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ABSTRACT

Quality assurance in health care is usually disconnected from the object of its study. Even
when quality assessment belongs to the day-to-day hospital management, it is seldom
integrated in the decisions, vital pieces of the hospital services management. This situation
would be unacceptable in other industries. In this study we focus our attention on how to
obtain knowledge about the way customers - patients, physicians, and nurses - evaluate the
quality of hospitaIs viewed as networks of interrelated processes and systems. The purpose of
these instruments to assess hospital Cjuality is to monitor hospital quality trends of the major
processes and systems of the hospital. based on the judgments ar key customers. The results
of these measures can be used for muItiple purposes sue h as identifying priority areas of
improvement and monitoring quality trends.
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INTRODUCTION ANO GOALS

This research project aims at developing a ramily ar
measurement instruments in order to improve om
knowledge about the evaluation regarding hospital
quality performed by customers. Besides improving
the theoretical knowledge related to this issue. this
research is intended to allow an easy integration into
the hospital quality management.

The purpose of creating this ramily of
instruments to assess hospital quality (IAQ!!) is to
monitor, on the basis 01' the opinions expresscd hy thc
major customers - patients, physieians and nllrscs ­
the evolution trends 01' some indicators of lH1spilal
quality. These measures, seen as outcomc ll1eaSlIrcs.
renect the customers' values on the outpUI of sC\'cral
procedures aimcd at delivering the scrvices they Ilecd.

\Ve propose three instrul11ents to evaluate
hospital quality. as follows:

IAQH-Dmc Inpatients in Medicine and Surgery
IAQH-Med Hospital Physicians
IAQH-Enf Hospital Nurses

Other instruments to assess quality as perceived
by other customers will be subject of rurther study.
These customers include patients on external
consultation, emergency unit, payers, and residents in
the community where the hospital is located.

DEFINITION OF QUALlTY OF CARE

Usually, defining hospital quality is considered a task
to be dane by clinical staff, with some inputs from
hospital adrninistrators. If we really believe in quality
improvement and in continuous quality irnprovernent,
we should allow other participants to be involved in
that task.

Some people argue that we should distinguish
between art and science of medicine [I], and in arder
to distinguish between them we should have an in­
depth knowledge about clinical issues. Following lhis

distinction, we should, for instance, rely onl)' on the
physician to perform the evaluation of the physician­
patient encounter, because he is, probably, the only
one with that clinical knowledge.

1 feel that this is an important argument to use
ph)'sicians' and nurses' judgments about quality on a
whole evaluation of hospital quality. However. I
believe that this is not alI. We should base our

evaluation and assessment of hospital quality on
different Iypes 01' customers, palients, the providers
(physicians and nurses), hospital administrators. the
guarantors (insurance ar government) and the societ)'.
Knowing that strictly choosing one definition of
quality may introduce a conllict between these
viewpoints. wc should use ali of them and integr;lte
lhem.

In 1933, Lee and Jones [2J defined qualily as a
normative behavior. Today, this is consideJed a
classic definition: "Good medical care is the kind of

mcdicine practiced and taught by lhe recognizcd
leaders of the medical profession at a given time or
period of social, cultural and professional
development in a community ar populalion group".

Donabedian undertook the task ar examining and
synthesizing the large amount of research dane in lhe
quality assurance area. He has had enormous impact
on the current viewpoint of quality of health care, and
is considered an elder statesman of quality assmance.
He describes quality of care as "that kind of care
which is expected to maximize an inclusive measure
01' patient welfare, after one has taken accounl of lhe
bálance of expected gains or losses that attend the
process of care in ali its parts" [I].

Since research in this area began, it has been
difficult to distinguish the definition of the concept of
quality of care from its operationalization. Ali
researchers in this field agree that to develop a usable
definition of quality of care it is necessary to
enumerate the elements which belong to it. We need
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to operationalize the definition of quality 01' care.
It emerges from the literature that two 01' these

elements are related to the provider conduct and
should be distinguished in the first place. The first one
is the technical component aI' care or "curing"
function which corresponds to how health sciences in
general are applied in a particular personal situation.
laking inlo account currently available medica!
knowledge and lechnology [3]. Its concern is lhe
adequacy 01' lhe diagnostic and lherapelllic processes.
and ilS goodness is jlldged comparing to lhe besl in
practice. Technical qllality 01' care implies judgments
aboul competencc 01' providers (c.g. thoroughness.
etlicacy. and llnnccessary risks).

The seconu element - thc interpersonal aspect
01' care or "caring" fllnclion - represents thc
humanistic clemcnls 01' care and the social and

psychological relalionships between the patient and
the providers. explanalions aI' illness and trcalment.
and informalion received. 11 corresponds to the way
providers interacl personally with patients (c.g ..
consideration. friendliness, patience. cOllrtesy.
uisrespect. rudencss. and sincerity).

Both technical and interpersonal aspecls are
considered par! 01' science and part 01' ar!. not being
always possible to distingllish between these t\\'O
aspects 01' care. However. lhere is sllfficient evidence
that the caring process is usually appreciated by
patients and considered as one 01' the most impor!ant
aspects they take inlo accollnt when Ihey evalu;lte the
quality 01' medical care.

The other three axes used by palients to measure
lhe quality 01' care. and e"enlually patient satisfaclion.
are the accessibililY. availability. and the continuilY 01'

care [41. Accessi bi Iity and convenience are factors
in"olved in lhc rcceipt 01' care. such as time spent by
patienls to get an appointmenl, to rcach the hospital.
waiting lo bc ser"ed. or the possibility to rcccive care
at homc. Also. as a component 01' lhe accessibility to
health services 151. finances is an issue lhat has been
taken into account by patients whenever they judgc
the quality 01' care. Regarding lhis lasl atlribute.
researchers llsllally consider three components: cost 01'

care, payment mechanisms, and insllrance coverage.
As part 01' lhe accessibility 01' care, researchers include
how easy is 10 access emergency care, how long il
lakes to get to the place where care is provided
(convenience 01' services), and how difficult it is lo get
an appointment (access) for care.

The next dimension has been used to represent
the availabilily 01' care resources: number of providers
and facilities. It corresponds to the number 01' family
doctors, specialists, and hospitaIs available lo lhe
patients as well as the completeness 01' otTice
facilities.

The continuity 01' care (e.g., seeing same
provider) is the Iast dimension used to define quality
of care. It is included because it contributes to the
attainment 01' the highest nel benefit or net utilily I1 ].

It measures the lack 01' interruption in needed care and
the maintenance 01' the patient (or family) - provider
interaction.

Some stuuies showed that these dimensions can

be measured separately 16].

VIEWPOINTS fROM PATIENTS.
PHYSICIANS AND NURSES

From lhe literalure it is not always clear which palh
the autllOrs choose to approach qllality 01' care, The
first and the simplest way to look at the definition 01'

qllality 01' care posits that it should only take into
account the heallh care professionals. It does not
consider any eco!1omic factors: patienls' expectations
and valualio!1s are considered as barriers lo define

standards 01' quality and the variability 01' palients'
opinions is seen as dangerous. Some researchers
consider that, as exper!s in the malte r, we should only
listen to \Vhat practitioners have to say.

Some other researchers aelvocate a definition 01'

quality of care based on the fact that one 01' the
primary funclions of health care is lo provi de patients
\Velfare 171. Th is perspect ive. based on pat ienls'
perceplions and values requires that importanl
decisions about henefits and risks be shared \\'ilh the
patients. and thal practitioners be considered as
working on behalf of lhe patients. The patlent should
no longl'r he considered as lhe "disappointed observei
01' care" 1 S I or;\S the final victim 01' poor hcalth [91.

Both of thcse perspectives belong to a wide
IllOlkl of providing health care. Follo\\'ing Ihis
systems \ ie\V. consumer is lhe one who recei\'es an
output 01' a process: a process is any seI 01' actions thal
lransform an input from a supplier into an output
evaluated and used by consumer. lhe benefit 01' this
outpul heing always judged by lhe consume r and
never by the persons involved in the process [101. In
health care. the concept 01' consumCf includes not only
the patients. but also the physicians anu the nurses
who interacl with the patients with the coml1lon
objective 01' henefiling the patient, reducing heI' pain
or improving her health status. Other hospital
employees. the payers and the society are also scen as
consumers. Every health care provideu can bc seen as
a string 01' processes involving relations bct\\'een
supplicrs and consumers of care.

PROJECT DESIGN

Health care delivery is very complex anel unique in
various aspects. A cardul understanding or lhe way
care is provided helps us in lhe elevelopment or health
organization systerns, in arder 10 continuously
improve such care. Doing so, we neeel to focus our
work on health care consumers, on their need and
expectations anel on what is being done 10 fulfill these
needs [ I I ].

In this project we followeel the Hospilal Quality
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Trend: Customer Judgment Systems, developed by the
Hospital Corporation of America Quality Resource
Group and the guidelines presented by Nelson el a!.
112].

Its \Vorkplan follows two main areas. The first
one follo\Vs closely patients' perspectives when that
evaluate the care provitkd. Paticnt satisfaction has had
an enormous recognition and valuation in the last
decade, and in this paper ,,'e propose a measurcment
instrument to assess it (I:\QII: Dmc).

ln each period of l)() days. ,ve \ViII select a
random sample of 300 pai ients from those discharged
from the hospital. To these patients. \Ve \ViII seml a
tjuestionnaire asking questions regarding their most
recent hospital stay and including dimensions such as:

o admissio//

o dai!v care

o i//!or///atio//
o //urses

o dOelors

o olher Sl{![r

o !il'i//g arra//gcmc//Is

o dischargc

The second area presents the quality definition
and assessment using the perspeclive of the providers.
In this paper \Ve propose t\Vo instruments (IAQH:
Med e IAQH: En!) which aim ai assessing the hospilal
as a workplace \Vhere patienls receive care.

Physicians and nllrses \Vi11De asked. once every
other year, to rate the hospital where Ihey work. This
includes dimensions slleh as:

o //lIrsi//g s({ll!

o admi//islrolil'" 1111//

o mcdica! /"{'cords 11111/ di//ica/ i//fil/"///atio//

o e!flcie//CI' i// Sdll'tilllillg !JllliC//1S

o m{///{/gcl//C// I 111'CI//C rgl'//( 'ics

o work .1'/11I("('a//ti ('IIIIiIIl/I('1II

o se!ecledjélllllres O/lhe hospi({l!

o discharge 111"11("('.1'.1'

o pa)' anil heneflls

o ol'era!!work satisfÍictio//

Ultimately. our goal is to have a valid and
reliable system lo capture the consumer voice which
\ViII be used as a tkcision tool for a hospital to
manage the tjualily of the care provided.

Each of the consumer groups used has ils o\Vn
specificity not only in lerms of inslruments used. bul
also in lenl1s of lhe adminislration of lhe tjueslionnaire
and the sampling plan.

However, in a more generic view, we may say
that this project has four phases of development (lhe
purpose of this paper is only lO describe the first two
phases): (i) planning; (ii) pilot lest; (iii) revision; and
(iv) implementation and improvement.

In the planning phase. we performed a lilerature
review on definition and measurement of tjuality af
care in hospital settings. \Ve also conducted focus
groups and personal interviews with representalives af
each group of consumers. The purpose of Ihis phase

IVas to obtain dimensions considered by the
consul11ers as the 1110st importam when they assess
quality. \Ve also aimed at identifying specific
a\tributes within each dimension.

In the second phase. lI'e designed a questionnaire
tested only on the consumers af a medicine
department and surgery departmenl. Power analyses.
data collection anel statistical data ;.IIlalysis were also
perfonned at this stage. This test has three main goals,
nall1ely the acceptability and lItility of the system. the
differentiation bet\\"een dillerent types of units. and
reliability anel "alielit~ of the instrull1enl. During
Sep'93, we will ask 30 palients. 15 physicians and 15
nllrses and by thc end of the year \\"e expect to ohtain
the first results.

After these two first phases. \\"e plan to hal"e had
deep discussion with a sei of representati"e persons
for each group. in order to interpret the resllIts :tnd
gain some knowleelge about the wa)' people answered.
\Ve will also perform a wide elisscmination of thc
resuIts ali over the hospital.

The system (questionnaires and sampling) will
then be revised. improl"ed and implemenlcd to a more
significant set of departments. The variolls
departments will make use of the IAQH systems
through regular lrcnd repons.

COi\!C1XSIOi\!

Regarding the meaSlllt'l11enl of tjllalit)' of carc. the
conelitions of the scttings \\"hne the care is pro\'ided
are also essential. It is impnr!ant to stlldy the kind of
providers, the norms "f hl';dlh polil·~. local rules. the
processes anel \Vork methnds. ;Ind finally. the physical
characteristics. the eqllipment ;IIllI materiaIs in place.
As the locus of the deli",:ry of health care is part nf a
wieler social context. some nther aspects are also
considercd importanl indicators of tjuality. good
sources of \'ariation and desc("\"ing lO be studied. such
as economic and social policies.

Any measurement systcl11 designed lo be an
instrument to supp0r! the conlinllos impro\'ement of
tjuality shoulel take into account these inelicators of
qllality [131. Assllming that the improvement of the
health of a population is a socialnced for health care.
some authors elefenel thal it is corrcct to consieler three

main blocks in the quality improvcmcnt processo
Each instrument IAQ\-! intends to be a valid and

reliable too I to measui'e tjuality. The results obtained
may be used for several purposes such as to ielentify
priority arcas to impro\'e and monitor quality trends.
\Ve expect to eleli\'cr the \'arious lypes of results in the
following way: The trimestrial tremi analyses will bc
sent to the Hospital Administration Board, to the
Quality Committee and to lhe departll1ents. Subjecti\'e
comments will be senl to the respective departll1ent
leaelers for follow-up.

Understanding the process it is usually a good
1001to identify the sources of variation, especially the
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undesirable ones and to reduce the variations of the

output. Using statistical and scientific approaches we
aim at obtaining a "profound knowlcdge" about health
care consllmers, about their knowledge and about the
process in which they are involved.

It is also a way to preview fllturC variations and

to initiate actions to reduce them. Our llltimatc goal is
to have happier COnSlllJlerS, lJIore panicipating
providers, and less waste duc to proccss lllallagelJlcllt.
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