


13

Hence, the service quality was perceived as having been good by the patient. If given a
choice, the patient may well have been inclined to return to that facility if necessary and
to recommend it to others. However, it is possible that the x-ray equipment may not have
been properly serviced and inspected and may not be functioning properly. Asa nesﬁlt, a
poor resolution x-ray may have been produced resulting in an incorrect diagnosis.
Additionally, the equipment may have leaked undetected radiation leading to unnecessary
radiation exposure to the patient and staff. A properly conducted JCAHO survey should
have included the review of equipment maintenance and inspection reoordsl. It is likely
that these deficiencies would have been detected, and thus reflected in terms of a lower
overall accreditation score. Here, service quality expressed as patient satisfaction was
favorable, yet patient welfare may have been adversely affected due to poor technical
quality. This example illustrates how a disassociation between technical and service
quality can directly impact patients,

Although the accreditation and patient satisfaction quality measures examined in
this study did not appear to have an association and have acknowledged shortcomings,
they have both provided valuable feedback to hospitals regarding performance
improvement. More importantly, direct and indirect benefits of hospital accreditation and
patient satisfaction monitoring have enhanced patient welfare. As a result of these
positive attributes, the lack of an association between these two quality indicators and no
seemingly more favorable alternatives available at this time, it seems appropriate to
continue to measure them, along with other quality indicators such as clinical outcomes.
This can be accomplished through a consolidated quality scorecard approach. A few

hospitals have begun doing so under a “balanced scorecard” approach. Under this



method, several quality indicators have been simultaneously measured with the goal of

concurrently enhancing both service and technical measures of quality (Griffith et al.,
2001; Kaplan & Norton, 1996; Simons, 2001). This strategy is yet to gain widespread
acceptance and may need modiﬁcation.to reflect practical aspects of implementatiour.
One such modification could involve weighing indicators unequally to recognize their
relative importance to desired outcomes. Such an approach could represent the
foundation for a pragmatic and effective approach to institutional health care quality

enhancement in the future.

Study Limitations

In addition to several potentially valuable findings, there were some limitations
that were identified while conducting this research project. The first of these was that
few firm conclusions should have been drawn from the results due to the iﬁferential
nature of this study. This project sought to examine associations between measures of
hospital accreditation and patient satisfaction and no significant relationships were
determined; a point that in and of itself restricts the assertion of firm conclusions.
However, even if strong associations were identified, causality would not have been
established. Such findings may only have hélped form the foundation for future studies
in this area, including ones targeting causal relationships.

A second limitation related to the subject sampling method and size. Regarding
the sampling technique, all hospitals meeting the inclusion criteria, willing to participate
and who could furnish the appropriate data were included in this project. Sixty-eight

hospitals meeting the inclusion criteria were identified and forty-one agreed to participate
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and could furnish the required information. Ideally, a random sample from a larger
population of potential subjects would have been used to help optimize the study design
by strengthening internal and external validity. Additionally, the application of
statistical test of power would have helped determine the minimum number of study
subject hospitals needed to generalize the results confidently to a larger population of
hospitals, thus maximizing the external validity of this project (Portney & Watkins,
1993). However, gaining consent to participate and follow-up efforts to collect data,
particularly that pertaining to patient satisfaction, were very labor intensivel and time
consuming taking approximately one-year to complete. The solicitation of additional
potential hospital subjects would have concurrently required much more time for data
collection, increasing the age of the data and possibly resulting in a different study
shortcoming relating to data obsolescence. Additionally, the lack of outside funding for
this project virtually eliminated the possibility of using a research assistant to help
expedite the data collection. Consequently, the sampling technique and size were used in
this project for pragmatic reasons to optimize the trade-off between study design and
resource restrictions.

In addition to the impact of the sample type and size, the inclusion criteria used
for this study may have impeded the extemnal validity of this project and resulted in
another study limitation. The inclusion criteria were selected to maximize the
homogeneity of the subject hospitals to minimize the impact and likelihood of initially
unforeseen confounding variables such a regional differences. However, maximizing
internal validity can be done at the expense of external validity, or the extent to which the

results can be generalized to a larger population. The inclusion criteria were selected to



establish a balance between external and internal validity. However, it would not be

appropriate to generalize thc. study outcomes to hospitals not meeting the inclusion
criteria, such as veterans’ hospitais excluded from the JCAHO process, those who have
used only in-house staff to measure patient satisfaction levels or those in other
geographic areas. As a result of an abundance of such hospitals in the US, not being able
to generalize these results to such hospitals was a further limitation of this project.
Another potential limitation was the possibility of a participation bias toward
hospitals with more favorable JCAHO, and more particularly, favorable paltient
satisfaction scores. During data collection, several potential hospital subjects indicated
that they were concerned over the maintenance of confidentiality. While investigating
this concern further , it became apparent that several such hospitals had lackluster
JCAHO or Press-Ganey scores and were initially reluctant to participate because a breach
of confidentiality could jeopardize their competitive position in the marketplace.
However, failure to reci'uit a balance of hospitals along the continuum of such scores
would have weakened this study. To mitigate the fears of potential hospital subjects, the
confidentiality notice was furnished to all hospitals considering participation in this
project. This approach, combined with other strategies such as offering to share
summary results on a confidential basis, and willingness to give an in-person presentation
to hospital administrators, seemed to have alleviated these concerns. An initial review of
the range of JCAHO and Press-Ganey scores suggested that hospital participants with
wide ranging scores were included in this study. This was also supported by the wide
range of scores displayed in score distribution histograms included as Figures 1, 2 and 3

in the preceding chapter. Additionally, the performance of single-sample ¢-tests revealed
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that there was a relative similarity between the mean for the JCAHO and Press-Ganey
scores for subject hospitals versus all hospitals in the Press-Ganey database and those
participating in JCAHO accreditation (Portney & Waikins, 1993).

A further potential limitation of this study resulted from a possible shortcoming in
the measurement tools. A review of accreditation and patient satisfaction information
revealed little score variation for some of these data. According to Portney and Watkins
(1993), a measure with little or no score variability suggests that the assessment process
and criteria may be insufficiently sensitive to be useful.

An almost complete lack of variability was uncovered in a few categorical
JCAHO accreditation scores, such as that for the nursing category. Additionally, little
variability was seen in nominal ow;erall Press-Ganey patient satisfaction scores and to a
lesser degree with overall JCAHO accreditation scores. The mean and standard deviation
of these scores for participating hospitals was compared to those values for all hospitals
in the Press-Ganey data base and all hospitals accredited by JCAHO and was found to be
sufficiently similar to assert that the forty-one hospital subjects was, in fact, a
representative sample. It was also confirmed through the application of single-sample
tests, which confirmed a similarity between the means for both the population and that
for the sample used for this study (Portney & Watkins, 1993). However, the variability
of overall Press-Ganey patient satisfaction scores for all hospitals in their database
appeared rather small. The standard deviation for nominal overall patient satisfaction
score for all hospitals in the Press-Ganey database is proprietary and not obtainable from
them, However, a review of patient satisfaction benchmarking data indicated that a smatl

change in overall satisfaction nominal scores generally had a comparatively large effect
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on corresponding Press-Ganey hospital percentile ranking versus other hospitals. In
some instances, an improvement in overall patient satisfaction nominal scores of 0.5 on a
100-point scale resulted in a disproportionate change in ranking of more than ten percent.
This result strongly suggested that the hospital overall satisfaction nominal scores were
grouped closely together, perhaps so much that the low variability may have caused the
sensitivity of their measurement criteria and process to be questioned. Similarly, a
review of the mean and standard deviation of overall scores for all hospitals accredited by
JCAHO was suggestive of a relatively small amount of variability in such @ms. The
low degree of variability and sensitivity of the two measurement tools could have caused
the associated validity of them to be suspect. This potential shortcoming in the
measurement tools used as the basis of this project represented a possible limitation of
this study. A more in depth study of the sensitivity of the JCAHO and Press-Ganey

measurement tool, criteria and process represents an opportunity for future research.

Future Research Opportunities

The findings of this study have uncovered some potential areas worthy of further
investigation. One such area involves conducting a study similar to this project which
addresses some of its limitations. A larger nationwide study with the inclusion of more
subject hospitals, randomly selected from various geographic locations would better
facilitate the generalizing of results, thus strengthening the external validity.

Another research opportunity exists in the examination of the relationship among
several quality indicators, through the inclusion of clinical outcomes, in addition to the

indicators used in this study. Such a project would permit a comprehensive investigation
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of three of the most commonly used indicators of istitutional health care quality. This
type of study would hold the opportunity to examine a multitude of bivariate and
multivariate relationships. This approach would also permit an examination of the effect
of a multitude of variables, including interaction among several independent variables, on
a dependent variable through multivatiate statistical analysis. Due to the existence of
many factors which may impact hospital quality, highly sophisticated multivariate
analyses using additional indicators such as clinical outcomes may represent a more
realistic model for such research. |

A more comprehensive examination including several quality indicators holds
potential for one such indicator emerging as being more substantial by having a greater
effect on the others. From a practical standpoint, such a project could eventually result in
improved hospital quality resource allocation.

Further opportunities for research may lie in the individual examination of the
processes and measurement tools of JCAHO and independent patient satisfaction firms
such as Press-Ganey. Though both of these approaches to institutional health care quality
have undergone validity and reliability testing, there is clearly room for improvement.
One such area is the lack of score variability in both JICAHO and patient satisfaction
measurement tools and processes. Research projects aimed at identifying the suspect
measurement areas, investigating the reasons for the small degree of variability and
recommending alternatives to address these shortcomings, could represent highly
worthwhile endeavors.

Morcover, future studies could aim to determine the value of adjusting the Press-

Ganey patient satisfaction measurement process to reflect the impact of demographics.



Rahmqvist (2001) determined that demographic factors such as age, sex and race can

influence patient satisfaction ratings and should be considered when interpreting and
benchmarking such data. Currently, Press-Ganey and some other patient satisfaction
firms report demographic profile information corresponding to patient satisfaction
ratings. However, generally no attempt has been made to adjust these ratings to reflect
the impact of demographics and aid in more accurate interpretation of patient satisfaction
ratings. Lack of such adjustment can result in inaccuracies in comparing patient
satisfaction scores within an organization where patient demographics havé changed or in
comparing such ratings to those of others institutions. Additional research could be
aimed at investigating the methods of accurately reflecting the influence of demographic
factors on patient satisfaction scores. Related studies could also further examine whether
certain demographic variables such as patient diet, may have a greater impact on patient
satisfaction, than other patient attributes.

Another possible area of focus in patient satisfaction measurement could be an
examination of the similarities and differences among the various measurement tools and
processes of different patient satisfaction firms. There are approximately twenty major
consulting firms in the country offering patient satisfaction measurement services to
hospitals and other health care organizations (AHA, 2000). However, at this time there is
little collaboration amongst them and no comparisons of their various measurement tools
and processes. Consequently, hospitals switching patient satisfaction firms are generally
unable to accurately compare results obtained while associated with each such firm. This
concern also may make hospitals dissatisfied with their current patient satisfaction

monitoring firm reluctant to switch to another company. Efforts to compare such
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measurement instruments could lead to better uniformity amongst them, perhaps leading
to a single hybrid tool reflecting the best practices and maxumzmg validity and reliability
among all such firms. Related research could also examine whether the survey
instrument and processes of independent patient satisfaction firms other than Press-
Ganey, may correlate more strongly with JCAHO accreditation scores or other quality
indicators such as clinical outcomes.

A final opportunity for research uncovered by this project involves the
examination of the resources expended to different areas of instjtutional Mm care
quality. Based on annual surveys of hospitals throughout the country, the American
Hospital Association (2000} has established that health care organizations are directing
immense resources in preparing for JCAHO surveys and in optimizing patient
satisfaction ratings and clinical outcomes. While there is some overlap in the
measurement criteria, there are many unique measurement categorics specific to each
major quality indicator. The results of this study support the notion that accreditation
and patient satisfaction are essentially separate processes with unique measurement
criteria and resource requirements. However, precise quantification of resources
dedicated to these and other major health care quality indicators was not evident in the
literature. Determining the approximate resources dedicated to maximizing each major
quality ndicator could help determine the cost of the balanced scorecard approach
espoused by Griffith et al. (2001) and Simons (2000). Additionally, such information,
when combined with the results of other similar studies, could prove invaluable in
permitting hospitals to devise an approach to optimizing the allocation resources, which

is particularly notable given the current environment within the health care industry.
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Chapter VI

SUMMARY AND CONCLUSIONS

Though the results of this study are mainly inferential, there are some conclusions
that can be asserted. The first of these relates to the existence of shortcomings in both the
JCAHO accreditation process and in the patient satisfaction monitoring practices of
Press-Ganey.

Regarding the JCAHO accreditation, the United States Department Iof Health and
Human Services, Office of Inspector General, has identified several such limitations.
Primarily, these shortcomings related to insufficient survey focus on outcomes, including
patient satisfaction, and survey dates announced well in advance leading to contrived
setting in which such hospital surveys are conducted (Office of Inspector General, U.S.
Department of Health and Human Services, 1999). JCAHO has attempted to remedy
these issues, in part through its ORYX initiative JCAHO, 1998). However, the existence
of some other shortcomings emerged from this study.

The first of these concerns stems from the principal finding of this project that
there was no relationship between accreditation scores and patient satisfaction levels.
Given that these have been two separate measures of quality and the impact that the
limitation of this study may have had on the resuits, one would not have expected a near
perfect relationship. However, a reasonable study design was employed for this project,
which included numerous statistical calculations. In light of the original hypothesis, it
was expected that some meaningful pattern of associations between these indicators

would have emerged. However, no interpretable cluster of relationships was revealed.
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This has caused the investigator to conclude that the JCAHO acereditation process is not
- a comprehensive quality measure and tends to dispel the perqeption that there exists a
gold standard for measuring institutional health care quality at this time.

In addition, minimal score variability for certain categories and the moderate
summative score variability appeared to have weaken the sensitivity, and hence the
validity, of the JCAHO accreditation methods (Portney & Watkins, 1993). From this
issue and the predominant lack of association with patient satisfaction ratings, it was
further concluded that the JCAHO survey results can only be viewed and iﬁterprcted by
health care authorities, with these limitations in mind.

Similarly, concerns surfaced about patient satisfaction ratings. O’Hara et al.
(1997) acknowledged the limited ability of patients to accurately judge technical quality,
a shortcoming of patient satisfaction measurement in general. However, this study
identified another shortcoming limiting the usefulness of patient satisfaction information
furnished by Press-Ganey. The small amount of categorical and overall score variability
raised validity and reliability questions, hence, restricting the value of such data. Other
issues relating to the lack of adjustment for the influence of patient demo graphic factors
made the resulting data suspect.

Despite these shortcomings, it appeared fair to conclude that both of these quality
indicators have, and continue to provide valuable information to hospital administrators
and other health care officials. As aresult and because of the apparent lack of a
meanmgful relationship between these two indicators, it seems appropriate for hospitals
to continue to measure both of them However, it is also important to review and

interpret the data understanding the limitations and not to overly emphasize any single



quality indicator. Perhaps this could be done through a balanced scorecard approach

involving the simultaneous measurement of several quality igdicators, such as that
espoused by Griffith et al. (2001) and Simons (2000).

These results may also have relevance to the application of CQI in health care.
Within the traditional CQI medel, technical and service quality are inseparable and the
customer defines quality. However, the apparent disassociation between hospital
accreditation ratings and measures of patient satisfaction indicates that technical quality
and service quality are separate processes in health care. Consequently, rcﬁcwing these
results with other findings such as those of Grol (2001) and Bluménthal {1996), who
found few examples of the successful implementation of CQI in health care, one can
conclude that the traditional CQI model does not fit in the health care industry, at least
without significant modification.

Finally, it appeared fair to conclude that managing and optimizing quality in
health care presents special challenges not found in other industries. In this industry,
there have been a large variety of customers including patients, insurance companies and
HMOs and hospital staff, each with specific needs. However, there have been numerous
influences restricting the ability of any one party to meet such needs. Additionally,
technology, financial constraints and changing governmental regulation have made health
care an extremely dynamic, and sometimes volatile, industry. As a result of this myriad
of often opposing influences, it can be further concluded that the equation used to
optimize institutionat quality in health care is quite complicated and a work-in-progress.
Additional research in this area will be needed to provide valuable insight regarding the

management and oversight of institutional health care quality in the future.
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Appendix C

Subject-Hospital Screening Questionnaire

Name of Hospital:

Hospital Address:

Hospital Contact/Phone Number:

1. Would your institution consider participating in a study which compares JCAHO survey
scores and patient satisfaction ratings (with the understanding that prior to your official
consent, details of the study would follow via a letter of intent and a fully executed
confidentiality agreement)?

2. Date of last complete JCAHO survey:

3. Are patient satisfaction levels independently measured:

4. If yes to Question #2, name of independent patient satisfaction survey firm:

5. Hospital financial structure: For-Profit Non-Profit ___ Other ___
6. Number of hospital beds:

7. Average percent occupancy by patients:

8. Number of intensive care units:

9. Type of intensive care units (Adult, Neonatal, etc.):

10. Trauma Care Rating of emergency dept. (II1, Il or I):




Appendix D

& JCAHO Survey Scoring Grid
1999 Hospital Performance Report
Anytown Medical Center

555 Streetway Boulevard
Anytown, NJ 55555

Full Survey
Overall Bvaluation Score: 99

Overall Evaluation Score Comparative Data

Qverall Evaluation Score Between: Percent of Hospital Facjlities
90 to 100 62%
80to 89 36%
7010 79 2%
60 to 69 0%
Oto 59 0%
Current Status

Update Overall Evaluation Score: 99

The Overall Evaluation Score is derived from an assessment of an organization's compliance
with all applicable Joint Commission standards at the time of the ful} survey. It is based on a scale
of 0 to 100, with 100 representing the highest possible score.

Comparing Scores - The smaller the differences in scores between organizations, the less likely
there is an actual difference in the levels of performance between them. There may be no real
difference between an organization that scores 88 and an organization that scores 81. However,
the greater the difference in scores, the more likely there is a difference in patient care.

The Updated Overall Evaluation Score is calculated after follow-up and other monitoring
assessments have been conducted. The updated overall evaluation score assumes continued
standards compliance in those areas which were in compliance at the time of the original full
survey. The maximum updated overall evaluation score that can be achieved in 94.

Some organizations demonstrated acceptable (significant) but not total compliance at the time of
their full surveys and they are not assigned follow-up activities. In these instances, updated
overal] evaluation scores are usually not provided.

Some organizations achieve an overall evaluation score greater than or equal to 94 at the time of
their full surveys. If they are assigned follow-up activities, individual performance area scores are
updated to reflect improvement, but an updated overall evaluation score is not provided because
the original score equals or exceeds 94.




9%

The Joint Commission does not "grade on the curve.” That is to say, the scoring does not indicate
an organization's ranking in relation to others. Rather, the score indicates how well it measures up
against an absolute standard which reflects the level of performance that every organization would
wish to meet.

Areas Having Recommendation for Improvement

(Identified during the Full Survey conducted 10/29/1999 )

Performance Area Status
Medication Use RESOLVED 01/20/2000

This section of the report lists the performance areas in which recommendations for improvement
have been identified. A recommendation for improvement is provided when an organization does
not demonstrate adequate compliance with Joint Commission specific standards.

An accredited organization must resolve recommendations for improvement within specified

periods of time to remain accredited. As an organization improves its performance in an area,
"RESOLVED" is printed to the right of the performance area.

Performance Areas Surveyed and Resulting Scores

Nationat
Comparative Data
Percent of Hospital
Facllities Updated
Full Survey That Received a Score of: Performance
Performance Area {n=1706) Area
Scores Scores &
PERFORMANCE AREAS (06/04/1999) 1 2 3 4 5 Dates
PATIENT RIGHTS AND ORGANIZATION ETHICS
Patient Rights 1 6% 6% 8% 0% 0%
Organization Ethics 1 31% 8% 1% 0% 0%
ASSESSMENT OF PATIENTS
Initial Assessment 1 39% 24% 20% 9% 8%
Procedures
Pathology and Clinical 1 88% 0% 2% 0% 0%

Laboratory Services
Reassessment Procedures 1 96% 3% 1% 0% 0%




Processes for Patient Care

Declsions
Relevant Policies

Needs Assessment for
Specific Patient Populaticns

CARE OF PATIENTS
Planning and Providing Care
Anesthesia Care

Medication Use

Nutrition Care

Operative Procedures
Rehabilitation Care

Special Procedures
EDUCATION

Patient and Family Edycation

CONTINUITY OF CARE

Continuity of Care

IMPROVING ORGANIZATION PERFORMANCE

Design of New Services

Measurement of Processes
and Quicomes

Assessment of Data

Improvement of Performance

LEADERSHIP

Strategic Planning
Departmental Leadership
tntegrating and Coordinating

Sarvices

Leaders’ Rols in Improving
Performance

MANAGEMENT OF THE ENVIRONMENT OF CARE

Design of the Environment

1

1

1

1

96%

9%
90%
7%
H%
82%
88%

€0%

55%

91%

97%

85%

98%

59%
75%

96%

83%

34%

9%

3%

17%.

14%
5%
23%
8%
12%
11%

18%

37%

7%

3%
10%

9%

1%

24%

19%

3%

1%

57%

1%
5%

5%
3%
%
1%
5%
1%

12%

6%

2%

4%
7%

1%

16%

5%

1%

5%

8%

0%

0%
1%

1%
1%
1%
0%
1%
0%

4%

1%

0%

0%

1%
2%

S

1%

0%

0%

0%

1%

1%

0%

0%

0%

6%

1%

0%

0%

0%

1%

1%

1%




Implemertation of Safety
Plans

Monitoring Saf S

Sociat Enwironment
ANAGEMENT OF HU

Human Resources Planning

Orientation, Training, and
Education of Staff

Assessing Staff Competence

Managing Staff Reguests

MANAGEMENT OF INFORMATION

Infommation Management
Planning

Availability of
Patient-Specific Information

Data Collection and Analysis

Literature to Support
Decision Making

Use of Comparative
Information

INFECTION CONTROL
Infection Control
GOVERNANCE

Govemance
MANAGEMENT

Management
MEDICAL STAFF

Organization, Bylaws, Rules,
and Regulations

Credentjaling
NURSING

Nursin:

SPECIAL RECOMMENDATIONS

1

1

ESOURCES

1

1

92%

68%

52%
98%

25%

6%

95%

100%

54%

97%

97%

45%

7%

7%

5%
21%

15%

15%

23%

36%

3%

1%

1%

1%

10%

19%

17%

3%
7%

2%

15%

9%

0%

8%

21%

1%

0%

0%

8%

1%

1%

12%

21%

1%

4%

0%

1%

1%

1%

9%

0%

0%

8%

0%
0%

0%

1%

0%

0%

1%

3%

0%

3%

3%

1%

15%

0%

0%

1%

1%

1%

0%

12%




Accreditation Participation 1 9% 0% 2% 0% 0%
Requirements

HOME




PATIENT SURVEY

INSTRUCTIONS: Please fill in the background questions, then rate the services you received while in Central Hospital.
When you have completed the survay, please mail it in the enclosed envelope.
Thank you.

BACKGROUND QUESTIONS (fill in or check box)

1. Was this your first stay here? [Yes ] No 10. (cont)

2. Where you admitted through LI Worker's Compensation
the Emergency Room?....... [JYes [JNo O Seli-Pay

3. Was your admission 11. Room number.................
unexpected?..................... OYes EINo

4. Did you have aroommate? [JYes [JNo 12. Daysin hospital......................

5. Were youplacedon a

spe_cial or restricted diet 13. Date of discharge:
during most of your stay?..... [JYes jNo

6. Did someone explain your

extended life support month day year
{e.g. living will, advance
directives, efc.) oplions?...... jYes No

14. Patient's sex........... O Male [Female

7. Did someone give you
information about organ

donation?......................... [JYes (O No 15. Patients age.....................

8. Did someone give you 16. Compared to others your age, would
information about the {a?clfe typigflly describe your health as:
Patient's Bill of Rights?........ [J Yes [JNo {circle numben

very very

. poor poor falt good good
8. Do vyou have insurance

that fimits your choice of 1 2 3 4 5
physician or provider?
(e.9. HMO or PPQ)............. (OYes ONo

10. Main source of payment for
hospital stay (check one onty)

0 Private Insurance
{e.9. Blua Crosa/Blue Shhisld, Prudential, etc.)

2 Medicare
Medicaid




INSTRUCTIONS: Please rate the services you received while in Central Hoepital. Circle the number that best
describes your experience. If you did not receive a service, skip to the next question. Space is provided for you
te comment on good or bad things that may have happened to your,

A. ADMISSION

th B W=

was it explained .

3. Quality of the food .

;a(gr poor lale good ;eo'oyd
1. Speed of admission ... i 2 3 4 5
2. Courtesy of the person who admitted you ...............c.ooovviimiine. 1 2 3 4 5
3. Rating of pre-admission process (if any) ........ccoceeviivivcenenviininenn, 4 2 3 4 5
Comments (describe good or bad experience):
B. RooMm very very
poor poor fair good  good
Pleasantness of room décor ................ 1 2 3 4 5
Room cleanliness ............ 1 2 3 4 5
Courtesy of the person who cleaned YOUF MOOM ..ociieirimneinneenennns i 2 3 4 5
Room temperature ................ooceiviviiieicieeie e 1 2 3 4 5
Noise level in and around room .......... verenennes 1 2 3 4 5
6. How well things worked (TV, call button, !lghts bed etc} ............. 1 2 3 4 5
Comments {describe good or bad experience):
C. MEALS very very
' poot poor fair good godd
1. If you were placed on a specialrestricted diet, how well
. T 2 3 4 5
2. Temperature of Ihe food (oold foods cold hot foods hot) .............. 1 2 3 4 5
i 2 3 4 5
4. Countesy of the person who served your food ............................ 1 2 3 4 5

Comments (describe good or bad experience):




D. NURSES

W

;Bo?; poar fair good ;e:gd
1. Friendliness/courtesy of thenurses ... 1 2 3 4 5
2. Prompiness in responding to the call button ............................... 1 2 3 4 5
8. Nurses' attitude toward your requests . 1 2 3 4 5
4. Amount of attention paid to your specm! or personal needs 1 2 8 4 5
5. How well the nurses kept you informed .................c.oooiiiieinn. i 2 3 4 5
6. Skilofthe nUrses ........ccococoiiiiiiiiiiiiieeeee e 1 2 3 4 5
Comments (describe good or bad experience):
E. TESTS AND TREATMENTS very vary
poor poor fair good good
1. Wailing time for tests and treatments ............. “ 1 2 3 4 5
2, Concern shown for your comfort during tests and treatments ........ 1 2 3 4 5
3. Explanations about what would happen during tests
ortreatments ............. 1 2 3 4 5
4. Skill of the person who tocrk your blood
{e.g. did it quickly, with minimal pain} ..........cicieiiveiivirissersraesiecose e i 2 3 4 5
5. Courtesy of person who took your blood ....... 1 2 3 4 5
6. Skill of the person who staried the IV
(e.9. did It quickly, with minimal pain) . B OO | 2 3 4 5
7. Courtesy of the person who slaned lhe IV verveneen 1 2 3 4 5
Comments (describe good or bad expenenoe).
F. VISITORS AND FAMILY very very
: poor poor fair good good
Helpfulness of the people at the information desk ..............oo.o..... 1 2 3 4 5
Accommodations and comfort for visitors .............ccooocoivviiiiins 1 2 3 4 5
Staff attitude toward your visitors ... i 2 3 4 5
Information given to your family about your
condition and treatment . 1 2 3 4 5

Comments (describe good or bad expenence}




G. PHYSICIAN very

vary
poor poor fair good good
1. Time the physician spentwith you ..............cccoevvvveivioiii 2 3 4 5
2, Physician's concem for your questions and worries ..................... 1 2 3 4 5
3. How wel! the physician kept you informed ...........co.covvvvvivineoo 4 2 3 4 ‘5
4. Friendiiness/courtesy of physician ...........ccooveeeveeeervieooons 4 2 3 4 5
5. Skill of physician ........... O PTOORP | 2 3 4 5
Comments (describe good or bad expeﬁence)
H. DISCHARGE very | very
poor peor fair good good
1. Extent to which you felt ready to be discharged ........................... 1 2 3 4 5
2. Speed of discharge process after you were told you could go home 1 2 3 4 5
3. Instructions given about how to care for yourself at home ............. 1 2 3 4 5
4. Help with arranging home care services (ifneeded) ..................... 1 2 3 4 5
Comments (describe good or bad experience);
I. PERSONAL ISSUES very very
poor poor fait good good
1. Staff concern for your privacy ................. ververereeans 2 3 4 5
2. Staff sensitivity to the moorwenience that heallh problems
and hospitalization can cause ...........c.coeveevoo o 1 2 3 4 5
3. How well your pain was controlled ............ccoooocoooooo 1 2 3 4 5
4. Degree to which hospital staff addressad your
emotional/spiritual needs ................ ST | 2 3 4 5
5. Response to concems/complaints made dunng your stay RO | 2 3 4 5
6. Staff effort to include you in decisions about your lrealment U | 2 3 4 5
Comments (describe good or bad experience):
J. OVERALL ASSESSMENT OF HOSPITAL very very
poor poot falr good good
1. Overall cheerfulness of the hospital .................oeeenenn, i 2 3 4 5
2. How well staff worked together to care foryou ... ROTOUPORI | 2 3 4 5
3. Likelihood of your recommending this hospital to others ................ 1 2 3 4 5
4. Overall rating of care given at hospital ............. 1 2 3 4 5




Comments {describe good or bad experience):;

Patient's Name: (optional)

Telephone Number: (optional)

PES, G

Corporss Olfice
404 Colorbia Phace . Sowlh Brad, I 42600
Fhone: 2UF) B934 . Fax 1) 22025

S PRESS GANEY ASSOCIATES, INC. AR Rights Rasiaved




Appendix F

Sample Press-Ganey Executive Summary

Anytown Medical Center
Anytown, NJ

INPATIENT REPORT
EXECUTIVE SUMMARY

10/01/1999 - 12/31/1999

PRESS, GANEY ASSOCIATES, INC.
404 Columbia Place
South Bend, IN 48601
1-800-232-8032

© Copyright 2000, Press, Ganey Associates, fac.




Anytown Medical Center
Inpatient Report

Executive Summary: 10/01/1999 - 12/31/1999

Overall Hospital Score (based on Standard items)

All Hosp DR FPeer Group DB
This Last Mean §Tile Mean tTile
Pariod Period Change Score Rank Score Rank
n=494 n=1972 n={1478} N=535 N=535% N=52 N=52
B82.0- 83.4 (1.4} 83.2 27 81.2 57
Commante
a. Your overall hospital score change from lagt period representa
a statistically significant DECREASE.

Overall Hospital Score (based on All items)
Thise Last
Period Period Change
n=494 n=1972 n=(1478)

B2.2- 83.8 {1.6)
Comments
a. Your overall hospital score c¢hange from last period represents

a statistically significant DECREASE

Section Scores - Highest to Lowest (based on Standard items)

All Hosp DB Paar Group DB

This Last Mean %Tile | Moan tTile

Section Period Period Changae 8core Rank | Score Rank
Physician 88.3 BB8.5 (0.2) 86.8 T4 85.8 88
Cverall Assessment ge.7 87.6 (0.%) 86.5 52 B84.3 79
Nurses 85,5- 87.6 (2.0} 86.6 33 84.3 62
Admission 84.6 B5.9 {(1.3) 84.3 53 g2.4 71
Vieitors and Family B3.1 83.7 (0.5} 84.4 29 B2.3 52
Tests and Treatments Bz.4 83,7 {1.3) 83,8 27 8l.8 60
Personal Issues 81.5~ 83.5 (2.0) 83.0 29 B0.6 52
Discharge 81.2- 813.5 (2.3) 83.4 20 80.8 48
Room 75.8 TT.14+ (1.3) 79.7 14< 77.4 29
Meals 72.9- 75.1++ (2.2} 76.5 17 73.3 37




Anytown Medical Center
Inpatient Report

Executive Summary: 10/01/1999 - 12/31/1999

Section Scores (continued)

Corments
a. Statistically significant DECREASE from last period;
1. Nurses
2. Personal Issues
3. Discharge
4. Meals

Individual Items - Malor Changes From Last Period

A. Items IMPROVING most from last period

This Last
Item Period Perioed Change
* Explanation of post-surgery care 94.6 83.4 11.2
* Attn to special/personal needs 95.0 84.8 10.2
* 8kill of the OR/RR nurses 98.3 88.3 10.0
* Friendliness OR nureses 96.7 87.3 9.4
* Info family/visitors recv during OR 89.4 83.3 6.0
B. Jtems DECLINING most from last period
This Last
Item Perjod Period Change
Special/restricted diet explained 67.9- 72.6 (4.7}
Help arranging heme care servees 82.4 85.8+ (32.4)
* Friendlinessfcourtesy NICU nurses 83.8 96.9 (3.1)
* NICU nurse help understand condition 53.8 96,9 {3.1)
Promptness response to eall 82.4-- 85.4 (3.0)




Anytown Medical Center
Inpatient Report

Executive Summary: 10/01/1999 - 12/31/1999

External Comparisons of Performance

A. ltems with HIGHEST percentile rank - All Hosp Databapge:
This $Tile

Item Period Rank

* Baby's physician kept you informed 91.8 99>

* $kill of cardiclogy staff 91,5 99>

* Info staff gave family re: procedure 89.2 99>

* Friendlinese OR nurses 86.7 99>

* Explanation of pest-surgery care 94.6 99>

* 8kill of the OR/RR nurses 98.3 99

B, Ttems with HIGHEST percentile rank - All Hosp Databasae:
Thie $Tile

ITtem Pariod Rank

Special/restricted diet explained 67.9- 8«

Reom cleanliness 76.2 10<

Noise level in and around rcom 6B.3 11<

Instructicons care at home 81.4~ 11«

Courtesy of perscn served food 79.9 12<

c. Items with HIGHEET percantils rank - Pesr Group Database:
This %Tile

Ttem Pexiod Rank

* ER: kept inform re: condtion/treatment 79.% 99>

* Friendliness OR nurses 96.7 99

* Info family/visitors recy during OR B9.3 9g9x

* Attention special/personal need ICU 92.6 99>

* Friendliness/courtesy ICU nurses 92.9 99>

D. ltems with LOWEST percentile rank - Pesr Group Database:
This Tile
Item Period Rank
Special/restricted diet explained 67.9- 21
* ER wait time before seen doctor 73.2 25
Noise level in and around rocm 68.3 27
Pleagantness of room décoxr 73.8 29
Instructions care at home 81.4 29




Anytown Medlcal Center
Inpatient Report

Exgcutive Summary: 10/01/1999 - 12/31/1999

ltems Most Highly Correlated With Overall Satisfaction

Staff sensitivity to inconvenience

Response concerms/complaints

Staff address emotional/spirit need
Staff worked together care for your
Nurses kept you informed

Opportunities for Improvement (based on PRIORITY INDEX)

Staff address emotional/spirit need

Response concerns/complaints

Staff sensitivity to inconvenience
Special/restricted diet explained
Nurses kept you informed

Nursing Unit Scores (highest to lowest)

Last
Unit n Period chan!:_
J 3 28 89.9 id.2
J A 120 89.8 {0.7)
J 4 69 91.2 (2.8)
F A 23 92,2+ (4.0)
J 1 65 85.5 1.1

Last
Period Change

37
47

69
12

B8.1 (1.9}
B84.9 {1.9)
86.3 (7.0)
83.8 {6.9)

B3.0 {10.1)




Anytown Medical Center
Inpatient Report

Executive Summary: 10/01/1999 - 12/31/1999

Glossary

DE

Peer Group DB
n

N

Item

Std Items
All Items
+ or -
level)

++ or —-
level}

> or <
mean

> Oor <<

mear:
*

Datakase

Group of peser hospitals with which you are being compared
Number of respondents from your hospital

Number of hospitals in the databasg

Question asked on your survey

Standard items, the core questions asked by all hospitals
Standard items plus your customized questionhs

Sigmificant positive or negative change from last period {.05

Significant positive or negative change from last peried (.01
Your mean is 1 or more Standard Deviations above or below DB
Your mean is 2 or more Standard Deviations above or below DB

Denotes non-standard items

Your Peer Group is: Bedsizes 600 +




Appendix G

Sample Press-Ganey Patient Demographic Data

Anytown Medical Center
Inpatient Report: 10/01/1939 - 12/31/1999

DEMOGRAPHIC PROFILE OF RESPONDENTS

SEX
MALE
42%
FEMALE
58%
AGE
0-49 YRS
33%
OVER 49
YRS
67%
SPECIAL DIET
YES
NO 48%
52%




Anytown Medical Center
Inpatient Report: 10/01/1998 - 12/31/1998

DEMOGRAPHIC PROFILE OF RESPONDENTS (Continued)

ROOMMATE

5%

ADMISSION UNEXPECTED

NO
37%

63%

FIRST ADMISSION

YES
42%
NO
53%




Appendix H

Related Assessment Categories for JCAHO and Press-Ganey

Several categories examined through the JCAHO accreditation survey process are
listed below along with similar patient satisfaction assessment categories used by Press-
Ganey. A brief description of the criteria being assessed for each category is also
included. While this project will involve a variety of categorical comparisons, the
relationship between these seemingly related JCAHO and Press-Ganey assessment
categories will be closely examined in this study.

JCAHO Accreditation

1. Nutrition Care — Nutritional value of
meals, food services facility

2. Patient Rights - Patient privacy
and confidentiality

3. Nursing ~ Credentials, training and
competency assessment

4. Medical Staff - Credentials, training
and competency assessment

5. Patient/Family Education — System for
educating patient and family

6. Initial Assessment — Thoroughness
and documentation of initial
patient assessment

7. Social Environment — Patient-clinician

communication, visiting hours

8. Design of Environment - Facility
accessibility and safety, compliance
with regulations, proper adjacency

9. Continuity of Care-Transitioning of

Press-Ganey Patient Satisfaction

1. Meals — Temperature and quality of
meals

2. Personal Issues - Privacy, sensitivity
of staff to patients’ needs

3. Nurses — Time spent with patient,
perceived skill level and patient
communication

4. Physician - Time spent with patient,
perceived skill level and patient
communication

5. Explanation of Tests/Treatments —
Staff communication regarding procedures

6. Admission — Speed of admission and
courtesy of admitting staff

7. Visitors & Family - Interaction of
nurses, doctors and other clinicians with
visitors and family

8. Room - Layout and

color scheme of patient rooms and common
areas

9. Discharge-Interaction with, and

patients within the hospital and to home instructions provided by discharge

or other facilities

planning staff




Appendix I

Sample Hospital Solicitation Letter
' (Date)

(Hospital Contact Name, Title and Address)

Dear (Name):

Thank you for taking the time to discuss my research project. As I mentioned, I ama
full-time faculty member at the UMDNIJ School of Health-Related Professions.
Additionally, I am seeking a PhD in Graduate Medical Education from Seton Hall
University. As my research project, I am attempting to examine the relationship, if any,
between JCAHO scores and independently measured patient satisfaction levels, for a
grouping of mid to large-sized acute care hospitals in this area,

Thus far, I have recruited __ hospitals and I am seeking a total of about forty hospitals to
participate in this project. At this point, I would like to inchide (Hospital Name) in this
project. Please keep in mind that the identity of all participating hospitals will be kept
confidential during the research process and when the results of this study are reported.

For your reference, I have attached a copy of my research abstract, a statement of
confidentiality and a letter from JCAHO acknowledging the potential value of this study.
To help ensure your participation, I would be glad to meet with you and your associates
to discuss this project, including the specific measures used to maintain confidentiality.

To gather the data for this research, I will be reviewing categorical and overall JCAHO
survey scores and summary patient satisfaction data for all participating hospitals.
Specifically, I am seeking the Press-Ganey patient satisfaction executive summaries and
demographic pie charts for the two quarters preceding and the two quarters following the
most recent JCAHO survey for your institution and any affiliates. Data gathering is
estimated to take a maximum of only a few hours per hospital.

As a show of my appreciation, I am offering all participants access to my research
reference listing which includes numerous research articles and abstracts relating to
institutional health care quality. Additionally, the summary results of this project
(excluding the names of any hospital subjects) will be offered to all participants.

It is my sincere hope that your institution will participate in this project. Ican be
contacted at (973) 972-2418 or heuveraj @umdnj.edu.

Thank you and I look forward to hearing from you!

Albert J. Heuer, MBA, RRT
Assistant Professor, Cardiopulmonary Sciences



Appendix J

Sample Hospital Confidentiality Statement

Confidentiality Statement for Testing the Relationship Between Measures of Patient
Satisfaction and Hospital Accreditation Ratings

(Date)
Dear ( Addressee),

I am a doctoral student in the School of Graduate Medical Education at Seton Hall
University and a full-time faculty member at UMDNT. My dissertation research
examines the relationship between two common indicators of institutional health care
quality: survey scores from the Joint Commission on Accreditation of Health Care
Organizations (JCAHO) and independently measured patient satisfaction scores.
Essentially, I wish to determine if professional accrediting ratings from JCAHO
correspond to patient/customer perception of the quality of care that they receive.

The data I seek are the executive summary and the patient demographic pie-charts
(generally pages 1 - 3) from the Press Ganey patient satisfaction, in-patient reports, for
two quarters preceding and the two quarters following your most recent JCAHO survey.

Data provided by you will be handled with strictest confidentiality. Atno time
during the data collection, data analysis, discussion, publication or any other aspect of
this study, will {Hospital Name) or affiliate hospitals be identified. All participant data
will be maintained only by me and will be kept in a password-secured database and a
locked file cabinet.

Participation in this project is completely voluntary. Please be assured that should
you decide not to participate, your anonymity will be maintained.

This project has been reviewed and approved under the exempt category, by
representatives of the UMDNTI’s Institutional Review Board (IRB} for Human Subjects
Research. The Chairperson of the IRB can be reached at (973) 972-3608.

Upon request, I will gladly provide you with the aggregated results of the
completed study. I am also available to discuss any questions you may have about this
research project. I can be reached at (973) 972-2418 or heueraj@UMDN].edu.

Thank you.

Sincerely,

Albert J. Heuer, MBA, RRT
Assistant Professor, UMDNI-SHRP



Appendix K

Summary of Multiple Regression Analysis of Press-Ganey Patient Satisfaction

Categorical Scores Effect on Summative JCAHO Accreditation Scores (N=41)'

Summative JCAHO Accreditation Score

Press-Ganey Category Beta p

Room .65 15
Personal Issues .26 79
Nurses 74 32
Physician 49 .28
Explanation-Tests/Trmts .19 A7
Admission 43 40
Meals 28 48
Visitors & Family 55 .36
Discharge i1 98



Appendix L

Summary of Multiple Regression Analysis of JCAHO Hospital Accreditation Categorical

Scores Effect on Summative Press-Ganey Patient Satisfaction Scores (N=41)

Summative Patient Satisfaction Score

JCAHO Category Beta P
Nutrition -.33 77
Patient Rights -.46 58
Nursing N/A+ N/A+
Medical Staff -.38 78
Patient/Famnily Education 91 20
Initial Assessment -.16 70
Social Environment 22 79
Design of Environment -.26 .65
Continuity of Care 93 St

+ Calculations could not be

Nursing category.

performed due to lack of score variability for the JCAHO




Appendix M

Summary of Multiple Regression Analysis of JCAHO Hospital Accreditation Categorical

Scores Effect on Summative Press-Ganey Patient Satisfaction Percentile Rankings

(N=41)

Summatjve Patient Satisfaction Percentile Ranking

JCAHO Category Beta p
Nutrition .24 .82
Patient Rights -.40 70
Nursing N/A+ N/A+
Medical Staff -74 47
Patient/Family Education 91 13
Initial Assessment -.98 33
Social Emﬁmnmcnt -.44 .66
Design of Environment 34 73
Continuity of Care .84 41

+ Calculations could not be

Nursing category.

performed due to lack of score variability for the JCAHO



Summary of Pearson r Correlation Analysis of Significant Effect of Demographic Factors

on Hospital Accreditation Scores and Patient Satisfaction Ratings

Appendix N

Variables

Demographic (N=29) JCAHO/Press-Ganey (=41) r p
Special Diet: Press-Ganey: Suimmmative

Yes -.20% 05

No 29% 05
Special Diet: Press-Ganey: Nurses

Yes -.34% 05

No 34¢ 05
Roommate Press-Ganey: Admissions

Yes 36% .05

No -.36¢ .05
Age 50 & Over JCAHO: Patient Rights

Yes 35% .05

No -.35* 05

* Constitutes a moderate relationship with a confidence interval greater than 95 percent

(p<0.05).



Appendix O

Summary of Pearson r Correlation Analysis of Patient Demographic Factors Effect on

Summative Press-Ganey Patient Satisfaction Scores (N=29)

Summative Press-Ganey Patient Satisfaction Scores

Demographic Variable r r
Sex: Male -.08 .66
Female .08 66
Age: Under Age 50 -.08 68
Age 50 and Over 08 .68
Special Diet: Yes -.29* .05
No 29% 05
Roommate: Yes 13 A8
No -13 48
Unexpected Admission: Yes -7 .69
No .08 .67
First Admission: Yes -22 22
No 22 21

* Constitutes a moderate relationship with a confidence interval greater than 95 percent

(p<0.05).



Surmmary of Pearson r Correlation Analysis of Patient Demographic Ractors Effect on

Summative JCAHO Accreditation Scores (N=29)

Appendix P

Summative Press-Ganey Patient Satisfaction Scores

Demographic Variable r p
Sex: Male A1 53
Female -.11 .53
Age: Under Age 50 .10 .60
Age 50 and Over -11 59
Special Diet: Yes -12 48
No 12 A48
Roommate: Yes 07 .70
No -.07 10
Unexpected Admission: Yes .20 26
No -.19 27
First Admission: Yes 24 18
No -24 A7



