American Journal of Economics and Business Adnritiistn 1 (2) 105-113, 2009
ISSN 1945-5488
© 2009 Science Publications

Assessment of Quality Management Practices Within the
Healthcare Industry

William J. Miller, 2Andrew T. Sumner antRichard H. Deane
'Department of Management, J. Whitney Bunting CellefjBusiness,
Georgia College and State University, MilledgevilBA, 31061
?|Institute of Health Administration,

Robinson College of Business, Georgia State Unityewtlanta, GA

*Department of Managerial Sciences,
Robinson College of Business, Georgia State Unityewstlanta, GA

Abstract: Problem Statement: Considerable effort has been devoted over the ybgrsnany
organizations to adopt quality management practimaisfew studies have assessed critical factats th
affect quality practices in healthcare organizatiorhe problem addressed in this study was to ssses
the critical factors influencing the quality managmt practices in a single important industry (i.e.
healthcare)Approach: A survey instrument was adapted from business tyda@érature and was sent

to all hospitals in a large US Southeastern stdtdid responses were received from 147 of 189
hospitals yielding a 75.6% response rate. Factalyais using principal component analysis with an
orthogonal rotation was performed to assess 58egutems designed to measure ten dimensions of
hospital quality management practic&esults: Eight factors were shown to have a statistically
significant effect on quality management practieasl were classified into two groups: (1) four
strategic factors (role of management leaderstofe of the physician, customer focus, training
resources investment) and (2) four operational ofact(role of quality department, quality
data/reporting, process management/training andoge relations). The results of this study showed
that a valid and reliable instrument was developed used to assess quality management practices in
hospitals throughout a large US sta@onclusion: The implications of this study provided an
understanding that management of quality requiatl b focus on longer-term strategic leadership, as
well as day-to-day operational management. It wammended that healthcare researchers and
practitioners focus on the critical factors ideetif and employ this survey instrument to manage and
better understand the nature of hospital qualitynagement practices across wider geographical
regions and over longer time periods. Furthermthis, study extended the scope of existing quality
management literature to the healthcare industigutfhout an entire state and contributed to theory
about the nature of quality management practices.
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INTRODUCTION management practices and oftentimes they have been
followed by other organizations who have made
Over the years many organizations have devoteddditional applications and refinements of quality
considerable effort in adopting quality managemenfractices. Eventually, as numerous organizationema
practices and several studies have been publishexfforts to transform themselves according to the
assessing quality management practices in variougrinciples of quality management, the industry as a
settings. These studies assessed firms acrosstriedus whole may undergo a paradigm shift toward quality
and internationally, comparing manufacturing andimprovement (e.g., the automobile indusf{) Since
service firms, focusing on small firms and within the adoption of quality management practices t¢ads
specific industriés®. Typically, within an industry a progress as an industry-based phenomenon, it is
few leading organizations have been early adopthss  important that studies be undertaken that focus on
have taken initial steps in implementing quality quality management practices at the industry IeMeis
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study supports an industry-based focus by develppin While the widespread quality movement in
an instrument to measure the quality managemerdrganizations began in manufacturing industries, it
practices of organizations throughout a single stidu rapidly spread to the service sector. The Hospital
(i.e., acute care hospitals) and throughout a larg€orporation of America (HCA) is generally given
geographical area (i.e., a large US state). Treniref  credit for the first widespread application of TQM
this study is to develop a better understandinghef principles to hospitals, when the HCA CEO direciid
nature of quality management within an importantof its hospitals to adopt Deming’s principles to AC
industry (which consumes almost 17% of the US GDPhospitals in the early 19988, With concern for the
and to assist healthcare executives to more efédgti well-being of patients, a clinical quality focus the
identify and manage best quality practices. Funtieee, healthcare filed actually preceded the quality reibe
this study is intended to contribute to managertidry  in manufacturing by several decades. Clinical dyali
about the nature of quality management practices ov standards were developed as early as the 1910shgith
time and extend the scope of existing literaturbictv  Flexner report, Medicare included quality requir@tse
necessarily has been more general in context siumh  in the mid 1960s and Donabedian developed the
of the literature has been focused on applicattorall  concept of structure, process and outcome as a
organizations in all industries. conceptual way of analyzing healthcare qualityha t

In the mid to late 1970s the quality reputation oflate 19708%. Berwick is commonly cited as the first to
Japanese products radically changed from being feoor introduce widespread quality management principies
that of being superior to those made elsewherénén t the healthcare industry and its evolution in hesalth
world®®. This change in reputation was due to the fachas followed the typical pattern for other induesf.
that Japanese organizations developed innovativEarly quality articles in the healthcare field preted
approaches to manufacturing and quality managemetieoretical discussions of how organizations could
that enabled them to produce superior quality gadds benefit from adopting the new quality philosophydan
lower costs. As a result, Japanese quality managememethods and these articles were followed laterdsec
and manufacturing techniques were examined andtudies illustrating how specific organizations ltdea
prescriptions were presented as to how USwith the quality management implementation
organizations should change in order to remairproces§®?3! Along with these articles showing the
competitivé®*®.  Looking broadly at the general positive aspects of the quality movement for h@sgpjt
quality management literature, it is evident thlé t contrary views were also be found expressing
various experts take a number of different appreach skepticism as to the appropriateness of applyiraityu
when prescribing how quality should be managed. Fomanagement to hospit&fs*”. Some recent studies
example, Juran presented quality management as threave examined quality management practices in
basic processes: Quality planning, quality improgetn healthcare organizations and have described a numbe
and quality control, while Deming discussed 14of different factors and international settings.ufFo
principles by which quality should be managed andstudies have assessed the relationship betweeityqual
recommended fundamental alteration of the cultdre oimprovement, financial performance, competitive
the organizatiofi*'®. Crosby prescribed a 14-step advantage and employee commitment in US hospitals
program that emphasized quality improvement througtand nursing homé&S=#. Among the international
a philosophy of zero-defects and Feigenbaum develogtudies, one examined individual and collective
the concept of total or company-wide quality cohtro implementations of TQM factors in Jordanian
which Monden later built up&it>*®! hospitals, another assessed Spanish hospitalshaird t

US organizations competing for the Malcolm choice of quality management system, a third stlidie
Baldrige National Quality Award are evaluated onbarriers to TQM implementation in Turkish public
seven criteria: Leadership; strategic planningtamgr hospitals and another study assessed quality
focus; measurement, analysis and knowledgémplementation, quality management practices and
management; workforce focus; process managemeniusiness performance in hospitals located in Spain,
and resultd”). Manufacturing organizations seeking UK and the Netherlanéf&“?.
European ISO 9000 certification must meet eighatro In one major study Saraph, Benson and
quality management principles: Customer focus,Schoeddf®, classified the critical factors of quality
leadership, involvement of people, process approachmanagement have been classified into eight categori
system approach to management, continuaas follows: The role of management leadershiprole
improvement, factual approach to decision making anof the quality department, training, product/segvic
mutually beneficial suppliéf’. design, supplier quality management, process
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management, quality data and reporting and employe® develop the final version of the survey. Withsth
relations. The authors intended that these eigtibfea  approach, content validity of the quality manageimen
be representative of the entire quality managemenpractices section of the survey instrument was
practices construct; however, they acknowledged thaestablished.

customer focus may also be a separate factor that To assure that responses to the survey were as
should be taken into consideration; therefore, stemaccurate as possible, the instrument was sentgjpitabd
measuring this factor were added to the survey used CEOs with a request that it be completed by the
this study. While the nine factors of quality mamagnt individual most familiar with the hospital’'s qualit
identified above could be used to measure the tguali management practices for the last five years. The
management practices of hospitals, the literatuggests instrument requested that the respondent’s nange, th
that the role of the physician is an importantdathat is number of years with the hospital and the number of
unique to hospitals and should be taken intoyears experience in quality management be provéded
consideration in addition to the other nine fact@nce well. These items enhanced the validity of the syiw

the physician represents an important elementspited  responses to the extent that respondents mightfeéve
service delivery, yet cannot be classified asmiflif as more personal accountability for their responses. |
employee, supplier, or customer, a tenth importanbrder to assure a high response rate and subsggaent
factor was added as representative of the hospitaldequate representation of the population of isteie
quality management practices construct. Thus,a ¢ét the study, the Total Design Method of Dillman was
10 quality management practices was the focus isf thutilized in the administration of the suré® This
study as follows: Role of management leadership,ab  method included: Designing the instrument to be as
the quality department, training, product/serviesign, attractive and as simple to complete as possible,
supplier quality management, process managemenaddressing all correspondence to specific indivgua
quality data and reporting, employee relationstauasr  sending an introductory letter a week before theeyy

focus and role of the physician. designing a survey cover letter that emphasized the
value to the respondent of completing the survey,
MATERIALSAND METHODS sending second surveys to non-respondents withén on

month after the first surveys and calling non-

While many of the published studies which haverespondents to encourage participation two weeties af
assessed quality management practices have us#tk second survey.
several different instruments, the one developed by
Saraph, Benson and Schroéffehas been used and Survey and reliability analysis: A total of 189 surveys
adapted by many researchers in a number of differewere sent to state hospital association memberithatssp
settings across a wide range of industfég. In this  Three weeks after the initial mailing, 113 followp u
study a new survey instrument, termed the Hospitaletters with surveys were sent to non-respondent
Quality Management Practices Instrument (HQMP),hospitals. Two weeks subsequent, follow up callsewe
was developed which was based upon the Saraphade to 65 non-respondent hospitals. One survey
instrument and used for measuring the aforemerdioneresponse explained that it was meant to responé for
10 quality management practices. To make the Saraptystem of three hospitals. In order to adjust fos,t
instrument suitable for the measurement of qualityariables were combined for those hospitals. The ne
management practices in hospitals considerableesponse rate of 75.9% (142 of 187) or a grosoresp
changes were required. Fifty-eight survey itemsewerrate of 75.53% (142 of 189) can be considered
initially identified to measure quality managementexceptional and provides evidence of the extenttich
practices over the 10 quality practices in hospitédl  hospitals were concerned about the topic of quality
pilot survey was sent to several academicians anthanagement. While 142 completed surveys were
practitioners knowledgeable about the management atceived from hospitals, not all responding hofpita
quality in hospitals in order to assure the vajidif the  were included in the analysis. Ten hospitals were
newly developed HQMP instrument. These individualsexcluded because of failure to complete the sectidhe
were asked to assess each item on the survey and guorvey that represented the same time frame astliee
identify items that were adequate, items that néede available data bases. In addition, four militarynen
be reworded, items that should be eliminated becaugsychiatric and seven specialty hospitals wereuebec
they did not add value and items that should besddd from the study as non-representative of generaiitads.
in order to adequately measure quality managenment iThe focus of the analysis and subsequent findifidiseo
hospitals. Responses from these individuals weegl us study was 112 acute care hospitals.
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Table 1: Reliability analysis for 112 acute carsgitals practices in hospitals, preliminary analyses tentied
ltems Quality management dimension _ Alpha coeff. produce less satisfactory results. Factor analyisas
HO3-05* Customer focus 0.8465 included items representing the ten dimensionse@nd
HO6-11 Employee relations 0.8895 t d fact that t definabl
H12-16 Role of physician 0.8899 o produce some factors that were not definable.
L01-08 Role of management leadership 0.9354 Similarly results of cluster analyses that includtedns
L09-14 Role of quality department 0.9258 representing the ten dimensions were difficult to
L15-19 Training 038713 interpret.  Reconsideration of hospital  quality
P01-05 Process management 0.8387 t led t decisi ¢ lud
P06-10 New service design 0.9125 management processes led to a decision to exclude
P11-14 Supplier quality management 0.7153 items measuring two of the proposed dimensions:
P15-16,18-22*  Quality data and reporting 0.9202 Supplier quality management and new service design.
*Items eliminated: Supplier quality management has been identifiedras

HO1: The quality improvement program is patient-feed ; ; ; ; ;
HO02: Quality improvement is emphasized by publlatiens and important dimension of qua“ty management pracfices

marketing personnel especially with regard to the manufacturing firrhatt
L20: Training in advanced statistical techniqusch as design of ~ Were the primary focus of the Saraph sulfeyFor
experiments and regression analysis) is given _ hospitals, however, organizations heavily focused o
P17:  Hospital cost of quality data (Costs assodiatéh quality individuals providing professional services, suppli
improvement) are monitored and are available . . . .
quality management should involve consideratiothef
means by which human resources (doctors, employees,
ntractor workers, volunteers) are brought inte th
organization. Since items in the survey were not
adapted to take anything but equipment and supplies
account, items representing this dimension were
cluded from the study.

Similarly the ongoing and deliberate process of
research and development associated with the design
d implementation of new services in manufacturing

iIrms is much different from the process by whigwn
services are adopted and implemented in hospitals.
ospitals decisions about adding new services tend

e made at the level of top management and often
ithout the knowledge of staff and implemented with
the assistance of outside experts familiar with ribev
services. In manufacturing firms where new products
and services are developed based on the ongoioigseff
of research and development departments typicatly w
the involvement of many levels of staff, decisia®ut
adding new service are considerably different than
those in hospitals. For this reason, since theraatfl
new service design is so different in hospitals anray
jhot indeed be a factor associated with the manageme
of quality, items representing the new servicesges
dimension of quality management practices were also
excluded from the study.

Reliability of the items measuring quality
management practices was tested by means of t
internal consistency methB. The impact of each
item was evaluated based on the reliability (i.e.,
Chronbach’s alpha) of the combined items designed t
measure each quality management dimension. Thos&
items that did not improve the reliability of the
dimension were removed from further analysis beeaus
they were considered as unreliable measures of t
dimension that they were designed to representeOn
unreliable items were removed, reliability coeficts
of 0.70 or more were considered adequate as e\édeng
of the internal validity of each dimension of qtmli
management practices. Table 1 summarizes the sesu
of the reliability analysis performed. As can berse
the resulting alpha coefficients for each quality
management dimension were better than the 0.70sthat
generally considered acceptdtfle

Fifty-eight survey items were initially designeal t
measure quality management practices in hospitals.
order to reduce these items to an interpretableofet
variables, factor analysis was performed usinggipéad
component analysis with an orthogonal rotation. Al
reliable items measuring quality management prastic
were included in a single factor analysis, assuntiveg
ten factor solution, based on the literature. Itemith

significant loadings of 0.40 or greater were used t
label factor§?. RESULTS

Factor  selection:  Forty-five  survey items, Of the 189 surveys mailed to hospitals, 142 were
representing eight dimensions of quality managementompleted but not all responding hospitals were
practices, can be considered to adequately repréwen included in the analysis. The focus of the analgsid
quality management practice construct and wereubsequent findings of the study was 112 acute care
included in the factor analysis and subsequentirese hospitals. Of the 58 initial survey items to measur
While it was originally expected that there wer@ te hospital quality management practices, 13 were
dimensions associated with quality managementliminated from consideration and all 45 remaining
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items were analyzed utilizing a single principal Factor 3-quality data and reporting: Table 4 shows

component factor analysis with orthogonal rotationthat all items loading on the third factor represen

with an eight factor solution. Items with signifita quality data and reporting. These loadings inclade

loadings of 0.40 or greater are shown for eachofact only the items designed to measure the quality datha

in Table 2-9 and interpreted in the following sens. reporting dimension but a process management item
] (P02) that also focuses on quality data and remprti

Factor 1-the role of the quality department: As can  Thjs factor can be designated as focusing on the

be shown in Table 2, the first factor represent%peraﬂonm aspects of managing quality.
primarily items measuring the role the quality

department plays in managing quality. This factan c
be designated as focusing on the operational aspéct
managing quality.

Factor 4-therole of the physician: Table 5 shows that
the items loading on the fourth factor represent
primarily items measuring the role the physiciaaygl
Factor 2-therole of management leadership: Table 3 in managing quality. This factor can be designated

shows that all items loading on the second faCtOI’ocusing on the strategic aspects of managing tyuali
represent top management’s role in the managenient o

quality. These loadings include not only the items ) .
designed to measure the role of management Ieéi;ierstfad_or 5-custome_r focus. Table 6 shows_ the.‘t |t_ems
dimension but a training item (L15) that also fazmen  '02ding on the fifth factor represent primarily rite
the role of top management. This factor can beneasuring the importance of focusing on the custome
designated as focusing on the strategic aspects & managing quality. This factor can be designaied
managing quality. focusing on the strategic aspects of managing tyuali

Table 2: Factor loadings: The role of the qualigpartment

Item No. Item Description Loading
L10 The quality improvement department maintairssivlity throughout the hospital. 0.7749
L14 The quality improvement department is instrutakim improving quality performance. 0.7460
L13 Extensive interface is maintained between treadity improvement department and other departments 0.7245
L11 The quality improvement department maintairteaomy. 0.7020
L12 Quality improvement department professionatsaften used as a consulting resource within tispited. 0.6989
L09 The quality improvement department has acaebsgpital top management. 0.6559
H16 Quality improvement data are consistently madslable to physicians. 0.4263
Table 3: Factor loadings: The role of managemeddeship

Item No. Item Description Loading
Lo1 Hospital CEO assumes responsibility for quahtprovement performance. 0.7555
LO4 Hospital top management sets specific objestige quality improvement. 0.7413
LO5 Hospital top management reviews quality improgat activities in meetings. 0.7104
L03 Hospital top management supports the long-tprality improvement process. 0.6841
LO6 Hospital top management considers quality imeneent as a way of gaining market share. 0.6241
L02 Hospital top management (CEO and departmeatidirs) is evaluated for quality improvement perfance. 0.5471
LOo7 Hospital department directors accept respolitgiior quality improvement. 0.4964
LO8 Quality improvement goals are understood bff stayeneral within the hospital. 0.4161
L15 Top management creates an expectation thamgdloyees will participate in quality-focused tiam 0.4016

Table 4: Factor loadings: Quality data and repgrtin

Item No. Item description Loading
P21 Quality improvement data are available to hydooin-supervisory employees. 0.7612
P16 Quality improvement data are used as toolsarwage quality. 0.7535
P20 Quality improvement data are available to marsagnd supervisors. 0.6445
P22 Quality improvement data are used to evaluggersisor and managerial performance. 0.6274
P15 Quality improvement data are available andiaeel routinely to improve existing processes. (8543
P19 Data about the quality of non clinical are@smaonitored and are available. 0.4861
P02 Statistical control charts are used to momitocesses throughout the hospital. 0.4685
Table 5: Factor loadings: The role of the physician

Item No. Item description Loading
H12 Physicians participate in quality improvemelainping. 0.7623
H14 Physician involvement is sought for clinicaigsed quality improvement initiatives. 0.6743
H16 Quality improvement data are consistently negglable to physicians. 0.6286
H15 Physician involvement is sought for non-cliiicdased quality improvement initiatives. 0.6156
H13 Quality improvement training given to physicas consistent to that given to other staff. 0/12
P04 External data sources are used to evaluatiyqofatare. 0.4949
H11 Employees are recognized for superior qualigrovement performance. 0.4696
P18 Hospital quality of care data (clinical outcenoé care delivered) are monitored and are availabl 0.4387
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Table 6: Factor loadings: Customer focus

Item No. Item Description Loading
HO3 Patient satisfaction is consistently monitcaied changes are made in response to the datatedllec 0.7031
HO4 Patient satisfaction data is regularly repottedospital top management. 0.6753
HO5 Patient satisfaction data is regularly repottedll hospital staff. 0.6332
HO06 Building an awareness of the importance ofiguahprovement among employees is an ongoing g®ce 0.4916
P18 Hospital quality of care data (clinical outcenoé care delivered) are monitored and are availabl 0.4808
P20 Quality improvement data are available to marsagnd supervisors. 0.4548
P19 Data about the quality of non clinical are&sraonitored and are available. 0.4094
P03 Internal data sources are used to evaluatéygoftare. 0.4011

Table 7: Factor loadings: Process managementHrgini

Item No. Item description Loading
L19 Training in universalist statistical technigyesch as histograms and control charts) is given. 0.6822
PO1 Benchmarking is used as an integral part ofritieagement of processes throughout the hospital. .5936
P04 External data sources are used to evaluatiyoofatare. 0.5845
P02 Statistical control charts are used to momitocesses throughout the hospital. 0.5781
L18 Quality-focused training is given to all hourgn-supervisory hospital employees. 0.5191
P03 Internal data sources are used to evaluatéyjoBtare. 0.4983
P05 Quality improvement activities often resulthe redesign of existing processes. 0.4683
L17 Quality-focused training is given to all hospimanagers and supervisors. 0.4512

Table 8: Factor loadings: Employee relations

Item No. Item description Loading
HO08 Cross-departmental teams are utilized to et@haspital quality improvement or quality of care. 0.6747
HO7 Quality improvement teams are utilized througttbe hospital. 0.6070
H10 Hourly/non-supervisory employees participatquality improvement decisions. 0.5804
H11 Employees are recognized for superior qualigrovement performance. 0.5631
HO09 Feedback is provided to employees on theirityuiadprovement performance or participation. 0386
L15 Top management creates an expectation thamedloyees will participate in quality-focused tiam 0.4813
P05 Quality improvement activities often resulthie redesign of existing processes. 0.4679

Table 9: Factor loadings: Training resources

Item No. Item description Loading
L16 Sufficient resources are available for emplayaining in the hospital. 0.6816
L17 Quality-focused training is given to all hogpitnanagers and supervisors. 0.5071
L18 Quality-focused training is given to all hourign-supervisory hospital employees. 0.4282
L15 Top management creates an expectation thatgloyees will participate in quality-focused tiag 0.4108

Factor 6-process management/training: Table 7 shows Factor 8-training resources. Table 9 shows that the
that all items loading on the sixth factor aretdpditween items loading on the eighth factor represent foaims
two sets of items intended to measure two differenmeasuring the role training plays in managing dyali
dimensions of quality management practices: Trginin In order to differentiate this factor from Factorttat
(L19, L18, L17) and process management (P01, PO4lso has loadings on training items, this item cae
P02, P03, P05). Given that the training items logdin  accurately be said to represent investment in itrgin
this factor represent those associated with thetipgh  resources in the management of quality. This facéor
aspects of training, techniques that are requied tbe designated as focusing on the strategic aspdcts
manage processes, rather than a commitment ofngain managing quality.

resources, this factor can be labeled as repregeati The eight quality management factors found to be
single process management/training dimension dftgqua statistically significant in this study can be gmiszed
management practices. This factor can be desigrated into two groups-strategic management and operdtiona
focusing on the operational aspects of managintitgua Management, as follows:

. Strategic management factors:
Factor 7-employee relations. Table 8 shows that the ! g

items loading on the seventh factor represent pilyna « Role of management leadership
items measuring the importance of employee relation «  Role of the physician

managing quality. This factor can be designated as Customer focus

focusing on the operational aspects of managinfitgua e«  Training resources investment
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Operational Management factors:

* Role of quality department

* Quality data/reporting

* Process management/training
» Employee relations

DISCUSSION

ministration, 1 (2) 105-113, 2009
CONCLUSION

As a result of this study, it was demonstrated tha
quality management practices could be assessdukin t
healthcare industry utlizing a valid and reliable
instrument which was developed from a previousesurv
which measured business quality management practice
This contribution enables researchers to use simila
methodologies to measure quality management peactic

Based on the findings of this research, six of thdn other industries. The specific HQMP instrument

factors of quality management found were consisten

with those identified by existing quality managemen
theory. The role of the quality department, thee rof
management leadership, quality data and reportire,
role of the physician, customer focus, employeatigis
are consistent, identifiable factors associated wlite
management of quality. This research challengestiegi

developed herein allows healthcare researchers to
measure the quality management practices of hdspita
across wider geographical regions and future time
periods. The findings of this study add support for
previous theory as to the underlying factors ofligua
management, refining those factors into two distinc
categories: strategic management and operational
management. By providing an instrument to measure

the_o_ry that conceptgalizes process m_anagem_ent ar%%ecific quality management practices, this stualy loe
training as two distinct factors associated witle th \gqq by practitioners to better focus quality menaent

management of quality. It was found that two défer
factors, one factor associated with investmentdiming
resources and another factor associated with

efforts by identifying the approach a particular
organization has taken in adopting quality managg¢me
practices. The implications of this study elucidatn

combination of process management and practicalnderstanding that the management of quality requir
training should replace the process management arsbth a focus on longer-term strategic leadershipyell

training factors. The implication of applying these
findings is that training is a concept associatéth two
distinct processes. The first process is strategid
involves investing in training as a methodology for
bringing quality management to the entire orgaiomat

is
and

as day-to-day operational management. It
recommended that healthcare researchers
practitioners focus on the critical factors ideéatfherein
and employ this survey instrument to manage angbet
understand the nature of hospital quality managémen

Top management, responsible for the allocation opractices across wider geographical regions and ove
resources, must provide an adequate budget for tHenger time periods. Furthermore, this study essethe:
training required by quality management. The secondcope of existing quality management literaturethie

process is operational and involves an acknowledgme
that an integral part of process management isigiray
staff with the skills required to manage procedsath
with initial training and with retraining.

This research did not find support for applying th

healthcare industry throughout an entire state and
contributes to theory about the nature of quality
management practices.
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