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Who Has Star Quality?

Jon A. Chilingerian

sumers have already effected important changes in the health care system.

For example, patient expectations have influenced the architecture of hospi-
tal wards, the concerns of the women’s movement have led to more family-
centered care in obstetrics, and the needs and buying behaviors of individuals with
diabetes have changed product-line and research and development strategies in
the worldwide insulin business.

Patient expectations are the reason today’s hospitals have many small,
private rooms. To achieve nursing efficiency and lower construction costs, mod-
ern hospitals were originally built with large, impersonal wards, most contain-
ing as many as forty beds. However, throughout the world and at different
points in time, ward patients complained bitterly about the lack of privacy,
amenities, convenience, and information.! Despite the benefits of large wards,
consumer forces helped to shift the architecture of hospitals. In the United
States, hospitals built before 1880 had very large wards only; however, by 1908,
private rooms grew to account for 40 percent of all U.S. beds, and large wards
declined to account for only 28 percent. By the year 2000, the number of pri-
vate and semiprivate rooms had grown to account for nearly 100 percent of the

Consumers can help to transform the way health care is delivered. Indeed, con-
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beds in almost every economically developed health care system. Owing to
consumer feedback, the large Nightingale wards have faded into health care’s
distant past.?

The second example of patient behavior effecting change goes back to the
1970s, which saw the blossoming of the consumer movement in the area of
obstetrics. Family-centered care was introduced when members of the women’s
movement began to question “routine clinical treatments” that neglected the
emotional needs of the family and assigned pregnant women the role of passive
recipients of medical care.? Within a few years of consumers’ raising their voices
against standard operating procedures, such things as drugs, general anesthe-
sia, enemas, and surgical incisions became optional medical interventions. The
consumer movement allowed fathers to participate during the birth and babies
to stay with their mothers after the delivery. Rigid care programs were unbun-
dled, and new choices became available to the new obstetrics consumer.

The market for diabetes care is a third example of the consumer movement
at work.* Eli Lilly, a pioneer in diabetic products, competed by developing purer
forms of insulin. Although Lilly was responsive to endocrinologists, it was less
responsive to the diabetic consumers who longed for greater convenience and
reduced costs. A consumer-oriented company, Novo Nordisk, that made handy
disposable insulin injection pens (Novo Pen [, II, and III) began to attract Euro-
pean consumers to its product. Although Eli Lilly knew about injection pens, it
was not ready to abandon the time-consuming and less convenient needles and
injection kits. Once this implicit consumer movement gained momentum, how-
ever, Lilly was forced to rethink an R&D strategy that aimed at perfecting insulin
and ignored consumer demand for convenience and reduced costs.

These three examples demonstrate that health organizations do respond to
consumers. How fast consumers can effect change, however, depends on the
resolution of a great barrier—the lack of consensus on a definition of quality of
medical care. Health care providers can help the consumer revolution to
improve the delivery of health care by developing a clinically relevant and
widely accepted consumer-driven definition of quality. After all, what gets
measured gets managed. The remainder of this chapter will focus on a con-
sumer-centered definition of quality.®

WHAT IS QUALITY IN HEALTH CARE?

Throughout the twentieth century the ostensible challenge in health care man-
agement has been to find a theoretically correct way to assess quality of care,
but the real challenge has been to uncover and understand the many factors
underlying quality. Although philosophical arguments have seldom delayed
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business leaders from finding solutions to practical, bottom-line problems,
philosophical debates over health care among policymakers, clinical leaders,
and managers have paralyzed the measurement of quality.

If quality could be treated as a unidimensional variable, some subjective
means of combining multiple measures (or a theory-based mathematical formula
that yielded a single, summary measure of quality) could be applied. For exam-
ple, if variables such as mix of staff, methods of peer review, decision-making
efficiency, convenience, patient satisfaction, health status, and mortality were
highly interrelated, it would be possible to develop a single concept based on
the general features or common elements of quality. But the evidence suggests
they are not.® Whether these features are unidimensional or multidimensional
remains a research hypothesis that requires further empirical work.”

Managers know that quality never becomes a simple concept (this is one of
the many important lessons they have learned from the economists). Because
individuals have widely diverging tastes and preferences, there can never be
one best way to assess the quality of services.8 The assessment of service qual-
ity is always subjective—people will weigh and rank the characteristics of ser-
vices in inconsistent ways. Absent a guiding theory of quality, at best we
can identify some critical features, components, or underlying dimensions
of quality, rank (or grade) them, and report the results. In this sense, measur-
ing quality requires evaluating performance by means of a multidimensional
scheme.

The most promising direction is to assume that quality is not as complex as
the vast enumeration of variables and indicators that the extant literature
implies but rather that quality, as a construct, is best understood in terms of a
few underlying dimensions. According to the literature, at least five important
dimensions of quality have emerged.® These five dimensions are outlined in the
following list:

Five Leading Dimensions of Quality of Care
1. Patient satisfaction
Percentage extremely satisfied and why
Pain management: discomfort time
Percentage willing to recommend the provider again
2. Relationships: information and emotional support
Amount and clarity of information
Degree of trust
Time spent encouraging

Time spent listening



446 CONSUMER-DRIVEN HEALTH CARE

3. Amenities and convenience
Clean, fast, and timely
Service available when needed
Time spent waiting
Experience of hospitality and respect
4. Decision-making efficiency
Clinical resources used to achieve constant quality outcomes
Quick routes to health (diagnosis to treatment)
5. Patient outcomes
Mortality and morbidity rates
Readmission rates
Adverse events and errors
Falls, nosocomial (that is, hospital-acquired) infection rates

Changes in functional or health status and severity of illness

Although there is scant evidence to suggest that these five dimensions are highly
intercorrelated, they are not mutually exclusive factors, as the following
discussion demonstrates.

Patient Satisfaction

Recently, as the orientation to health care began shifting from scientific man-
dates and medical techniques to markets and the more human side of the health
care service delivery system, patient satisfaction became an important dimen-
sion of quality of care.’9 In part, the discovery of patient satisfaction was an arti-
fact of clinical work on patient-centered care!' and of the influence of strategic
marketing on health care management. Clinicians learned that throughout the
service process, patients and their families experienced hundreds of clinical
moments of truth. Research on the satisfied patient suggested that patients’
overall evaluation of quality depends on the results of the processes, as an
experience, at every point of contact.!? Quality measurement from this per-
spective requires mapping and surveying the patient’s entire experience with
the delivery system.

Medical care tasks produce feelings in patients of satisfaction and dissatis-
faction. On the one hand, strong feelings of satisfaction develop when patient
(or consumer) expectations are met and exceeded.!® On the other hand, dis-
satisfaction may be related to an insufficient rate of uncertainty reduction
throughout the care process.!# There are many different indicators of patient
satisfaction, ranging from the patient’s overall experience to the patient’s will-
ingness to use and recommend the service in the future. To understand the
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patient’s overall experience, we need to pose several questions: Was the patient
treated rudely? Did the patient expect less waiting? Did the patient experience
unnecessary uncertainty? Was there a focus on the patient as an individual?

Although defection rates (that is, the percentage of patients who change
providers) are sometimes used as quality indicators,!®> some critics suggest
avoiding such global measures and focusing instead on the specific sources of
satisfaction and dissatisfaction that might cause a defection. For example, rather
than report a 90 percent satisfaction rate, report that 10 percent of the patients
were dissatisfied because their physician never told them what to do or what
not to do after they left the hospital and went home.!® Patient information about
extraordinarily good and bad services is captured in satisfaction or dissatisfac-
tion. To avoid losing this information, patient satisfaction should be included
in the medical record so all caregivers can regularly monitor each patient’s
experiences during the service encounters.

Although patient satisfaction is a critical dimension, the knowledge differ-
ence between patients and health care providers is so large that substantial
client satisfaction cannot be the only indicator of quality. The practice of med-
icine often involves hidden actions and equivocal information, so it is difficult
for most patients to know whether diagnostic tests and other treatments were
appropriate and the outcomes reasonable. Therefore measures of quality from
other vantage points are required to review whether or not a process was ade-
quate and outcomes were acceptable.!” For these reasons the dimension of
information and emotional support and also the dimension of amenities and
convenience should be considered.

Relationships: Information and Emotional Support

The second dimension of quality focuses on the relationship between providers
and patients in terms of the amount and clarity of information and the degree
of emotional support provided. Though related to patient satisfaction, this
dimension is treated separately because it gives rise to another fundamental
expectation in health services—increasing (or perhaps even optimizing) the
patient’s control. Good clinical care necessitates task-oriented provider behav-
ior focused on diagnosing symptoms, setting treatment goals, and monitoring
recovery. But quality care also requires that providers promote the involvement
of the individual and family and support informed choice, offer encouragement,
provide clarification, and ensure confidentiality. Therefore good clinical care
also requires behavior aimed at building trusting relationships.

Some would argue that caregivers who involve patients and families in
decisions, coach patients, and give emotional support reduce uncertainty—the
clinical experience then becomes more manageable by the patient and less
frightening. Benner reports that teaching patients to prepare them before surgery
can actually expedite their recovery.!8 In fact, research suggests that providing
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better patient information and more effective emotional support can lead to
shorter stays, less medication, fewer side effects, better compliance, and higher
levels of satisfaction.!?

Some questions to pose to ascertain quality are these: To what extent do the
caregivers educate patients, clarify the treatment regimes, and spend time
listening and encouraging? Are patients told when and how to take their med-
ications and what to eat? Are illnesses discussed not only with privacy in mind
but tactfully as well? To what extent are the diagnosis, results, and care plan
explained? Although some of these factors may be measured by patient surveys,
others should be assessed through audits of the medical records.

Amenities and Convenience

Convenience of care and perceived amenities make up a third important dimen-
sion of quality of care, and measurements of these items can reflect individual
patients’ preferences in technology, people, facilities, and coordination behav-
iors. Measuring these variables implies discovering choices among courses of
clinical action and clinical decision making. Herzlinger has stated that there are
two new market segments, or new consumers: those who want convenience
and those who demand more information.?? Today’s hard-working patients lead
busy lives. They demand and deserve convenient and comfortable access to
medical services. One could argue that technological advances in minimally
invasive surgery were spurred by these demands.

Donabedian has argued that “convenience, comfort, quiet, and privacy” are
merely desirable attributes of the health care delivery system.?! If that position
is correct, then they may be covered under patient satisfaction and do not
belong in a separate quality dimension. I have separated amenities and conve-
nience from overall patient satisfaction for two reasons. First, researchers have
reported that when patients have been asked about their overall satisfaction,
they do not emphasize aesthetics, better food and parking, amenities and con-
venience.?? Because individual tastes differ, the value of convenience depends
on individual needs and preferences. Cultural preferences are also often at work
here. A second reason that amenities and convenience should be a separate
dimension of quality is that service inconveniences have opportunity-cost impli-
cations for patients, and offerings of greater convenience have cost implications
for caregivers. As health care becomes increasingly competitive, trade-offs may
be necessary to stem the health care cost explosion. By measuring this dimen-
sion separately, clinicians can serve the unique needs of individual patients, and
patients can request an amenity when it seems to them to add value.

Decision-Making Efficiency
The fourth dimension of quality found in the literature is decision-making

efficiency,?3 which is the least developed of the five dimensions of quality and
perhaps the most controversial. In the past, physicians were trained to do
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everything possible for the patient regardless of cost; moreover, physicians
tended to equate more intensive medical care with better services. As Harris
explains, “doctors have an almost inexhaustible repertoire of things that will
make patients better off.”?# But what does “better off” really mean? Providing
superior clinical service today requires rapid information processing for diag-
nosis and treatment. There is growing evidence that quick and accurate
diagnosis that expedites treatment increases a patient’s chances of success by
reducing cycle times for hospitalization, recovery, follow-up treatment, and
return to a normal life. Conversely, there is ample evidence that too many tests,
needles, and x rays may do more harm than good.?®

Because it makes no sense to evaluate the efficiency of a medical service
process that results in morbidity, mortality, or a readmission to a hospital,
decision-making efficiency must focus on the resources used in order to achieve
a satisfactory outcome. Inefficiency in the provision of clinical services occurs
when physicians and other care providers use an excessive amount of resources
to achieve a satisfactory result. The overutilization of medical services (such as
ancillary tests) not only carries patient risks but also increases patient anxiety.
This dimension of quality is often overlooked.

Patient Outcomes

Assessment of patient outcomes, the fifth dimension of quality, expresses the
degree to which the observed clinical performance approached its potential.
According to Donabedian, outcomes record the effects of the care process on
the health status of the population.2® Outcomes include serious clinical results
such as death, medication errors, postoperative loss of an organ or limb, and
hospital-acquired infection. As one physician has argued, “quality is not how
well or how frequently a medical service is given, but how closely the result
approaches the fundamental objectives of prolonging life, relieving distress,
restoring function, and preventing disability.” Many argue that outcomes are
the leading indicator of quality and that the outcomes of greatest significance
are the changes in health status attainable given current technology, clinical
knowledge, and management practices.

Because outcomes vary considerably among clinical providers and systems
of care, comparing the outcomes of providers can be difficult. Various reasons
have been advanced to explain outcome variations, such as prior health status,
poor patient compliance, lack of diffusion of medical technology, poorly coor-
dinated care, lack of provider competence, weak clinical leaders, and ineffec-
tive management practices. The development of measures that incorporate these
variables, such as case-mix measures or indicators of health status, functional
improvement, and severity of illness, has advanced considerably. When case-
mix measures are available, it is possible to develop summary measures of the
clinical benefits achieved based on changes in functional status or other mea-
sures of patient outcomes.?” For example, measuring the change in severity of
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illness for a given diagnosis from admission to discharge would be a very good
measure of effectiveness of the care process in attaining outcomes in relation to
implied clinical objectives.

TOWARD A CONSUMER-DRIVEN DEFINITION OF QUALITY

A few years ago, during a health care lecture I gave for an international audi-
ence of clinical leaders, a participant asked, “Is there the equivalent of a
bottom line in health care?” The medical profession and the policymakers can
enjoy debating this issue for a few more decades, or we can enter the twenty-
first century ready to measure quality in ways that allow consumers to ask
which providers have star quality and to get meaningful answers. Figure 38.1
summarizes a balanced, consumer-driven approach to the measurement of star
quality, based on the dimensions discussed in this chapter. The two legs of
star quality are patient outcomes and decision-making efficiency. At the apex,
we see patient satisfaction, with information and emotional support on one
flank and amenities and convenience on the other. Despite the difficulties of
defining and measuring health care outputs, this model can make quality man-
agement a more tractable problem. Further progress depends on developing
equitable quality report cards that make significant comparisons on each of
these five dimensions.

Patient
Satisfaction
Relationships:
Amenities and Information
Convenience Sta.r and Emotional
Quality: Support
Degrees of
Excellence

Decision-Making Patient
Efficiency Outcomes

Figure 38.1. Five Dimensions of Star Quality.
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Ultimately, the management of quality has one fundamental goal: to benefit
patients who need health care services. A consumer-driven definition of qual-
ity has a deeper meaning—it can be understood as an indicator of the overall
degree of excellence of an individual provider or a care program. Health care
delivery systems will change when measurement systems use these five
quality dimensions to benchmark providers against the best care observed in
practice. When the consumer revolution is armed with appropriate measures of
star quality for every provider—individual physician, ambulatory clinic, hospi-
tal, nursing home, and so on—at every level of care, the health care system will
improve. And perhaps faster than we might otherwise expect.
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