centre, Aberhart Centre,
Mewburn Veteran Centre, University Hospitals Hostel, University Hospitals
School of Nursing, and the University Hospitals Patient Support Certre, tne
Hospitals is a hospital of 1,355 beds and approximately 6,000 employees. An
additional level of complexity is added through association with the University
of Alberta.

The Hospitals offers a wide range of patient care and health promotion
services, including the development and delivery of highly specialized tertiary
care programs. As an academic medical facility, one of its main goals, in
partnership with the University of Alberta and other academic insdtutions, is
the advancement of the health sciences. In conjunction with these
organizations of learning, the Hospitals develops and provides educational
programs in a variety of heaith disciplines and actively promotes, conducts,
and applies health care research.

In 1988 the Hospitals enjoyed a reputation of being a premiere teaching
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facility. There was a belief, however, even within the hospital, that this
reputation was not always or consistently deserved. Similarly, the level of
morale among staff and physicians was varied. The financial focus of the
facility was perceived as varying from stringent to complacent; consensus
exists among those interviewed that the Hospitals did not suffer the same
degree of financial pressure as other hospitals did. The Hospitals was able to
continue operating a number of highly successful programs and maintained, in
general, its reputation as a prestigious centre of patient care and medical
learning.

Characteristic of large, bureaucratic organizations the Hospitals was very
hierarchical with numerous levels in its structure. In retrospect, a perception
exists among those interviewed that many of these levels of management were
questionable with regards to their value-added content. Correspondingly,
divisions were perceived to exist among functional areas. These factors,
associated with the prevailing cultural milieu of the time, resulted in a lack of
collaboration and communication between managers and divisions and posed
difficulties in accomplishing goals or tasks in a timely manner.

Staff-management relations were characterized by top-down directives and
adversarial relations between unions and management. A perception of a split
between management and staff existed that manifested itself most visibly in an
directive management style with little, if any, input being solicited from staff.

A paternalistic approach was reinforced by a commitment to being a premiere
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facility that brooked little tolerance for failure. Unions represented the only
avenue by which staff could have their concerns and frustrations addressed.
The late 1980s saw increased evidence of staff-management friction in
increased numbers of grievances and arbitrations.

Medical staff interviewed concurred that administration was viewed as
inhibiting, rather than facilitating, the work of professional health care
providers. Resentment over the administrative focus on finances was
particularly sharp since physicians generally did not acknowledge inefficiencies
in health care provision, unless such were administratively driven. The
relationship was complicated by the existence of a strong counterpart to
Hospitals’ administration, that being the Faculty of Medicine. Prior to 1988
there existed a strong degree of competition for preeminence in decision-
making between these two entities that exacerbated strains in medical staff
relations.

The appointment of a new President of the Hospitals in late 1987 was the
first step in addressing these concerns. Associated with the Hospitals two
years prior to his appointment, the new President was positioned to
understand both the strengths of the hospital and the need to address its
weaknesses. The President was also conscious of challenges facing health care
as a whole, trends which sugge«ted a requirement to seriously rethink
contemporary modes of health care delivery.

TQM was not as yet the methodology of choice to address these concerns.
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Nor was there any conscious effort prior to 1989 to implement TQM. The first
step in the change process took place in 1988 by revisiting the Mission
Statement. Aside from being a statement of specific services to be provided,
the Mission Statement focused on the culture and goals that the Hospitals was
to pursue. Among these targets were: effective resource management; an
ability to respond to opportunities and changes in health care with boldness
and innovation; assumption of a leadership and collaborative role with other
health care facilities; and, generation of a positive working environment that
could motivate staff and foster productivity, pride and well-being of both the
individual and the organization.

In attempting to live this Mission, the Hospitals undertook three major
initiatives in 1988. The first of these, directly related to effective resource
management, was the introduction, with the help of the Baxter Corporation, of
the Value Improvement Program (VIP). VIP was initially conceived, and
continues to be thought of, as an attempt to reduce costs associated with
performing certain procedures without compromising care (Schurman, 1991).
A major reason for initiating the program was a realization, evident in more
than just the Hospitals, that wide variations existed in practice patterns. VIP
looked at specific medical procedures with a view to addressing these
variations and comparing outcomes in hopes of reducing overall variation,
reducing costs, and improving, or ¢ ...dardizing quality of care.

Administrative personnel involved in VIP did not enforce conformity upon
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physicians but rather presented data in a non-judgemental manner. Changes
initiated became the responsibility of the physicians involved.

The earliest attempt at utilizing VIP occurred in Fall 1988. The cases of 32
patients who had undergone total hip replacement during a 12 month period
were reviewed (Schurman, 1991). The average cost of the procedure was
determined and compared to five similar hospitals across Canada. A task
force then developed an action plan to streamline all processes involved with
total hip replacement. The action plan was acted upon over the course of the
next year. The results were the reduction of average cost for total hip
replacement from $7,056 to $5,563, while total expenditures on the units
involved dropped from $3.35 million to $2.67 million. Successes of this kind,
and VIP in general, continue to be used to justify the subsequent commitment
to TQM.

A second major initiative was completed by the Hospitals in November
1988 with the completion of an Organization Effectiv. s Survey. A means of
assessing opinions regarding the Hospitals and its performance, the survey
identified levels of dissatisfaction among staff which, in some cases, manifested
themselves in feelings of alienation. Additionally, many did not understand
their role in the organization and felt a lack of appreciation for the work they
did. Dealing with staff shortages in certain areas, and maintaining
productivity and efficiency throughout the organization, were deemed difficult

tasks unless positive change occurred.
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Finally, it was in 1988 that the Hospitals first introduced its “Frontline
Leadership” training course. Its introduction was undertaken due to a
subjective recognition of the need to develop managers, particularly in the area
of leadership skills. It was later to become a core course of an extensive list of
TQM courses. It also provided the first contact with the Achieve Group Inc., a
consulting group, that was to become a major resource for the Hospitals
eventual commitment to TQM. This step would not take place until
September 1989.

In coming to an understanding of TQM and deciding whether it would be
implemented at the Hospitals, senior management took steps to familiarize
themselves with the concept through readings, attendance at conferences, and
consultation with the Achieve Group. The first steps in defining and
implementing a TQM process were taken at a Board and management retreat,
facilitated by the HCA, in the Fall of 1989. This was also the first forum in
which Director level management and Medical Staff Administration became
aware of TQM.

The Achieve Group was chosen to assist the Hospitals in implementing
TQM because of their previous relationship with the Hospitals (as per
Frontline Leadership course) and because Achieve did not appear to constrain
the Hospitals to a particular TQM philosophy (ie., Deming, Juran, Crosby). In
addition, the Achieve Group provided a framework around which to build the

TQM process at the Hospitals. This framework comprises the "Three Rings of
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Perceived Value" and the "Service Quality System" which is further divided
into 12 "cylinders" (Clemmer & Sheehy, 1990). The 12 cylinders are divided
between each of three categories. The Values category is comprised of the first
four cylinders, Signalling Commitment, Listening to Internal/External
Customers, Internal Marketing, and Hiring and Orienting. The Skills Category
is comprised of cylinders five through seven, Personal, Coaching, and Team.
The Alignment category comprises cylinders eight through twelve, Systems,
Reward and Recognition, Team Tactics, Measurement, and Marketing
Strategies. With some modification, this framework was adopted for the
planning and implementation of a TQM process at the Hospitals.

For the President, the acknowledged leader of the TQM process, the
reasons for adopting TQM were readily apparent. Rather than focusing on
people as causes of problems, a problematic approach, there was a focus on
process. TQM committed the organization to listening, focused not only on
external customers but on internal customers (staff, medical staff) as well.
TQM was viewed as being more than a management technique, it was a
holistic approach that integrated all aspects of management and would assist
the Hospitals in dealing with its threatening environment.

One of the first key moves in the development and implementation of
TQM at the Hospitals was the abandonment of the reporting structure of
Quality Assurance (QA) as a method for assessing quality of care. Most

managers agreed that QA was not effective and needed to be replaced. There
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was, however, trepidation at having no system readily available to take the
place of QA. The initial step toward replacing QA was the creation of a
Quality Improvement Council (QIC), which held its first meeting on September
5, 1989. At this initial meeting the proposed role of the QIC was discussed as
was the initiation and content of a Quality Improvement policy. Neither one
of these steps would be completed until the spring of 1990. Initial discussions
also took place at this time as to what hospital-wide quality indicators could
be adopted to monitor progress in TQM.

The QIC served as a forum for receiving updates from other committees or
bodies within the hospital that might have some relationship to quality. An
important first communication to the QIC was the decision on the part of the
medical staff to implement a Medical Management Analysis program. This
decision was taken in July 1989 and communicated to the QIC in September
1989. The QIC’s input to this decision was a request to have all clinical areas,
not just medical practitioners, involved in the program. This program
developed into the Medical Quality Improvement (MQJ) initiative.

MQ)], although utilizing many quality improvement concepts, was not, and
is not, administratively linked with the mainstream quality improvement effort
of the Hospitals. It has remained separate and apart, reporting to the Vice-
President Medical Affairs. Drawing on the experience with VIP, but adopting
a broader focus, the purpose was to track all aspects of patient care over time.

The departments and the programs that choose to participate review 25 generic
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criteria, customizing them as they deem appropriate, that are tracked over
time. Nursing staff, with several years experience in either intensive care or
critical care units, are drawn upon to conduct the analysis of charts in
accordance with the criteria that program areas have selected. The purpose is
to look for deviations from the norms established, track trends, discover
special occurrences, and explain the data as required. These analysts are also
given the mandate to intervene concurrently should circumstances warrant
such action. The perceived advantage of having nurses as analysts stems from
their clinical background and the comfort level they have with respect to all
policies and procedures.

Consistent with the request of the QIC, and with the tenets of TQM, the
analysts have also been mandated to review more than just components of
physician care. All aspects of patient care that could have the potential to
impact on quality, covering a range of nursing, laboratory, radiology, and
pharmaceutical services, among others, are reviewed. Attempts are made to
gather and disseminate information that is relevant to these other parties.

The MQI department and analysts do not view themselves as inspectors or
police of the clinical care areas, nor do they appear to be viewed in such a
manner. Rather, they form a resource base upon which clinicians can draw to
review the quality of care and to justify alterations in practice patterns.
Actions subsequently taken stem directly from the 25 criteria chosen and the

commitment of the physicians to adhere to those criteria. Thus action is only
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initiated by the peer group involved in the specific area, not by MQI. Initial
reactions were not as positive, with very real concerns expressed by physicians
as to how such sensitive information might be used, with specific reference to
credentialling. Extensive provisions have, thus, been made for protection of
this information and, with a non-threatening approach, MQI is now receiving
numerous requests to become involved with other programs.

The latter part of 1989 found the QIC attempting to formulate hospital-
wide quality indicators. The first set developed included the broad categories
of Medical indicators, General Patient Care and Staff indicators, and Patient
Feedback indicators (University of Alberta Hospitals Quality Improvement
Council Minutes, October 3, 1989). Direct responsibility for each indicator was
assigned to a member of the QIC, with each member being held accountable
for developing means of measuring progress in their respective indicator. The
remainder of 1989 was centred on developing terms of reference for the QIC,
discussing the QI policy, receiving reports from various other committees
(MQI, Accreditation), and determining how the Patient Care Committee of the
Board would relate to the QIC.

In February 1990 a Director of Quality Improvement was appointed. This
step, along with the previous formation of the QIC and development of QI
policy, represented an increased formalization of TQM at the Hospitals. While
this approach tended ‘o legitimize and signal the level of commitment to TQM,

it also had the adverse impact of convincing some employees and physicians
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that quality improvement was just another administrative add-on.

Attempts at developing and disseminating the core values of the
organization were also urider way. A senior management retreat at this time
resulted in the production of two key documents. These documents had as
their base, deliberations of the senior management group and knowledge
gained in attempts to operationalize the concepts within the Mission Statement.
The first document, the Reason For Being (RFB), was intended to convey
succinctly the role the Hospitals saw for itself. The RFB is the simple
statement, "Leadership In Health Care: Caring, Teaching, Discovering". It
assisted the organization in focusing on being a leader in all aspects of health
care. The second document comprised the core values of the organization
which were "Respect, Partnership, Continuous Improvement”. These were to
define how people both within and outside of the hospital were to be dealt
with and reflected the goal of continuous improvement. These two documents
were utilized as future guideposts in shaping the culture of the Hospitals.

In March 1990 the Board of Directors approved the QI Policy. The primary
purpose of the policy, and its approval by the Board, was to signal the
commitment to TQM that the Hospitals had made. It specifically identified the
structure of the process and the linkages between the Board, the QIC, QI teams
or task forces, MQI, the Service Quality Improvement Committee (SQIC),
accreditation efforts, and the QI department itself. Subsequent to this

approval, the Hospitals contracted with the Achieve Group for the training
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courses necessary to assist management, staff, and medical staff make the
transition to TQM.

Despite the fact that the Board of Directors had approved a QI policy, it
was not until a Board retreat of June 1 and 2, 1990 that the QI process was
formally endorsed. The Medical Staff Advisory Board committed themselves
to supporting the administrative effort in QI at approximately the same time.
Formalization of a 5 year QI plan gained new impetus from these approvals.
First contemplated in March 1990 the plan would not be published until
October 1990.

In August 1990 the first major difficulty in making the transition to TQM at
the Hospitals was addressed with the termination of the employment of the
Quality Improvement Director. Events leading up to this transitional point
had apparently been building for some time. Specifically, there was a
perception that there had been an excessive focus on TQM jargon without a
comunensurate commitment to developing the education and training necessary
for management and staff. This gap manifested itself more clearly over the
course of time. A lack of communication with the QI departiment was also
perceived by other departments of the Hospitals. A direct consequence of
these developing problems was the impression on the part of the President
that his own commitment and credibility in respect of TQM were being called
into question. Thus, it was in August 1990 that the Director of Education was

appointed as Acting Director of Quality Improvement. The appointment
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became permanent soon thereafter.

Consensus among those interviewed, corroborated by documentary
evidence, is that this move added new impetus to the TQM initiative. QI
corporate indicators were reviewed, expanded, and reorganized into 4 areas of
Patient Satisfaction, Staff Satisfaction, Physician Satisfaction, and Financial
Performance. Progress was made on selection and training of QI Coordinators
for each division and department. Facilitators, for the Achieve educational
programs, were trained. A review of membership on the QIC was undertaken.
Membership had previously been restricted to the President, the Senior
Management team, the Chairman of the Medical Staff Advisory Board,
President of the Medical Staff, two representatives from MQI, the Director of
Risk Management, and the Director of QI. Questions arose as to whether other
representation, particularly from the unions, should be considered.

The most tangible evidence of a re-energized focus on TQM was the
development of a Quality Improvement Plan, formally documented in October
1990. The Plan focused on a three year time frame. The first step in the plan
was to be the appointment of a Quality Coordinator by each of the Divisional
Directors. In conjunction with the Directors, these individuals were to assume
responsibility for the quality initiatives in their areas and report progress to the
QIC.

Targets specified within the first two years of the plan focused on the three

areas of enhancing awareness of TQM,, TQM skills development for all staff,
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and in establishing processes that would facilitate TQM. Aside from elements
of structure and process already mentioned above (QIC, RFB), steps were
contemplated whereby performance appraisal systems and hiring and orienting
processes would be altered to reflect the new focus on TQM. In addition,
efforts to provide skills training for all staff and management were planned.
Specific efforts and initiatives to measure QI results, aside from the corporate
quality indicators were also targeted. Year 3 of the Quality Improvement Plan
was more nebulous, focusing only on potential areas of improvement.
Identified areas of concentration in year 3 were Statistical Process Control,
Continuous Process Improvement, and maintenance and enhancement of the
quality of goods and services supplied to the Hospitals.

Courses identified in the Quality Improvement Plan were partly in place
prior to the formal commitment to TQM. "Frontline Leadership" classes had
been in place since 1988, "GroupAction" classes began in April 1990 and
"Working" classes in May 1990. Courses implemented since are "Introduction
to Quality Improvement”, "Enhanced Service Process" (ESP), "Quality
Enhancement Through Skills Training" (QUEST), "Customer Listening Using
Surveys", and "QI Coaches Clinic". Reflected in the last two courses is a
response on the part of the QI department to customer requests for specific
training skills other than those found in existing ‘urses. Several programs
available from the Achieve Group are based on a behaviour modelling process

and follow certain basic principles. Course length varies from one, full day
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session for the "Introduction to Quality Workshop®, to 23, half day sessions,
over a similar number of weeks for "Frontline Leadership".

The next difficult stage in the development of TQM at the Hospitals was
the decision, based on the financial stress the organization was experiencing, to
lay off 140 nursing staff in November 1990. Aside from being a particularly
painful decision in and of itself, the timing, coinciding with training of the first
Department QI Coordinators, could not have been worse. A decision of this
nature, taken so soon after the formal commitment to TQM, was viewed in
some quarters as being in dir~* conflict with the values being espoused by the
Hospitals. It caused many <tat. ..» question the commitment of the Hospitals
to TQM, and to staff, which. . acted as a deterrent to staff involvement
and acceptance of the initiative. One attempt at minimizing the impact of this
decision, and the impact on the TQM process, was the rescheduling of nursing
representatives from the November 1990 session to March 1991. This allowed
time for hard feelings associated with the lay-offs to pass.

At the beginning of 1991 efforts were made to translate the corporate
Quality Improvement Plan into departmental plans. Similar to the means for
accounting for progress in the corporate quality indicators, Vice-Presidents
were held responsible for the approval of each of these plans. The Board was
also active in furthering the TQM process. One means by which it
demonstrated its commitment was by renaming its Board Patient Care

Committee the Quality Improvement Committee. Even at this stage, however,
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commitment to TQM was problematic, if such can be judged by resistance that
was expressed to the name change on the basis of concern over a potential loss
of patient focus.

By the summer of 1991 the Hospitals was far enough along in its TQM
process that several success stories were being touted. Aside from previous
successes in VIP, which were replicated in other clinical areas, Respiratory
Services reported a $10,000 reduction in costs arising from a change to a more
efficient inhaler for broncodilator therapy, Photography and Medical
Ilustration reported a 57% increase in pages of artwork produced without a
commensurate increase in staffing, and Human Resources was able to repor: a
$200,000 reduction in arbitration costs over a 3 year period (University of
Alberta Hospitals The Quality Journey, September 1991). Other successes of a
financial nature were reported, but early successes were often recognized
simply if departments were able to identify their customers and their
corresponding needs. In total, the Hospitals identified 54 quality improvement
teams, with an expressed concern that not all groups were being identified.

Certain initiatives, however, did not proceed as smoothly as evidenced by
the demise of the Service Quality Improvement Council (SQIC), the need to
revise certain departmental QI plans, questions about the role of senior
administration, and continuing uncertainty over the scope of QI activities
(University of Alberta Hospitals Patient Care Committee Minutes, May 22,

1991). The SQIC, originally formed to act as communications forum on QI
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efforts for all departments, rapidly proved unwieldy. To a number of
individuals, the mandated nature of such a committee also appeared to be
inconsistent with the philosophy being proposed by TQM and the values of
the organization. In many ways, therefore, the passing of the SQIC was
received with relief. Certain departmental QI plans were also referred back for
revision during this time based primarily on a demonstrated lack of
understanding of the process (University of Alberta Hospitals Patient Care
Committee Minutes, May 22, 1991). Specifically, there appeared to be an
undue concentration on discovering people, rather than process, problems.
Concern was expressed at this time over the appearance of sporadic
commitment to TQM on the part of senior management as reflected in frequent
cancellations of their presence at various quality workshops.

Finally, concern was being expressed over using the QI department as a
central clearing house for improvement suggestions. Reflected in this debate
were the conflicting needs to ensure freedom from fear in the organization
from punitive actions based on this information, and on the need to track ideas
and responses to them. Evidence suggests that the Hospitals has achieved no
more success in resolving this dilemma than have other organizations. At a
more basic level, some within the Hospitals questioned the wisdom of
establishing an identifiable Quality Improvement department. This arises from
the belief that quality is everyone’s job and that the establishment of a separate

entity "in charge" of quality diminishes an overall commitment to continuous
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improvement.

In October 1991 the Hospitals observed Canadian Quality Month. Two
"“Team Recognition Days" were held whereby the efforts and achievements of
quality improvement teams were acknowledged. Six teams were able to
discuss completed projects, twelve described ongoing projects, and thirty other
teams introduced projects. Subsequent to this event plans were initiated to
establish awards to recognize individual and team QI efforts. These awards
were established in six categories being, Consistent Excellent Performance,
Customer Service, Innovation, Quality Management, Exemplary Commitment,
and Esprit de Corps. Overall, 132 awards were proposed for distribution.
Consistent with this desire to recognize achievement was the display of
graduating TQM class photographs in a main hall near the administrative suite
of the Hospitals.

By the spring of 1992 the UUniversity of Alberta Hospitals was recognized
as one of the leaders in the application of TQM principles in health care. This
assessment is based on inquiries received from several organizations, both
from within Canada and from abroad (University of Alberta Hospitals Quality
Improvement Council Minutes, February 21, 1992). In addition, members of
the senior management team had been requested to present and write on the
nature of their process across North America (University of Alberta Hospitals
Quality Improvement Council Minutes, February 21, 1992). Approximately

2,500 staff and managers had been exposed to at least one of the TQM skills
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training courses.

The future focus at the Hospitals with respect to TQM reflects the evolving
understanding of the process, particularly at the senior management level. The
original goals and targets specified in the 1990 QI pian (Appendix B) were
deemed to have been largely accomplished within a year and a half, rather
than the three years originally anticipated. The new plan is designed to reflect
a more global perspective on TQM. heyond the original 12 cylinder approach.
TQM is now viewed as '“¥i1ng lace in the framework of a 3 component
model. The first component of this model, Context, reflects the need for the
Mission Statement, Values, Strategic Plan, and Goals to mirror the
organization’s commitment to TQM. The second component, Infrastructure,
must then be adjusted to support and enhance the achievement of the first
component. The changing infrastructure, in turn, demonstrates the need to
address the third component of the model, that being Member Capability.
This implies provision of the necessary training and support to employees to
carry out their duties. The three component model translates into having
people who are capable, working with an enabling infrastructure, in an
empowering context to achieve the mission and vision of the hospital.

The new QI plan is also intended to directiy address the issues of
measurement and physician involvement. Despite successes enjoyed to date,
the Hospitals as a whole is still struggling to identify and quantify the

progress of TQM. A more specific emphasis on benchmarking, the use of
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Statistical Process Control (ie., control charts). and continuing refinement of the
performance appraisal system are targeted for. Physician involvement, limited
at present, has also been targeted for action in 1992. This has been recognized
as an area requiring attention for some time. Action had been postponed
while other components of the organization were addressed. It is
acknowledged that future success in TQM requires more from physicians. The
first step in achieving this increased level of commitment calls for a Medical
Staff retreat in June 1992 on the topic of TQM.

Despite the fact that the planning process for the next stages in TQM will
be reflective of the three component model, as opposed to the twelve cylinder
model initially utilized, efforts are being made to ensure that the two are not
viewed as being contradictory. This is deemed necessary to ensure that all
staff continue to speak the same TQM language and retain gains of the
preceding two years. Furthermcre, there is a desire to not create the
impression that 2,500 people ha-re received training in an outdated
methodology.

The Role of the Board

The Board’s understanding and commitment to TQM has been an
evolutionary process. The President’s role in guiding the Board through the
development and implementation of the process is readily acknowledged. The
relationship between the Board and the senior management has also

undergone significant change, with both parties acknowledging an increased
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sense of partnership.

The initial reaction to TQM was mixed. For the majority of the Board
TQM held logical appeal as an effective means of achieving the Hospitals’
goals. This was counterbalanced by a concern over the proposed cost and time
frame to achieve the results touted. Intimately related to these concerns was a
concern that a focus on quality equated with a focus on efficiency and financial
performance only. This translated directly into a concern that quality of
patient care might become a secondary focus of the hospital. This formed the
basis of initial resistance and skepticism with respect to TQM.

The most visible sign of early resistance to TQM was the expressed concern
regarding the proposed renaming of the Patient Care Committee to that of the
Quality Improvement Committee. As the Board gained more experience and
were provided with more information they came to view TQM as a process
that improved quality of patient care and financial performance concurrently.
Thus, through this committee, the Board has adopted an active role in the
TQM process. Specifically, the QI Committee has acted as a conduit for
reports and presentations from all areas of the hospital.

The Board, through its more active role in TQM, and in organizational
affairs generally, has also become more deeply concerned with the impact its
actions, and other environmental {actors, have on the TQM process. They
realize they are viewed as leaders in the hospital and must be seen as

supportive of TQM if its success is to be facilitated. Similarly, the quality
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assurance focus of the accreditation process concerns them as it is viewed as
being in contrast with the changed focus of the Hospitals.
The Role of Senior Management

The most critical role in the development of TQM, as acknowledged by all
constituents in the Hospitals, has been that of the senior management group.
Their leadership is recognized by all elements of the organization, including
the Board of Directors. The progress of the TQM process is directly related to
their level of understanding and commitment to the process and in their ability
to focus time and resources on achieving the goals of TQM.

The President has been the driving force behind the TQM initiative from
the outset. He introduced the hospital to the concept and by various means
has striven to communicate the essence of TQM. The extent of his leadership
is reflected in concerns that have been expressed, at all levels of the hospital,
that should he leave the TQM process would suffer.

The level of understanding of, and commitment to, TQM by senior
management has evolved over time. In the initial exposure acceptance on the
part of senior management was relatively easy to gain. This was partly due to
the perceived logic of the concept. Also advantageous was the fact that the
senior management group as a whole had only been recently been appointed
and thus were more receptive to new concepts. Nevertheless, an
understanding of what it meant to commit to TQM was simplistic at this time.

Over the course of the past two year: the senior management group has
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become more clearly aware of what is meant by the phrase "TQM is a journey,
not a destination". The initial vision of the concept focused primarily on
continuous improvement and financial performance. It has only been recently,
as previously noted, that recognition of a broader scope of TQM has been
achieved. Furthermore, the focus now is not only on improving the work of
the organization, but also on improvement of TQM itself.

Members of the senior management group also admit to having initially
underestimated the task they had set for themselves. They now stress the
importance of their personal leadership and commitment to the process. For
them this not only implies verbal discourse on the process but active
involvement in facilitating TQM. This has been translated into personal
presentations at skills training courses, facilitating skills training courses, and

coaching quality improvement teams.

The Impact on Middle Management

Middle Management fras experienced the most discomfort in dealing with
the organization’s commitment to TQM. In making the transition from a
directive style of management to the participatory style the level of ambiguity
experienced has been extreme. Some confusion has been created for those who
have spent years in management with certain expectations of what the role of
a manager was. With the commitment to TQM, this perception is no longer
valid, and managers are being required to give up traditional powers.

Aside from a reluctance to give up power, many managers are uncertain as

122



to how to operationalize components of TQM, particularly empowerment.
Unclear expectations as to the new roles of managers, and staff, has led to high
stress levels. The dilemma faced is in trying to balance some form of direction
over processes and, not incidentally, maintaining one’s employment with
allowing adequate levels of decision-making on the part of staff without
arriving at an anarchical state. This latter concern is particularly noted in
clinical areas where the consequences of inadequately informed or
communicated decision-making can be disastrous.

Perceptions are mixed as to whether the organization has done enough to
prepare managers for their new roles. The variability of reaction is primarily
related to the degree to which any one individual is personally involved with
or committed to TQM. Those with a greater degree of either believe that
adequate efforts were made to inform and prepare managers for their new
roles under TQM. However, consensus also exists that managers were
informed that not all would survive the transition. Statements of this nature
do not appear to have been made in an overtly threatening manner, but rather
as a simple statement of fact. The degree of respect with which such
“casualties" have been accorded is another area of disagreement.

There have been varying degrees of commitment from the middle
management group with respect to TQM. There have been those managers
who have readily accepted the concept and have begun to practice it. Others,

while philosophically accepting the concept, are having difficulty putting TQM
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into practice. Finally there are those who have either been unwilling, or
unable, to commit to or operationalice TQM. The varying degrees of
commitment are due to several factors ranging from personal motivation, level
of perceive.d threat, and length of service.

What has been perceived as lacking in facilitating the progress of TQM at
the middle management level has been the existence of adequate support
mechanisms. First among these has been the lack of a performance appraisal
mechanism reflective of the TQM philosophy. The process of developing such
a mechanism has been ongoing for approximately a year and a half, but in the
interim the unclear expectations noted above have only being compounded by
this gap. Some departments, in a stopgap measure, have gone so far as to
attempt to construct their own mechanism based on their understanding of
TQM.

Closely linked with the need for a revised evaluative mechanism are the
rising expectations on the part of managers to be coached on their performance
and evolution in their new roles. More succinctly, there is an expressed
requirement on the part of managers to be afforded the same amount of
respect and resources in learning their new roles as that being afforded front
line staff.

For those managers interviewed that view themselves as having
successfully adapted to the new roles envisioned for them and their staff, the

benefits have been clear. They view empowerment as allowing increased
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flexibility in task performance. By allowing staff to undertake some traditional
managerial duties, managers have been able to tackle long standing problems
and processes. Furthermore, the emphasis TQM places on teamwork has
meant a greater degree of communication and collaboration within and
between areas, allowing for increased levels of accomplishment and decreased
levels of frustration on the part of managers.
The Impact on Staff

Initial reactions of staff mirrored those of management staff. There was
little understanding of the reasons for adopting the TQM philosophy. In large
part this reflected the evolving understanding, and difficulties in
communicating the concept, on the part of the senior management group. This
lack of understanding on the part of staff manifested itself in varying degrees
of concern and skepticism. Concern was expressed over the resources
committed to the process and towards the creation of a new department
responsible for TQM. These concerns were exacerbated by perceptions that
funds could have been better spent on new equipment and additional staffing.

Following VIP as it did, and consistent with the initial approach to TQM,
there also existed the perception that TQM was not focused on quality, but
rather on financial efficiency. Lay offs of nursing staff during the initial stages
of implementation of TQM served to convince staff of this viewpoint.

Previous management initiatives, which had previously enjoyed similar

popularity but short lives, also caused staff to view TQM derisively. A
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majority questioned why management should choose to listen to staff now
when 50 often in the past that had not been the case. Opinions of this nature
were further reinforced by presentations which served to create the impression
that the quality of care prior to the introduction of TQM was substandard.

As understanding of the concept has evolved perceptions have softened.
Staff interviewed express recognition and acceptance of the need for increased
efficiency in hospital operations and understand how TQM is being utilized to
help achieve that end. Although not as sophisticated in terms of measurement
capability at the outset, the initiation of TQM came as a welcome replacement
for the gap left by the abandonment of the reporting structure of Quality
Assurance. Staff expressed appreciation of some of the real efforts to involve
them in decisions affecting them and their work. They began to feel trusted
and came to believe that they made a difference to their organization. Most
had believed that their input was of value in improving the quality of their
work, and ultimately the quality of patient care, but had never previously been
given the opportunity to make such a contribution. In this same context, the
mechanisms and philosophy provided by TQM came to be viewed as a means
of addressing long standing concerns of staff.

Benefits identified by staff in the current stage of the TQM process are
several. A better working relationship has developed between departments as.
communication has increased. Correspondingly, morale has improved as staff

realize how other areas function and why processes are constructed as they
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are. An increased understanding of their new role in the organization, and the
freedom to exercise that role, has also meant that staff have displayed an
increased willingness to deal with problems through action rath.c than
through covert complaints. TQM has also meant increased recognition and
educational opportunities for those staff (ie, environmental services)
traditionally not privy to such. This has translated into greater degrees of
energy and commitment among staff.

The sheer size of the Hospitals, however, has rasulted in such success
across the organization being variable. There are still areas that either have
not been exposed to, or involved with, quality improvement efforts, or have
only been able to undertake very limited application of the skills provided in
training courses. This is partly explained by the leadership role played by
respective managers, but also by the inability of many to relate these skills to
their everyday work. Reflecting the size of the hospital, communicating *he
concept, training staff, and implementing improvement ideas have been
equally difficult. Along with the fear that improvement in processes will mean
job losses, this communication difficulty has resulted in many adopting a
tentative attitude with respect to TQM.

The Union-Management Relationship

The original quality improvement plan did not directly involve unions,

either in its preparation or implementation. Rather, the unions were informed

of the decision on the part of the organization to pursue TQM. This situation
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has largely remained in effect, although union representatives have noted
efforts to involve them with organizational initiatives in a more general sense.
The unions do remain desirous of more specific efforts to inform them of and
involve them with the TQM initiative, if only to protect the interests of their
membership. Caution is still being exercised on the part of the unions out of
concern of misrepresenting interests of the membership.

Generally, the unions have accepted the positive nature of the TQM
philosophy, particularly with reference to staff involvement in decision-
making. There is also appreciation of the enhanced level of teamwork,
collaboration, and vommunication that has been promised, and achieved with,
TQM. The economic imperatives under which the Hospitals is operating has
also been recognized and with it a sense that such should also concern the
unions. TQM is not viewed as an attempt to co-opt the union, but rather as a
sincere attempt on the part of management to positively alter the working
relationship between management and labour and better serve patient needs.
At a less philosophical level, union representatives have noted a reduced level
of involvement on their part with respect to grievance arbitration. In the case
of one local president this has been most evident in identifying only two
situations in which his perception of what TQM entailed has differed from that
of management.

Tempering these benefits are equally real concerns on the part of the

unions. While commitment at the senior management level is acknowledged,
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inconsistency in application at lower management levels has occurred. This
inconsistency ias demonstrated itself most visibly in the slow pace of some
initiatives, the reversal of previously agreed to decisions (which had enjoyed
staff input and consensus), persistence in secrecy of some decision-making, and
the continuing debate as to what empowerment is and how it is to be put into
practice.

The unions also have a concern that some tenets of TQM are in direct
conflict with negotiated collective agreements and basic philosophies of the
labour movement. Specifically, there is a unwillingness to consider any
process resembling peer review or hiring for fear that the equality presently
enjoyed by all workers could be jeopardized. Furthermore, there is a concern
over the desire on the part of management to pursue TQM initiatives that are
not in accordance with negotiated collective agreements. Indeed, some issues
are perceived as having already been previously negotiated within these
agreements and, therefore, attempts to circumvent them by the TQM process
are strongly resented. Future negotiations are being used to gauge the degree
of management commitment to developing a new relationship with labour.

While the unions remain cautiously optimistic about TQM, requesting more
signs of positive change indicative of the concept’s worth, managers are
increasingly demanding more from the unions. It is a general impression
among managers that they are making a concerted effort to change and that

this demands a corresponding level of response from the unions. Managers
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have come to realize that, while the union-management relationship will never
be entirely free from conflict, the two parties must work together more than
ever before now. The problem, however, is that neither party has a clear
vision of what role the unions are to play in a TQM -roanization. It is,
therefore, likely that the unions will continue t~ . . -ed with caution.

Physician Involvement

Physicians remain largely uninformed of and uninvolved with the TQM
process. Only those holding administrative positions within the medical staff
hierarchy, or those who have been identified as receptive to the concept, have
been exposed to any kind of educational effort. Others have become involved
to the extent that their areas are involved in quality improvement efforts. It is
acknowledged by several individuals interviewed, however, that a large
majority of physicians (75% to 90%) remain pessimistic of the quality initiative,
concerned that it is an administrative fad, and unconvinced that increases in
quality can be achieved while at the same time reducing financial resources.

The skepticism of physicians has as much to do with general
environmental pressures as it has to do with the approach being taken by the
Hospitals in introducing TQM to the medical staff. Many fear that the
measurement called for by TQM will be utilized to monitor and discipline
them, particularly as it relates to the credentialling process. Additionally, the
increased emphasis on teamwork and empowerment of other staff has

enhanced concerns over a loss of power over medical staff practice.
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Many physicians remain unconvinced that an industrial model of quality
can be transferred to the health care field. A~ approach they perceive as
verging on the evangelical, rather than on the practical, has also done little to
gain their commitment. In general, physicians are demanding more
demonstrated successes before committing themselves to TQM.

Senior management and some senior medical administrative staff view the
future involvement of physicians with optimism. First, the ability of the
organization to develop medical staff "champions” has made some impression
on their colleagues. These individuals, more than any other, are viewed as
having the potential to convince their colleagues of the benefits of TQM. In
addition, VIP and MQI efforts have helped in demonstraiing that, by
increasing efficiency and reducing variability, quality can be increased while at
the same time reducing cost. Physicians view this as a more palatable option
in dealing with financial constraints than cutting back services.

Senior management has recognized that more specific efforts are now
necessary to involve physicians if TQM is to continue to gather momentum,
and overcome staff resentment at physician non-participation. As already
noted, a medical staff retreat on TQM is to be held in June 1992. Furthermore,
there is an acknowledgement that the most effective means for gaining
physician commitment is through improvement of processes tnat most directly
affect them. Finally, it is recognized that both credentialling and selection of

department chairmen will have to take into account knowledge of, and
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commitment to, improvement methodologies.

Process Status as Measured Against Deming’s Fourteen Points

In creating constancy of purpose, the Hospitals has been relatively
successful in committing to a long-term perspective, to innovation, to research
and education, and continuous improvement. The largest problem that has
been faced has been communicating this perspective to all elements of the
organization and in this the process has been inhibited by the sheer size of the
Hospitals.

Steps have been taken to adopt the new philosophy. There is a more ready
willingness to acknowledge defects in service, a focus on removing barriers
between management and staff, and an extensive commitment to training.
Senior management is strongly committed to the TQM process. They view
TQM as being a process in constant evolution and have determined that
patience in application will see the process through.

Strong steps have been taken with respect to ceasing dependence on mass
inspection. As noted previously, the reporting structure of Quality Assurance
was dropped entirely before emphasis was placed on TQM. As is evident in
the main effort and in MQI, the focus has not been one of policing
departments for compliance with imposed standards. Rather, each area has
been encouraged to develop and monitor their own performance against
internally developed goals. Some fear still exists that there is the potential for

personal repercussions from the collection and analysis of data.
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On Point Four, ending the practice of awarding business on price tag
alone, initial steps have been taken to establish long-term relationships with
external suppliers. Most notably, the Hospitals has recently entered into a five
year agreement, worth five million dollars, with the Baxter Corporation.
Similarly, a major partnership agreement has been entered into with Johnson &
Johnson. Both these agreements entail a commitment to more than price, most
notably including an intent to share TQM experiences. As noted above, staff-
man'agement relationships have experienced difficulties in relation to TQM
most notably with the unfortunate timing of lay-offs. This has been overcome
to a large degree, with unions and staff generally providing good marks to the
organization with respect to involving staff in decision-making. Financial
concerns, and the associated fears of contracting out and lay-offs, remain a
reality.

The Hospitals has made strides in improving constantly and forever the
system of production and service. This derives first from senior management’s
realization that TQM is not focused on rigid goals, but rather is a process by
which to reach and exceed goals. The improvement initiatives undertaken by
VIP, MQ], and departmental improvement initiatives have also been
noteworthy for their long-term and systems focus. Their success is further
attested to by the numbers of physicians and departments requesting
assistance in analyzing their own processes.

The Hospitals has been relatively strong in instituting training. The
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number and content of its TQM courses have been well received. However,
there is concern over the length of time over which some of the courses are
offered. The concern being that results of this educational investment will not
accrue for some time given the long time it will take to achieve a "critical
mass” of informed staff and management. Structured application upon
conclusion of the courses has also been a problem.

Once again the largest factor impacting on the Hospitals ability to institute
leadership is the size of the organization. The inertia inherent in an
organization of its size makes it difficult to overcome inclinations to focus
primary attention on day-to-day management issues. However, senior
management remains focused on empowering staff with a view to leading
rather than managing them.

The Hospitals effort to drive out fear is again impacted by the
organization’s size. This is a fact readily acknowledged by the President.
While there has been an increased willingness on the part of staff to offer their
concerns and suggestions, there is no question that such perspectives are not
universal. Organizational size enhances the ability of some managers to
continue to practice a management style not consistent with the new focus of
the Hospitals.

Some success has been evident in breaking down barriers between
departments. A potential hindrance to this effort has been the design of TQM

courses the Hospitals offers. The once a week, extended nature of the cou: <.
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while supportive of an adult learning process, appears to preclude a true
integration of concerns and thoughts of participants. The number of cross-
functional teams has been estimated at up to twenty-five to date which
represents some evidence of problem solving aimed at resolving system-wide,
as opposed to departmental, problems.

The Hospitals has eliminated slogans, exhortations, and targets for the
workforce and eliminated numerical quotas. This owes much to the
improvement initiatives of VIP and MQI, which have adopted a decidedly
improvement-oriented, rather than inspection-oriented, perspective. As with
most other health care institutions, however, financial pressures continue to
force a focus on budget.

In removing barriers to pride of workmanship, the most significant effort
has been in the development of a new performance appraisal mechanism. The
work of the Human Resources department has been assisted by, and in some
cases driven by, other departments interested in incorporating the TQM
philosophy into their routines. In the interim, however, concerns over lack of
feedback and communication continue to be expressed iy a significant portion
of staff.

Due to the fact that the Hospitals has only exposed approximately a third
of its staff to TQM a determination on whether they have instituted a vigorous
program of educition and retraining is difficult to make. There have been

attempts to offer new courses as ¢ “‘mand has been made clear but structured
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application opportunities are not available. This has prompted some
discussion on whether a just-in-time training perspective should be adopted
over the mass educational effort currently ongoing. Whatever route is
ultimately chosen, it is clear that senior management remains committed to
ongoing training even considering current financial imperatives.

Results of efforts aimed at taking action to accomplish the transformation
have been somewhat mixed. Wiile the commitment of senior management to
the TQM philosophy is not seriously questioned, their willingness to commit
time to being directors, coaches, and missionaries for the process has been.
For example, at times complacency in attending TQM training courses has
been an issue. From an organizational restructuring perspective, the Hospitals
has created a Quality Improvement department that has been viewed as a
catalyst in facilitating the progress in TQM. At the same time there is a
realization that the ultimate goal is to have TQM become an integral part of
management activities thus making the department superfluous. In addition,
little progress has been made in restructuring key organizational systems as in
Human Resources (recruitment, performance appraisals).

Overall then the status of TQM at the University of Alberta Hospitals is
mixed. Some areas and managers have experienced notable successes in
operationalizing principles and techniques of the concept while others have
struggled. The leadership, commitment, and understanding of the concept on

the part of the President is unquestioned and has assisted success in

136



implementation to date. The situation is more variable in respect of the rest of
the senior management team. The large size of the Hospitals and the drawn
out nature of training sessions has established cause for concern. Similarly, the
lack of complementary, hospital-wide human resource systems has not

facilitated more rapid progress in TQM.
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Chapter VI
Corclusions

The intent of the foregoing analysis has been to reach a point at which two
research questions can be addressed. First, whether the concept of Total
Quality Management can be applied to the Canadian health care system? An
answer to this question is partly derived from an analysis of the experience of
two Alberta acute care hospitals. Second, what steps can be recommended to
other health care organizations contemplating impleme'ntation of TQM,
assuming the concept is of any benefit? This chapter is devoted to addressing
these inquiries. These conclusions represent a synthesis of literature reviewed,
case studies of two Alberta acute care hospitals, and the researcher’s
experience and knowledge of the Canadian health care system and of the TQM
concept.

Can TOM be Applied to Canadian Health Care?

On a theoretical level I have no reason to doubt that TQM can, and should,
be applied to Canadian health care. On a practical level the answer is less
certain.

The Theoretical Level

During the course of this research colleagues, advisors, and those
interviewed confronted the researcher with sevc-al key concerns and objections
to the implementation of TQM as they understood the concept. Three critical,

interrelated issues became dominant as the study progressed and are deserving

138



of comment in that they allow the researcher to address, at a theoretical level,
whether TQM can be applied to Canadian health care.

First, is the need to explicitly address the concern as to whether a
management model developed primarily within profit-oriented environments
has any place in the socialized health care system of Canada. The conclusion
of this researcher is that there is no reason to believe that TQM is constrained
to the environment in which it was first developed and applied. As previously
addressed within this dissertation, neither cultural or industrial boundaries
have precluded success in applying TQM. Where TQM has fallen short of
expectations it can be argued that the outcome has been more the result of
imperfect understanding of the concept, resulting in implementation errors,
than because of flaws in the concept itself.

Similarly, based on the experience of American health care organizations,
both in individual applications and in the National Demonstration Project, this
researcher concludes that the concepts and techniques of TQM are transferable
to health care settings. These organizations have discovered that their
processes, if not their outcomes, are quite similar to that of their industrial
counterparts. This is a key point to remember. What needs to be emphasized
in the implementation of TQM to health care settings is that the goal is not to
"manufacture” patients, a perception that has served to build resistance to the
concept, but rather to enhance or manufacture processes that are the best

guarantee of quality patient care.

139



Accepting the facts noted above, the question remains whether the
American health care experience is sufficiently similar to warrant transference
to Canadian health care. This researcher offers several arguments in favour.

At a simplistic level, the willingness and the determination of the two case
study organizations appears to suggest that administrative practitioners believe
in the transferability of the concept from the American experience. This in no
way should be construed as overestimating the status of the TQM process in
either organization or as underestimating the challenges that remain for these
two hospitals. It does, however, reflect the acknowledged practical value of
the concept particularly if one includes those organizations that have reviewed,
and in some cases applied, the experience of the two case study organizations
to their own operations.

A possibly controversial conclusion on the part of this researcher, intended
to reflect the transferability of the American health care experience, is that at
their core the American and Canadian health care systems are quite similar.
While different funding systems may introduce unique operational imperatives
(current financial exigencies and attempts to deal with them in Canada may be
minimizing such differences), it is still true that the underlying purpose of
both systems is to provide quality health care. Given this fact, and the similar
clinical processes by which such quality health care is provided, it would
appear that TQM can be applied to the Canadian health care system.

Assuming comparability of the two health care systems, it is also
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concluded that Canadian health care organizations have an obligation to
consider any process that addresses the challenges facing our system. TQM,
with its focus on improving quality and efficiency of operations, its emphasis
on continuous improvement, and its empowerment of employees appears to be
a more comprehensive and optimistic approach than anything currently
available. With = presumed obligation of providing quality patient care, and
being in a stewardship position in respect of public funds, TQM has shown
sufficient promise to have other organizations consider its implementation.

A second major objection to TQM is a proposition that adoption of the
process constitutes an abdication of leadership on the part of senior
administration of a hospital. From this perspective, senior administration is
viewed as being unable or unwilling to anticipate, plan, and implement critical
changes required in their organizations. Senior administration is deemed to
have lost courage, creativity, and drive in dealing with the current threatening
environments their organizations face.

This researcher counters this perspective by first drawing a distinction
between leadership and management. In the dynamic environment that
Canadian health care faces the ability to understand, much less manage, all
aspects of an organization is simply not practical. True leadership on the part
of senior management is achieved by setting a vision for the organization,
ensuring that the infrastructure supports this vision, and ensuring that

resources are made available for the achievement of this vision. Management
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of work processes is then best Jelegated by management to those doing the
actual work and most capable of understanding the need for, and implications
of, changes in these processes. If senior management focus remains on
managing all aspects of an organization, failing to make the most of its human
capital, they will be overwhelmed and incapable of truly leading their
organization. TQM is fully consistent with all of these requirements and
realities.

A corollary objection is a question over whether empowering employees to
make decisions leads to unacceptable risks to patients utilizing the
organization’s services. From this perspective a manager provides consistent
and focused direction that would be lost in a democratic, possibly anarchic,
approach to decision making. The process of empowerment is viewed as
entailing inconsistency in care standards with dire implications for patients.

This argument reveals a basic misinterpretation of what the concept of
empowermen is. It is not a process by which individual employees become
free to make decisions in isolation from their colleagues. Rather,
empowerment implies an encouragement to identify problems and offer
suggestions for improvement to colleagues with a view to enhancing patient
care. From the perspective of this researcher then, empowerment implies
enhancement, not diminishment, of communication and coordination which in
turn leads to higher quality of care. Put another way, for every degree of

responsibility granted to employees to manage their work goes corresponding
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degrees of accountability.
The Practical Level

Theoretical postulations are fine but it is the practical reality that health
care administrators must deal with. From an overview of the two case study
hospitals, an overview of pertinent literature, and knowledge of the current
health care environment this researcher is left to conclude that the success of
TQM in health care is still an open questioi.. While some successes have been
enjoyed in the two case study "ospitals, the process has not experienced
widespread or consistent progress to this point in time. At a more global level
there are both factors favouring and hindering TQM implementation.

The factor most likely to facilitate reform of the health care system, and
success of implementation efforts in TQM, is the dedication and level of
commitment of health care personnel. Although an underlying assumption
prevails that a high quality of care is already being provided, this same
assumption is related to the fact that all health care personnel have entered
their respective professions to serve the health care needs of society. To the
extent that this altruistic motive can be tapped the potential for TQM to
succeed is enhanced. There is no question that health care professionals will
utilize any process that they view as measurably improv.ng their ability to
enhance outcomes for their patients.

Related to this commitment level, in a negative sense, is the increasing

level of concern being expressed on the part of these same health professionals
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that mandated change will be a part of their future if voluntary change does
not take place. Most notably, there are concerns that current government
efforts at budget constraint, manifested in freezes on hospital funding and
related efforts to control practice patterns and care provisions, will result in
sub-optimal care for patients and a less than enjoyable work environment for
health care professionals. To the extent that TQM provides a more palatable
and encouraging approach to reforming heaith care systems, this fear may
facilitate consideration and acceptance of the TQM philosophy.

There is no doubt that individuals graduating from the various med::al.
nursing, allied professional. and management programs all do so having
obtained high degrees of competence in their specialized areas. Furthermore,
they have also been proven capable of acquiring complex skills along with the
ability to apply those skills in their work environments. There is no reason,
therefore, to believe that the tools and techniques associated with TQM should
prove to be any more of a challenge to learn than this underlying knowledge.
In fact, az Berwici. {(1720) stat<3, “~aith care profession:is may enjoy even more
success in understa:iding and applying TQM skills given their previous
understanding of the scientific method and statistical tools. TQM can,
therefore, be seen as a philcsophy that taps into and makes full utilization of
available human resource capital in an ongoing manner.

A high degree of education also engenders an increased desire for

participation and decision-making power. Health care personnel are no longer
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content to be merely directed. There is a strong and growing belief that their
training has given them more to offer and that only through active
participation can they achieve higher levels of job satisfaction. TQM, as a
management philosophy, supports this and thus could receive higher levels of
acceptance than might otherwise be thought. Complementing this factor is a
growing desire on the part of managers to have committed and innovative
employees. Without a workforce of this nature, there is a realization on the
part of managers that - any of the problems they face will not be solved, or at
least will be addressed only superficially. The only point of contention,
therefore, appears to be how to exactly define the level and form of
participation of employees to the mutual satisfaction of management and staff.
A number of barriers of significance, however, may preclude successful
application of TQM to Canadian health care. These must be considered, and
resolved, if TQM is to have more than just superficial success. One of ‘.e first
barriers revealed in the course of the research was the lack of a sense of crisis
ir. Canadian health care. While some acknowledge the challenges, the vast
majority of health care personnel appear to share the view that current
environmental exigencies are a temporary abberation easily cured by a change
in government. The critical nature of this factor can be exnlained in relation to
the Japanese and American industrial experience. Only a condition of crisis
provided the impetus to implement TQM. In the absence of this realization

there exists little incentive to initiate and carry through necessary changes with
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conviction.

A second set of barriers are the assumptions that health care personnel and
organizations have about their operations. First, has been a paternalistic
approach to dealing with patients. For the most part, a perception, subtle or
otherwise, persists that the medical knowledge of health care personnel makes
them the best judge of what is best for patients. The ability, or willingness, to
involve patients materially in decisions regarding care is necessary if health
care organizations wish to determine, with greater accuracy, the myriad impact
of their care processes.

Equally paternalistic, and as much a barrier to TQM implementation and
enhanced quality of care, has been the relationship between management and
employees. This has beex st evident in a sense of infallibility of
management and a belief thai workers are incapable of innovative thought,
existing only tu be directed. This inevitably ieads to a level of care that, at the
service if not technical level, is sub-optimal. Until both types of paternalism
are overcome strides in implementing TQM and improving care are likely to
be incremental and hard won.

An associated barrier is an assumption that quality of care is already high
in health care. This statement is not intended to deride the current efforts and
technical competence of dedicated health care personnel. Rather, it reflects the
reliance on set standarcs and technical definitions of care that no longer suffice

to ensure the best quality of care and ensure that the rising expectations of
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patients are met. It reflects an unwillingness to continually challenge
standards of care, standards perceived as sacrosanct, as required by TQM.
Additionally, TQM demands that all aspects of a process be assessed and, in
the context of health care, implies an increased emphasis on service, or "high
touch” as opposed to "high tech”, aspects of the entire patient encounter.

The inadequacy of current metrics and internal infrastructure, such as
human resource systems, also inhibits the implementation of TQM. Being
more susceptible to control and modification by individual organizations, these
factors are more appropriately termed challenges r....er than barriers.

Mes . :ment within health care has tended to focus on activities and volume
assessment as opposed to ourcome indicators. Continuous improvement
requires a candid assessmert of a.l aspects of patient care to determine
whether any one procedure, or aspect of a procedur:, measurably impacts
quality of outcome. Initial efforts have been made in health care .~ refocus
measurement but the lack of experience is likely to make progress siow.

Just as important, and challenging, will be the requirement to refocus
human resource systems trom being punitive, sporadic, individually
orientated, to systems focused on motivating, on a consistent basis, individuals
to strive for team- and organizationally-driven goals. It requires alteration of
recruitment tactics, orientation procedures, performance evzluations, and
reward and recognition criteria. These systems currently overemphasize

technical competency at the expense of interpersonal and team-building skills.
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Current systems do not necessarily support the work of teams, teams that will
increasingly require representation across disciplines and between levels of the
organization.

TQM requires the adoption of a long-term perspective on the part of the
organization. A current inhibitor to creation and maintenance of this
perspective is the horizontal anc' vertical mobility of personnel, particularly
management and physicians, within the health care system. Indicative of
societal norms and expectations, this mobility of key pers«r.nel ir
organizations does not allow sufficient time for remai: - Persoe el to commit
to TQM. W: 4 a large degree of lrarning required on ti:> -« of senior
management, and to a lesser ext:. . ! sicians, turnover implies turmoil.
Turmoil is not conducive to giir :r- e commitment to an organizational
philosophy that requires the degree of change mandated by TQM. If there is a
perceived lack of commitment on the part of key personnel the rest of the
organization will be similarly uncommitted.

No less a barrier .o the implementation of TQM in health care is the
influence of external agencies, most notably that of professional associations,
educational institutions, the health care system generally, and govemnment. To
the extent ti:z: these agencies fail to adopt the TQM philosophy, or to the
extent that their actions minimize the ability of a hospital to implement TQM,
success in implementation will be minir ized.

First, professional assgciations, and unions, tend to maintain a narrow,
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discipline or union specific focus that does not consider the broader impact of
their decisions. This perspective has facilitated the creation of a functionally-
oriented model of health care and has led to a fractionalized approach to
health care. These professional associations, as with all groups in health care,
have only pursued and encouraged collaborative approaches with their fellow
disciplines, and in the organizations in which they practice, from the
perspective of determining who the primary care-giver should be and who
should maintain control of the care process. Achieving synergy in care-giving
has not been a consideration.

Similarly, education..i institutions have critical ‘mpact in that they not only
educate but also socialize future generations of heaith care professionals. The
fractured relationships between the professional groups has been enhanced by
the lack of collaboration between schools of medicine, nursing, allied
professionals, and management. Focus has been placed on training .pecialists
at the expense of emphasizing true collaboration and team focus in the
provision of care.

Having stated this, this researcher is inclined to conclude that at present
there is no guarantee that TQM will succeed in Canadian health care. While
TQM has theoretical, and emotional, appeal tiere are a number of practical
constraints that make an affirmative conclusion difficult to support. The
barriers noted above (lack of perception of crisis, paternalistic approaches to

patients and staff, assumptions that inhibit change, lack of compatible
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infrastructure, impact of external agencies, mobility) will be difficult to
overcome. This is true despite some of the forces currently driving reforms in
health care, among them being: high levels of commitment; high levels of
education; concerns over mandated change; demands for participation; and,
forward-thinking leaders.

One key factor that may ulti-aately facilitate TQM development and health
care reform may be that the current envirorunental crisis afflicting health care
i¢ also ={{licting other sectors of society. To the extent that this is true there is
likely to be greater willingness, and encouragement, of change efforts designed
to enhance the responsiveness and relevance of haalth care institutions. What
may be difficult to accomplish with ' the health care sector alone, may be

facilitated by changes necessary throughout society.
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Chapter VII
Implementing a TQM Process

Based on a belief in the theoretical applicability of TQM and learning from
the experience of the two case study hospitals, this researct. ™as set the task
of establishing practical guidelines for successfully implementing TQM. What
follows constit:>es only a broad prescription of required steps and challenges
of which to be awz-e. This format is necessary primarily because
implementation i¢ unique to each organization. The first requirement,
therefore, is to achieve complete understanding of each individual
organization. ":us implies developing an understanding of the skill sets
currently avatiablz, the style of inanagement currently being practised
throughour th» institution, the status of important internal systems, and the
condition of the organization’s external environment. All these factors, and
more, n:usi be taken into account in designing a TQM process.
Create 1ivot...1 or Change

Prior to anv formal implementation of TQM there is a requirement on the
part of senior management to prepare the organization for this step. This fir-t
requires that senior management develop a high level of dissatisfaction with
current operations. Without realizing a level of dissatisfaction it is unlikely
that the extent of change and the long-term commitment of time and resources
required by TQM will be carried out.

Next, an understanding of what TQM has to offer the organization in
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dealing with this dissatisfaction is essential. This requires an education effort
that might involve extensive reading, senior management meetings and
retreats on the subject, and site visits to other institutions implementing the
process. This process is likely to require several months to a year to complete
a .1 cannor be foreshortened. Discrepancies in understanding between the
senior management team in this initial stage will only manife- themselves
later with more grievous consequences.

Unfreezing of the organization is the next step in the process. This can
take many forms including open forums where information is exchanged
between all disciplines and levels of the organization whereby senior
management shares their concerns about the organization and the environment
in which it operates. It can also include subtle changes at the leadership level
that may involve the following: the nature of information demanded from
subordinates changes to reflect an increased emphasis on quality and
outcomes, rather than on financial performance; a changed emphasis reflecting
a greater demand on the establishment of what customers (either internal or
external) truly expect from the organization; and, where greater level of
participation and input from all staff is solicited through a variety of formal
and informal channels.

At this point there is no requirement to associate any of the above
mentioned changes with a TQM process. This in part begins to address

questions as to whether or not a change process of this nature requires any
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label. In the initial stages it may indeed be beneficial to rely more on actions
than to launch a formal TQM process. By doing v, resistance typically
associated with introduction of any new method can be minimized. Once the
process of unfreezing and subtle introduction of TQM principles is under way,
there is likely to be increased acceptance of the formal philosophy at a future
point when it is determined that informality of approach has achieved all that
it can.

Once the notion of change has been firmly implanted i1 the organization, a
process that may take several months, it is time to undertake and introduce a
planned approach to TQM implementation. Certainly the preliminary stages
of this planning should be under way well before this poir* -* * should
consider what modifications are necessary in regards to fon <tements of
philosuphy, training programs, measurement systems, human resource
systems, and other organizational systems. This plan should be clearly
communicated throughout the entre organization so that in a time of turmoil
engendered by this change all members understand where the organization is
going and how it proposes to get there. A plan of this nature does not
demand exquisite detail. In fact a plan too explicit in detail may prove more
of a hindrance than a help as f.exibility in approach may be necessary to deal
with challenges that arise. Without some formalization of the approach a
sense of drift is likely to develop, rather than a sense of commitment {0 a new

organizational order.
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Training in TOM

Once the process of creating a notion of change is under way attention
must begin to focus on providing the skill sets to an organization’s personnel
to enable them to cope with the change and facilitate achievement of the
organization’s new philosophy. No illusions should be entertained that
training of this nature is not required or can be superficially addressed. TQM
is a thought revolution in management and requires training to ensure that the
transition is made and maintained.

One of the first decisions to be made is what form will the training take
and how to develop the course. In this regard it is recommended that the
literature be reviewed, with particular reference to the teachings of Deming
and Juran. This will allow the organization to develop an understanding of
the most critical elements of knowledge to impart to its personnel. The
assistance of a consultant may be beneficial but only if an organization has
taken the preliminary steps of determining, at least in broad terms, what it is
they want their employees to be able to do.

The development of educators and facilitators from within the organization
is recommended. First, it ensures development of an organization’s own
internal resources, resources that can be accessed over and over again. Second,
it assures more complete understanding on the part of educators/facilitators as
to the organizational milieu, and thus better identification with personne!

going through the course. This is also likely to enhance credibility to those
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receiving instruction. Finally, the use of internal facilitators has a beneficial
side-effect of creating internal champions of the process. These individuals can
then influence acceptance of the process within their own areas of work as
well as across the organization. It is i. the training of these
educators/facilitators that the external consultant can play a vital role.

The actual content of TQM courses is again a matter of individual
organizational choice, dependent in large part on the organizational assessment
conducted prior to this and on an appraisal of what key elements the literature
calls for. The philosophical content of the initial course in TQM should be
held to a minimum assuming that information of this nature has already been
communicated in other forums. It may be important, however, to reemphasize
the reasons for committing to TQM as an organizational philosophy, the
benefit. *hat can accrue to the organization, its staff, and, most importantly, its
patients, and to clearly articulate the expectations for each participant on
conclusion of the training session. A large component of the course content
shoinld focus on building the skills of managers, physicians, and staff that are
required to successfully implement TQM. The focus should be on imparting
skills that facilitate the creation and erhancement of the followiny skills:
customer focus; understanding of systems; understanding of variatiun; team
effort; problem-s~'ving; management of change; process mapping (flow-
charting); and, measurement and benchmarking of results.

The iraining sessions, wherever possible, should have representation from
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all departments and professional groups, i:* "uding physicians. It was evident
from the two case study organizations that the ability to interact with, and
learn of the challenges facing, other areas served to facilitate a process of
understanding between groups that would not otherwise have existed. This
encouraged breaking down of barriers between areas and provided the
mechanism whereby functional areas established a basis for building teams in
the future. The most difficult challenge will of course be in involving
physicians. This challenge will be addressed later in the dissertation.

The one exception to this mandate to train cross-functionally is that »f
providing training to managers first. Given the assumption that managers are
to play a key role in the success or failure of TQM in their particular area, they
must be provided with the opportunity to understand what they are to
facilitate before they are faced with a group of employees demanding such
foreign concepts as empowerment. Witliout such previous preparation they
are likely to react adversely. Nor should they have to experience the level of
insecurity likely to result from having their staff know more than they do
about a major organizational initiatve.

This initial round of training should be intensive. It should likely be more
than 2 full days duration. Only through such prolonged and intense sessions
will the concepts of TQM begin to become meaningful to participants.
Furthermore, it is only with such intensity that the full benefits of having

cross-functional sessions will be realized. If employees are allowed to retumn
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to their units during each work day, or after one day sessions, they are
unlikely to begin identifying with the larger issues facing all staff in the
organizatior.

Training should not stop with these initial sessions. While most
participants are likely to leave the session enthused, such enthusiasm is liable
to have a short half life. It must be continually reinforced and upgraded,
particularly as the organization learns from its initial experiences. There
should also be no doubt that errors and omissions will be raade in training
and these will have to be addressed in subsequent upgrade sessions. Only by
such constant upgrades will individual skills remain current. Furthermore,
such an investment continues to demonstrate the organization’s ongoing
commitment to the TQM philosophy and the staff’s major role in integrating
that philosophy.

Equally critical in reinforcement of skills, and in facilitation of continuous
efforts, is the provision of structured application opportunities for ail
participants at the conclusion of each session. Without the opportunity to
apply acquired skills in the work environment the entire exercise is likely to
remain an academic exercise. Reality-based application encourages
internalization of skills and may provide early success to encourage future
application.

Whether educational sessions are held on the organization’s premises or

not is really unimportant. The only caution is to ensure that if sessions are
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held on-site that interruptions necessitated by day-to-day workload be
minimized, if not eliminated altogether. Full benefits of the sessions will be
diminished if participants are not focused on the task at hand. Furthermore,
they may be encouraged to view TQM as a topic infringing on their “real”
work if not dissuaded from that viewpoint at the earliest possible time.

Recognition should also be provided to the educational achievements of
participants. This comes in up-front introductory remarks by senior
management. It may also take the form of senior management conducting a
limited number of seminars. This again reinforces the perception of value that
the organization places on this initiative and has a related benefit of keeping
senior management informed and learning in TQM. Recognition efforts must
similarly be provided at the conclusion of all sessions. The means by which
ikis can be done can range from the provision of certificates of achievement,
recognition in facility newsletter, or by any other means that publicizes the
achievement.

Providing the Infrastructure

One of the first elements of an infrastructure supportive of TQM is the
Quality Council. This is a grcup of individuals who are mandated to provide
overall direction and guidance in the development and implementation of an
organization’s TQM process. Basic functions of the Council should be to
identify major cross-functional initiatives and to monitor the status of the TQM

process against plans. Ideally its membership should include all constituent
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groups, even including patients and suppliers of the facility. Critical to the
perceived importance and value of this group, however, is the presence and
active participation of senior management. Without this involvement the
Quality Council is unlikely to be successful in its mandate.

An early decision to be made is to what degree the Quality Council should
be a information gathering and dissemination body versus an active catalys. in
the process. There is no doubt that some sort of balance needs to be struck
between the two. However, it is the belief of this researcher that, in the best
interests of furthering the TQM process, the Quality Council must be more
active in the latter capacity. This entails active identification of quality
improvement initiatives, delegation of responsibility, and measurement of
results. Without such a clear mandate the Quality Council, and indeed the
quality improvement process, may tend to drift.

A second key component of the organizational infrastructure, and one that
may be driven by the Quality Council, is the drafting of Departmental Quality
Improvement Plans. These are plans that describe the actions that a unit, of
whatever size, will take to facilitate the process of quality improvement in
their respective aveas and in support of the overall organizational effort. The
plans should document departmental mission statement, steps taken to identify
customers (both internal and external), steps taken to identify customer
requirements, steps taken to identfy gaps between customer requirements and

current ability to meet those requirements, and processes by which such gaps
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will be addressed and future performance monitored.

These departinental plans must emphasize the basic tenets of TQM,
including a focus on impreving processes that measurably impact customer
requirements. They should alsc be representative of the input of all staff
within a particular area and may call upon the expcrtise of internal
facilitators /educators. Each departmental plan should then be subsequently
approved by senior management or the Quality Council, or both. This ensures
consistency of approach among departments, compatibility of each set of plans,
and adds legitimacy and credibility to the process.

The various components of the traditional human resources system must
also be altered to reflect the emphasis on the principles of TQM. This begins
with the process and focus of recruitment and selection. Interpersonal skills
must be given equal emphasis to technical skill as criteria for hiring,
Individuals must be selected on their perceived ability to contribute to
organizational goals. Panel interviews and hiring decisions, with staff
representation, must become the norm. Practices of this nature, of course,
require providing staff the necessary skills to carry out these tasks with
competence. This will require extensive collaboration with labour unions.

Orientation mu:{ become more intensive. It must not only be a time when
staff are provided with information on benefits, union representation, fire
procedures, and location of the cafeteria. An up front investment in staff is

critical to their future success in the organization and will serve to emphasize,
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at an early stage, the significance of each employee. Orientation must also
include enrolment in, and completion of, the initial TQM skills course before
commencement of duties is allowed. Exceptions should be made only under
extraordinary circumstances.

Finally, performance appraisal and recognition systems must be refocused
to place equal, if not greater emphasis, on teamwork and enhancing customer
focus as opposed to financial performance. The axiom, "Whatever gets
rewarded, gets managed", should be taken to heart. If organizations are
serious about their commitment to TQM they must make equal efforts to
change their systems of assessing and rewardirg performance. Efforts to alter
these systems can begin at the managerial level, primarily because of the
flexibility the lack of collective agreements provides. Efforts at the staff level
will either require a great deal more ingenuity or the active participation of
unions if something other than superficial modifications are to be made.

Clinical areas are not to be ignored. Efforts must begin as soon as possible
to ensure that clinical processes are assessed and altered. In a health care
institution, whose business revolves around clinical processes, the greatest
potential for impact is here. A formalized mechanism that involves physicians
in critically assessing care processes is essential. Whether this takes the form
of the Value Improvement Process or Medical Quality Improvement, as at the
University of Alberta Hospitals, or Utilization Management and Managed

Care, as at the Misericordia Hospital, a process for maximizing clinical impact
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must be developed and implemented as soon as possible.

Measurement and Benchmarking

The ability to measure and continuously improve performance are key
elements of the TQM process. Measurement is key in providing feedback to
quality improvement teams, senior management, and the Quality Council,
enabling them to refocus efforts as necessary. Skills training in identifying key
process measures and monitoring such measures should be an integral part of
TQM courses. Measurement in TQM should not concentrate merely on
symbols of prograss, such as number of teams formed or quality improvement
suggestions offered, but rather should focus on substantive elements, such as
improvements made that measurably improved customer satisfaction. In order
to develop these key indicators of improvement it is necessary to first
determine customer expectations.

In order for measurement to have even greater meaning, there must be
complete understanding of the process to be improved. All major processes,
that is those impacting on customer perceptions of quality, have to be
identified from beginning to end by way of the flow-charting procedure.
Without this knowledge it is unlikely that departments will be able to direct
their improvement efforts with any effect despite having awareness of
customer dissatisfaction or poor process performance. Departments must
know what factors have resulted in given levels of satisfaction or

dissatisfaction before implementing improvements.
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A process of flow charting is also important if departments and
organizations are to achieve higher levels of quality improvement available
through benchmarking. Benchmarking is the process of measuring the
performance of any one process against that of a same or similar process in
another organization, either within or outside of the health care industry. This
encourages competitive improvement efforts. Benchmarking can only be
successful, however, if process flow charting is in place. Failure to do so again
results in an inability to understand where improvement efforts should be
directed for the most effect. Thus, measurement, process flow charting, and
benchmarking skills should all be included in TQM courses and should form
an integral part of departmental quality improvement plans.

Quality Assurance versus Quality Improvement

A final key consideration lies in determining whether there is a role for a
Quality Assurance function in the organization. Over time, a quality assurance
function, in the traditional sense, should be eliminated. However, until such
time as new measurement criteria and processes are established this function
should be maintained although its mandate should be constantly evolving to
support TQM efforts.

There is also a need to consider whether a Quality Assurance function is to
be replaced with a Quality Improvement function. The necessity of developing
this function or department is determined by the supportive role that it can

play in the activities of senior management, the Quality Coundil, and quality
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improvement teams. The role of this function is not to becore a driving force
for TQM but rather to support initiatives of other groups by acting as a
resource. Caution must be exercised in limiting the size, bureaucratic nature,
and power of this function. Furthermore, creation of a quality improvement
function must not act to diminish a sense that quality is everyone’s job.

Key Roles in TOM Implementation

Implementing a TOM process in an organization requires that the Board
and Senior Management undertake key initiatives, ut ¢ svi .- Jic and
substantive nature, that aim to win the commitment of middle management,
staff, and physicians to the changed osganizational philosophy.

Senior Management

Senior management are the key individuals in implementing a TQM
process. They must be convinced of the utility of the concept and must be
willing to commit substantial time and resources to achieving the
transformation. This is particularly true of the Chief Executive Officer.
Without his/her commitraent the TQM process wili not progress far. This
individual must also commit to the organization and to implementation of the
concept for the long term. Leaving an organization shortly after initial
implementation of TQM is likely to mean its demise as an organizational
initiative.

The key step senior management must take is to develop a mutual

understanding as to what TQM has to offer and how it fits with the current
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organizational culture. Without this initial common understanding, differences
in opinion as to the direction of the effort will surface later. Part of this
understanding must relate to just how difficult the change process will be and
the extent of time commitment that will be demanded from senior
management. It must be made explicitly clear that TGM is not a program, but
rather a process that each senior manager is committing to for the duration of
their time in the organization. This is likely to be the most difficult realization
to internalize given the short-term perspective to which most managers have
become accustomed.

No less onerous is the time commitment demanded of senior management.
This entails not only symbolic acts, such as presence at the graduation of
classes in TQM or speaking on the organization’s commitment to TQM, but
must entail a substantive commitment of time in more meaningful tasks.
Senior managers should begin to live the tenets of TQM particularly as it
relates to their immediate reports and fellow managers. They must seek to
empower their subordinates by making fewer decisions (allowing subordina‘es
to take up more tasks), they must adopt a systems perspective (not seeking out
individuals to blame), and they must demand more than just financial data in
developing their decisions.

Senior management must also commit upwards of 30% to 50% of their time
to actively participating in TQM initiatives. This implies active participation

on the Quality Council, leading and participating in quality improvement
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teams, acting as instructors in TQM sessions, becoming more available to listen
to and act on concerns of employees at all levels of the organization, and being
involved in continuously reassessing the progress of TQM in the organization.
All these activities must be practised with consistency. TQM must always be
seen as the priority of senior management. Failure tv do so is the best
guarantee that the process will stagnate as the remainder of the organization
becomes as distracted as senior management.

Most importantly, senior management should view continuing education in
TQM concepts and techniques as one of its most critical obligations. As TQM
is viewed as a continuous journey so too should education on the part of
senior management. One of the most dangerous assumptions that senior
management, or anyone else, can make about their knowledge of TQM is that
they have achieved complete understanding. As TQM changes the
organization, there is a requirement to constantly adjust the thinking regarding
future stages and applications of the concept. If senior management is to lead
the process then they must constantly be adjusting and adding to their
knowledge base; they must continuously benchmark their knowledge.

The Board

The Board is likely to follow the lead of Senior Management with respect
to TQM, especially in the initial stages of implementation. Despite the
acknowledged leadership role of senior management, the lack of

understanding and involvement of the Board in quality improvement efforts
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will eventually weaken efforts to adopt the concept.

In fulfilling their fiduciary role it is incumbent upon the Board to develop
an understanding of TQM and commit materially to fostering its
implementation. This translates into availing themselves of education
opportunities in TQM, providing resources and support that facilitate efforts of
senior management, encouraging a long-term: commitment to the process, and
adjusting the organization’s mission to encompass a commitment to TQM.

Another key reason for establishing understanding and commitment of
TQM in the Board relates to their responsibility to recruit the Chief Executive
Officer should the need arise. If the Board does not valve TQM, or does not
have an intimate understanding of the concept, they are unlikely to place high
value on recruiting an individual who is capable of continuing the
implementation. Furthermore, even if there is symbolic commitment to the
concept, if intimate understanding is not present, it is possible that despite the
best intentions in recruitment, the direction of the implementation may stray
from the most profitable path.

Middle Management

One of the most likely areas of resistance to TQM will be middle
management. The prime reason for this is that their role requires the greatest
change or redefinition. The organization must be aware of this potential
resistance and plan to address it well before the problem manifests itself.

The first step to be taken is to clearly define what management’s new role
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will be in a TQM organization. This must be a process of definition that
discusses role change in practical, not philosophical or nebulous, terms.
Questions such as what duties managers are to delegate, what duties managers
are to assume, and on what basis will their performance be assessed must be
addressed quickly and honestly. The lack of such clear definitions will result
in high levels of anxiety that will only inhibit the personal performance of
managers, with resultant adverse effects on the areas they manage.

Senior management must also commit substantial time and resources to
coaching and supporting those individuals that report directly to them as they
make the transition to TQM and the new roles defined for them. It must be
made clear that for the most part current management personnel have
successfully operated their areas for many years and will have difficulty
making the required transition without support. Senior management must
acknowledge that managers deserve as much time to make the transition as
anyone else in the organization. This is why making alterations to the
organization’s infrastructure is so critical; it materially signals management as
to what will, and will not, be rewarded and provides a base from which
managerial style can be adjusted.

Staff
There are at least three areas to address to ensure that both the

professional and support staff will work to facilitate the implementation of

TQM. The organization must begin to address skepticism related to the
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implementation of the concept, define empowerment, and break down barriers
between functional areas.

The organizadon must be aware of the skepticism that is likely to be greet
any new management initiative. This will be particularly true of TQM which
may appear to demand greater efforts on the part of employees without any
immediate gain. The only way to begin addressing these concerns will be
through a combination of visible senior management leadership, a material
commitment of resources to TQM implementation, serious attempts to listen to
and act upon concerns and suggestions on the part of staff, and a concerted
and ongoing effort to invest in the skills and education of staff. Staff will want
to see results and these are the key means of providing them.

One key area of potential friction if not addressed at an early stage, is to
explicitly define the concept of empowerment. If nebulously defined,
empowerment may be construed as the ability of each individual employee to
define and assess his own job and results. TQM may indeed result in the level
of anarchy claimed for it by its detractors if such a definition is allowed to
prevail. It must be made clear that empowerment, while implying greater
levels of autonomy and responsibility for employees, demands equal levels of
accountability for process and outcomes. The definition of empowerment must
take into accuunt concepts of expectations and customer focus.

The customer focus aspect of TQM must be emphasized in attempts to

break down barriers between functional areas. Without such cooperation
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between areas, the largest areas of improvement, that involving cross-
functional systems, are unlikely to be addressed. The cross-functional training
sessions can begin the process of developing this sense of teamwork.
However, by itself, this is an insufficient means of achieving the desired end.
What is required is a specific focus on developing cross-functional teams and
improvement projects. This process must be developed and led by senior
management or the Quality Council and supported by an infrastructure that
rewards teamwork. Departmental quality plans and quality indicators that
encompass a focus on internal customers is one means of formalizing this
desired end.
Medical Staff

Physicians represent the greatest challenge in implementing TQM. They
are unlikely to be willing to commit time to training sessions and quality
improvement teams as they are not employees of the organization and thus
any time committed to such activities has a direct impact on their economic
livelihoods and leisure time. Compensating physicians for time lost from
practice is impractical for most health care institutions given the level of
compensation enjoyed by physicians. Yet physicians have too large an impact
on operations of an organization, and the ability to implement TQM, to ignore.

An injtial step may be to werk with a select number of influential medical
staff members. These may be individuals salaried by or having administrative

duties with the organization. They may also be individuals identified as
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leaders of the medical staff on most issues. Being able to convince these
individuals of the utility of TQM may serve to enlist them as champions in
driving the concept further with respect to the remainder of the medical staff.

Recognizing the value placed on the time and resources of medical staff,
another key way to gain the commitment of physicians may be to concentrate
initiai TQM efforts on improving processes that they or their patients rely
upon. By providing tangible improvement results that measurably impact on
the care of their patients, medical staff are likely to support continued efforts
in TQM. Processes for improvement should be identified with the assistance
of physicians and may include speeding up the process of admission,
enhancing turnaround time of diagnostic tests, enhancing turnaround time in
operating suites, and minimizing delays in other treatment areas.

One further option may be to include commitment to TQM, based on
training and participation in quality improvement teams, in the credentialling
process. An action of this nature will spark heated debate not only among
administration and medical staff, but also among those who advocate a
voluntary approach to gaining commitment of TQM participants. However, if
it is expected that all management and staff are to be appraised and rewarded
on the basis of their contributions to the new organizational philosophy, no
less can be expected from medical staff.

Final Considerations

Adopting a TQM philosophy should force other more global realizations
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upon an organization. Specifically, an organization must begin to view itself
as part of a larger provincial and federal health care system. An organization
must come to view itself as a partner, in a customer/supplier/buyer
relationship with its counterpart organizations. This mandates a level of
cooperation and exchange of information not currently practised within health
care, nor assisted by current funding guidelines within Alberta. Only through
enhanced levels of cooperation and information exchange can benchmarking
and continuous improvement achieve their true potential.

Cooperation and information exchange are not only necessary for the
continuous improvement of individual institutions but they also benefit the
health care industry as a whole. In fact, as users of public funds and
providers of care to a larger community, which in this case may be considered
the province of Alberta, health care organizations are under an obligation to
share continuous improvement information and benchmarking data. Only by
doing so can they be seen to addressing the mandate they have been given by
the public, which is to maintain and enhance health care status.

Similarly, if TQM is adopted by an organization, they must seek to involve
more than just their counterpart organizations in the improvement of health
care. Greater efforts are required in involving, and influencing, patients, the
public, suppliers, accrediting bodies, educational institutions, professional
associations, unions, and political parties. Each of these groups has data or

impact on the outcome of care, how care is evaluated, what incentives are
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available for enhancing continuous improvement, or on the ability of health
care organizations to provide care. TQM mandates that all of these groups
become partners in continuous improvement in health care. Encouraging that
involvement becomes the larger mandate of health care organizations adopting
TQM.

There is no question that the transition to a TQM philosophy in an
individual health care organization and in the larger health care system will be
difficult. Theve will be slow and halting steps on the journey called total
quality management. What must be kept in mind are the improvements that
have been made in other industries and the impact on health status that can be
achieved if health care professionals can translate these same results to the
Canadian health care system. With determination and a vision of the

potential, these results are within reach.
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APPENDIX A

Audit Checklist for the Deming Prize Application

1. Corporate Policy
What is the corporate policy for TQM? What goals and measures are
employed in order to plan, design, produce, sell, and assure good
products or services? How successful is it, and how is it checked?
(Policy formation, deployment, implementation, and audit).

2. Organization and Administration
What kind of organization is employed to carry out and administer
statistical quality control? Other issues to be studied include clarity in
authority and responsibility and coordination among divisions,
committee activities, and small-group activities. (Cross-functional
organization)

3. Education and Extension
What kind of education programs are routinely provided, such as
seminars on SQC (Statistical Quality Control), both within and without
the compary? To what extent are the concepts and methods of SQC
understood? How is the effectiveness of these programs confirmed?
What education is provided to vendors and subcontractors? How is the
suggestion system carried out?

4. Implementation

What kind of activities are conducted to assure TQM in such fields as
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R&D, design, purchasing, manufacturing, inspection, and sales. For
instance, the following items must be checked:
i. Profit management
ii. Cost control
iii. Purchasing and inventory control
iv. Production-process control
v. Facility management
vi. Instrumentation control
vii. Personnel administration
viii. Labour relations
ix. Education programs
x. New-product development
xi. Research management
xii. Vendor relations
xiii. Grievance procedures
xiv. Use of consumer information
xv. QA (Quality Assurance)
xvi. Customer services
xvii. Customer relations
(a) Collection and use of quality information
How is the information transmitted from the head office and

distributed among plants, sales offices, and departments?
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(b) Analysis
How are importan’ quality problems defined, and how are
statistical methods used for problem solving?

(c) Standardization
How are standards established, used, and revised? How is
standardization maintained, and how is consistency maintained
among standards?

(d) Control
How are control points established? How are counter-measures
adopted? What is 'he control system for emergency measures,
and how is it administered? How are various tools such as
control charts used? Are the production processes under control?

(e) Quality Assurance
How is the quality-assurance system administered and
diagnosed? What is the system for new-product development?
How are quality functions deployed? What preventive measures
exist in the safety and product-liability areas? What measures are
employed for process control and improvement? How are
process capabilities managed?

5. Effect
What impact has TQM's introduction had on product quality? What

impact has it had con service, delivery, cost, profits, safety, and the
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environment? Does the company manufacture and sell top-quality
products? What intangible benefits has it gained?

6. For the Future
Does the company recognize its current strengths and weaknesses? Are
there plans to carry the TQM program forward? How do these plans, if

any, relate to corporate long-range policy?

186



APPENDIX B

Quality Framework and Plans

for the

University of Alberta Hospitals

and

The Caritas Health Group (Misericordia Hospital)

187



APPENDIX B

Quality Framework and Plans for the University of Alberta

Hospitals and The Caritas Health Group

(Misericordia Hospital)

1. University of Alberta Hospitals Framework
The graphic below demonstrates the model developed to implement
TQM at the Hospitals. The top part of the model focuses on the
continuous process of measuring performance against customer
expectations, analyzing and improving work processes to ensure
customer expectations are met, evaluation of results, and
standardization of improved processes. Measurement begins again as

the cycle continues.

The four columns on the bottom describe the areas that must be
addressed if TQM is to be successful. All employees must be aware of
the institution’s vision and values including (1) the mission statement
and core values and how they form the basis for decision making; (2)
the focus on the customer; (3) the concepts and applications of TQM

and; (4) the impact of TQM on hiring and orienting.

Training must be provided to ensure staff have personal leadership

skills, coaching and team skills, and skills in use of QI tools. For most
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institutions, implementing TQM means a significant increase in the

amount of training provided for employees.

Systems must be put in place to ensure a smooth implementation. At
the Hospitals, a Quality Improvement Committee of the Board has been
formed, and a Quality Improvement Council (QIC) has been established.
(Members of the QIC include the President, Vice Presidents, Director of
Q.I., President of Medical Staff, and the Chairperson of Medical Staff
Advisory Board). These two bodies lead the TQM initiatives and
monitor progress. A Corporate Quality Improvement Plan has been
developed and specific Department Plans are based on the Corporate

Plan.

Increasingly, decisions are based on measurement. Customer listening
has become a major focus and in the last year, corporate initiatives
include a Patient Satisfaction Survey, Physician Satisfaction Survey, and
a Referring Physicians Satisfaction Survey. Individual departments are

also measuring customer satisfaction.

The fourth major area is that of Systems Alignment. Human Resources,
Financial and Planning Systems, Recognition and Reward, and all

policies, procedures, rules and regulations must be "aligned” to ensure
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that roadblocks to TQM implementation have been removed and these

systems are congruent with TQM.

Measure
Against Customer
Adepad From
The Achleve Group QUALITY
IMPROVEMENT
and Work
Standardize Processes
Vision & Values Skiis Implementation
o Alignment
« Mission * Porsona! * Board Qf * HR Systoms
o Core Values Loadership Commitee * Financlel Systems
* Cusiomer ¢ Coaching » (i Councl . mﬁ
o lnomal » Team * Qt Plars . '
Awaronses of * Ql Took * Measurgment
-?mz ’ Usiening * w&u Rules|
Ovienting * Interned
Communioaion
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2. University of Alberta Hospitals Quality Improvement Plan

-

UNIVERSITY OF ALBERTA HOSPITALS

QUALITY IMPROVEMENT PLAN

APPROVED BY QUALITY IMPROVEMENT COUNCIL
DECEMBER 1990
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"There is no room for second best in the care of the ill and
the injured. Nothing less than world class care will sutfice.
Every component of the hospital must strive to do it right
the first time; whether involved in direetly caring for
patients or supporting those who do. This our obligation

to the people of Alberta.”
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BACKGROUND

BACKGROUND

The University of Alberta Hospitals has almost 7000 employcees, 1500 students, and provides care
for 500,000 paticnts annually. The budget is in excess of $220 million dollars. The Hospitals is
preparing itself to successtully operate ctfectively in the 21st century. To do this, it must rebuild
morale, develop new skills and reinforee the Hospitals commitment to quality patient care,
cducation, and rescarch. The University of Alberta Hospitals recently enunciated Mission Statement
(Appendix A); Reason For Being (Appendix B): Core Values (Appendix C) point clearly to the
Hospital's resolute commitment to patients and employees.

Quality Improvement Process has been chosen by the Board and senior administration as the
management philosophy that will guide us in achicving our goals.
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DEFINITION OF QUALITY

v

DEFINITION OF QUALITY

The University of Alberta Hospitals belicves that quality is a set of values endorsed by all UAH staft
and that it is demonstrated through exemplary patient care education, rescarch activities and the
cffective management ot both tiscal and human resources. Patients will judge us not only by the care
they receive but from their "total expericnee” at the Hospitals. Every encounter with a patient is a
moment of truth when quality will be judged. Ttis our goal to excel in all 3 rings of pereeived value
tor both *cxternal and internal customers.

* NOTE: Every tacet of the Hosp'tals operation involves both internal and external customers.
Who the customers are is determined by the individual and/or work group.

External Customers Internal Customers

- patients, families - other employees

- reterring General Practitioners - Doctors

- Department ot Health - Residents/Student Interns
- suppliers - Board

- public - students

- other Health Care Organizations - Faculty ot Medicine
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WHAT 1S QUALITY IMPROVEMENT

WHAT IS QUALITY IMPROVEMENT

Quality Improvement is a strategic, integrated management system for achieving customer
satistaction which involves all managers and employees and uses quantitative methods to
continuously improve an organization’s processes (T. C. Hull, 1990). In addition, ctforts to enhance
safety and improve the quality of working lite ot University of Alberta Hospitals employees also
contributes to our Quality initiatives.

There will be a move away trom attempting to assure quality to actually measure and improve the
quatity of all products and services. There must be a tundamental shitt in the culture of the
organization trom the traditional management approach to a new value that tocuses on continuous
improvement. This paradigm shift is summarized below:

TRADITIONAL QUALITY IMPROVEMENT
OPINION DATA

REACTIVE PROACTIVE

OUTPUT/RESULTS PROCESS

INDIVIDUAL TEAM

ADMINISTRATIVE PARTICIPATION EMPOWERMENT
AUTHORITY

INTERNAL FOCUS CUSTOMER FOCUS

QUALITY ASSURANCE CONTINUOUS IMPROVEMENT
MANAGING LEADING

A STATEMENT OF PRINCIPLE: EMPLOYEES HOLD THE KEY

University of Alberta Hospitals’ employees hold the key to the quality improvement initiative.
Motivated, highly-skilled employees will enable UAH to improve all three rings of perceived value.
This fundamental belief lies at the root of our Mission Statement, Reason for Being, and Core
Values. If we can learn to live our values, we will create a healthy, functional environment which
nutures quality and service.  To achicve our quality objectives we must achieve a quality
cnvironment. Employees are University of Alberta Hospitals most valuable asset; we will empower
them to take charge of the quality improvement process.
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PROCESS

University of Alberta Hospitals proposes o establisheassiple, tunctional structure to Jdrive the
quality initiative. Each Director will appoint a Quality Coordinator (role cutlined in Appendix D).
After the Ist year, the Director and Coordinator may be the same person. Each Department will
report on their quality initiatives through their Viee-President to the Quality Improvement Counil
(Terms of Reference - Appendix E).

ACCOUNTABILITY

ACCOUNTABILITY

The quality initiative is to be line driven and sttt supported. Each Vice-President, Director, and
Manager will formulate quality objectives and developan annual plan. Responsibility tor the suceess
of the quality initiative is the responsibility of cach individual Director and Manager in partnership
with their staft.
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FIVE YEAR QUALITY OBJECTIVES

QUALITY OBJECTIVES
University of Alberta Hospitals recognizes that quality improvement is not a quick fix, but rather a
way of lite. This is a long term process. However, it is important to know where we are headed on

the quest for quality. Where do we hope to be in five years? Here is a summary of our five-year
goals:

Five years from today we will have accomplished the following:
CULTURE

* A customer focused culture is tirmly established. where employees willingly take the initiative
to identity and cxceed customer expectations (both internal and external customers.)

* Employces are proud to work for UAH and look forward to coming to work.
* Employees own their jobs and take pride in the results they produce.
* All employces will be living the Core Values.

SERVICE QUALITY

* We have in place quality measures and cach year will see an improvement in the indices.

* Our customers and suppliers have become an integral part of our quality improvement
process.

* We are recognized as health care leaders not only in technical expertise but aiso in the areas

of service and quality.
INDUSTRY LEADERSHIP

* Health Care Professionals from across North America are visiting UAH to see how
successful quality program is run in a hospital.
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SKILLS

All employees are equipped with superb operational, communication, and problem solving
skills.

QUALITY & PROCESS IMPROVEMENTS

* All wupplier specifications are up-to-date and validated,

* We have in place excellent supplicr certitication programs. Supplicrs take part in our quality
training.

* We participate annually in a world-class quality audit and score in the upper quartile.

* Our cost of quality is dropping steadily. In particular, our cost of nonconformance (errors)
has been cut in half tfrom year | levels.

*

We will apply for the Canadian Business Award of Excellence Prize.
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APPROACH TO ACHIEVING THESE OBJECTIVES

Objectives tor this first year of University of Alberta Hospitals® quality initiative will be modest. We
will focus our energies on three critical arcass awareness, skills, and process.

AWARENESS: IMPROVEMENT THROUGH PEOPLE

All employees must be made aware of the absolute importance of quality to the success of our
Hospital in achicving its goals.

This will be accomplished through:

1) Exccutive presentations, memos, speeches, articles;
2) Introduction to Quality Workshops which all employces will attend:
3) QI Orientation conducted for all employees at alf levels of the organization.

The theme of our quality initiative will be TMPROVEMENT THOUGH PEOPLE." This theme
is consistent with our core values. All promotional material connected with the program will echo
this theme.

SKILLS

Improving individual employee skills is at the heart of our quality initiative. University of Alberta
Hospitals is already a leader in providing tirst-class patient care, education, and research. Although
deficiencies in the arca of technical training will continue to be addressed, our focus will be on

peesonal, team and coaching skills. This process is well underway:

1 Frontline Leadership classes hive been running since 1988 and approximately 1/2 of
all managers have graduated:

2) groupAction classes began in April 1990 and approximately 1/2 of all managers have
attended;

3) WORKING classes began in May 1990:
4) QUEST will be implemented in November 1990:
5) Enhanced Service Process will begin in Fall 1991

Information on statistics and process con* i techniques will be provided when necessary.
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SPECIFIC OBJECTIVES YEAR 1 & 2

MANAGEMENT
FOCUS

PHASE I
. Executive Retreat

. Board Approval of QI
Policy & Plan

. ISQ Workshop for V.P.’s
and Directors

. Quality Objectives are
part of strategic plan

. Follow-Up to Executive
Retreat

. Attend conferences and
do site visits

AUDITS

. Follow-up O.E.S.

. Achieve Examination

. Service Culture Readiness
Audit (S.C.R.A)

. Expand S.C.R.A.
PHASE I
STRUCTURE

. V.L.P. initiated

PRIMARY

RESPONSIBILITY

President

President

Dircector-Education

President/
Vice Presidents

Dircctor Q.1

President/
Vice Presidents

President/
Vice Presidents

Dircector Q.1.

Director Q..
(pilot arcas)

Director Q.1.

(overview of program - Appendix F)

. Established Quality Improvement
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TARGET
DATE

February 1990

July 1990

March 19%)

November 1990

Ongoing

1991

July 1990

October 1990

May 1991

1988



6.

t

MANAGEMENT
FOCUS _

Courncil

Develop Q.1 Policy
Director Q.1 appointed
Approve Q.I. Plan

Establish Service Q.1. Committce

PRIMARY

RESPONSIBILITY

(" 2rms of Reference - Appendix G)

Establish Medical/Nursing Q.1

Committee

(Terms of Reference - Appendix H)

Hire Q.I. Statf

Appoint Quality Coordinators

Phasce 1
Phase 11

VISION & VALUES
Publish Mission Statement

Develop Reason tor Being &

Core Values

Publish Reason for Being &

Core Values

Develop list of management
behaviours to ensure all
managers understand how

to live them.

Link Reason for Being &
Core Values to quality

initiative in all
communications

Incorporate Reason for Being
& Core Values into Hospitals’
Orientation and Management

Orientation

Department Directors

Communication

Department Directors

Director Q.1.
Communication

Director Education
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TARGET
DATE

September 1989
January 1990
January 1990

July 1990

August 1990

Done

By August 1990

September 1990
February 1991

1988

February 1990

October 1990

Ongoing

Sept 1990



7. All employees aware of

7.

MANAGEMENT
FOCUS

Mission, Reason for
Being & Core Values

Establish the ability to
live the values of

performance expectations

for all managers,
executive, and
incorporate same into
the pertormance
appraisal system

CUSTOMER LISTENING

. All Departments determine
who their customers are

(internal & external)

Increase awareness of
importance of asking
what they want

Use QUEST program to

train employees in
customer identification

. Develop customer listening

methods:

4.1 meet with customers

4.2 develop informal
surveys

4.3 develop formal
patient satistaction
survey

Circulate results of
patient satisfaction

survey

Expand use of patient
satisfaction survey

Use ESP program to

PRIMARY
RESPONSIBILITY

Dircector Q.1
Communication

Dircctor -
Human Resources
Director Q1.

Department Directors

Communicitions

Dircctor-Education

Department Directors
Department Directors

Dep2rtment Directors

Dircctor Q.1

Director Q.1.

Director Q.1.
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TARGET
DATE

Sept 1991

Sept 1991

Jan 1991

Ongoing

Begin Nov 90

Jan 199
Jan 1991

Jan 1991

By Jan 1991

March 1991

March 1991



t2

MANAGEMENT
_FOCUS _

tfurther validate
customer expectations
& requirement

PRIMARY TARGET

RESPONSIBILITY DATE
Dircctor Education November 1991

INTERNAL COMMUNICATIONS

[ncorporate Q.1
communication into
overall communication
plan and policy.

Communicate re: Q.. Plan
Plan and progress
through:

2.1 Advisory Committee

2.2 Pink Advisory Shect

2.3 PULSE, NUVO, &
Clerical Newsletter

2.4 Orientation (new
cmployeces)

2.5 Management
Orientation

2.6 Individual letters
to employees

2.7 Orientation
Presentation (video)
for all employees

All Dircctors prepared to
present the 3 Rings of
Perecived Value and
Department specific plans

Extcernal speakers at
Bernard Snell Hall (1
hour) monthly - eg.
Barry Sheehy, AGT,
Xerox, Ron Sepielli

HIRING & ORIENTATION

Commitment to quality
and service become a

Communication Dec 1990
Dircctor Q.1 Ongoing
Dircector Q.1 Ongoing
Dircctor Q.1 Ongoing
Dircctor Q.1 Ongoing
Dircctor Education Sept 1990
Dircctor Q.1 Sept 1990
President Jan 1991
Dircctor Education Jan 1991
Department Directors Nov 1990
Dircctor Q.1 October 1990

Dircctor Education

Director Sept 1990
Human Resources
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MANAGEMENT
FOCUS

hiring criteria

Demonstration of
commitment to quality
and service become a
criteria for promotion

Hospital and management
orientation include
information on Q.I.
Determine criteria for
determining commitment
to quality in:

4.1 hiring process

4.2 assessment of
performance

ALIGNING SYSTEMS

. Develop Departmental

Quality Plan - Phase 1
Phase 2

Ensure Departmental
Quality Plan is
incorporated into
operating plans and
objectives.

Form Departmental Q.1
Committees.

Examine policies and
procedures to determine
their "fit" with the Q.I.
process:

4.1 Establish "dumb rule”
days/Task Force/
suggestion system.

PRIMARY TARGET
RESPONSIBILITY DATE

Dircctor Sept 1991
Human Resourceces

Dircctor Education Sept 1990
Dircctor
Human Resourees Sept 1990
Dircctor
Human Resourees Sept 1991

Department Directors

Jan 1991
Apr 1991
Vice Presidents Jan 1991
Department Directors
Department Directors
Director - QI Jan 1991
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MANAGEMENT
_FOCUS

4.2 Examine policies up
for review in light
of Q.I. process.

. Identity systems which
inhibit quality or nced
improvement by:

5.1 Junk Days

5.2 Tracking Corporate
Indicators

5.3 VIP

5.4 MQIP

. Establish interdepart-
mental work teams to
iIMprove processes.

. Redesign the pertormance
system to support Q.1

. Requirements for
acereditation will be
incorporated in the
Q.lL. Plan

. Participate in Quality
Examination - Phase 1
Phase 2

PRIMARY
RESPONSIBILITY

Department Directors
Managers
Legal Scrvices

Director - QI
Dircctor - QI

Dircctor - QI
MOIP

Department Directors

Dircctor Human
Resources & Director -

QI

Dircetor - QI
Accreditation Committee

Director - QI
Dircctor - QI

MOTIVATING & REWARDING

. Establish a recognition
system to recognize
individuals and teams
who provide superior
service or quality by
establishing a Hospitals-
wide recognition
committee and incorpora-
ting specific recognition
activities into every
Department Plan,

Director Human
Resources
Communication
Director - QI
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TARGET
DATE

Ongoing

May 1991
Ongoing

Ongoing
Ongoing

Jan 1991

Sept 1991

Sept 1990

Done
Summer 1991

Nov 1990



MANAGEMENT
_FOCUS

. Establish an Employee
Recognition Week.

. Establish annual tcam
awards for outstanding
quality improvements.

. Establish a policy which
encourages Managers to
recognize quality
accomplishments.

. Publish an annual Quality
Improvement Report to
recognize accomplishments.

. Publish success storics
news letter.

. Establish a Quality
Celebration Day.

PERSONAL SKILLS

. Train a Master Trainer
in WORKING.

. Train 12 facilitators in

WORKING

Phase 1 program.

Phase 2 - 6 more
facilitators

. Ofter the WORKING
program on an ongoing
basis.

COACEIING SKILLS

. Train a Master Trainer in
Frontline Leadership.

. Train 12 facilitators in
Frontline Leadership

PRIMARY
RESPONSIBILITY

Director Human
Resources
Pecognition Committee

QlcC.

President’s Council

Communication

Communication
Dcpurtment Directors

Communication
Dircctor - Ql

Director - Education

Director - Education

Dircctor - Education

Dircctor - Education

Dircector - Education
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TARGET
DATE

Feb 1991

Sept 1991

Nov 1990

Sept 1991

Ongoing

Sept 1991

Sept 1990

Sept 1990
May 1991

Ongoing

Jan 1991



to

t

~3

MANAGEMENT
_FOCUS

Phase 1
Phase 2 - 6 more

facilitators

TEAM SKILLS

. Train a Master Trainer in

groupAction.

Train 6 facilitators in

groupAction

Phase 1

Phasc 2 - 6 more
tacilitators.

Complete training of all
managers in groupAction.

TEAM STRATEGIES

. Train a Master Trainer in

QUEST.

Train 8 facilitators in
Phase 1

Phase 2 - 4 more
tacilitators.

Otter QUEST program to
Departments.

Train Directors & V.Ps
in Work Process

Management implementing

their Q.1 Plan.
Form interdepartmental
work teams to improve

work processes.

Train a Master Trainer
in ESP.

Train Managers to lead

PIRI%~IARY
RESPONSIBILITY

Dircctor - Education

Dircctor - Education

Dircctor - Education

Dirccter - Education

Dircctor - Education

Dircector - Education

Dircctor - Education

Dcpartment Dircctors

Director - Education

Dircctor - Education
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TARGET
DATE

Done

Jan 1991

Jan 1991

Done
Jan 1991

Jan 1991

Oct 1990

Oct 1990

Jan 1991

Nov 1990

Feb 1991

Jan 1991

Sept 1991

Sept 1991



MANAGEMENT
FOCUS

ESP sessions.
. Establish ESP tcams to

establish exceptional
service as a way of life.

PRIMARY

RESPONSIBILITY

Department Directors

QUEST - 4 CLASSES - 48 PEOPLE

. Directors and Coordinators tor 1st - 4 modules

TARGET
DATE

Sept 1991

. Directors and Coordinators and their statt - 3 modules - start with

pilot area.

. Staff - 3 problem solving modules.

MEASURING QI RESULTS

. Establish a tracking
system for Quality

Improvement Initiative,

. Establish a method to
determine the cost of
quality.

. Determine the cost of
quality phase 1.
phase 2.

. Track Corporate Q.1
Indicators.

. Publish Annual service
improvement reports.

. Track MQIP indicators.

. Track patient survey
results.

. Track VIP results.

. Develop PRCP project.

Dircctor - QI

Dircctor - Ql
Q.1 Statt

Director - QI
Dircctor - QI

QlIC.

Communication

MQIP

Director - QI
Dircctor - QI
V.P. Mcdical

Attairs
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by Dec 1990

by Apr 1991

April 1991
Scpt 1991

Ongoing

Sept 1991

Ongoing

April 1991

Ongoing

Ongoing



ro

MANAGEMENT PRIMARY
FOCUS RESPONSIBILITY

MARKETING TO CUSTOMER

PHASE 2
Distribute Annual Quality Communication
Report to customers.
Involve 1 key customer QIC
on QIC.
Begin to integrate quality Communication

message inexternal
communicalions.
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TARGET
DATE

Sept 1991

Sept 1991

Sept 1991



LOOKING AHEAD TO YEAR 3

Over the course of the tirst 24 months of the quality initiative, many ideas and opportunities tor new
improvements will come forth. As we become more proticient at the improvement process, the
clarity and quality of initiatives will increase dramatically. Looking ahead to year 3 of our quality
initiative, potential improvement arcas which appear to be likely candidates tor action are as follows:

1.

.u

Statistical Process Control: University of Alberta Hospitals already employs SPC through
V.ILP. We know trom cexpericnee SPC works most ctfectively in an environment which
encourages employcecinitiative. In addition employees should possess both the statistical and
problem solving skills to wutilize the statistical data.  For this reason, it would scem
appropriate to postpone the extension of SPC to other processes until after the tirst phase
of the QI process.

Continuous Process Improvements:  In conjunction with SPC, techniques such as CPI can
help work teams to reduce the steps inspecitic work processes. Streamlining the process will
significantly improve our productivity and tiscal efficiency. This will follow trom our etforts
in phase 2. By year 3, all Hospitals” Departments should be practising continuous process
improvement.

Supplier Quality: University ¥ Al 1+ Hospitals quality is a retlection of the quality of the
goods and scrvices delivered © ~vopliers. To censure the highest quality of parts and
service from our suppliers the . Quality strategies should be considered:

a) Validation of all specifications.

b) Implemenration of a "preterred supplier” and "supplier certitication program” -
reduction of the numbcer of supplicrs (already undertaken with Baxter).

¢) Extension of our quality initiative to include suppliers.

With the cxception of validation of specitications which could be undertaken carlier, it is
recommended that the supplier quality issucs be pushed back to the third year to our quality
initiative. There is no point involving our supplicrs in concerted quality improvement etfort until
we have our "quality” house in order.



CONCLUSION

The University of Alberta Hospitals has set out to make itself leader in the areas of quality and
service for patient care, education, and rescarch.

The challenge for those charged with exccuting this strategy is to "bring it all together." Too often,
those who create strategics and those who must make them work are not connected. This results
in clegant plans that never come to life. In contrast, our quality initiative is simple and robust and
our timeline realistic. We are determined to succeed. If we believe we can succeed and act
accordingly, we will succeed. To quote the Roman poet Virgil, "They can because they think they
can.



APPENDIX "A"

OUR MISSION

The University of Alberta Hospitals is committed to providing exemplary patient care
and education in an atmosphere of compassion and scholarly inquiry while preserving
the dignity and rights of paticnts and their familics.

To meet the needs of those individuals entrusted to its care and to fulfil its
obligations as an a2cademic medical centre, the University of Alberta Hospitals will:

* offer a wide range of paticnt care and health promotion services essential to the
community and the region including the development and delivery of highly
specialized tertiary care programs:

* advance the health scicnees by working in partnership with the University of
Alberta and other institutions of lcarning to develop and carry out educational
programs in a variety of health disciplines;

* promote, conduct and apply research in association with the University of Alberta
and other agencies for the advancement of patient care;

* pursue and manage its resources cffectively and respond to opportunitics and
changes in the health care system with boldness and innovation;

* adopt a leadership and collaborative role with other health care providers in
developing health care programs and assessing the health care delivery system;

* generate a positive working environment that motivates staff and volunteers,

fostering the productivity. pride and well-being of both the individual and the
organization.
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APPENDIX "B"
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APPENDIX "C"

OUR CORE VALUES

RESPECT PARTNERSHIPS

CONTINUOUS IMPROVEMENT

UAHs QIP/MAR 90
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APPENDIX "D"

Role of the Quality Improvement Coordinator

- to assist the Dircctor in planning & implementation of
the Quality Improvement Plan.

Specifically, the Coordinator will do the tollowing:

1. ensure employees are oriented to and understand the
QI process.

2. model the core values and be enthusiastic about the
QI process.

3. cncourage and assist line management in their roles
in implementing the QI process.

4. prepare the Department QI Plan.
S. assist in implementing the plan.

6. assess the need for training, coordinate training
and follow-up.

7. assist in coordinating recognition cvents.
8. monitor QI training, initiatives and results.

y. participate in coordinators nciwork.




1.0

2.0

3.0

APPENDIX "E"

QUALITY IMPROVEMENT COUNCIL (QIC)
TERMS OF REFERENCE

Type and Classifications

Standing Council of the Hospitals Administration

Purpose

The Council shall promote and recognize the improvement ot quality throughout the
Hospitals, monitor quality improvement initiatives, plan and evaluate the Hospitals
Quality Improvement Process (QIP). provide feadership, visibility and be the focal
point tor the implementation ot the Hospitals-wide Quality Improvement Process.

Structure/Function

3.1

The Council shall be the forum for overview and direction of all activity
conducted in furtherance of the Quality Improvement Policy. [n this regard
it will be:

1) planning the Quality Improvement Process;

2) cvaluating the cost of quality:

3) establishing prioritics:

4) monitoring the Quality Improvement Process:

5) evaluating the Quality Improvement Process
etfectiveness;

6) establishing and monitoring operational indices
of quality;

7) recognizing Quality Improvement achicvement.

The Council shall propose to the President changes in the Hospitals policy,
process or procedures required to advance the quality of care and services
provided and advise of the financial and other implications of such changes.
In this regard it shall:

1) Request that appropriate staft undertake such
studies as arc deemed necessary to evaluate the
need for and implications of a change in policy,
process or procedures.

2) Establish Quality Improvement Teams and Task
Forces to recommend and make changes to take
advantage of quality improvement opportunitics
and/or resolve service system, process, of
procedure problems.
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3) The Council shall empower appropriate statt to
take appropriate action recommended by the Quality
Improvement Teams, Value Improvement Task
Forces, and other quality improvement cttorts.

4.0 Organization

4. The Council shall report to the President.
The President shall be the Chairman of the Council.

4.2 A meceting will be held at least once a month.

4.3 The Council shall consult with members of the medical statt, administrative
directors, vendors and sceck external advice as required.

5.0 Mcembership
5.1 Composition:

- President;
- All Vice Presidents;
- President - Medical Statt:
- Chairman - Medical Statt Advisory Board;
- Chairman - Service Quality Improvement Committee;
- Chairman - Nursing Council:
- Chairman - Medical Quality Improvement Committee.

Resource personnel normally attending meetings:

- Assistant to the Vice-President (Medical Attairs);
- Quality Improvement Statt.

6.0  Standing Committee of the QIC

There shall be two Standing Committees of the Quality Improvement Council. These
are:

- The Medical Quality Improvement Council;
- The Service Quality Improvement Council.

Sce the Terms of Reference tor cach of these Committees.

[}V
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APPENDIX "F"

Value Improvement Process

Purpose: Examine a medical procedure to improve practice and
quality while reducing cost,

Phase It Determine costs.

Phase II: Compare results.,

Phase I1I: Explore opportunitics tor improvement.
Phase IV: Develop action plans.

Phase V: Implement.

Phase VI: Evaluate.




APPENDIX "G"

SERVICE QUALITY IMPROVEMENT COMMITTEE
TERMS OF REFERENCE

1.0 Type of Committee
Standing Committee of the Quality Improvement Council.
2.0 Purpose

This Committee shall be a torum for communication regarding the Q.I. Process and
the inter-departmental quality improvement efforts.

3.0 Structure and Functions

3.1 This Committee shall be a forum for communication regarding the Q.I.
Process. Specitically.

- two-way communication will be encouraged:
a) up-to-date information will be presented; and
b) feedback trom members will be solicited:

- the opportunity for discussion and problem-solving
will be provided;

- members will regularly report on their Departments’
progress regarding the Q.1 plan.

3.2 This committiee will be the focal point for inter-departmental quality
improvement activitics:
- quality indicators will be monitored to assist in
determining specific processes for Work Process
Management:

- members will have the authority to commit to inter-
departmental quality improvement etforts:

- recommendations regarding processes for Work
Process Management will be forwarded to QIC.
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4.0

5.0

Organization

4.1 This Committee will repott through the Chair (Viee President) to the Quality
Improvement Council.

42 Mectings shall be held at least once monthly.
Membership
5.1 Composition

- Administrative Dircctors of Nursing, Operations,
Suppert Services and Finance & Development;

- Assistant to the Vice President (Medical Attairs);

- Chair will be a Vice President;

- The Patient Representative;

- Manager of Communication;

- Director of Internal Audit.

5.2 Resource personnel normally attending meetings:

- Director of Quality Improvement and member of his/
her staft;

- Chair of Medical Quality Improvement Committee;

- Vice Presidents:

- Quality Improvement Nursing Coordinator.
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APPENDIX "H"

MEDICAL QUALITY IMPROVEMENT COMMITTEE
TERMS OF REFERENCE

The Medical Quality Improvement Committee (MQIC) will review, analyze and evaluate the
quality and appropriateness of medical care in the Hospitals in its broadest sense. This
Committee will report and be accountable to the Medical Staft Advisory Board (MSAB) to
the Quality Improvement Council for the purpose of continually improving the quality of
medical care and supporting the philosophy of quality as provided in the Board policy.

1.0 Objectives

The Medical Quality Improvement Comumittee shall:

1.1 Maintain and direct the medical quality improvement processes of the
Hospitals. This shall include ongoing evaluation ot the eftectiveness of the
ettorts.

1.2 Analyze and evaluate regular reports from medical departments/divisions on
paticnt care appraisal and action taken on identified problems.

1.3 Recommend a course of action to Department/Division heads through peer
review when problems are not resolved.

1.4 Contribute to the continuing medical educational activities of medical staff
on quality improvement and provide leadership and direction in the design
and implementation of monitors of quality of care.

1.5 Foster multidisciplinary approach to quality issues.

2.0 Mandate

The mandate of the Medical Quality Improvement Committee will apply to:

2.1 Medical occurrence screening.

2.2 Focused reviews.

23 Mortality/morbidity revicws.

24 Other evaluation activities including reports from the Infection Control,

Pharmacy and Therapeutics. Transtusion, Tissue Review and the Medical
Records Committees.

Riki
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30 Composition

31

Physicians. including one representative from cach of Intection: Control,
Pacdiatrics, Anacsthesia, Obstetrics/Gynaccology, Emergency Medicine,
Ophthaimology. Radiology. Labc-atory Medicine, Psychiatry, and two
representatives cach from Faculty of Medicine, Medicine, and Surgery.

Ex officio: Vice President (Medical Affairs)
Coordinator, Medical Quality Improvement
(MMA)

The Chairman of the MQIC shall be appointed for a one year term, which
shall be rencewable tor three conseeutive years.

Appointments will normally be tor a three year term, with tive appointments
rotating cach yoar.

4.0 Mcetings

4.1

The Medical Quality Improvement Committee will meetan Least 10 times per
year.
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3. Caritas Health Group (Misericordia Hospital) Framework
The TQM process at the Caritas Health Group is seen as evolving
around four components which are centred around four key elements of

the organization.

The four key elements of Mission, Values, Vision, and Strategic
Directions provide the basis on which improvements are continuously

made in the services provided by the organization.

In the first component, "Creating an Environment for Change", Senior
Management assumes a strong leadership role in both "unfreezing" the
organization and in introducing the concept of Total Quality
Management. This leadership role implies leadership not only the basis
of communication of new expectations but also in demonstrating

application of the new roles of leaders.

In the next component, "Quality Improvement Skills Training", the
organization strives to provide the necessary skills and competencies to
its workforce. This first serves the purpose of furthcring the validity of
the TQM concept and then proceeds to provide the ski': sets to staff that

are necessary for them to succeed in achieving their new expectations.
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The third component, "Performance/Quality Application”, is itself
divided into three parts. Eac part, while addressing aspects of
performance, is designed to facilitate utilization of skills training
received and efforts at continuous improvement of services. Coaching
for Leadership Performance is designed to assist managers move from
the traditional role of a manager to that of a leader. In the context of
this model this is called shifting the managerial paradigm. One of the
key means of achieving this shift has been Performance Management.
The second part addresses needed structural changes that facili:ate a
focus on continuous improvement. The third part addresses the actual
application of skills training in day-to-day work. This is partly

accomplished through a process of departmental quality planning.

The final component, "Measurement and Benchmarking", aitempts to
provide a focus for the continuous improvement efforts. These four
areas are intended to address technical, subjective, time-based, and cost-
effectiveness aspects of quality of service and care. A fifth area,
Appropriateness, has recently been acknowledged as comprising an
additional area of focus for improvement efforts. In this model,
appropriateness and the four other areas of outcome are seen as two
sides of TQM coin; appropriateness equates to whether the organization

is doing the right things, while the other four areas of outcome relate to

25



whether the organization is doing those things right.
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4. The Caritas Health Group (Misericordia Hospital) Quality Improvement
Plan
The process for Making Quality Happen begins by training Teams to
use a Continuous Improvement Cycle (CIC* 7j-e CIC begins with an
analysis of customer requirements and « - ith Standard Operating
Procedures in place that have eliminated the problem identified. Using
the CIC, Teams will identify problems common to their work processes,

systems and practices.
Teams will utilize the following improvement steps:

Step One: Develop a clear mission or vision for the Team that

is aligned to the organizational vision.

Step Two: Identify who their customers are and their
requirements. Use process mapping to show the
"customer’s experience” in dealing with the Team.
Provide data on the Team’s performance against

current customer requirements.

Step Three: Examine functions and processes as they relate to

customer requirements. If necessary, reorganize for
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greater customer focus. Identify process owners
within the Team a:t4 help Team Members to better
understand how their v-ork processes relate to
customer requirements. Select and define
performance indicators along with measurement

tools and action plans.

Step Four: Evaluate the Team improvement efforts in meeting
customer requirements on a continuous basis.

Measure both process and outcome effectiveness.

Step Five: Provide opportunities for recognition and rewards

to all Team Members.

MAKING QUALITY HAPPEN:
Quality Application in Day-to-Day Operations

OBJECTIVES

1.0  To provide Managers with a step-by-step roadmap for improving
quality and productivity in the day-to-day operations. This roadmap
will:

Establish a framework for developing operational, quality, and

productivity plans; and
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Act as a guide for measuring performance.

2.0  To provide Performance Coaches with a framework for coaching

managers in improving their day-to-day operational performance.

MAKING QUALITY HAPPEN:

Quality Application in Day-to-Day Operations

Making Quality Happen focuses our attention on the application of
quality concepts, tools and techniques in the day-to-day operations
through Functional and Cross-Functional Teams. Direct Involvement
and Participation of Team Members who are doing the job is critical to
the success of this process. Teams will critically analyze how they are
organized to meet their customer requirements. Each Team Member
will understand his/her role in quality improvement process and focus
their efforts on bottom-line quality results, that is to meet the
requirements of their customers in terms of value-added clinical/content
outcomes; customer service/satisfaction; processes & systems (cycle

time); and efficiency (productivity) in resource utilization.
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Teams will utilize the following iniprovement steps:

Step One: Set a clear vision for the Team that is aligned to Caritas’
vision and directions.
Key Actions:
> As a Team, discuss the Caritas’s vision and its
strategic directions. Set a vision for the Team that
supports the Caritas’s vision and its strategic
directions;

> Discuss and clarify how decisions within the Team

© 1992 Caritas Health Group 230



Step Two:

© 1992 Caritos Health Group

are contributing to the realization of Caritas’ vision
and strategic directions; and
Communicate and seek feedback on the Team'’s

vision.

Support Materials Required:

Caritas’s vision and its strategic directions

Role and service provision criteria

Identify customers and their requirements. Use process

mapping to show the "customer’s experience” in dealing

with the Team. Provide data on the Team’s performance

against current customer requirements.

Key Actions:

»

Identify all internal and external customers;

Clarify customer requirements in terms of
clinical/content outcomes; customer
service/satisfaction; cycle time; efficiency; and other
important requirements. Determine the extent to
which these requirements are being met or unmet;
Use a process map to show customer experience, if

required; and
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» Analyze the cost of quality (COQ) within the Team’s
work processes, systems and practices.

Support Materials Required:
Process Map and Flow Charts of Functions
Customer Requirements/Feedback Data and

Analysis

Step Three: Analyze and improve functions, processes and systems as
they relate to customer requirements. If necessary,
reorganize for greater customer focus. Identify process
owners within the Team and help Team Members to better
understand how their work processes relate to customer
requirements. Select and define performance indicators
along with measurement tools and action plans.

Key Actions:

> Identify and analyze key functions, processes and
systems that relate to customer requirements.
Eliminate non-value added functions, processes and
systems, ie., process duplication, redundandies, etc.;
and

4 Reorganize work processes for greater customer

focus. Set improvement goals and specific action
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plans (Identification of improvement projects and
perform ...ce indicators, etc.).

Support Materials Required:
Performance Indicators and Measurement Tools
Value Added Analysis of Functions, Processes, and
Systems
Performance Assessment Planning/Forms for

Managers and Staff

Step Four: Measure the Team improvement efforts in meeting
customer requirements in terms of clinical/content
outcomes; customer service/satisfaction; processes &
systems improvements (cycle time); and efficiency in
resource utilization on a continuous basis.

Key Actions:

> Monitor and measure the Team progress throughout
the process in meeting customer requirements;

4 Work with process owners to help them sort out
their processes for greater customer focus;

> Identify processes that are working well and those
that need immediate improvement;

> Set improvement goals, performance indicators, and
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Step Five:

© 1992 Carton Heolth Group

»

specific action plans;
Provide coaching and support throughout the
improvement process; and

Follow-up on the Team efforts on results achieved.

Support Materials Required:

Charts and Graphs

Quality Improvement Storyboards

Provide opportunities for recognition and appreciation to

all Team Members.

Key Actions:

»

Hold regular recognition and appreciation events
where positive examples of meeting customer
requirements in terms of clinical/content outcomes,
service, cycle time, and efficiency in resource
utilization are identified and recognized;

Develop a new performance assessment system that
measures critical behaviours working in an
environment of continuous improvement; and
Provide appropriate additional training and

development to staff as required.

Support Materials Required:
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Recognition Program
Coaching and Development Process

Performance Assessment Program for Staff
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APPENDIX C

Training Courses in TOM

at the

University of Alberta Hospitals

and the

Caritas Health Group (Misericordia Hospital

236



APPENDIX C
Training Courses in TQM at the University of Alberta
Hospitals and the Caritas Health Group
(Misericordia Hospital)
NOTE: All informatiion within this Appendix to be considered
copyrighted and not for use without the permission of The
Achieve Group, The University of Alberta Hospitals, or the
Caritas Health Group where applicable.
University of Alberta Hospitals
1. Introduction to Quality Workshop
Target: All Staff
Length: 1 day
Not a skills program, but provides an introduction to the initiative in
TQM at the Hospitals. It covers:
a) The reasons changes are necessary
b) Discusses who customers are and their importance
c) Discusses the importance of service
d) Addresses management of processes
e) Describes the "Twelve Cylinders”
f) Provides overview of Hospitals’ Quality Improvement process
g) Describes the Hospitals’ "Reason for Being"

h) Describes the Hospitals’ core values
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i) Describes how the quality improvement process relates to the
corporate and departmental level

j) describes the Medical Quality Improvement process
* NOTE: Researcher attended a session on February 24, 1992
2. Enhanced Service Process (ESP)

Target: Selected Areas

Length: 13 sessions (Time commitment not known)

Not a skills program, but gives a method for Service Teams to provide

exceptional service. It covers:

a) Why enhanced service?

b) What are we really selling?

¢) Enhancing our basic product with service.

d) Examples of good service

e) What turns us off as customers?

f) What tu:ns our customers off?

g) Enhanced service principles

h) Who is our customer?

i) Selling signals

j) Analyzing service sequences

k) Identifying our contact points

1) Action planning to enhance service

m) Follow-up
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3. Frontline Leadership

Target: Anyone with direct reports: Directors, Managers &
Supervisors (Each class has a maximum of twelve
participants)

Length: 23-1/2 day sessions (scheduled 1/2 day per week)

Modules:

Core Interpersonal Skills

a) Your role and the basic principles

b) Giving constructive feedback

¢) Getting good information from others

d) Getting your ideas across

e) Dealing with emotional behaviour

f) Recognizing positive results

Developing Individual Performance

g) Establishing performance expectations

h) Developing job skills

i) Coaching for optimal performance

j) Taking corrective action

Developing Team Performance

k) Clarifying team roles and responsibilities

1) Conducting information exchange meetings

m) Resolving team conflicts
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Making Organizational Impact

n) Building a constructive relationship with your manager

o) Building a collaborative relationship with your peers

p) Confronting issues with your managers and peers

q) Winning support from others

Managing Change and Innovation

r) Managing Change

s) Fostering improve.nent through innovation

Problem Solving

t) Solving problems: The basic process

u) Solving problems: Tools and Techniques

v) Participating in problem solving sessions

w) Leading problem solving sessions

* NOTE: Researcher attended a session on March 18, 1992
3. GroupAction

Target: Anyone who chairs meetings or works with groups:
Directors, Managers, Supervisors (Each class has a
maximum of twelve participants).

Length: Each module requires four hours of class time scheduled
once per week.

Modules:

Group Organization Skills
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a) Getting started

b) Keeping moving

¢) Generating action and concluding

Groﬁp Leaderstip Skills

d) Encouraging constructive participation

e) Managing diversity

f) Handling disruptive behaviour

g) Presenting an idea

Problem Solving

h) Solving problems: the basic process

i) Solving problems: tools and techniques

j) Participating in problem solving sessions

k) Leading problem solving sessions
* NOTE: Researcher attended a session on February 26, 1992
4. QUEST

Target: Seiected ar-as ‘Xach class has a maxinum of 12 - 18

participants)

Length: Each module requires four hours of class time

Modules:

Basics of Quality Management

a) Quality: The Leadership Role

b) Analyzing work processes
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¢) Focusing your team on quality
d) Building individual commitment to quality
e) Sustaining momentum for continuous improvement
Customer Focus
) Quality: the individual’s role
g) Clarifying customer expectations
h) Resolving customer dissatisfaction
Problem Solvi 3
i) Solving problems: the basic process
j) Solving problems: tools and techniques
k) Participating in problem solving sessions
1) Leading problem solving sessions
5. WORKING
Target: Non-management staff (each class has a maximum of '2
participants)
Length: 14 - 2.5 hour sessions scheduled once per week
Modules:
a) Introduction and the basic principles
b) Listening to understand clearly
¢) Giving feedback to help others
d) Taking on a new assignment

e) Requesting help
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f) Getting your point across
g) Participating in meetings
h) Keeping your boss informed
i) Resolving issues with others
j) Positive responses to negative situations
k) Working smarter
1) Dealing with change
m) Being a team player
* NOTE: Researcher attended a session on March 19, 1992.
6. Customer Listening Using Surveys
Target: Individuals/Units requesting
Length: Seven ks
Purpose: To provide tools and techniquies to design the most
effective survey tools possible in gathering customer
information
7. QI Coaches Clinic
Target: QI Coaches
Length: Two and one-half days
Purpose: Enhance the skills of QI Coaches to facilitate the work of

their respective teams
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Caritas Health Group (Copyright 1992. All rights reserved)

Leading for Continuous

Inprovement (5-day program)

Working Together

(3-day Program)

Objective:
This 5-day workshop is designed

for those who are in leadership
roles to provide them with the
essential knowledge and skills
required for implementing a
successful Total Quality

Improvement (TQI) process.

B [_Summary of the Program

Introduction to TQI at Ceritas
Health Group

In this Unit, participants wil)
learn why do we need to change?
What is TQI? What does TQI? do?
How will TQI be implemented at
Caritas Health Group?
Participants will view a video
called “The Business of
Paradigms® by Joel Barkei, also
participate in a practical

exercise (Wings or The Tennis

Ball Exercise)

—

Objective:

This 3-day workshop is designed
for staff to provide them with
the knowledge and skills required
for working in Teams and working
in an environment that adopted
Total Quality Improvement (TQI)

process.

Brief Summary of the Program

Introduction to TQI at Caritas
Health Group

In this Unit, participants will
learn exa.tly the same materials

as ir the 5-day progrm.
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Leading for Cont inuous

Improvement (cont‘d

our Mission and Values

In this Unit, participants will
learn about our Mission and Core
Values, plus some historical
background of our foundin-,
Sisters - the Grey Nuns and the

Sisters of Misericordia.

Working Together (cont’'d)

our Mission and Values
In this Unit, participants will
learn exactly the same materials

as in the 5-day program.

Leadership
In this Unit, participants will
learn e out the roles of Leaders
in the TQI process and hc
situational Leadership t«

teams and team members.
Participants will learn
Situational Leadership Model
through questionnaire and videos
to identify their own leadership
style, learn about the Model and

how to use ther effectively.

Leadersh’,

The 3-day voicip w3 will only

learn abou:. t> - .acept of

Situational Leadership Model

Coaching

In this Unit, participants will
learn how to use a coaching
process to train and improve team

and individual performance.

Coaching
This Unit will not be covered in

the 3-day program.
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Leading for Continuous
Improvement (cont'd)

Leading Team Meetings

In this Unit, participants will
learn how to plan and lead
effective team meetings. They

will also learn about the roles

of Leader in developing teams.

Working Together (cont’'d)

leading Team Meetings

In addition to learning about how
to plan and lead effective team
meet ings, participants will also
learn about the roles of team
menmbers in creating a climate for

teamwork.

Dealing with Coanflict

In this Unit, participants will
learn to identify -ources of
conflict and how to deal with

them effectively.

Dealing with Coaflict
The 3-day participants will learn
about the same materials as in

the S5-day program.

Dealing with Change

In this Unit, participants will
learn about th. dynamics of
chaige and how to cope with them.
Also, they will learn how to
provide effective leadership

during changing situations.

Dealing with Change

In this Unit, participants will
also learn about the \amics of
change and how to cope with them.
In addition, they will learn
about their roles during changing

situations.

Making Things Happen & The
Toolkit

In this Unit, participants will
learn how to identify improvement

opportunities using quality

Making Things Happen & The
Toolkit

The 3-day participants will learn
exactly the same materials as in

the 5-day program.
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Leading for Continuous Working Together (cont'd)

Improvement (cont'd)

improvement tools and techniques.
Participants will be required to
work in snall groups using the
Continuous Improvement Cycle or
S.T.R.I.D.E.S. problem-solving
wodel to identify and solve work-

related issues or problems.

Orgenizling for Quality Organizing for Quality
In this Unit, participants will This Unit will not be covered in
learn how to plan and organize the 3-day program.

for improvement efforts in their
day-to-day operations. They 1ill
also be required to establish a
follow-up plan with the
facilitators before the end of

this 5-day program.

* NOTE: Researcher attended &-.! course July 8-12, 1991.
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APPENDIX D

P :rsonal Interview and Telephone Survey

Questionnaires
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Appendix D

Personal Interview and Telephone Survey Questions

Questions for Personal Interviews

1.
2.

10.

11.

12.

13

What was the environment in the organization pre-TQM?
When did you first hear of TQM? In what context?
What was the initial reaction to the introduction of
TOM?

Why was there a commitment to TQM?

Why wasn’t another approach considered?

What type of implementation plan was there for TQM?
What efforts were made to prepare people (staff,
management, physicians) for their new roles?

What approach was taken with those not willing to
commit to TQM?

What benefits have there been from the commitment to
TQM?

what problems have their been with implementation and
development of TQOM?

How would you rate the significance of the impact of
TQM on the organization?

Where does the organization go from here?

Is the organization where you expected it to be?

Questions for Telephone Surveys

1.

What was the organization like prior to the

implementation of TQM?
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10.

How did you first hear of TQM?

What was your initial reaction to TQM?

Did you understand why TQM was being introduced?
How much exposure have you had to TQM in the
organization?

Has TOM had eny impact on the organization or your
work?

Have there been positive changes in your work?
Have there been problems that you can see?

Do you believe that TQM should be continued in the
organization?

What needs to be done to make this effort worthwhile or

more worthwhile?
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