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Foreword

On a bright, warm April day this year, I joined two friends for a walk through an Audubon sanctuary on the Ipswich River, an hour’s drive from my Massachusetts home. At the beginning of the path we followed was a gift shop, with dozens of books and pamphlets on the many species of birds in our region. I leafed through a few, but not being a ‘birder’ of any sort, bought none. I’d just see the birds myself. It was a lovely walk – silent. Within a few minutes, however, my friends and I were commenting on how silent it was. We saw no birds, and heard none. After a mile or so we encountered a man, maybe 65 years old, peculiarly dressed in camouflage, a many-pocketed vest, and a Raiders-of-the-Lost-Ark fedora. He smiled and greeted us. ‘Nice day,’ he said. We agreed. ‘But,’ we asked, ‘where are the birds?’ He looked confused for an instant, then he smiled. ‘All around you,’ he said. ‘Here, hold out your hands.’ He reached into one of the pockets in his vest and withdrew a small fistful of birdseed. He poured a little from his hand into each of ours. And then he, also, held his hand out. ‘Now shhhh,’ he said.

Magic happened. Within seconds a bird alighted on his open hand to nibble at the seed. An instant later our own hands were occupied likewise. And, suddenly, the woods were teeming with birds. Our newfound guide pointed, high and low, to the right and the left, naming one species after another. Our ‘empty’ forest was, in fact, full of life and sound. It had been there; without the ‘birdman’, we had not seen it or heard it.

Looking is not seeing. Listening is not hearing. It is possible to miss so much that is right in front of us if we lack the categories and skills to notice. The greatest of these skills is, perhaps, to put aside our expectations, and to stay open to the actual. Paul Bate, Peter Mendel, and Glenn Robert are expert at noticing. For sociology novices like me, their exact methods and skills are elusive. The closest analogue in normal experience is, I suppose, story-telling. Their way of harvesting useful lessons and generalizations seems to me a high form of creativity, combining disciplined methods of enquiry with open minds, so that new categories and insights can form, stemming directly from their observations. A bird-watcher, I suppose, knows more about how to watch than about what will be seen. Most species will be familiar, but the expert is always open to the possibility that something quite new, quite unexpected, will come into view. In the words of these authors, ‘... our own journey has been very similar to that of the stories of QI we heard from the organizations that we studied: that is to say, emergent and unpredictable, and full of twists and turns.’

This humility in enquiry is not just generous, it is methodologically important, because neither these researchers nor their subjects in the complex world of organizational change and improvement can hope to escape ‘... the hazards and uncertainties lying in wait in the punishing contextual terrain that has to be crossed.. . ’. I will long remember that phrase – ‘the punishing contextual terrain’ – since it so clearly labels the facts-on-the-ground for the ambitious, even courageous clinicians, managers, executives, and others in healthcare who seek to make care far better. They have discovered that almost nothing about effective action in improvement is ‘installable’ without constant, recursive adjustments to ever-changing local context. Researchers who wish to understand how improvement works, and why and when it fails, will never succeed if they regard context as experimental noise and the control of context as a useful design principle.

This humility – humility in the face of contextual determinants of effects – finds its strongest expression in this book in the wealth of direct quotations that the authors have chosen to include. As they write, ‘... no “journey to quality” story we heard could be too detailed, no anecdote too pithy or trivial’. This bias toward quotation lengthens this book, but the price is worth it; the words of the actors themselves embed experiences and insights that mere summary would miss. The extensive use of the subjects’ own words, in my view, transforms this book from a history to an archive. These case studies will deserve reference and study for decades to come.

That the authors arrive at last at a model of their own – their ‘Color Codebook’ for Quality and Service Improvement – is a gift to the reader that will add efficiency to future case studies. Of enormous value as well are their stunningly comprehensive reviews of theories and studies of organizational change with a magisterial bibliography that will from here on simplify the work of many grateful students of the field. But, in my opinion, neither of these is their most valuable achievement here. Rather, their achievement is to have populated our literature on organizational change with a suite of accounts at a level of detail never before available. They are leading the field by example, showing in their honest, careful, thorough inquiry how important are an open mind and an attitude of respect. These can unite those who try to take effective action and those who study effective action as (if the reader–scholar will excuse the expression when science is at stake) soul mates.

May I indulge one final, personal, observation as I commend this book to the student of change? I have the pleasure of knowing personally one of the authors, Paul Bate, for a dozen years or so. I was a novice in improvement when we first met, and he, I believe, was a novice in the study of improvement. We met first on uncertain ground – me uncertain of the methods I was trying to learn and master, and he uncertain of whether, in a positivist sense, the methods ‘worked’. Our nascent friendship was, I would say, tinged with tension – as perhaps between a movie director and the Times movie critic. I am less sure today that my level of skill has changed since than that Paul’s has. I believe I have seen in the years that followed our first meeting that scholarship of the authentic form, not the showy form, guides Paul’s dialogues, writings, and enquiries. As ‘open-mindedness’ and ‘respect’ characterize the best of social research, so did these two qualities appear to me again and again as Paul’s trademarks as a student of organizations trying to improve their work. In his work and in this book, this important thinker shows that humility need not be mistaken for confusion, and that learning depends far more on recognizing what we do not yet know than on displaying what we do. I have not had the pleasure yet of getting to know Peter Mendel and Glenn Robert personally. But, I will wager, based on this book, that they share with Paul Bate curiosity in its most genuine form. With their guidance, dear reader, get ready to see things you do not yet know how to see, and to hear what you do not yet know to listen for.

Donald M Berwick MD KBE President and CEO, Institute of Healthcare Improvement; Clinical Professor of Pediatrics and Health Care Policy, Harvard Medical School September 2007




Preface and acknowledgements

The story we tell in this book begins around the end of 2002, when our small, but doughty and determined, team set off on its quest to discover the ‘secrets’ of high-performing, high-quality organizations within the healthcare domain. This naïve, almost romantic, endeavour was seeking answers to how it was that these organizations had managed to achieve and, more impressively, to spread and sustain exemplary levels of care for their patients. It was a quest that would eventually take us to a number of healthcare organizations that enjoy world-class reputations for the quality of care they provide.

Some four years on, older and hopefully a little wiser, we are now able to reflect upon and share the lessons and insights we gained on this journey, based on hundreds of conversations we had with people on our travels − front-line clinicians, managers and nurses, and other healthcare professionals. This book is therefore a ‘story within a story’, its aim being to bring together the many tales of quality that we heard on our travels while at the same time giving an account of our own parallel journey of discovery as change and quality improvement (QI) researchers. The richness and diversity of these tales from the field are striking, but, paradoxically, so too are their similarities. The aim of this book is to reveal both aspects to the reader.

Our quest has inevitably taken us many thousands of miles, over many different kinds of terrain and across two major continents (Figure A, see color plate section): first to the United Kingdom (UK) itself, from the rolling meadows around the Royal Devon and Exeter NHS Foundation Trust in the south-west of England, to the Peterborough and Stamford Hospitals NHS Foundation Trust on the edge of the atmospheric East Anglian fenlands; and then back to King’s College Hospital NHS Foundation Trust, a large inner-London hospital on the south side of the River Thames. All three are very different from each other but enjoy the same reputation for the high quality of services they provide for their diverse patient populations.

Then, on to the United States (US) and SSM Healthcare, based in St Louis, Missouri, but comprising 20 acute hospitals spread across four states, and the first health care organization to win the prestigious Baldridge award for quality; and from there across to the west coast and San Diego Children’s Hospital, rising like a mirage from the parched ground of southern California, before heading north to Cedars-Sinai hospital a few miles south of the Hollywood hills in Los Angeles and healthcare provider to some of the richest and poorest people in the world. Then, back east again, this time to Wisconsin and Luther Midelfort in Eau Claire, an affiliate of the world-renowned Mayo Health System; and, as winter began to close in, to the snows of the upstate capital of New York and the Albany Medical Center, one of the first HIV centers in the US, and a pioneer in AIDS treatment and care.

Finally, we headed to mainland Europe and the Reinier de Graaf hospital in Delft in the Netherlands, one of six European organizations (including two of our UK sites, Royal Devon and Exeter and Kings) selected to participate in Pursuing Perfection, a pioneering international learning collaborative sponsored by the Institute for Healthcare Improvement (IHI). Unfortunately, only a selection of these cases can be included in a single volume like this, although we have drawn on them all in terms of both data and conceptual development.*

For those already raising a suspicious eyebrow, we should point out that we are all too well aware of the dangers that lie in ‘jet plane ethnography’, where the researchers act as little more than academic tourists, stopping briefly before jetting off to somewhere else even more exotic than their last stopover.1 In our defence, we chose to linger, practising what we like to call ‘organizational loitering’, leaning against doorposts and water coolers, watching and observing, talking with staff, and above all listening to and recording the stories and insights they had to offer about their QI endeavours. We were anxious to hear from members of these world-class healthcare organizations − people from all types of professional backgrounds − what, in their view, made their organizations special as regards having achieved high levels of care, and the factors and processes that had allowed them to attain, and then remain, at such heights.

We wanted to hear and document their stories in their words, not ours, and then, with them, begin to retrace the steps they had taken on their various journeys, the wrong ones and the right ones, the highs and the lows, and the various forks in the road where crucial choices had to be made. Above all, we wanted to gather their first-hand experiences of sustaining high levels of quality within what we know to be complex, pluralistic and therefore highly challenging organizations. This involved getting to the heart of their ‘theories of practice’ as opposed to the academic theories that are in plentiful supply − their own theories and practices that helped them to deal with the three major ‘change challenges’ that will face any QI team embarked on such a journey:


	❐the challenge of implementation (making it happen)

	❐the challenge of diffusion or spread (making it reach across a whole organization)

	❐the challenge of sustainability (making it last).



Our underpinning philosophy and logic was simple, but pervasive: hindsight (the process of looking backwards − reflection) gives insight (appreciation and understanding − sensemaking), which gives foresight (a view of how to get better at what we do in future − prescription and direction). In this regard, no ‘journey to quality’ story we heard could be too detailed, no anecdote too pithy or trivial. We wanted to take a ‘deep dive’ into the practical world of quality and service improvement to see it as the participants saw it, and to tell it how they told it, complicating ourselves to the degree that the subject matter warranted it, but realizing that it is all too easy for both us and readers to end up lost or drowning in the detail. Here we took heart from the philosopher and social scientist Alfred Schutz, who once said that understanding evolves through three phases: simplistic, complex and profoundly simple. We would like to think that during this study we have moved through all three stages, ending with simplicity, which, of course, is very different from starting with it.

Our core team, the three authors of this book, has remained the same throughout this journey, but there have been many others who have joined us on various legs of our tour whom we now wish to thank on record, and without whom we would never have made it, there or back: Jim Zazzali, from RAND, who accompanied us on most of the UK and US legs and took the lead on the first draft of the original Luther Midelfort case (Chapter 6); Keith McInnes, from Harvard Medical School, who acted as lead researcher and author on the original Albany case (Chapter 8); Tony Riley, from UCL, who did much of the early scouting work at King’s, Reinier de Graaf (Chapter 5) and Albany (Chapter 8); Louise Locock, who co-researched the Peterborough chapter (Chapter 7); and Mirjam van het Loo of RAND Europe, who joined us briefly, but impressively, for the Dutch leg (Chapter 5).

We have indicated the contributors to each of the original seven organizational case studies included in this book at the beginning of Chapters 2 to 8. Each of the initial narratives for the case studies presented in these chapters has been extensively edited by one of us (PM) so that they can be included here. Others far more experienced than us in the jungle craft of quality expeditions have also given freely of their time, advice and encouragement en route, most notably Paul Cleary (Harvard) and Steve Shortell (University of California, Berkeley), and we thank them deeply for that.

Financial backers obviously need to be found for such trips, and in this regard we are deeply grateful to The Nuffield Trust in the UK, who generously sponsored the work for the 18 months of the formal project, before we − realizing it was then too late to turn back, and massively overcommitted and under-equipped − were compelled to fall back on other meagre resources in order to survive and complete the final legs of the journey. Some key figures at The Nuffield Trust became more like mentors than sponsors, and we would like to put on record our thanks to John Wyn Owen, Sir Denis Pereira Gray, Kim Beazor and Helena Scott. Their support was especially welcome early on in the face of stiff opposition from certain academic high priests of medicine sitting around the table who insisted that gathering primary accounts and observations from the field − no matter how rigorously recorded or expertly analyzed – if lacking the hallowed method of the randomized controlled trial, was neither ‘real research’ nor ‘serious science’ (they were right and wrong: ‘science’, in their narrow terms, no; serious and real, most definitely yes).

These, fortunately rare but nevertheless bruising, encounters with fellow members of the research community brought to mind Ramachandran’s amusing allegory,2  cited recently by Siggelkow3  to describe a similar bias in neurobiology against close examination of limited cases, which, ironically, has led to many of the signature advances in that discipline. In this tale (slightly embellished here for our purposes), Ramachandran tells of a team of researchers who go out into the field and find a talking pig. They cart the pig into a room of academic peers, snap their fingers, and the pig starts talking, from time to time even quoting Shakespeare, its favorite writer. What will be the response? Will there at last be recognition of the value of (by the researchers’ own admission) an unrepresentative, small-sample case study? Unfortunately not. Their response is: ‘Interesting, but that’s just one pig. Show us a few more and we might believe you,’ adding, ‘And why on earth show us a pig that is clearly so untypical of the rest of the pig population?’

During these early days and encounters, Bob Brook from RAND was also highly effective in defending the value of our approach, and as director of the RAND Health Research Unit provided highly valuable supplemental support when needed for the field work at two US sites. Another RAND colleague, Shan Cretin, played an influential role in the formative days of the project as well, helping to give it both voice and direction. We are similarly grateful to Anne Marie Weggelaar-Jansen for introducing us to the ‘color code for change’, and to Hans Vermaak from the Twnystra Group in the Netherlands for granting us permission to cite and develop his original ‘color code’ work in Chapter 9. Gillian Nineham, our commissioning editor at Radcliffe Publishing, also proved to be a firm but generous guide throughout the preparation of this manuscript, which has benefited greatly from her own deep commitment to quality.

Gaining access to outstanding healthcare organizations is never an easy task, and we would like to express special thanks to Don Berwick of IHI and Helen Bevan of the NHS Institute for Innovation and Improvement, who helped to broker many of the initial links and connections on our behalf, and who were sufficiently trusting to allow their names to support our requests for research access and entry. At the other end of our journey, we also owe a debt of gratitude to the three anonymous peer reviewers who appraised the text. Their comments were extremely helpful in clarifying and refocusing parts of the manuscript to serve both practitioner and research audiences.

However, we reserve our biggest thanks till last, and that is to the hundreds of people in the organizations themselves, senior leaders and front-line doctors, managers and nurses, and the variety of clinical professionals and other dedicated staff in different levels and positions who gave so freely and generously of their time, and granted us the privilege of hearing their stories and accounts first hand.

A preface such as this often concludes with the words ‘all final responsibility for the text rests with the authors’. On this occasion we are happy to report that this will not be the case, and although we accept full responsibility for any errors in reporting and interpretation, the responsibility − but also credit − for the stories themselves remains with their original tellers. And this, we believe, is how it should be.

In his wonderful book Invisible Cities, Italo Calvino writes, ‘Journeys to relive your past are journeys to recover your future.’4  This book is dedicated to all those who took this journey backwards so that others may learn to live theirs forwards.

Paul Bate, Peter Mendel, Glenn Robert

September 2007


*  The choice of which to include and which to exclude was a difficult one. King’s and SSM were finally left out because we felt that the two core themes that emerged there, namely organizational citizenship and spiritual capital, almost needed a book in their own right to do them full justice, and also because having spent a little longer at these two sites, with wider and deeper access to staff, we felt the final write-up would be better suited to a free-standing extended ethnographic case study rather than a, necessarily, shorter chapter of a book.
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Reader’s guide

Before we set off and begin relating the stories from our travels, we invite our readers, whom we anticipate to be a fairly eclectic group of both practitioners (including health service managers, clinical leaders and improvement specialists) and researchers, to take a moment to orient themselves by means of this brief guide.

Like any good tale, or rather collection of tales, it seems sensible to start at the beginning, and so we suggest that all readers take a few moments to review our introduction (Chapter 1) and become familiar with the type of terrain we intend to cover. We then retrace our steps back to seven of the nine high-performing healthcare organizations we stopped at en route (Chapters 2 to 8). In the final leg, we map out some possible future directions for those who may wish to embark on, revisit or think further about organizational journeys to quality in the healthcare context (Chapters 9 to 11).

Chapters 2 to 8 are the stories from seven of our nine ports of call. On first encountering these, some readers might prefer to pause only briefly before hurrying to take in the view from the higher ground of Chapters 9 and 10; others may prefer to dive straight into the detail before pulling back to reflect, with our help, on what they have read. Whichever route you choose, Chapter 9 aims to assist (mainly) practitioners by:


	❐providing a checklist of the challenges any QI effort will face

	❐giving improvement activists a method for identifying any ‘gaps’ in their own QI activities (by means of a self-administered checklist)

	❐allowing implicit assumptions about the theory and practice of QI to surface and be exposed to conscious thought and challenge, perhaps for the first time

	❐providing people with a common framework and language to think, talk about and debate the issues and challenges associated with QI, and together be able to come up with a set of hypotheses or solutions.



Chapter 10 then explores in more detail the similarities and differences among our case study sites in terms of the dynamic nature of their efforts to solve each of these challenges.

This division is not a parting of the ways. Although Chapter 9 is largely written for practitioners and Chapter 10 for researchers and theorists, we believe researchers will benefit from reading Chapter 9 so that they can understand the basic components of our model, and many practitioners will want, we hope, to go the extra step and delve further into the dynamics of the change processes explained in Chapter 10.

Our journey concludes with a backward glance over the territory covered and suggests some implications for both practitioners and researchers (Chapter 11).




1 Introduction


Organizing for quality


Mapping out the terrain for our journey

It is an axiomatic and now almost constant assertion in health services research, policy and practice that the healthcare systems in many developed societies, despite their relative affluence, are plagued with dysfunction and under-achievement in the effectiveness and quality of the care they provide.1–8 This conclusion has become ever more evident and difficult to ignore as health services research grows more adept at measuring health outcomes and quality. For example, a recently acclaimed national study in the US by McGlynn et al.9 which looked across 439 quality indicators for 30 acute and chronic conditions, documented that only 54.9% of patients receive what is considered the recommended level of care − an astounding finding given the resources and sophistication associated with modern medicine.

Contemporary research into initiatives to improve the outcomes and quality of healthcare processes also reveals striking variation in terms of their impact and overall levels of success, both between and within countries10–13 and organizations.14–16 Just imagine for a moment that we could look down on the global healthcare terrain from high above. We would see huge differences in quality and patient and staff experiences, a topography of high peaks and low valleys with infinite colors and shades. From this vantage point one of the first things we would notice would be the marked differences between countries.4,17–21 For instance, we could not fail to notice how woefully poor five-year cancer survival rates are for UK patients relative to many other European countries. A recent report has revealed that British cancer patients are substantially more likely to die of the disease than those in other western European countries (mainly because of poor access to the latest drugs).22 

Move in closer and we would also begin to notice the large variation between organizations, even within a single country. For instance, Jarman’s work23 has revealed that a patient is many times more likely to die in some US hospitals than in others. His analysis of hospital-standardized mortality rates for US hospitals plotted against the charge per admission (standardized for age and diagnosis) shows a 450% variation in a patient’s chance of dying depending on which hospital he or she enters, as well as an 800% variation in standardized reimbursement.

Zoom in yet closer and even sharper differences would come into view, this time between clinical departments (micro-systems) within the same healthcare organization, a mixed terrain of oases and deserts of quality where one wrong turn to the left or right could make the difference between superb and substandard care. Adler et al. have termed this the ‘Six West Problem’:24 patients receive fabulous care on ward 6 West that should be spread and be the norm hospital-wide, but when they cross the corridor to ward 6 East or 5 North they experience something altogether different. The contrast is stark and disturbing. As novelist Ian McEwan put it in a recent book, ‘the difference between good and bad care is near-infinite’.25 

Stark and revealing though they are, cold statistics like those quoted above, and neutral, almost aseptic, words like ‘variation’, can easily disguise or downplay the serious human consequences of such differences in healthcare quality. Replace, for example, the word ‘variation’ with ‘inequality’ and these differences begin to acquire darker and more troubling undertones, which echo throughout healthcare systems in many developed countries.26,27 In anyone’s book, ‘inequalities’ of this nature and extent must be unacceptable. Why, for example, Children’s Commissioner Al Aynsley-Green asks, should ‘an inner city child live fifteen years less than someone in the leafy suburbs five miles down the road?’28 Why, for that matter (referring back to Jarman’s work), should a person have a much greater chance of dying in one hospital than in another? Put this way, a journey like ours to understand how to narrow this variation − inequality − becomes more relevant and purposeful.

While being quite good at measuring these variations (or inequalities if you prefer), we are, unfortunately, much further behind in our understanding of what causes them, and even further behind in knowing how to reduce or remove them altogether: ‘Despite the stepped-up collection of information, experts know little about why variations in patient care persist’.9 

At the same time, many of our leading voices on healthcare quality point increasingly to understanding organizational issues in health service delivery as central to explaining variations in care and making progress towards improvement. The Institute of Medicine’s watershed To Err is Human1 and Crossing the Quality Chasm2 reports specifically identified organizational failings as one of the root causes of poor quality, with the latter devoting an entire chapter to analyzing healthcare organizations as complex, adaptive systems and the implications of this perspective for implementing change. As elaborated by others, this perspective includes recognizing the multiple levels of the healthcare system, and that high-level influences such as policy, payment rules, regulation and accreditation are strongly mediated by dynamics and responses at the levels of healthcare organizations, and the smaller units of healthcare providers they support in delivering services to the level that matters most − patients.29 

The general consensus is that our healthcare systems, in their current state of organization, are incapable of providing the quality of healthcare that most developed countries expect (and pay for).1,2,29 Reviewing assessments of quality of care across numerous countries yields a similar conclusion that ‘fundamental changes in the way medical care is organized, managed, and delivered will be necessary’ in order to seriously address the presently intractable quality deficiencies of our healthcare systems.6 One should not underestimate the size of the task this presents. This type of roll-up-the-sleeves organizational transformation is hard work and requires investment and effort from many different types of stakeholders throughout the healthcare system.30

Yet in trying to come to grips with the organizational dimension to healthcare quality, most of these same voices can only point vaguely to the ‘complexity’ and ‘diversity’ of the healthcare system, and the lack of sophisticated and integrated information systems that would provide data necessary for implementing improvements and for proper accountability of services. In its typical form, this suggestion implies that if only healthcare providers and other stakeholders had access to data they would be able to overcome everything, and figure out the way of delivering higher levels of care. Would it were that simple.

Although access to information is certainly one piece of the quality puzzle, on further inspection this appears a somewhat naïve view of organizational and individual behavior in terms of the non-trivial processes of how information systems are implemented and the way information is put to use and acted upon. It also seems to us that terms such as ‘complexity’ and ‘diversity’ are less explanations than place holders for an explanation, joining other all-time favorites such as ‘culture’,31 terms that are often deployed as a vague catch-all for any unexplained variance in an organization’s performance.

A rigorous, if relatively small, body of research does exist in the health services literature which specifically attempts to unravel this ‘black box’ of organization in healthcare delivery. Informed by organization and management theory (OMT), the better-accepted branches of this work focus on identifying organizational predictors of successful implementation of quality improvement (QI), typically using multivariate statistical methods and quasi-experimental data (see, for example,32,33). This research has been able to highlight a number of factors − such as leadership support, particular dimensions of organizational culture and climate, and team-based structures and composition − that appear to be associated with successfully implementing change in healthcare organizations. Unfortunately it has been less adept at shedding light on why these factors relate to one another, how they are related, and how in practice organizations go about influencing and setting these ‘key success factors’ in motion.

Juxtaposed to this work is a large body of descriptive accounts of improvement initiatives in healthcare organizations (see, for example,34–38). It is too simple to criticize much of this literature as self-reports, unmethodical, or otherwise non-reflective. Many of these accounts serve the highly useful purpose of illustrating the types and varieties of improvement activities taking place, what may be possible and, if nothing else, the intentions and mindsets of the authors who often themselves are involved in these endeavours.

There also happen to be a number of examples in this body of writing that do present systematic in-depth details and comparisons (see, for example,39,40). However, even these examinations tend to be overly descriptive, plagued by relative underdevelop ment of organizational concepts that would help to explain why some actions, strategies or initiatives worked and others did not, and in the end, frequently appear intent on regenerating the lists of factors common to the above literature rather than providing insight into how they interact and unfold.

As a result, we are left with a general literature on healthcare quality that, reflecting the wider fi eld of health services research, for the most part remains atheoretical, aprocessual, acontextual and/or ahistorical.41 This is a problem organization and organizational change research has worked hard to address during the past two decades, but which still impedes our ability to make the transition between research that is good on the descriptive ‘what’ to research that is also good on the explanatory ‘why’? This is particularly true of QI, which we believe remains under-theorised and over-popularized as a fi eld: one joke told by Micklethwait and Wooldridge 42 (cited by Weick and Quinn 43) is that the reason people often talk of quality and change ‘gurus’ is that they can’t spell the word ‘charlatan’. The total quality management (TQM) and continuous quality improvement (CQI) fi eld generally is tired and in need of new theories as well as new practices.

Perhaps it is overstating the case, but to us the overwhelming majority of studies in healthcare quality are descriptive rather than explanatory, and rarely take the time to construct theories or explanations for what they observe or fi nd in their analyses. This is particularly true of the organizational or human dimensions of QI, which re the focus of this book. One of the fundamental notions we are keen to reveal is that although technical factors, such as information systems, do play a major role in accounting for the quality ‘gap’, many of these are themselves rooted in organizational and human failures at a deeper perceptual, attitudinal, structural, cultural or processual level. Better information systems may therefore help, but don’t expect the problem to go away: such technical improvements are likely to be necessary but not suffi cient to remove the inequalities discussed above.

Unfortunately, given the strong traditional focus on the technical aspects of quality, it has been all too easy to forget (or simply fail to acknowledge) the fact that every aspect of care is accomplished through organization - or more accurately, processes of organizing - and therefore that organizational and human processes can be expected to play a huge part in determining the level and quality of care patients receive. If this is the case, and we will show that it is, it becomes imperative that as quality researchers we begin to widen our remit and seek to give greater prominence to the distinct characteristics and dynamics of these processes, design (or redesign) healthcare systems with these processes more clearly and explicitly in mind, and actively manage and guide these processes, rather than treating them as an afterthought, or leaving them almost to take care of themselves.

It still never fails to surprise us just how little attention has been paid by theorists and practitioners alike to this issue of organizing for high-quality healthcare. This is an omission we shall be seeking to rectify in this book by mapping out what such an organizational perspective on quality looks like, and then ‘populating’ it with real data from the healthcare field. In this respect, our study is arguably one of the first to apply contemporary streams of organizational theory − relatively untapped by conventional research on healthcare quality − to detailed, multi-level accounts of QI experiences across a variety of healthcare organizations. Our hope and aim in doing this is that it will help to unravel some of the mysteries of how the process of improving quality works, both in the complex ways different organizational and human factors influence each other, and in how the different levels of an organization can contribute in distinctive ways to making this process effective (or not).

Actually, the word ‘factors’ is not right here, because we cannot simply substitute organizational or human factors for technical or clinical factors. As we discuss in the next section, organization research of the kind we shall be calling on has repeatedly drawn attention to the weaknesses and limitations of the ‘variables paradigm’ and its associated logical-analytical language.44 It has shown that, while nice if it were true, there is rarely a single, or even dominant, set of factors that can explain why, say, only 55% of patients in McGlynn et al.’s study9 received their recommended care; or, for that matter, why some healthcare systems do significantly better or worse than the average in this regard.

The explanation is much more likely to be systemic and multi-factorial, and no amount of correlation between selected independent and dependent variables is therefore likely to be able to come up with a satisfactory explanation. Rather, it is in the interactions between a multiplicity of factors and processes (rather than the factors or processes themselves) that the answer is to be found; for instance, in the interrelationships between the attitudes people, individually and collectively, bring to the care enterprise, the behavioral routines they create, and the aspects of their situation to which they choose to pay attention. This brings us naturally to a discussion of some of the main differences between this present study and previous ones.




Five differences between this quality research expedition and previous ones

The reasons why we still lack good explanations for the ‘quality variation’ between and within healthcare systems may be traced to the somewhat narrow tastes and preferences researchers have cultivated towards the quality issue over the years.


Gazing down from the sky rather than searching on the ground

First, there is the traditional preference for a high-level, in some cases positively stratospheric view of the subject matter far away from where the action takes place, accompanied by a taste for big picture statistics that favor sweeping trends rather than the nuances, the shades and the ups and downs of everyday improvement activity on the ground. Given this, it is hardly surprising that the minutiae of QI programs and processes remain shrouded in mystery. As Øvretveit and Staines45 have recently pointed out:


Apart from a few projects, the details of which interventions were actually made are often not presented, and there are few adequate or independent research descriptions of actual implementations of organizational and system wide programs over time.



In contrast, the research approach we have adopted could hardly have been further from such a high orbit one, which, we believe, inevitably runs the risk of turning a varied and interesting landscape into one that is flat and featureless. We favored a ‘deep dive’ groundwards in order to get closer to the action. So what, in broad terms, did we find? Interestingly − though probably not surprisingly − this deep dive revealed a rich variety of approaches to QI, some of them similar but others quite different to each other, all offering strong support for the ‘equifinality principle’ in systems thinking that there are ‘many different paths up the mountain’ and many different ways of getting to the top. Just why some approaches have been chosen and work in one situation, while other very different approaches seem to work just as well in another situation, is a major theme for our discussion in Chapter 10, following the presentation of our seven organizational case studies in Chapters 2 to 8.



Descriptions of the ‘what’ rather than explanations of the ‘how’ or ‘why’

Second, the existing literature has traditionally focused on ‘what’ works rather than ‘how’ or ‘why’ it works, the dangerous and in our view doubtful46 assumption being that once it is known what works the solution can simply be replicated anywhere, without ever needing to know the detail of how or why it works. Again, in contrast to this approach, our work has been more on the explanatory ‘contingency’ side than the descriptive ‘universal’ side, the guiding belief being that once we know why and how something works in one organization we can avoid the trap of (invariably) failed replication in another and begin to construct specific, targeted interventions and home-grown, context-specific solutions that stand a more reasonable chance of working.



A search for variables rather than processes

Third, the customary preference for single (and simple) cause−effect ‘variable’ explanations for the quality differences (‘variance theory’) rather than systems or process explanations (‘process theory’)47 may be another reason why we lack good explanations for why some organizations perform better than others. Over the years, quality research in healthcare and beyond has come to be dominated by a kind of ‘menu mentality’, which loves to list and label all the key success factors that appear to correlate with quality healthcare (measurements and metrics, care pathways and evidence-based approaches being among the more popular). Our view is that menus like this are of limited value, especially to practitioners, because they:


	❒ are mostly self-evident and already well known to all

	❒ are usually couched in terms so broad as to be unusable in a practical setting (e.g. the ‘leadership factor’, ‘team-working’)

	❒ only tell you about the list of dishes on offer but provide little sense of how they taste or are best combined for a successful meal

	❒ make the cardinal error of assuming that the ‘keys’ to quality lie in individual factors or variables rather than, as we shall be proposing, the process and system interactions between them; that is to say, the chemistry or mix, the ‘between-ness’, and the flows and connections rather than specific factors themselves.



Conceptually, the root of the problem is that menus are fixed and static, whereas what we should be investigating (and will do so in what follows) are the interactions and dynamics over time, the positive ‘thermals’ or virtuous circles that may take an organization’s improvement efforts skywards, or the negative downdraughts and vicious circles that take them downwards to mediocrity and disappointment. We believe there is an urgent need to find out how these system or constellation effects (what Pettigrew et al.48 call ‘complementarities’) work, but unfortunately no amount of knowledge about the role of individual factors is likely to help in this regard. Pettigrew et al. define the task thus:


Focusing on interaction moves away from the variables paradigm toward a form of holistic explanation. The intellectual task is to examine how and why constellations of forces shape the character of change processes rather than ‘fixed entities’ with variable qualities.



Such is the central task of this book, one that will require a major shift in language and perspective that frees us up to think and talk about quality in terms of:


	❒ dynamics rather than variables (including situational dynamics) − Siggelkow’s elegant phrase for this is trying ‘to unravel the underlying dynamics of phenomena that play out over time’49 

	❒ an ongoing, emergent process (improving as opposed to improvement, developing as opposed to development), what Weick50 once referred to as ‘the innocent little i-n-g’ that makes process research what it is

	❒ bottom-up, exploratory learning and inquiry rather than the top-down implementation of a program or plan

	❒ growth rather than structure.



These features are strongly in evidence in the work of the ‘new OD’ (organization development) theorists, which draws on a number of convergent intellectual streams such as sequence theory, spiral dynamics, generative theory, and action inquiry.51–53 They may also be found in the work of a growing number of organization theorists who have been petitioning for a shift in organization and management theory (OMT) from ‘variance’ or ‘variables’ theory to ‘process theory’.

One such theorist in the healthcare domain is Ann Langley, who describes in the following extract54 what this is likely to involve, conveniently offering at the same time a near-perfect description of the way we went about the research for this book:


Process research is concerned with understanding how things evolve over time and why they evolve in this way, and process data therefore consist largely of stories about what happened and who did what when − that is, events, activities, and choices ordered over time.. . Whereas variance theories provide explanations for phenomena in terms of relationships among dependent and independent variables (e.g. more of X and more of Y produce more of Z), process theories provide explanations in terms of the sequence of events leading to an outcome (e.g. do A and then B to get C). Temporal ordering and probabilistic interaction between entities are important here. Understanding patterns in events is thus key to developing ‘process theory’.



The problem, as ever, is that this is all so much easier said than done. Although well-established methods do exist for identifying and measuring cause−effect relationships of the traditional kind, this is certainly not the case with ‘systems’ and process models. Having surveyed what little there was actually on offer we found ourselves with no option but to recognize that if we wanted to move from a ‘variables’ to a ‘process’ model of change and improvement, then we would have to develop our own, the main fruits of this endeavour being the network mapping technique described and applied to our cases in Chapter 10.



Macro- or micro-system research (but rarely both together)

Fourth, traditional QI research takes either a macro- or micro-system focus, but rarely (if ever) both together. We have already drawn attention to the strength (but also the weakness) of healthcare research at the macro-system level (Leatherman and Sutherland’s often-cited quality of care chartbook55 being a good example of one that is strong on descriptive statistics but characteristically weak on explanations). However, thanks to the pioneering micro-systems work of Dartmouth-Hitchcock researchers in the US over the past five years we now have considerable strength at the front-line caregiving level,56–58 significant because if there had been any knowledge lacuna up to that point it would have been here. Unfortunately, while we also have a strong affinity for this micro-system locus of attention, it does not help resolve the original problem of the single-level focus; indeed, all that has happened is that the level in question has shifted from the macro to the micro.

In responding to this issue − and, in our view, shortcoming − of single-level explanations, we have been greatly influenced by the work of House et al.,59 who have led us to the hypothesis that ‘quality’ is a multi-level phenomenon that requires a simultaneous ‘both-and’, multi-level analytical focus, what they describe as a ‘meso’ paradigm or approach. The ‘key’ to understanding, they propose, lies not in any one level of the organization, be it the macro or micro (strategic or operational), but in the various and complex ways the different levels combine (or not) and interact with each other:


Meso research and theory are aimed at synthesizing micro and macro organizational processes. A synthesis is a co-ordination of elements into an integral whole − a new entity distinctly different from its parts.. . It is our argument that micro and macro processes cannot be treated separately and then added up to understand behavior in organizations



Drawing on their ideas, we shall describe how we developed and then applied a similar ‘meso paradigm for quality’ to our own organizational case studies, resisting the temptation to choose between studying quality at the macro or the micro level, and trying instead to look at both. What we could not have anticipated was just how different the perspectives, rationales and explanations for their success of staff working at these two levels would turn out to be. Not only this, but also how the success of these organizations is closely bound up in the multi-level interactions and interdependencies between these two levels.



A focus on clinical and technical factors and processes to the exclusion of human and organizational processes

To date, the hard left-brain technical and operating systems factors have received by far the greatest attention in quality research, but what our research has revealed is how important the softer right-brain organizational, cultural and human factors are in improvement efforts − issues such as identity, aesthetics, politics, leadership, value systems, organizational ‘slack’, and learning, none of which have received anything like the same amount of attention. We argue that future research, policy and practice need to address the sociology of improvement in equal measure to the science and technique of improvement, or at least expand the discipline of improvement to include these critical organizational and human processes. Practitioners especially should refer to the wonderful example set by Luther Midelfort hospital (see Chapter 6) in achieving the perfect balance between the socio and the technical, and also by San Diego Children’s Hospital (see Chapter 2). Modern ‘Lean production’ practitioners should also take note, as did Luther, that Lean without the socio may improve system performance and efficiency but not necessarily service quality or the patient experience.




Study methods and approach


An orientation to our journey

We could have gone out seeking answers to the many challenges posed by this research armed with hypotheses to test, and there is an abundance of these in the TQM and CQI literatures, but we decided instead to start with something else: the practice rather than the research. We wanted to find out what people are doing (and not doing) in the QI arena, and the reasons they give for doing or nor doing it; that is to say, the rationales that are driving their policies and practices.

This book is based, therefore, on inductive, grounded (i.e. ground-up; cf. Glaser and Strauss60 ) research, where theory and empirical development unfold together and feed each other, ending with some clear hypotheses about how you implement, spread and sustain quality rather than beginning with them. The broad goal of this kind of research is a richness of understanding, which in terms of preparation calls for a ‘head full of theories’61 and what Paul Schulman (cited by Weick61 ) calls ‘conceptual slack’: a diverse set of theories, models and causal assumptions that serve as a hedge against premature closure, while at the same time allowing the mind to remain open to all kinds of explanatory possibilities (what designers call ‘fluidity’). The word ‘open’ is important because what we are talking about here is going into organizations with an open − as opposed to an empty − mind.

In our case we wanted to try to understand at a deep level the kind of processes that enable healthcare organizations to achieve QI; what was it that had taken them to the heights of excellence (as perceived by their patients and peers and supported by clinical and performance data), and had then enabled them to remain there for what, in most of our cases, had been a considerable period of time?

But where to look for these? As Stephen Barley noted some years ago,62 one does not always go to the academics to find the new and emerging theories, but to the practitioners. Contrary to popular belief, academic theory often follows rather than leads practice theory. Accordingly, the task we set ourselves was to go and find out what the lead practice theories were, particularly among the frontline innovators in the quality arena where they would most likely be found. That was our quest. So where did we go and what did we end up actually doing?



Fieldwork

In-depth fieldwork was carried out initially in nine healthcare organizations: five in the US and four in Europe (see Table 1.1). These organizations were selected on the basis of peer recommendations from international experts working in the improvement field in the UK and US, and from surveys of various kinds of awards and recognitions that these organizations had received for outstanding performance in the quality arena. Following site selection, high-performing micro-systems were chosen on the basis of soundings taken from a variety of internal staff at different levels of each organization. We were thereby able to obtain the view downwards from the top team and upwards from a micro-system, which enabled us to explore the interrelationships and dynamic interplay between them and to distinguish the roles each level was playing in the overall improvement effort.


[image: ]

FIGURE 1.1 A human as well as a technical challenge



The fieldwork63,64 took place intensively over an 18-month period, involving approximately 15 people days’ work in each organization and carried out by two or three researchers. We used intensive qualitative methods, including face-to-face interviews and informal discussions (all tape-recorded and transcribed), observation of staff meetings and day-to-day clinical practice, and collection of organizational documents as well as any published external reports for all the selected macro- and micro-systems.




Table 1.1 Case study sites: selected macro- and micro-systems with meta-narratives




	MACRO-SYSTEM

	MICRO-SYSTEM

	META-NARRATIVE /KEY THEME




	United Kingdom

	
	



	Royal Devon and Exeter

	Orthopedics center

	Organizational identity




	Peterborough

	Radiology department

	Empowerment




	King’s College

	Breast cancer clinic

	Organizational citizenship




	United States

	
	



	Children’s Hospital of San Diego, California

	Allergy and immunology clinic

	Mindfulness and sensemaking




	Cedars-Sinai, California

	Emergency department

	Organizational learning




	Luther-Midelfort Mayo, Wisconsin

	Critical care unit

	Socio-technical systems




	Albany Medical Center, New York

	AIDS treatment center

	Social movements and mobilization




	SSM Health Care, Missouri

	Intensive care unit, St Joseph’s Hospital

	Spiritual capital




	The Netherlands

	
	



	Reinier de Graff, Delft

	Varicose surgery

	Collective leadership







We also show in the third column of Table 1.1 how it was possible in each case to identify a dominant theme − what we call here and elsewhere65 the meta-narrative − something that stood out from other factors, that gave each organization’s approach to QI its uniqueness and distinctiveness, and to which other factors (many of them overlapping between the cases) seemed to connect, root and branch (related approaches to analyzing complex sets of qualitative data in this way include meta-ethnography66–68). On the other hand, in talking about meta-narratives it is important to emphasize from the outset that we are referring to a higher level of abstraction, or superordinate theme in the narrative, and in no way seeking to undermine or contradict the multi-factorial nature of improvement systems and processes described earlier. As we have said, the meta-theme is what stood out from other processes in each of the stories, but this is not to say that all of these other themes and issues did not exist.

As always, the writer Rudyard Kipling acted as our guide and mentor for the research journey, providing in his poem a high-level checklist of the different kinds of research questions that needed to be covered (see Box 1.1):

BOX 1.1 Research questions


‘I have six honest serving men,

They taught me all I knew,

Their names are WHAT and WHY

And WHEN

And HOW and WHERE and WHO.’

The WHAT in this case being ‘thick description’, observation and collection of ‘quality’ stories (see the ‘richness’ issue, described above);

The WHY being the interpretive, sensemaking element (see explanatory emphasis also discussed above);

The WHEN being the task of reconstructing the chronology of issues and events with the players themselves;

The HOW being the interactions, dynamics and processes involved in the evolution and development of the quality journey;

The WHERE being the contextual element, near (organizational) and distant (the healthcare sector);

The WHO being the actors and how they viewed things from the position of participant.


Drawing on the data collected through all of these methods, we then prepared draft case study narratives,69 piecing together the various accounts of each individual organization’s journey to quality. These original full-length drafts were then fed back to key informants in the participating organizations, where possible accompanied by presentations of the key findings to a wider audience for additional feedback, discussion and comment. In-depth case studies of quality programs of this nature are rare enough in healthcare research,70 but feeding them back (not only for validation purposes but also in an ‘action’ context for stimulating further reflection and discussion) is, we believe, relatively unheard of in quality research. In the end, for reasons of length and not being able to do full justice to all the material we had gathered, we were compelled to exclude two of the cases from this book (King’s and SSM Healthcare). Readers can be assured that many of the themes and issues revealed in these two cases will surface here in various forms and guises. Again for reasons of length, the original full-length versions of the remaining seven case studies have also had to be shortened considerably for this book.

The metaphorical journey-based narrative approach71 used in this research provides a unique perspective on what leading healthcare organizations on both sides of the Atlantic were able to achieve and the various processes associated with their successful QI efforts, but also a temporal perspective on how sustained improvement was accomplished and how failures and ‘bumps in the road’ led to alternative directions and solutions. As already stated, although research has provided an abundance of data on key success factors in QI efforts, very little was previously known about how these combine and interact with each other in the improvement process over time.



Analysis

Before diving headlong into the first of the seven case studies we would like to give the reader both a preview and an overview of the places to be visited and the kind of issues and key themes encountered (i.e. the meta-narratives of each case).

‘Mindfulness’, a concept that figures prominently in the work of organization theorist and social psychologist Karl Weick, holds that quality or excellence is essentially a human accomplishment − an individual or group mindset characterized by a constant and intense awareness or alertness to the prevailing situation − and draws attention to the importance of the social, social-psychological and organizational dimensions of QI efforts. This notion of quality as a social construction draws attention to the meanings, values and beliefs that people bring to the organization care setting, summed up in Weick’s concept of sensemaking. The story in Chapter 2 of one organization, San Diego Children’s Hospital in California, focuses on a micro-system (the Allergy and Immunology Clinic) to illustrate the practice of mindfulness and sensemaking within the context of the methodology laid down from the top for the practice of quality: clinical care pathways.

The central thesis of Chapter 3 is that QI efforts need to address the issue of identity because it is a source of (a) standards and excellence (b) pride and commitment, and (c) sustained quality of care. The stories and tales we were told by those we met and interviewed at the Royal Devon and Exeter NHS Foundation Trust led us to speculate throughout this chapter about the importance of ‘identity’ in relation to sustained quality of healthcare: in particular, the influence of corporate identity, professional identity and personal identity, and how these may impact on quality and service improvement efforts. The micro-system under study in Exeter is the Princess Elizabeth Orthopaedics Centre.

The goal of Chapter 6 is to understand how the Luther Midelfort Mayo Health System in Eau Claire, Wisconsin − a healthcare organization serving a relatively small, rural community − has become a nationally recognized leader in sustained QI. The case analysis points to the character of Luther Midelfort as a smartly designed sociotechnical system. The institution as a whole exhibits a great deal of attention and insight into both the social aspects of the organization (its culture, the commitments and motivations of staff, the informal patterns of relationships among groups) and the technical aspects of work systems (the transformation of effort and resources into products and services, the transfer of information, and the use of technologies). The chapter explores the ways in which senior management at the macro-level and the leadership of the critical care unit at the micro-level of the organization manage the interaction between these systems to achieve a synergy that furthers the organization’s goals, particularly in relation to quality of care.

Chapter 7 and the recent literature on ‘empowerment’ provide strong evidence for the need to adopt a wider conception of the term than has been the case up until now, one that embraces not only the usual power and control issues, but also issues of organizational style, relationships, motivation and culture. We use the broader, deeper sense of the term here, one that resonates with an organic view of empowerment and that moves away from the tired literature and management-speak on this concept. Here we examine the impact empowerment as a process and a relationship has for employees, and its consequences for organizational creativity, flexibility, learning and effectiveness. The radiology department at Peterborough forms the micro-system for this chapter.

Unlike most of our chapters, which give fairly equal weight to analysis of the macro-system and the micro-system, our focus in Chapter 8 (our final case study) is primarily on the micro-system: the AIDS Treatment Center (ATC) of the Albany Medical Center (the macro-system). This is because the factors that have led to its high performance are attributable as much to the internal characteristics of the micro-system and the unique features of AIDS care in the US as to the influences of the larger medical center of which it is a part. Given ATC’s principal identity as a clinic serving HIV/AIDS patients, it is not surprising that the organization has been strongly influenced by the AIDS movement, one of the most successful movements in American health during the past three decades and closely associated with wider movements for gay rights and patient rights. For example, staff exhibit the hope, caring and idealism that is associated with commitment-based movements, whose goals or cause focus on improving society. This chapter therefore examines sustained QI from a social movement and mobilization perspective.




Looking back over the journey

Journey completed, the final thing that needed to be done was for us to find a suitable high point on the landscape from which to look down and back on the places we had visited, and allow us to gain an overall sense of what we had seen and experienced. Siggelkow describes this as ‘cutting through’ and ‘rising above’ the idiosyncratic case and ‘unearthing similarities across cases’, and argues that this is essential if case studies are to be more than interesting vignettes and be capable of making a bigger and wider contribution to theory and practice49 (see also Eisenhardt and Graebner72 ).

At ground level our eyes had naturally been drawn to the variety and detail in the organizational landscape, but from higher ground we could at last let our eyes run over and between all of the sites, and ponder whether there were commonalities we may have missed. The more we compared the stories and the more we tried to look above and beyond the details, the more common contours and features we began to see. Another way to represent this idea would be to say that just as the skyline of every city is never the same, so it was the case here with our different organizations, although this is not to say that there are not common issues and challenges that any city − or QI process − will face as it seeks to put the foundations in place, begin construction, and then start to grow and thrive.

We shall leave the details of this notion − what is known in social science as the ‘universal but variable thesis’ − to a later chapter (Chapter 9). However, we believe it may be worth alerting readers in advance to the core challenges we found, so that they can begin to look out for them as they read the case studies, and be able to appreciate the varied and infinite ways in which people in the different organizations sought to address and manage them.

Drawing generalizations from case study research is always an issue, but this notion of ‘common challenges, diverse solutions’ has hopefully enabled us to do this without losing the uniqueness and individuality of each organization’s approach to quality excellence. Here, though, the rationale for doing this is more of a practical than a conceptual one: we firmly believe that the reason why these organizations have been able to achieve, and then sustain, high levels of care is that they have recognized and been extremely successful in addressing the challenges in question, on an ongoing basis and in ways that have been appropriate to the local contexts in which they have found themselves. In short, the challenges we have identified, or rather, the way that the organizations have taken up these challenges, provide important insights into why these particular healthcare organizations have been successful in the quality arena.

Here are the six common challenges we identified from across the nine in-depth case studies:


	❒ structural (organizing, planning and co-ordinating quality efforts)

	❒ political (addressing and dealing with the politics of change surrounding any QI effort)

	❒ cultural (giving ‘quality’ a shared, collective meaning, value and significance within the organization)

	❒ educational (creating a learning process that supports improvement)

	❒ emotional (engaging and mobilizing people by linking QI efforts to inner sentiments and deeper commitments and beliefs)

	❒ physical and technological (the designing of physical systems and technological infrastructure that supports and sustains quality efforts).



Building on this framework in Chapter 9, and at this point with our sights set firmly on practice and the needs of the practitioner, we draw on the stories from the seven case study organizations included here to illustrate the array of approaches and means of addressing them as they were described to us. This takes the form of a checklist, map or guide that readers can use to identify where the organizational gaps in their local improvement efforts may lie and what they may need to do to address them.

In chapter 10, which takes the form of an advanced guide for theorists and the more venturesome and intrepid practitioners, we introduce a novel methodology that utilizes formal network analysis techniques for examining and visualizing the particular constituent processes and the ways they are inter-related. These ‘process mappings’ provide a way to make useful comparisons across organizational contexts in order to generate insights into organizing for quality in healthcare.

Finally, one of our hopes for future improvement journeys is that practitioners and researchers, currently, and all too often, strangers to each other − will come much closer together and share their knowledge, learning and experience, in so doing avoiding some of the mistakes we so obviously made. To this end Chapter 11 looks at some of the implications of our work for both of them and the roles they will need to play if it is to be a fruitful joint endeavour.
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