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ABSTRACT
Management Perception towards Applying Quality Management In
Jordanian Private Hospitals
By
Waleed Sami Abu-Aysheh
University of Petra, 2014
Under the Supervision of Dr. Abdullah Abuhamad
The research aims to compare Quality Management (QM) perception among accredited
and non–accredited groups of Jordanian private hospitals. The focus is to investigate
Middle Level Management (MLM) and Front Level Management (FLM) perception in
each group of accredited and non–accredited hospitals toward QM based on Malcolm
Baldrige's six dimensions, including commitment of management, plans and strategies,
patients’ satisfaction, mode of hospital data analysis, continuous improvement of the
quality management, and qualifications of hospitals employees. In addition, the focus is
to investigate the QM perception across accredited and non-accredited Jordanian private
hospitals according to management gender, age and level of education.

To achieve research objectives, Quantitative research approach was employed. The
needed data for this study was taken from a survey across three accredited hospitals and
four non-accredited Jordanian private hospitals. Minitab 15.0 statistical software
application was used for analyzing the collected data.

The research results show significant differences in management perception toward QM
between accredited and non-accredited Jordanian private hospitals at all dimensions of
QM. They also show no differences in QM perception between MLM and FLM in
accredited Jordanian private hospitals, and the opposite occurs in the non-accredited
Jordanian

private

hospitals.

Accordingly,
III

the

research

suggests

several

recommendations. First, Private Jordanian Hospitals need to implement accreditation
standards. Performing accreditations could be used as a tool to improve and support the
QM performance in Jordanian private hospitals and inconsequence raise quality of their
service. Second, hospitals have to work hard to improve management perception about
QM and accreditation at front and middle level especially those involved in quality
process by providing continued periodic training to them.

Key words: Quality Management (QM), Malcolm Baldrige, Non-Accreditation (NAC),
Accreditation (AC), Middle Level Management (MLM), Front Level Management
(FLM).
Professor

Dr. Abdullah Abuhamad

Signature

Date

IV

ملخص الدراسة
إدراك اإلدار نحو تطبيق إدار الجود في المستشفيات األردنية الخاصة
يهدف هذا البحث الى مقارنة مستوى إدراك الجود بين ادارات المستشفيات الخاصة األردنية المعتمد وغير
المعتمد من خالل فحص أبعاد إدار الجود الستة ( )Malcolm Baldrigeوالتي تشمل التزام اإلدار بالخطط
واالستراتيجيات ،تحقيق رضا المرضى ،الطرق التي يحلل المستشفى بياناته ،ممارسة التحسين المستمر إلدار
الجود  ،ومؤهالت الموظفين .كما يهدف البحث إلى مقارنة مستوى ادراك االدار المتوسطة واالدار الدنيا ألبعاد
إدار الجود في كل من المستشفيات المعتمد وغير المعتمد .
في هذا البحث تم استخدام اسلوب البحث الكمي .حيث تم جمع البيانات الالزمة لهذه الدراسة من خالل استقصاء
البيانات التي استهدفت ثالثة من المستشفيات المعتمد وأربعة من المستشفيات غيرالمعتمد  .ولتحليل بيانات التي هذا
البحث تم استخدام ( MINITAB )0..1لمعالجة الفرضيات البحثية.
أظهرت نتائج البحث فروقات ملحوظه في مستوى إدراك الجود بين المستشفيات الخاصة األردنية المعتمد وغير
المعتمد في جميع أبعاد إدار الجود  ،كما أظهرت نتائج البحث عدم وجود فروقات ملحوظة بين االدار المتوسطة
والدنيا في تطبيق معايير إدار الجود في المستشفيات التي تطبق االعتمادية .على حين أظهر البحث وجود
اختالفات كبير بين االدار المتوسطة والدنيا في تطبيق معايير إدار الجود في المستشفيات التي ال تطبق
االعتمادية .وعليه يوصي البحث المستشفيات الخاصة األردنية بضرور تنفيذ معايير االعتماد واستخدام االعتمادية
كوسيلة لتحسين األداء ودعم إدار الجود لرفع مستواها .كما يوصي البحث بضرور تحسين اإلدراك فيما يتعلق
بإدار الجود واالعتمادية بين مدراء المستشفى على المستوى المتوسط والمستوى االدنى بتوفير التدريب الدوري
المستمر لهم.
الكلمات الدالة :إدار الجود ،مالكوم بالدريج ،المستشفيات المعتمد  ،المستشفيات غير المعتمد  ،االدار المتوسطة
،االدار الدنيا.
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CHAPTER I
INTRODUCTTION, SCOPE AND OBJECTIVES
1.1 Introduction and the context of the research
Hospitals and healthcare services are vital components of any well-ordered and humane
society, and will definitely be the recipients of societal resources. They should be places
of safety, not only for patients but also for the staff and for the public.

The quality of hospitals and healthcare services is also of great interest to many other
bodies, including governments, social welfare, professional organizations representing
doctors, patient organizations, shareholders of companies providing healthcare services,
etc. However, what quality is maintained and improved in hospitals and healthcare
services is still the subject of much debate (WHO, 2003).

The concerns of healthcare organizations, more specifically hospitals, over the cost and
the quality have been recently increased (WHO, 2003). One of the systematic responses
for evaluating healthcare is Accreditation. Hospital Accreditation is a formula that is
authorized either by governmental or nongovernmental body, as it also determines
whether a healthcare organization meets applicable, predetermined, and published
standards or not (Salmon, 2003). These standards include the patient centered standards
and the healthcare organizations management standards (JCI, 2002).

According to Joint Commission International (JCI) (2002), JCI accreditation patient
centered standards are: (1) International Patient Safety Goal, (2) Access to Care and
Continuity of Care, (3) Patient and Family Rights, (4) Assessment of Patients, (5) Care
1

of Patients, (6) Anesthesia and Surgical Care, (7) Medication Management and Use, (8)
Patient and Family Education. However, the JCI accreditation Health Care Organization
Management Standards are (1) Quality Improvement and Patient Safety, (2) Prevention
and Control of Infections, (3) Governance, Leadership, and Direction, (4) Facility
Management and Safety, (5) Staff Qualifications and Education, (6) Management of
Communication and Information.

In other words, hospital accreditation is a process whereby a hospital is objectively
judged against an accepted level of performance and is evaluated to determine the
appropriateness of organizational structure, facilities and outcome. In the process, the
facility is informed of weaknesses in its operations and given advice on how to correct
the detected problems (Gupta, 1999). In consequence, hospital accreditation may
promote continued improvements in quality for hospitals (El-Jardali, 2008) as well as
reduce the hospital risk factors (El-Jardali, 2008). It also reduces the mortality rates in
healthcare institutions as well as to increase patient safety.

Hospitals need accreditations for many reasons according to Flippo (2002): (1)
provision safety for the patients and the stuff. (2) Building the structure and conditions
for quality management in hospitals. (3) Enhancing the standards for individuals in
hospitals and better connection among managers. (4) Improving the quality and
responsibility for hospitals. Moreover, accreditation sets standards for top management.
In the management of any type of system, success can most readily be attained if
appropriate goals are first established. The development of appropriate hospital
standards provides these goals. Hospital administrators may then focus an attaining

2

levels of care that, although challenging, are certainly achievable. With the availability
of standards, managers are less likely to become solely occupied by day-to-day
problems and more likely to place some effort in a proactive search for institutional
improvement (Gupta, 1999).(Flippo J., 2002)

Accreditations benefits are mainly distributed for the following benefiters (Nickin,
2013): (1) Patients, who are the main beneficiaries, and the result of which is the high
quality of care and patient safety – this being caused by the high service quality that
patient can get by medical staff – and moreover, the patient's rights and respect are
highly protected. (2) The medical staff, which will have the ability for continuous
learning in a professional environment. (3) Accreditation provides the roles of insurance
companies and other third parties, and also provides certified and trusted information on
facilities, infrastructure and level of care.

Hospital accreditation usually governed by Health Care Accreditation Council (HCAC),
which is a member of The International Society for Quality in Health Care Federation
(ISQua).

Health Care Accreditation Council (HCAC) Accreditation is a process followed by an
outside organization, usually non-governmental, to determine if that healthcare
organization meets a set of standards designed to improve quality of care and safety for
a limited period of two years (“HCAC, “n.d). HCAC hospital standards are patient and
family rights, access and continuity care, patient care, diagnostic services, medication
use and pharmacy services, infection prevention and control, environmental safety,
support services, quality improvement and patient safety, medical record, human
3

resources, management and leadership, medical staff, nursing services and education
(HCAC, 2014).

Overall, Accreditation in healthcare organizations is a voluntary and thorough
evaluation process performed by an external accrediting body that assesses the quality
of systems and processes in healthcare organizations. It also includes an assessment of
services delivered such as preventive services and patients’ satisfaction. Hospital
accreditation started in the U.S. in 1952. Its development was a result of the need for
standardized and objective information about the quality of healthcare organizations,
and thus it is a rigorous evaluation in relation to a set of established standards (AlAssaf, 2008).

Accreditation is a method of continuous improvement of the healthcare system at the
accredited hospital and therefore is a continuous improvement of healthcare for the
public. There are numbers of accrediting organizations or bodies worldwide where
some of these organizations were developed and funded by the governments of those
countries, while there are others that are quasi-governmental and not-for-profit
organizations that are supported by national governments and key healthcare players
and agencies (Al-Assaf, 2008).

On the other hand, QM is the way to assure product and service quality. Moreover, it is
a way of managing people and business processes to guarantee high customer
satisfaction at every stage, internally and externally (Badrick, 2002).

QM is a philosophy as well as a set of guiding principles and practices that represent
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the foundations of a continuously improving organization. It integrates fundamental
management techniques, existing improvement efforts, futuristic quality plans,
innovations and their successful implementation. In QM everyone strives to get things
right at the first time, every time. QM, combined with effective leadership, results in an
organization doing the right things in a professional way (Gupta, 1999).
Donabedian (1998) defined quality as applicable to health care as “That kind of care
which is expected to maximize an inclusive measure of patient safety after one has
taken explanation of the balance of expected gains and losses that attend the process of
care in all its parts”. Thus, Quality is not the end; it is a means to an end.

Quality is not an absolute standard but must be worked at and consciously achieved.
Quality in health care institutions is different from other organizations since the
product, i.e. health care, is a multifaceted and multidimensional product which is
delivered personally to the customer. Interaction between the provider and consumer
significantly affects perception of quality (Gupta, 1999).

There are seven criterions to identify quality and safety in health care as defined by
Malcolm Baldrige performance excellence criteria and specific items for healthcare (US
General Accounting Office , 1991 and Harvey, 1992). They include:


A leadership that examines how senior executives guide the organization and
how the organization deals with its responsibilities to the public and practices
good citizenship.



A strategic planning that examines how the organization sets strategic directions
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and how it determines key action plans.


A customer and market focus that examines how the organization determines
requirements and expectations of customers and markets, builds relationships
with customers, and acquires, satisfies, and retains customers.



Measurement, analysis and knowledge management, which examine the
management, effective use, analysis, and improvement of data and information
to support key organization processes and the organization's performance
management system.



Human resources which focus and examine how the organization enables its
workforce to develop its full potential and how the workforce is aligned with the
organization's objectives.



Process management which examines aspects of how key production/delivery
and support processes are designed managed and improved.



Business results that examine the organization's performance and improvement
in its key business areas including: customer satisfaction, financial and
marketplace performance, human resources, supplier and partner performance,
operational performance, and governance and social responsibility. This
category also examines how the organization performs relative to competitors.

This thesis is trying to investigate the differences in QM perception across accredited
and non-accredited Jordanian private hospital, as will be clarified in the next section.

1.2 Problem statement
Over the years, Jordan has emerged as one of the most desirable locations in the region
6

for medical tourism, and it is rapidly developing an international reputation for high
quality and affordable health care (Ministry of Health Jordan Website, 2009).

During last five years, some of the Jordanian hospitals were aiming or even have
accreditation; however, some of them were aiming to perform QM, or even performed it
(PHA, 2013).

Accordingly, the following questions are raised:


Do the accreditation and quality management program add any value to the
hospitals?



Do the accreditation and quality management program enhanced the internal
process and hospitals qualifications in terms of QM?

1.3 Significance of the research
As stated earlier, the focus of this research is to investigate the differences in QM
perception across accredited and non-accredited Jordanian private hospital. Gupta
(1999) argues that the relationship between accreditation and QM on hospitals is a
means/end relationship. While this link is still the subject of much debate, there are no
sufficient and efficient quantitative empirical studies conducted to date explain the
overall advantages, gains, and impacts of standardization, specifically JCI standards,
achieved by accreditation on QM perception in hospitals, and none in the literature
through the lenses of executive healthcare managers (Shaw, 2000; Wanger, 2003; and
Bigelow, 1995).
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Gupta (1999) argues that accreditation could be viewed just as a variant of audit
procedure, but in philosophy and practice it ensures that quality care is a priority in a
health care institution by continually updating standards. The accreditation program has
a positive effect on the quality of patient care.

Some research such as the European Expert research according to Shaw (2000), found
that accreditation and quality management programs do not add any value to the
organizations that implement accreditation or quality programs. Moreover, it argued
that accreditation standards lack effectiveness to meet the goal of sustaining and
stimulating improvements in healthcare organizations. However, some literatures
demonstrate the effectiveness and efficiency of accreditation on quality performance.

Hassan (2006) measured the quality performance in Health Care and the effect of Joint
Commission International Standards on the quality performance. He used a holistic
performance measurement model to measure the effect of the newly developed JCI
standards and note the quality performance and the progress toward organizational
excellence of a 400-bed hospital in a developing country. His research results covered
many areas of improvements, mainly in their impact on excellence, quality
improvement and patients’ safety, leadership and management performance, patients’
satisfaction and delight, organizational learning, organizational ethical performance,
and documentation.

Implementing QM requires the investment of money and time, but the exact benefits are
still unknown (Bigelow, 1995).
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Jarlier (2000), in his systematic review of 448 articles, reported that applying QM to a
variety of projects (managed care project, setting-up a standard procedure . . .) led to the
maintenance and enhancement of quality.

While many health-care organizations are considering accreditation as a part of their
process, unfortunately, few researches address the impact of accreditation on the QM
(Buetow, 2003) and thus, no real proof that accreditation improves quality of care exists
(Salmon, 2003; and Shaw, 2001).That is what this research tries to investigate.

Moreover, this research focuses on the private Jordanian hospitals as the most dynamic
and active sectors that offer a high quality of services. Considering that, this sector is
the focus of the attention of officials and citizens inside and outside the Kingdom,
which increased the incentive towards the need of highlighting the importance of the
QM principles which some Jordanian private hospitals applied. This is still not highly
considered in the previous studies that were applied on the local, Jordanian
environment.

Most of the previous studies focused in their entirety on the banking sector, industry,
medicine, nursing homes, health services in general, and a comparative research
between the government and other special hospitals. These previous studies did not
focus on private hospitals specifically, such as the Jordanian hospitals located within
different work environments. That can be seen as an indicator of the possibility of
having results in the current research which differ from previous studies (Bigelow,
1995).
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The hospitals in Jordan are considered the most important centers that supply medical
supports and services; its hospitals should be developed in a way which can deal with
the high acceleration in the health techniques, which increase the demand on health
services, the resulted challenge of which will be caused by increasing the cost of health
services, and achieving that with very high quality (Ministry Of Health, 2006).

This research fills the gap caused by the lack of the studies to investigate the link
between the adoption of hospital accreditation and QM perception in Jordanian private
hospitals. Implementing accreditation requires the investment of money and time.

Overall, the importance of this research can be summarized in as follows:

-

Increases awareness of the concept of quality management by hospitals
manager.

-

Hospitals in Jordan play an important role in their economical revenues, as one
of the most economically resourceful sources in Jordan. Moreover, they provide
medical services for the whole region. Serving high quality services in Jordanian
hospitals is therefore a profitable priority.

-

Increases understanding of the values achieved when hospital processes and
procedures improve through adopting accreditation.

The expected outcome and recommendations will be provided in the light of the results
to decision-makers in Jordanian private hospitals which contribute to society and which
therefore must enhance their services by applying QM.
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1.4 Research Objective
The research aims to compares level of QM perception in a group of accredited
Jordanian private hospitals, and other group of non-accredited Jordanian private
hospitals. The focus is to understand the perceived level of QM based on the six
dimensions of QM at accredited and non-accredited Jordanian private hospitals and, in
addition, to investigate the QM perception in accredited and non-accredited Jordanian
private hospitals separately across Middle and Front Level Management, gender, age
and level of education.

1.5 Methodology
This section focuses on the methodology with a description of the instrument used to
collect the data, and through which the information were interpreted. This section also
discusses how the researcher validated the instrument and method of collection the data.

QM assessment scale questionnaire has been used as the research instrument to gather
data from Jordanian private hospitals. The questionnaire has been developed and used
by Al-Assaf (2008) as clarified in Appendix 1. The questionnaire used after taking the
permission from the researcher who designs it.

Cronbach's Alpha was used to measure the internal consistency of the questionnaire and
to assess the reliability between multiple items in the questionnaire (chapter 3).

Two levels of management, the middle and front level managers, were surveyed in three
accredited and four non-accredited Jordanian private hospitals, with a total participants
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number of 33 for the accredited group and 32 for the non-accredited group. The
questionnaire was sent to FLM and MLM manually, through human resources
department, to each hospital.

There are two general approaches which may result in the acquisition of new
knowledge, namely inductive and deductive reasoning. Inductive reasoning is a theory
building process, starting with observations of specific instances and seeking to
establish generalizations about the phenomenon under investigation; while deductive
reasoning is a theory-testing process, which commences with an established theory or
generalization and seeks to discover whether it applies to specific instances (Hyde,
2000).

The researcher selected the deductive approach for this research. As it is a very
powerful approach for enriching results and making inferences and conclusions
(Zikmund, 2010).

Based on the above characteristics and the objectives of this study, the quantitative
research approach was chosen, because it is very closely related to statistical descriptive
study and allows the researcher to describe the subject deeply.

1.5.1

Research Questions

1- Are there any differences in QM perception between accredited and nonaccredited Jordanian private hospitals?
2- Are there any differences in QM perception across Middle Level and Front
Level Management at accredited Jordanian private hospitals?
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3- Are there any differences in QM perception across Middle Level and Front
Level Management at non-accredited Jordanian private hospitals?
4- Are there any differences in perception across accredited and non-accredited
Jordanian private hospitals in terms of plans and strategies?
5- Are there any differences in perception across accredited and non-accredited
Jordanian private hospitals in terms of patients' satisfaction?
6- Are there any differences in perception across accredited and non-accredited
Jordanian private hospitals in terms of data availability and the methods used in
analyzing the data?
7- Are there any differences in perception across accredited and non-accredited
Jordanian private hospitals in terms of employees’ qualifications?
8- Are there any differences in perception across accredited and non-accredited
Jordanian private hospitals in terms of continuous improvement in quality
management?
9- Are there any differences in QM perception across Gender at accredited
Jordanian private hospitals?
10- Are there any differences in QM perception across Gender at non-accredited
Jordanian private hospitals?
11- Are there any differences in QM perception across age groups at accredited
Jordanian private hospitals?
12- Are there any differences in QM perception across age groups at non-accredited
Jordanian private hospitals?
13- Are there any differences QM perception across Diploma, BSc and MSc groups
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at accredited Jordanian private hospitals?
14- Are there any differences in QM perception across Diploma, BSc and MSc
groups at non-accredited Jordanian private hospitals?

1.5.2

Definition of terms

Jordanian private hospitals: this term includes all private hospitals that are registered
through the Jordanian Ministry of Health – with the exception of doctors’ private clinics
and allied in medical field.

Healthcare: this term includes prevention, treatment, and management of diseases,
illnesses, injuries, and the preservation of mental and physical well-being of the patients
through the services offered by the medical health professionals, which services are
delivered also by practitioners in medicine, nursing, hospitals and others.

Accreditation: A formula defined as either a self-assessment or external assessment
process used by healthcare organizations to determine the meeting of applicable,
predetermined, and published standards. Examples of accreditation include Joint
Commission International Accreditation (JCIA) (Pomey, 2005), and Healthcare
Accreditation Council (HCAC).

Quality Management (QM): The way to assure product and service quality. Moreover,
it is a way of managing people and business processes to guarantee high customer
satisfaction at every stage, internally and externally.QM, combined with effective
leadership, results in an organization doing the right things in a professional way
(Chase, 1988).
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Middle Level Management: A term that includes the people who are working in
hospitals within the position of administrative director of department, e.g., nursing
director.

Front Level Management: A term that includes the people who are working in
hospitals within the position of head of the department, e.g., head nurse for critical care
unit (ICU).

1.5.3

Research Instrument and Measures

In this research, all required information has been gathered using the questionnaire, and
has been processed manually to measure adherence to QM dimensions according to
Malcolm Baldrige. The questionnaire consists of two major parts; the first one is the
demographic information of the responder. The second part consists the items ،which
include QM assessment scale developed from the Malcolm Baldrige framework (US
General Accounting Office ,1991).

The questionnaire has been used to measure the level of QM activity in accredited and
non-accredited hospitals. It consists of a five point Likert scale from strongly agree=5 to
strongly disagree=1.

1.6 Scope, Delimitation and Limitation
Limitations are potential weaknesses in research, ones that are – more specifically – out
of researcher control, e.g. using a convenience sample and limited time, while the
delimitations are those issues that limit the scope and define the boundaries of the
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research, which include choice of objective, research questions, variables of interest,
theoretical perspectives, and research population (Simon, 2011).

1.6.1

Scope of the research

Measuring management perception toward QM in Jordanian private hospitals is a
tedious mission. This extensive exercise requires tremendous research in several areas,
but the scope of this investigation was confined to three hospitals that are accredited and
four hospitals that are not, which provided a limited representation of the private
hospitals in Jordan. In addition, the focus lay only in measuring the six dimensions of
QM in two groups of Jordanian private hospitals.

1.6.2

Limitations of the research

In this research, the researcher made all efforts during the period of the research to
ensure the collection of high quality data. It was found that it was not possible to control
all the influences that were likely to affect the quality of the research, since some were
related to hospitals and others arose during the process of the research implementation.
The researcher planned ahead, and found in the process solutions to any problem that
faced them. The limitations were summarized with some of the solutions as following:

1. Shortage of existing literature

In 2013, when this research commenced, there was a significant shortage of existing
literature that link adopting accreditation standards and QM in health care sector in the
Middle East in general, and Jordan in particular.
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2. Respond Rate:

In mail questionnaires, it is always a concern that there will not be a perfect response
rate. The total sample is seven hospitals. Due to the geographic locations of the most
hospitals used in this research, which was a limitation to overcome, the researcher
visited all seven hospitals and handed out the questionnaire to hospitals’ human
resource department, which increased the respond rate of those hospitals.

3. Confidentiality:

The researcher faced hospital officials that refrained from filling out the questionnaire
due to their expectations that the private information obtained will be shared or
published.

4. Temporal limits:

The longitudinal research usually studies the same hospitals with the same
characteristics applied to them over time, which is a much more accurate and better
study design than comparing different hospitals with the same dimensional
characteristics. However, the research employed a comparison research (cross-sectional
research) due to the limited time available for the research.

1.6.3

Delimitation of the research

The research is delimited in its findings in the following ways:

1. Geographical delimitation:
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Regarding the geographical delimitation, the research was limited to Amman, Irbid and
Zarqha hospitals and did not cover other Jordanian hospitals.

2. Content Validity:

The questionnaire was mainly a Likert scale survey and consisted of all structured
questions, which meant it did not contain any open-ended questions.

1.7 Research Outcomes and Contribution of the study
The significant contribution to existing knowledge made by this study and its originality
is achieved through an in-depth investigation on whether there are differences in QM
perception system across accredited and non-accredited Jordanian hospitals. The
findings of the research to some extent reinforces the body of knowledge and the
existing literature on implementing QM in Jordanian private hospitals. More
specifically, this research provides a clearer understanding about the importance of
applying accreditation standards in Jordanian hospitals, including the effort, cost and
time that hospitals need to achieve accreditation as a result of implementation. The need
for this research rises because of the lack of researches in such a published literature in
this area. This research helps to understand the perceived level of QM outcomes based
on the six dimensions of quality at accredited and non-accredited Jordanian hospitals.
Moreover, this research compared the QM outcomes between Middle and Front Level
of Management for accredited Jordanian private hospital, versus non-accredited
Jordanian private hospitals.
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1.8 Organization of the Thesis
This thesis is organized as follows:

Chapter One (Introduction, scope and objectives):

This Chapter discusses the background to the research, identifies the research problem
and lists the research objectives arising from gaps in the available literature.
Justification for the research is presented and the methodology used briefly described.
The delimitations of scope, research outcomes and contribution are described. The
chapter concludes by outlining the structure of the thesis.

Chapter Two (Literature Review and background studies):

This chapter provides an extensive overview and useful discussion of the current
research that has been conducted. Hypotheses related to the constructs are posited and a
theoretical model is presented.

Chapter Three (Methodology)

This Chapter discusses the research methodology employed in this research and
illustrates the research design, which highlights the purpose and research approach. The
justification for employed quantitative method is then explained and the population of
the current research, sampling strategy and data collection procedure is outlined. This
chapter also describes the measurement instruments derived from the literature and the
motivation for using them. It also addresses, in the data analysis and interpretations
section, the data analytic plan and details of measurement in detail.
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Chapter Four (Analysis, Results and Discussion)

This Chapter aims to present the results of the research based on descriptive data
obtained. Analysis of the data and discussions of the findings in relation to the research
issues and hypotheses developed is the core of the chapter.

Chapter Five (Conclusion, Recommendations and Directions for Future Research)

This chapter summarizes the major finding of the study, discusses the conclusions from
and implications of the study. Limitations of the study, as well as recommendations for
further research are also outlined.

1.9 Conclusions
This introductory chapter has offered an insight into the research study. It presented the
setting of the current work. It identified research problems, objectives and outcomes.
The research was justified and a conceptual model was presented. A framework of the
thesis was provided, limitations outlined and a pathway was laid as a guide through the
remainder of the thesis. The next chapter provides a detailed review of the extant
literature in core areas of QM and hospital accreditation standards.
(Salmon, Impact of accreditation on the quality of hosp ital care: KwaZulu-Natal Province, 2003)(J CI, Join t Commission International Accreditation Standards for Hosp itals, 2002)(Gupta S., 19 99)(Badric k T. C., 2002)(Harvey , M., 1992)(MOH, Ministry of Health Jordan Website, 20 09)(MOH, M inis try Of Health, 2006)(Bigelow B., 1995)(Diab S. M ., 2011)(Chase,R., 1 988)(Jarlier A, 2000)(Buetow S. A., 2003)( Shaw C. , 2001)(Salmon, Impact of accreditation on the quality of hosp ital care: KwaZulu-Natal Province, 2003)(Shaw C. D., 2000); (Wagner, Co sts of q uality management sy stems in long-term care organizations: A n exploratio n, 2003) ;(Bigelow B., 1995).
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CHAPTER II
LITERATURE REVIEW
2.1 Chapter Overview
Chapter one primarily laid the foundation of this research. The purpose of Chapter Two
is to present the theoretical background related to the research's major constructs. By
doing so, it sets the stage for the research and provides a strong theoretical and
cognitive basis for understanding the premises of the research project, and the
subsequent analysis of its findings.
The chapter is comprised of two main parts. The first part consists of the theoretical
background of the two major constructs including QM and Hospital Accreditations.
More specifically, quality as a management system, its core philosophy, history of QM,
and the QM dimensions addressed by the research instrument. In addition to Hospitals,
accreditation dimensions and the evolution of health care accreditation.
The second part focuses on the relationship between hospital accreditation and QM
perception. It includes previous empirical studies, sections that specifically focus on
relevant work carried out in the Jordanian context for each construct and relationship
studied, followed by the development of hypotheses to be presented in Chapter 3.

2.2 Quality in hospitals and the concepts of QM
2.2.1

Quality in health care institutions

Quality of hospitals and healthcare services is of great interest to many bodies,
including governments, social welfare, professional organizations representing doctors,
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patient organizations, shareholders of companies providing healthcare services, etc.
However, how quality is maintained and improved in hospitals and healthcare services
is still the subject of much debate (WHO, 2003).

Quality in health care institutions is different from other organizations since the
product, i.e. health care, is a multifaceted and multidimensional product and is delivered
personally to the customer. Interaction between the provider and consumer significantly
affects perception of quality (Gupta, 1999).

There is no single definition of quality. Crosby(1979)a leading figure in quality,
suggested, “Quality is hard to pin down because each person thinks everyone else
defines it in the same way he or she does.” His definition involved conformance to
requirements and a process that delivers “zero defects or customer defections”.
Deming (1997) argued that “the customer defines quality” and that the way to achieve
success in business is to identify your customers as well as their needs and wants and
establish an efficient and effective process to deliver the product or service which
maximizes customer satisfaction(Deming, 1997 and Walton, 1995).

The need to monitor and optimize quality in health care is not a new concept. In 1917,
the American College of Surgeons formally recognized the need for hospital
accreditation by devising a set of quality standard guidelines. This initiative provided
the foundation for what has evolved into our current health care organization
accreditation system (Robinson, 1995).
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In 1984, the American Medical Association (AMA) defined high-quality care as care
"which consistently contributes to the improvement or maintenance of quality and/or
duration of life.” The AMA also identified attributes that should be examined in
determining quality, including the informed participation of patients, efficient use of
resources, disease prevention and health promotion (AMA and Council of Medical
Service, 1986).
Health care providers are highly interested in providing high quality, where they
measure the quality and compare it with other providers' performance for holding them
accountable for the quality of service and care they provide (Jencks, 1994).
Health care providers continuously measure their performance and monitor their
quality. Moreover, they regularly produce statistics regarding their services' quality and
most of them take the feedback from their patients' evaluation to provide satisfactory
care for their patients (Edgman-Levitan and Cleary, 1996; Rosenthal, 1998).
Expert project seminar in Scheveningen (1998) focused on the four models (ISQ,
accreditation, visitation, and the European Foundation for Quality Management) for
external evaluation of health care services. The 'Dutch case' was one of the cases
presented at this seminar. It shows the features of the Netherlands Institute for
Accreditation of Hospitals, Established in 1998, within its environment (Van Gennip
EMS, 2000).
Ab Rahman (2005) emphasizes the importance of sharing informative data with all of
an organization's members to promote a successful implementation of quality programs,
so it is necessary to gather and analyze information for effective quality improvement.
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One of the most recently introduced and widely utilized major indicators of health care
quality has been patient satisfaction. The emphasis on measuring and optimizing patient
satisfaction originated from hospitals’ adoption of the Continuous Quality Improvement
(CQI) model in response to increased competition among hospitals. By the mid- 1990s
many hospitals were surveying their patients, benchmarking the results against those of
other hospitals and instituting plans to maximize patient satisfaction (Harris, 1999).
Merkouris (1999) concluded that there has been a need to identify, define and satisfy
patient needs. They indicated that patient satisfaction with services was an important
and valid index of care quality. The health care industry’s current acceptance of patient
satisfaction as a significant measure of quality was also reflected in its inclusion as an
initiative choice in Joint Commission on Accreditation of Healthcare Organizations
(JCAHO’s) ORYX program and in hospitals’ use of favorable satisfaction ratings in
competitive advertising (Young, 1999).
AI-Zamany (2002) found that in Yemeni public organizations, there was a lack of
effective communication from top to bottom and vice versa, because of a lack of trust
and the difficulty for employees in having a discussion or debate with their managers
about quality issues.
Though that quality is multifaceted concept, it is expected that quality is a major
condition to be satisfied in health care institutions.

2.2.2

History of QM

Besterfield (1985) explained the history of quality as old as industry itself. During the
middle ages, the maintenance of quality was largely controlled by guild membership
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and long periods of training required by the guilds. During the Industrial Revolution,
specialization of labor was introduced, and as a result, a worker no longer made the
entire product, but only a portion of the product. This change brought about a decline in
workmanship. Since most products manufactured during the early period of the
revolution were not complicated, quality was not greatly affected at first. As products
became more complicated and jobs more specialized, it became increasingly necessary
to inspect products after manufacturing.
In 1924, Schewart of Bell Telephone Laboratories developed a statistical chart for the
control of product variables. This is considered the beginning of the statistical quality
control that was later developed into Statistical Process Control (SPC), which is a
scientific method of measuring, collecting, and analyzing data for reducing process of
variation. Later in the same decade, Dodge and Romig, also both of Bell Telephone
Laboratories, developed acceptance sampling as a substitute for 100% inspection. The
value of statistical quality control became recognized by 1942 (Besterfield, 1985).
It was during World War II that statisticians in America pioneered new methods of
control in the wartime industries under the leadership of Deming, Juran, and Schewart.
They were not just methods of statistical analysis. They represented the beginning of an
entirely new way of looking at the operation of a factory. As a result, America was able
to produce large quantities of high quality armaments using unskilled labor forces, an
action called by some the miracle that won the war. When the war ended, however, and
the mass market of America were waiting to be filled, American managers failed to
recognize the value of skilled production management, until persons like Deming,
Juran, and Crosby showed the myth much later (Tribus, 1999).
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Following World War II, General Douglas MacArthur, who was commander of the
United States military forces occupying Japan, decided to do all he could to revive the
Japanese economy as quickly as possible. He saw that it was necessary for Japan to
trade with other nations rather than rely on its natural resources. He realized, however,
that Japan's poor reputation for quality would seriously hurt its trade efforts, and he
asked Dr. Edwards Deming to come from the United States to work with Japanese
industrial leaders in improving their level of quality. Dr. Deming introduced to the
Japanese the concept of statistical quality control (SQC) — a concept that was
immediately adopted by the Union of Japanese Scientists and Engineers (JUSE) as the
cornerstone of their program (Tribus, 1999).
In 1946, the American Society for Quality Control (ASQC) was formed. This
organization, through its publications, conferences, and training sessions, promoted the
use of quality control for all types of production and service (Besterfield, 1985).
In 1950, W. Edwards Deming gave a series of lectures on statistical methods to
Japanese engineers and on quality responsibility to top management (Besterfield, 1985).
In 1952, Juran's approach was introduced, in which he emphasized that the importance
of participative decision-making served as the basis for the Quality Circle (QC)
program, which followed several years later (Tribus, 1999).
In 1960, the first quality control circles (QC Circles) were formed for the purpose of
quality improvement (Besterfield, 1985). Because the concept of continuous quality
improvement is the crux of QM (QM stresses learning and adaptation to continual
change), the systematic formation of Quality Circles was an important QM development

26

(Besterfield, 1985). Quality control circles spread rapidly in Japan for manufacturing
and later finance and merchandising (Tribus, 1999).
A "Quality Circle" concept spread to the United States in the early 1970s, when a
visiting team of JUSE Quality Circle leaders was invited by the American Society for
Quality Control to present their programs to a conference at Stanford University.
Thousands of American workers in all types of organizations are participating in QC
related national events. Prizes are given annually in recognition of companies that have
achieved significant gains in performance through QM (Hunter, 1994).
In summary, one cannot implement the principles of QM without mentioning Schewart,
Deming, Juran, and Crosby. They were the exceptional individuals who discovered an
excellent statistical method of quality management, applied the method during the war
effort, educated Japanese engineers and scientist during the '50s to the '80s, and
explored and expanded the concept of quality management. The tremendous success of
quality management in Japan has opened the eyes of American industries. American
industries are once again emphasizing the importance of removing barriers to the pride
of workmanship and training, breaking down barriers between functional departments,
and constantly improving the systems of production and service (Davis, 1993). As
Davis (1993) pointed out, "popular and technical literature, not to mention advertising,
is literally teaming with 'quality' as a password to success".

2.2.3

QM Philosophy

QM is a management approach for building quality consciousness into the daily
operations of an organization, thus integrating these principles into every decision and
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activity throughout the organizational value chain (Evans, 1992). Three QM principles
include meeting and exceeding patient expectations, reducing and preventing errors, and
measuring the cost of not doing things correctly the first time.
QM is a philosophy that analyzes the people and processes involved in providing care
and then develop ways to improve. Processes include inputs such as raw materials, the
knowledge of employees, the type of equipment used, and the methods by which work
is done (Duke, 1993).
QM is an organized, integrated system of continuous quality improvement aimed at
meeting customer expectations. Its foundation lies in the philosophy and methods
pioneered by Deming, Juran, Feigenbaum, and Ishikawa (SINlORlS, 1990). QM is
defined as managing the entire organization so it excels in all dimensions of products
and services that are important to customers (Chase and Aquiano, 1992). Thornber
(1991) developed a QM model for health service organizations, which is very similar to
the Deming model. In this model, QM is defined as a method of leadership and
management, which includes:
•

Defining quality in terms of customer perceptions of both the content and
delivery of the service.

•

Analyzing systems for errors and variation rather than blaming people.

•

Developing long-term partnerships with external and internal suppliers.

•

Using accurate data to analyze processes and measure system improvement.

•

Involving the staffs who work in system analysis and improvement.

•

Setting up effective collaborative meetings as the basis of teamwork.
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•

Training supervisors and managers how to lead the on-going improvement
process.

•

Engaging staff in setting targets and ensures that results are fed back.

•

Highlighting the need for senior executives to plan strategically.

•

Achieving long-term improvement through small incremental steps.

Through intensive literature reviews and discussions, the Report of the Total Quality
Leadership Steering Committee and Working Councils came up with the following
definition of QM (Evans, 1992): Total Quality is a people-focused management system
that aims at continual increase of customer satisfaction at continually lower real cost.
The report argues that TQM is a total system approach (not a separate area or program)
and an integral part of high-level strategy; it works horizontally across functions and
departments, involves all employees, top to bottom, and extends backwards and
forwards to include the supply chain and the customer chain. The foundation of Total
Quality is philosophical: the scientific method. Total Quality includes systems,
methods, and tools. The systems permit change; the philosophy stays the same.
Examples of prestigious quality awards are the Deming Prize (Japan), the Malcolm
Baldrige National Quality Award (USA) and the European Quality Award.
2.2.3.1 Dimensions of QM
Much has been written about QM, with each author adding his own terms to the list of
words describing its essential aspects. Zeitz (1997) made a comprehensive cataloguing
of these self-styled dimensions and condensed them into thirteen broad theoretical
dimensions. Experimentally, they reduced these into six empirically sound dimensions
in their final survey. Logically, those six dimensions (commitment of management,

29

plans and strategies, patients’ satisfaction, data analysis model, continuous
improvement of quality management, qualifications of hospitals employees) bear
review here because of their pertinence and requisite nature.
Numerous studies have found the Malcolm Baldrige National Quality Award
framework to be the best embodiment of QM traits when compared with other
organization-wide excellence models.
A study conducted by Calantone etal. (2000) has identified ten traits that are associated
with QM. These traits focus on continuous improvement, continued focus on meeting
customer needs, long-range planning, working to involve employees in decisions,
looking to refine processes, benchmarking against the industry, team-based decision
making, continual measurement of outcomes, increased participation of the customer in
decision making, and a commitment from management to improving the organization.
Byrne (2003) stated that: The seven categories of the Baldrige Criteria – leadership;
strategic planning; customer and market focus; information, analysis and knowledge
management; human resource management; process management; and business results
– have become synonymous with performance excellence. The Criteria are routinely
used as a framework to help organizations assess their leadership competencies, their
prowess in strategy development and deployment, and their strengths in the arenas of
customer care, product and service quality, operational efficiency, human resource
management and financial accountability and management.
Hospitals seeking excellence should focus on increasing organization-wide performance
maturity by evaluating the entire organization and systematically improving their
processes to drive performance excellence (Montoya, 2011). To do this they need a
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model that is designed to drive such improvement. The Baldrige National Quality
Program asserts that the Baldrige Criteria for Performance Excellence provides such a
model. The Malcolm Baldrige National Quality Award Criteria provides a framework
for integrating strategy and quality throughout the organization. According to Baldrige,
as organizations mature in their ability to develop and deploy integrated approaches to
their strategic plans and use learning to improve their quality, they will achieve the
highest levels of performance excellence (NIST, 2011). The Baldrige Criteria
Framework for Healthcare is demonstrated in figure 2.

Figure 1: Baldrige Criteria framework: A systems perspective (NIST, 2011)

The organizational profile at the top of the above figure 1 describes the operating
environment as well as setting the context for the organization: “The organization’s
environment, key working relationships, and strategic situation – including competitive
environment, strategic challenges and advantages, and performance improvement

31

systems – serve as an overarching guide for your organizational performance
management system” (NIST, 2011).
Joseph Juran, a well-known and respected quality guru believes QM, and specifically
the Baldrige Award criteria to be the most comprehensive criteria for achieving
excellent results (NIST, 2011).

2.2.4

QM in hospitals

QM has become an important issue in hospitals since the 1980s (Kunst and Lemmink,
2000). QM is the way to assure product and service quality. Moreover, it is a way of
managing people and business processes to guarantee high customer satisfaction at
every stage, internally and externally (Badrick, 2002).
QM is a philosophy as well as a set of guiding principles and practices that represent
the foundations of a continuously improving organization. It integrates fundamental
management techniques, existing improvement efforts, futuristic quality plans,
innovations and their successful implementation.
In QM, everyone strives to get things, right the first time, every time. QM, combined
with effective leadership, results in an organization doing the right things in a
professional way (Gupta, 1999).
Donabedian (1998) defined quality as applicable to health care as: “That kind of care
which is expected to maximize an inclusive measure of patient welfare after one has
taken account of the balance of expected gains and losses that attend the process of care
in all its parts”. Thus, quality is not the end; it is a means to an end. Quality is not an
absolute standard but must be worked at and consciously achieved.
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A concern was raised regarding the effectiveness and benefits of QM on hospitals. The
question is whether all hospitals must adopt and implement QM. QM, as a principle, is
appealing, but there is insufficient data that determines its effectiveness in practice.
Processes other than primary healthcare processes, such as the `accommodation
function’ of hospitals, are reconsidered. In addition, technological developments, rising
technological as well as quality standards have had an important impact on medical
care, surgical techniques, drugs, equipment and the organization and delivery of health
care. Finally, assessing and satisfying the needs of the population in a buyers' market,
caused by the previously mentioned changed health-care market, has become prevalent
(Kunst and Lemmink, 2000).
Managers of hospitals start to think in terms of care systems, with an increasingly
important role for customers or patients. Additionally, the health-care market itself is
changing from a seller-oriented to a buyer-oriented market due to the increasing in
consumer organizations, insurance companies and public pressure. Therefore, the
patient is becoming a customer (Kunst and Lemmink, 2000).
QM stands out as one of the most obvious ways for hospitals to reduce costs and
enhance revenues. The operational details of how to implement QM are certainly of
great consequence for practitioners. However, a no less important inquiry for
organizational researchers is to view QM as an organizational learning vehicle that can
help organizations adapt to highly changing and uncertain circumstances.
Another characteristic of QM, The most difficult barrier to implementing QM in
hospitals is their traditionally bureaucratic, complex and highly departmentalized
structure with its ensuing culture and leadership style. Also problematic are (a) the
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unique relationship hospitals have with physicians, (b) the conflict between hospital
management philosophies and QM philosophies, (c) existing quality assurance
programs and (d) union-management relationships (Short, 1995).
QM has the potential to help hospitals solve many of the problems they are currently
facing. Adopting a QM philosophy can not only help the financial crisis but also lead to
improved quality of care and better relationships with both internal and external
customers. However, implementing QM is a long and complex process that affects
every facet of hospital operations (Shurman and Wry, 1991).
Increasing patient satisfaction through process improvement is a key objective of QM,
yet this linkage is weak in some hospitals. While most of these hospitals have
developed an understanding of the critical processes, increasing patient satisfaction also
requires consistent application of statistical process control techniques, something these
hospitals have to continue to develop (Lin and Clousing, 1995).
The most of the expenses is consumed by those organizations, and this leads to increase
the need of improving the quality of service for this field. In response to the increased
concerns about quality provided by hospitals, and the rising needs of accountability and
the improvement of health organization targets, a growing number of countries and
health care institutions has implemented quality management programs and applied
quality standards.
Dranove etal (1999) observed that nearly all hospitals in the United States were
involved in a quality improvement programs, noting that in 1997 almost all (98%) of
about 2,000 hospitals had adopted the continuous-quality-improvement policy.
Horng and Huarng (2002) collected data from 76 hospitals in Taiwan to test a multilevel
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model addressing the issue of QM adoption as one type of organizational adaptation.
The results showed that the larger scope of cooperation between hospitals depends on
larger extent of QM adaptation. In addition, the network cooperation is the greater
extent on QM adaptation. In addition, it indicated that the prospector strategy is
positively related to the extent of QM adaptation.
In the Netherlands, Jarlier (2000) reported that applying QM to a variety of projects led
to the maintenance and enhancement of quality.
In Jordan Al-Zu'bi and Judeh (2011) attempted to examine the extent to which Ibn AlHaytham complied with QM implementation, as a case study. The results indicated that
Ibn Al-Haytham Hospital in Jordan is currently attaining a relatively above average
level of QM implementation, The results also showed that there were no significant
differences on QM perception due to gender or age. At the same time, the study results
showed that there were significant differences in QM perception due to education level
or years of experience.

There has been limited research addressing QM and accreditation in Jordanian hospital,
even though Jordanian hospitals are considered the most important centers that supply
medical supports and services. Hospitals should be developed in a way that can deal
with the high acceleration in the health techniques, increasing the demand on the health
services, the resulted challenge caused by increasing the cost health services, and
achieving that with very high quality (Ministry Of Health, 2006).
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2.3 Hospital Accreditation
Hospital Accreditation is a system of non-governmental self-regulation in which an
independent agency defines and monitors quality standards in hospitals participating in
such a scheme. The concept of hospital accreditation was developed in the United States
in 1917 and after many years of evolution, the process is now largely managed through
the Joint Commission on Accreditation of Health Care Organizations (JCAHO)
(Robinson, 1995).
In other words, Hospital Accreditation is a process whereby a hospital is objectively
judged against an accepted level of performance and is evaluated to determine the
appropriateness of organizational structure, facilities and outcome. In the process, the
facility is informed of weaknesses in its operations and given advice on how to correct
the detected problems (Gupta, 1999).
According to JCI (2002), JCI accreditation standards are organized around importance
functions:(1) International Patient Safety Goals, (2) Access to Care and Continuity of
Care, (3) Patient and Family Rights, (4) Assessment of Patients, (5) Care of Patients, (6)
Anesthesia and Surgical Care, (7) Medication Management and Use, (8) Patient and
Family Education.
However, the JCI accreditation Health Care Organization Management Standards are
(1) Quality Improvement and Patient Safety, (2) Prevention and Control of Infections,
(3) Governance, Leadership, and Direction, (4) Facility Management and Safety, (5)
Staff Qualifications and Education, (6) Management of Communication and
Information(JCI, 2002).
Accreditation is a process forced on any participant organization on a set of pre36

determined standards (Klazinga, 2000). It intends to improve quality performance
through various approaches either mandated or by the government, voluntary or
initiated by independent agencies (Montagu, 2003).
A study carried out in Jordan by Diab (2011), aiming to identify if the doctors and
nurses in the Jordanian private hospitals have a perception about the accreditation, and
if there is a different between the doctors and nurses understanding to accreditation
standard in their hospitals, was conducted. The results of this study showed that doctors
and nurses have a positive attitude regarding their perception of accreditation standards
related to the Management and leadership.
A survey of 37000 patients who were treated in 73 hospitals was carried out by Coulter
(2001) to check if there is an association between hospital accreditation and patient
satisfaction with hospital care, and the results revealed that accreditation positively
influences quality of care and patient's satisfaction (SACK, 2011). By this research, the
overall recommendation rate was slightly above 60%, which is within the range of other
studies.
According to the JCI standards, measurement of customer satisfaction is an important
factor in the determination of the effectiveness of quality management system
implementation. Regarding customer satisfaction requirements in these standards, top
management should ensure that all the employees concerned in the hospital are aware of
patient and family rights as well as the requirements of patient education. The JCI
standards also require the top management to ensure that customer feedback is
measured and improvements initiated accordingly (Al-Attal, 2009).
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2.3.1

The Evolution of Health Care Accreditation

Hospital accreditation is not a new concept. In the 1860s, Florence Nightingale helped
in the foundation for health care quality assurance by advocating a system for collecting
and evaluating hospital statistics. Her results showed that mortality rates varied
significantly from one hospital to another (Hanold, 2000).
Another pioneer in assessing health care quality was Dr. Earnest A. Codman who
released a study in 1914 that emphasized many of the same quality of care issues being
examined today. These issues included licensure and certification, accreditation, the
necessity of considering the severity or stage of disease, the issue of co-morbidity, the
health and illness behavior of the patient and economic barriers to receiving care
(Graham, 1995).
When the American College of Surgeons (ACS) was established in 1913, one of its
primary goals was the improvement of hospital patient care. In 1918, it introduced the
Hospital Standardization Program, which created hospital accreditation as a formal
means of assuring good hospital care. The result of the first survey revealed that many
hospitals were not meeting the standards. However, by 1950, almost 95% of the
hospitals qualified for approval (Robinson, 1995).
Because of preoccupation with World War I, the Great Depression and World War II,
few advances were made in the area of quality assessment in health care during the
1920s and through the 1940s. In the late 1940s, and early 1950s, and because of the
growth of sophisticated non-surgical procedures, and the relative success of the ACS
accreditation program, it became clear that the quality provided by the entire medical
profession should be monitored. Accordingly, in 1952, the Joint Commission on
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Accreditation of Hospitals (JCAH), now known as the Joint Commission on
Accreditation of Health Care Organizations (JCAHO) was established. The purpose of
JCAH was to encourage voluntary attainment of uniform standards of institutional care
for all health care areas (e.g., pharmacy, nursing, physical plant). The emphasis was on
process and structural standards, and it was assumed that good care and favorable
outcomes would follow (JCI, 1998).
In the 1960s and 1970s, the public developed greater expectations about health care.
The period was marked by concern for consumer protection, human rights and the
concept of health care as a right. It was this mindset led to the passage of Medicare and
Medicaid legislation in the 1960s. Government became a major payer within the health
care system and began examining means of assessing health care delivery, including
JCAHO oversight. Because of the increased attention on JCAHO, hospital participation
in this survey process increased significantly during this period. By 1972, over fifty
percent of the hospitals in the U.S. were participating in the JCAHO survey process
(JCI, 1998).
The changing health care marketplace also resulted in increased attention paid to the
adoption of Continuous Quality Improvement (CQI) principles, espoused by Deming,
Juran and Crosby. Their strategies are based on the notion that customers define quality
and those problems with quality rest in the process (Crosby, 1979;Deming,
1986;Deming, 1997; Graham, 1995 and Walton, 1995). By the early 1990s, JCAHO
started to recognize the value of CQI and began to consider integrating outcomes into
its survey process (JCI, 1998).
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Today, JCAHO accreditation is regarded as the gold standard in institutional health care
quality (Robinson, 1995). Models built on the JCAHO example have been developed in
Canada and Australia. While JCAHO is by far the most prominent institutional health
care accrediting agency and accounts for about 95% of all such activities. Other
professional accrediting agencies include the Healthcare Facilities Accreditation
Program (HFAP) of the American Osteopathic Association (AOA), and the Community
Health

Accrediting

Program

(CHAP)

(American

Osteopathic

Association,

1999;Robinson, 1995 and Wyka, 1997).

2.4 Recent Research that link between hospital accreditation and
QM
The focus of this research is to investigate the link between the adoption of hospital
accreditation and QM perception in Jordanian private hospitals. This link is still the
subject of much debate.
For instance, some research such as the European Expert research according to Shaw
(2000), found that accreditation and quality management programs do not add any value
to the organizations that implement accreditation or quality programs. Moreover, it
argued that accreditation standards lack effectiveness to meet the goal of sustaining and
stimulating improvements in healthcare organizations. However, some literatures
demonstrate the effectiveness and efficiency of accreditation on quality performance.
Sutherasan and Aungsuroch (2008) examined the overall state of the QM activities
within the accredited hospitals in Thailand. The study has attempted to prove an empiric
link between the QM activities performed and the length of time after passing the
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hospital accreditation. This study investigates the QM activity level, obstacles and
barriers. An 80-item QM assessment scale developed from the Malcolm Baldrige
framework was used to measure the level of QM activity in accredited hospitals. The
major findings of this study confirmed that the longer the period that had elapsed since
accreditation then the more QM activities had decreased at the accredited hospital.
In Lebanon El-Jardali (2008) conducted a study to assess the perceived impact of
accreditation on quality of care through the lens of healthcare professionals-specifically
nurses. He found that nurses from Lebanon considered hospital accreditation to be a
good tool for improving quality of care and they perceived improvement in quality
during and after the accreditation process, especially in areas related to leadership
commitment and support, use of data, quality management and staff involvement. He
argued that in developing countries, accreditation is highly needed and being used as a
tool for government regulation to guarantee quality of care.
Duckett (1998) argued that the main purpose of applying accreditation is to develop and
improve the procedures and regulations to provide high service quality for healthcare
organizations.(Duckett, 1998).
Hassan (2006) provided evidence of improvement in the hospital’s quality performance
after 15 months of implementing the JCI standards on their hospitals. The results
showed that JCI standards had a strong impact on quality improvement and patients’
safety. The hospital’s performance on patients’ safety had improved by 79% after 15
months of implementing the JCI standards. Moreover, the results showed improvement
in staff’s training on quality performance and in staff’s knowledge and collaboration.
The adoption of a culture of continuous170 improvements by the hospital showed 29%

41

improvement. The hospital’s performance reflected 32% improvement in the use of the
continuous improvement cycle tool.(El-Jardali, 2008).

Although there has been limited research addressing QM dimensions and hospitals
accreditation, the following subsections review some literature that investigates QM
dimensions and how it could be linked to hospital accreditation.

2.4.1

Link between hospital accreditation and commitment of management and
Leadership

Commitment of management and Leadership category examines how senior executives
guide the organization and how the organization deals with its responsibilities to the
public and practices good citizenship. This requires their personal commitment and
involvement in substantial proportions (US General Accounting Office , 1991) and
(Harvey, 1992).
The hospital’s leadership and management approaches had a significant improvement of
31%, which was clear in the leadership, management-by-fact, and teamwork approach
of the organization. The hospital’s and health care providers’ ethical performance
demonstrated a substantial improvement of 61%, which was perceived by all the
external stakeholders. The major impact was in respecting patients’ beliefs and values,
the commitment to confidentiality, respect of patients’ privacy, communicating
information to patients and families, including their rights, developing quality control
procedures, providing care in a respectful and considerate manner, obtaining the
required informed consents, and assessment and management of pain (Hassan, 2006).
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Thus, it is expected that in accredited hospitals, the leadership is more committed to
their responsibility and to commitment of management.

2.4.2

Link between hospital accreditation and plans and strategies

The strategic planning category examines how the organization develops strategic
objectives and action plans. Also examined is how your chosen strategic objectives and
action plans are deployed and changed if circumstances require, and how progress is
measured (Hertz, 2006).
The Baldrige criteria identify the organization’s ability to address strategic challenges
as evidence of excellence in performance and cover a number of different issues related
to the content of strategic plans and their implementation.
Strategic planning is designed to help plan for the future, which affords institutions the
opportunity to avoid or minimize the impact of unforeseen or sudden events, and at the
same time implement the institutions' goals and objectives. When completed
successfully, strategic planning can provide valuable insight about the opportunities and
challenges that an institution may face (Wilcoxson, 2012).
Hassan (2006) provided evidence of improvement in the hospital’s quality performance
15 months after the implementation of the JCI standards. The results showed that JCI’s
mission “to improve the quality of care in the international community” (Hassan, 2006).
Commission for Community and Junior Colleges (ACCJC):

Since 1994, the

commission’s accreditation standards have required institutions to engage in systematic
and regular review of program quality as well as in short-and long-term planning, and
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an allocation of resources to assure that institutions achieve their stated mission, assess,
and improve institutional effectiveness (Wilcoxson, 2012).
Community colleges in California are required to implement planning and evaluation at
the institutional level in order to meet accreditation standards, according to the Western
Association of Schools and Colleges (Western Association of Schools and Colleges,
2010). Further, according to the commission, in order to become accredited, one
criterion the institution should have to provide “evidence of planning for improvement
of institutional structures and processes, student achievement of educational goals, and
student learning”. In order to meet institutional goals and achieve accreditation, a
strategic plan is required for each public community college in California (Western
Association of Schools and Colleges, 2010).Thus, it is expected that accredited
hospitals perform strategic planning more than non-accredited hospitals.

2.4.3

Link between hospital accreditation and patients’ satisfaction

Patients’ satisfaction and market focus Category examines how the organization
determines the requirements, needs, expectations, and preferences of customers and
markets. In addition, it examined how your organization builds relationships with
customers and determines the key factors that lead to customer acquisition, satisfaction,
loyalty, retention, business expansion and sustainability (Hertz, 2006).
In 1997, JCAHO introduced its ORYX initiative concept that Attempted to integrate
outcomes and other performance measures, such as post-operative morbidity and
mortality as well as employee satisfaction, into the accreditation process (John, 2002).
There was no relationship between accreditation scores and patient satisfaction levels.
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Given that, there had been two separated measurements of quality and the impact that
the limitation of this study may have had on the results, one would not have expected a
near perfect relationship (John, 2002).
All stakeholders’ assessments reflected a major impact of JCI standards’
implementation on patients’ delight. The improvement in the performance indexes in
this regard ranged from 23% to 67%. Hospital processes became customer focused.
Recognition of staff became effectively linked to customer satisfaction. The hospital
developed mechanisms to measure customer needs, expectations, and to rapidly respond
to them. Delivery of care with compassion, courtesy, and regard scored the highest
values. Communication with patients improved. More time was allocated by doctors,
for patients, families and better patient care plans were developed; and patients and
families became more involved in decision-making (Hassan, 2006).
The literature shows that the link between hospital accreditation and Patients’
satisfaction is still the subject of much debate, in summary, it is expected that accredited
hospitals more or less performing patient satisfaction than non-accredited hospitals.

2.4.4

Link between hospital accreditation and the way by which hospital analyzes
the data

The measurement and analysis category examines how the hospital selects, gathers,
analyzes, manages, and improves its data and information. In addition, it examined how
the hospital reviews its performance (Hertz, 2006).
The Baldrige criteria identify measurement, analysis, improvement, and knowledge
management

as

essential

to

organization
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improvement,

innovation,

and

competitiveness. The effective use of data is seen as key to organization success. The
quality of data is addresses in the Baldrige criteria as well as in The Joint Commission’s
information

management

standards.

The

Joint

Commission

Leadership

and

Performance Improvement standards recognize that effective use of data is one of the
important internal systems that contribute to patient safety and quality of care. This
includes data that is used in the day-to-day care of the patient as well as aggregate data
that can guide organization wide improvement. In the Magnet model, the fifth
component—Empirical Quality Results—focuses on the measurement of quality
outcomes related to clinical practice and nursing leadership. In each of the other four
Model Components, empirical outcomes are requested as Sources of Evidence (JCI,
2013).
The implementation of the JCI standards had a major impact on process improvement.
Hassan (2006) argues that all stakeholders perceived improvement in the hospital’s
processes index, ranging from 9% from the patients’ perspective to 117% from the
accreditation bodies’ perspective. This was reflected in systems’ improvement,
developing policies and procedures, and documentation.
Cordner (1995) agree based on their content analysis of the CALEA accreditations
standards 17 concluded that the standards had a very direct impact on agencies.
For example, from the general perspective of their tone and purpose (Cordner, 1995):
•

Standards ted police executives how to set up and run their departments.

•

Standards require formalization of organizational practices promulgated in
written

directives,

which

usually contain

“establishes,” or “specifies”.
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words

like,

“requires,”

•

Standards tend to require specialization by task.

•

Standards require that responsibility be vested in an identifiable person or
position.

•

Standards require specialized training.

•

Standards

stress

managerial

accountability

more

than

operational

accountability; consequently, they are directed more toward managers and
supervisors than line officers.
•

Standards that do apply to line officers tend to emphasize administrative
tasks.

•

Standards emphasize (from a human relations perspective) concern for
employees and customers.

•

Standards emphasize methods and procedures rather than goals, objectives,
or products. They are more process than outcome-oriented.

McCabe, (2001) found, there were significant differences between accredited and nonaccredited police agencies in five areas. (1) In the number of field training hours those
officers receive (however, classroom training hours were equal), (2) In the minimum
educational requirements for starting officers, (3) in drug-testing policies for police
applicants (accredited agencies were twice as likely to require drug tests), (4) in the
operation of special drug units, and (5) in the operation of special child-abuse units.
Thus, it is expected that accredited hospitals perform measurement and analysis the data
than non-accredited hospitals
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2.4.5

Link between hospital accreditation and continuously improving the quality
management

Continuously improving the quality management category examines the organization's
performance and improvement in its key business areas: customer satisfaction; financial
and marketplace performance; human resources, supplier and partner performance;
operational performance; and governance and social responsibility (US General
Accounting Office , 1991 and Harvey, 1992).
According to Hassan (2006) The JCI standards had a strong impact on quality
improvement and patients’ safety. The results showed that the emphasis in the second
edition of JCI standards on the above two aspects had a strong impact on the hospital’s
performance in this regard. The hospital’s performance on patients’ safety had
improved by 79%, 15 months after the implementation of the standards. Quality
improvement was reflected in using a wide range of indicators, performing
benchmarking, and using them to improve the services.
The results of Hassan (2006) demonstrated improvement in staff training on quality
performance and in staff’s knowledge and collaboration. The adoption of a culture of
continuous improvement by the hospital showed 29% improvement. The hospital’s
performance reflected 32% improvement in the use of the continuous improvement
cycle tool. Hospital’s processes related to the prevention of potential problems, using
root cause analysis for problem solving and involving stakeholders in the planning
process improved by 26%. The findings identified much strength and a few
opportunities for improvement in the JCI standards in relation to their impact on quality
improvement, and on different aspects of the hospital’s performance. All stakeholders
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perceived a major impact of the standards on the overall organizational performance,
including an improvement of 177% in the hospital’s scorecard index from accreditation
bodies’ perspective. The JCI standards had a strong impact on quality improvement and
patients’ safety.
The results of Hassan (2006) showed that the emphasis in the second edition of JCI
standards on the above two aspects had a strong impact on the hospital’s performance in
this regard. The hospital’s performance on patients’ safety had improved by 79% 15
months after the implementation of the standards. Quality improvement was reflected in
using a wide range of indicators, performing benchmarking, and using them to improve
the services.
Shortell (1998) performed a systematic review of the literature relating to the
implementation of Continuous Quality Improvement (CQI) in health care. This review
examined 55 studies on this topic; 42 of these were performed in the same hospital and
only three had a controlled design. Additionally, several of these studies indicated that
the start-up costs associated with CQI implementation, including staff training, were
significant.
Thus, it is expected that accredited hospitals perform continuously improving the
quality management more than non-accredited hospitals.

2.4.6

Link between hospital accreditation and human resource focus and
qualifications of hospitals employees

Human resource focus and qualifications of hospitals employees' category examines,
how the organization enables its workforce to develop its full potential and how the
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workforce is aligned with the organization's objectives (US General Accounting Office
, 1991) and (Harvey, 1992).
JCAHO defined quality of care as the degree to which health services increase the
likelihood of desired health outcomes and are consistent with current professional
knowledge (John, 2002).
The JCI standards strong impact on improvement in staff training on quality
performance and in staff’s knowledge and collaboration. The adoption of a culture of
continuous improvement by the hospital showed 29% improvement. The hospital’s
performance reflected 32% improvement in the use of the continuous improvement
cycle tool (Hassan, 2006).
Thus, it is expected that qualifications of employees in accredited hospitals better than
non-accredited hospitals.

2.5 Conclusion
The chapter began with a review of literature on the nature of quality and concept of
QM. The theoretical foundations of the QM dimensions that make up QM construct
were examined. The relationships between adopting accreditation and performing the
QM six dimensions were discussed in terms of theory and past work. The hypotheses
were developed outlining the differences in QM performance between accredited and
non-accredited Jordanian private hospitals. The following chapter addresses the
methodology of the research.
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CHAPTER III
RESEARCH METHODOLOGY
3.1 Chapter Overview
Chapter Two primarily reviewed relevant literature and set out the hypotheses for this
research. This chapter describes the research methodology employed in this research
and illustrates the research design, which highlights the purpose and research approach.
The justification for employed quantitative method is then explained and the population
of the current research, sampling strategy and data collection procedure is outlined. This
chapter also describes the measurement instruments derived from the literature and the
motivation for using them. It also addresses, in the data analysis and interpretations
section, the data analytic plan and details of measurement in detail. The chapter
concludes with the ethical considerations taken in study.

3.2 Research Design
3.2.1

Statement of problem

The purpose of this study is to assess the QM perceptions in Jordanian private hospitals
and to investigate whether accredited and non-accredited Jordanian private hospitals
vary in terms of QM perception through the lenses of quality management directors and
administrators (Middle Line Management and Front Line Management). Accordingly,
the following questions are raised:


Do the accreditation and quality management program add any value to the
hospitals?
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Do the accreditation and quality management program enhanced the internal
process and hospitals qualifications in terms of QM?

Accordingly and to meet the research statement, and based on the literature review in
previous chapter and the research objectives, the following hypotheses are formulated.

3.2.2

Research Hypotheses

Hypothesis 1

H0: There is no difference in QM perception between accredited and non-accredited
Jordanian private hospitals (i.e. On the commitment of management, plans and
strategies, patients’ satisfaction, the way by which hospital analyzes

its data,

continuously improving the quality management, qualifications of hospitals employees),
when alpha-level equal to 0.05.

Ha: There is a difference in QM perception between accredited and non-accredited
Jordanian private hospitals (i.e. On the commitment of management, plans and
strategies, patients’ satisfaction, way that hospital analyzes its data, continuously
improving the quality management, qualifications of hospitals employees), when alphalevel is equal to 0.05.

Sub-hypotheses for hypothesis 1

Sub- hypothesis 1:

H0: There is no difference in perception between accredited and non-accredited
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Jordanian private hospitals on the commitment of management, when alpha-level is
equal to 0.05.

Ha: There is a difference in perception between accredited and non-accredited Jordanian
private hospitals on the commitment of management, when alpha-level equal to 0.05.

Sub- hypothesis 2:

H0: There is no difference in perception between accredited and non-accredited
Jordanian private hospitals on the plans and strategies, when alpha-level is equal to
0.05.

Ha: There is a difference in perception between accredited and non-accredited Jordanian
private hospitals on the plans and strategies, when alpha-level is equal to 0.05.

Sub- hypothesis 3:

H0: There is no difference in perception between accredited and non-accredited
Jordanian private hospitals on patients’ satisfaction, when alpha-level is equal to 0.05.

Ha: There is a difference in perception between accredited and non-accredited Jordanian
private hospitals on patients’ satisfaction, when alpha-level is equal to 0.05.

Sub-hypothesis 4:

H0: There is no difference in perception between accredited and non-accredited
Jordanian private hospitals on the way the hospital analyzing its data. When alpha-level
is equal to 0.05.
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Ha: H0: There is a difference in perception between accredited and non-accredited
Jordanian private hospitals on the way that hospital analyzing its data. When alpha-level
is equal to 0.05.

Sub- hypothesis 5:

H0: There is a difference in perception between accredited and non-accredited
Jordanian private hospitals on continuously improving the quality management, when
alpha-level is equal to 0.05.

Ha: There is a difference in perception between accredited and non-accredited Jordanian
private hospitals on continuously improving the quality management, when alpha-level
is equal to 0.05.

Sub- hypothesis 6:

H0: There is no difference in perception between accredited and non-accredited
Jordanian private hospitals on qualifications of hospitals employees, when alpha-level is
equal to 0.05.

Ha: There is a difference in perception between accredited and non-accredited Jordanian
private hospitals on qualifications of hospitals employees, when alpha-level is equal to
0.05.

Hypothesis 2:

H0: There is no difference in QM perception across FLM and MLM in accredited
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Jordanian private, when alpha-level is equal to 0.05.

Ha: There is a difference in QM perception across FLM and MLM in accredited
Jordanian private, when alpha-level is equal to 0.05.When alpha-level is equal to 0.05.

Hypothesis 3:

H0: There is no difference in QM perception across FLM and MLM in non-accredited
Jordanian private, when alpha-level is equal to 0.05.

Ha: There is a difference in QM perception across FLM and MLM in non-accredited
Jordanian private, when alpha-level is equal to 0.05.When alpha-level is equal to 0.05.

Hypothesis 4:

H0: There is no difference in QM perception across Gender in accredited Jordanian
private, when alpha-level is equal to 0.05.

Ha: There is a difference in QM perception across Gender in accredited Jordanian
private, when alpha-level is equal to 0.05.

Hypothesis 5:

H0: There is no difference in QM perception across Gender in non-accredited Jordanian
private, when alpha-level is equal to 0.05.

Ha: There is a difference in QM perception across Gender in non-accredited Jordanian
private, when alpha-level is equal to 0.05.
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Hypothesis 6:

H0: There is no difference in QM perception across age groups in accredited Jordanian
private hospitals, when alpha-level is equal to 0.05.

Ha: There is a difference in QM perception across age groups in accredited Jordanian
private hospitals, when alpha-level is equal to 0.05.

Hypothesis 7:

H0: There is no difference in QM perception across age groups in non-accredited
Jordanian private hospitals, when alpha-level is equal to 0.05.

Ha: There is a difference in QM perception across age groups in non-accredited
Jordanian private hospitals, when alpha-level is equal to 0.05.

Hypothesis 8:

H0: There is no difference in QM perception across Diploma, BSc and MSc groups in
accredited Jordanian private, when alpha-level is equal to 0.05.

Ha: There is a difference in QM perception across Diploma, BSc and MSc groups in
accredited Jordanian private, when alpha-level is equal to 0.05.

Hypothesis 9:

H0: There is no difference in QM perception across Diploma, BSc and MSc groups in
non-accredited Jordanian private, when alpha-level is equal to 0.05.

57

Ha: There is a difference in QM perception across Diploma, BSc and MSc groups in
non-accredited Jordanian private, when alpha-level is equal to 0.05.

3.2.3

Types of Business Research

Descriptive research attempts to paint a picture of the given situation by describing
characteristics of objects, people, or organizations (Sigmund ,2010). This research was
a measurement of hospitals differences in QM at the same period. By looking at the
research objective, the research type is descriptive research. Due to that reason, the
researcher chose a cross-sectional design. Cross –sectional research studied comparing
different hospitals with the same dimensional characteristics, which is less accurate than
longitudinal research that studied the same hospital and same characteristics applied to
it over time.

3.2.4

Research Approach

Creswell (2003) argues that the selection of the research approach is a critically
important decision. Generally, the two broad approaches, which may result in the
acquisition of new knowledge are referred to as the inductive and deductive approaches.
Inductive approach is a theory building process, starting with observations of specific
instances and seeking to establish generalizations about the phenomenon under
investigation, while deductive approach is a theory-testing process, which commences
with an established theory or generalization and seeks to discover whether it applies to
specific instances (Hyde, 2000).
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To fulfill the purpose of this research a deductive approach was justified since the aim
was to confirm or reject the hypotheses proposed. In addition, a deductive approach
could be a powerful approach for enriching results, making inferences, and making
conclusions.

3.3 The quantitative Methodology- Justification of the quantitative
methodology
Qualitative research is research that addresses business objectives through techniques
that allow the researcher to provide elaborate interpretations of specific phenomena
without depending on numerical measurement. Its focus is on discovering true inner
meanings and new insights, while quantitative research can be defined as business
research that addresses research objectives through empirical assessments that involve
numerical measurement and analysis approaches (Zikmund, 2010).
Qualitative research relies more on researchers’ subjective interpretations of text or
other visual material. In contrast, the numbers produced in quantitative research are
objective in the sense that they do not change simply because someone else computed
them. A qualitative research method typically involves small samples and suitable when
the objectives of the study demand in-depth insight into a phenomenon, while
quantitative research usually uses large samples (Zikmund, 2010).

The strength of such a quantitative approach is avoidance of researcher involvement,
guarding against biasing the study and ensuring objectivity. Measurement, numerical
data and statistics are the main substances of quantitative instruments.
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Based on the above characteristics, and to fulfill the objectives of this research, the
quantitative research approach was chosen. In particular, this was because it is very
closely related statistical descriptive study and allows the researcher to descript the
subject deeply.

3.3.1

Quantitative Survey Questionnaire

In this research, all required data has been gathered by questionnaire based survey
method, and has been processed manually to measure adherence to QM dimensions
according to Malcolm Baldrige.

The questionnaire consists of two major parts; the first one is the demographic
information of the respondent.

The second part outlined the dimensions of QM, which includes, (commitment of
management, plans and strategies, patients’ satisfaction, way that hospital analyzes its
data, continuously improving the quality management, and qualifications of hospitals
employees).

The questionnaire and data collection instrument contained the exact six domains, there
were many questions under each of the six QM domains or dimensions with total 40
questions of QM assessment scale developed and used by Al-Assaf (2008), the survey
questionnaire attached in the Appendix 1 for this research.

The questionnaire measured the performance in QM in two groups of accredited and
non-accredited hospitals from an internal stakeholder's perspective. The internal
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stakeholder was the quality management person and the directors of hospital. The 40
questions were presented to the respondents with pre-coded options measured on a
Likert ordinal scale of 1-5.

The Likert scale format in which respondents are asked to rank was as following:

1= Not available or (Poor)
2= Only documented but not used at all. Or (Fair)
3= Documented and used sometimes. Or (Average)
4= Documented and used more often. Or (Very Good)
5= Documented and used always. Or (Excellent)

The researcher used the questionnaire because its result will be accurate with lower cost
than other methods. Moreover, it satisfies the time limitations.

3.4 Data Collection Procedure
Based on the deductive research approach, a quantitative research utilizing
questionnaire based survey method for gathering evidence was deemed appropriate for
this research.

3.4.1

Population of the study

In Jordan, there are 102 operating hospitals where 59 of them are private hospitals, 30
are public, 11 are royal medical services and two are universities hospitals according to
PHA, 2013.
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According to the PHA (2013), only 38 private hospitals are members in the PHA, which
reflect the population of this research, 26 of them in the capital Amman and the others
outside Amman in the remaining region. In this research, only the hospitals that are
participants in PHA was considered. Moreover, the age, size and capacity i.e. number of
beds were used as control variables.
The classification of the hospitals was according to hospital’s location and not by its
capacity (number of beds) or according to the number of employees as mentioned by
(PHA, 2013).
According to the research and training specialist at PHA, Mrs. Saba Al-Awadi, “there is
no official classification for private hospitals in Jordan. The last attempt to execute
classification was in Feb. 2013 by Jordan insurance federation, and under the umbrella
of PHA. Workshop had been prepared and invited the managers from the most of the
private hospitals in Jordan to agree on a way to classify the hospitals in Jordan…. PHA
suggested several ways to classify the private hospitals such as hospital capacity or
depending on the number of stars as in hotels. Finally, the result of exercise found that
it’s very difficult to find a way to classify the hospitals in Jordan, and the attendance did
not reach any results to take in consideration any classification for the hospitals”.

Most of the private hospitals adopted quality assurance programs and many steps were
taken in these hospitals to enhance healthcare quality system. However, seven Jordanian
hospitals achieved hospital accreditation. While others non-accredited hospitals
performed quality as part of its standards, and should be license from the government of
health.
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During the distribution of the survey, the Human Resources (HR) head of each hospital
was briefed on the aim of this study and assured of confidentiality.

3.4.2

Unit of Analysis

Front and Middle Line Managers in Jordanian private hospitals formed the unit of
analysis in the study. They had to have been in the organization for at least the previous
three years in order to obtain a more balanced and deeper response.

3.4.3

Sampling method and the characteristics of the sample

Sampling methods are classified as being either probability or non-probability sampling
methods (Zikmund, 2010). In non-probability sampling method, members are selected
from the populations in a non-random manner such as convenience sampling, judgment
sampling, quota sampling and snowball sampling. Probability methods include random,
stratified and systematic sampling.

For the purpose of this research, convenience sample was utilized, where FLM and
MLM were targeted from three accredited and four non-accredited Jordanian private
hospitals.

In this research, a number of accredited and non-accredited hospitals had been visited,
and their management at each hospital had filled all essential questioners.
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3.4.4

Survey Language

In Jordan, Arabic is the language predominantly used; therefore, the language used in
the questionnaire was Arabic. In addition, the target research population of managers
was educated with a good command of spoken and written Arabic.

3.4.5

Distribution of Questionnaire

The questionnaire was distributed through the Human Resources (HR) department after
initial communication seeking consent with heads of HR department of each Hospital.
With the cover letter, the head of each hospital were given questionnaire packets to be
distributed among their management staff. This packet contained a cover letter from the
researcher that highlighted the aspects of confidentially and anonymity of the survey
and self-addresses envelop for returning the questionnaires. The questionnaire contained
fixed format self –report items to be completed by respondents voluntarily, at own pace
and were suited to produce response that is more honest. Structural questions were
intended to save respondents time and return definite answers. In total, seventy
questionnaires were distributed by the researcher to the head of HR department at each
hospital.

Data is needed to solve the research objectives and to get the information needed. This
data is gathered and obtained from the responses to the questionnaire sent manually to
the quality departments or human recourses department. The expert panel that reviewed
and validated the questionnaire revealed that the best methodology to collect the data in
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this specific case was to leave the questionnaire with the respondent, which is known as
“self-administered”.

In addition, to reduce response rate attrition, the consulting panel advised avoiding
phone mailing in the survey via any postal service. The researcher visited two groups of
hospitals that adopted accreditation and that did not. A hard copy of the survey tool was
handed in person to the quality departments head or human recourses manger. A brief
meeting was conducted at each hospitals visit. During the in-person meeting and
handing the hard copy, the researcher introduced and explained the objectives, the main
theme, and covered the survey questions of the study. The researcher made sure the
respondent understood by giving them the opportunity for further inquiries.

To motivate potential subject-hospitals to participate, the summary results were offered
to all participating hospitals once the study has been completed. The researcher had to
Follow-up phone calls were made via telephone to make sure the respondent had
prepared the questionnaire.

All data used for this study were assigned a numeric code to maintain confidentiality of
all participating hospitals. For each subject hospital, total and categorical data, as well
as patient demographic data, were recorded. Microsoft Excel computer software was
used to maintain and format this information.

3.4.6

Response Rate

Questionnaires were distributed as mentioned earlier to three accredited hospitals, and
four non-accredited hospitals. The hospitals HR department was required to send back
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one filled questionnaire the total number of hospitals that responded was 33 hospitals
out of 33, and overall response rate was 100.00% for accredited hospital. On other hand
for non- accredited hospital the total number of hospitals that responded was 32
hospitals out of 37, and overall response rate was 86.49%.for both group for accredited
and non-accredited hospitals, the total number of responded was 65 hospitals out of 70,
and overall response rate was 92.86%. The number of hospitals that replied in each
hospital is represented in table 1. There were no cases of missing data. This size was
deemed suitable to employ statistical analysis effectively to achieve meaningful results.
Table 1 shows the number of questionnaires, which have been given to each hospital,
and the number of collected questionnaires by each one.

According to the number of collected and given questionnaires showed in the table 1,
The number of the sampling data was corroborated by Dr. Saiful, a clinical researcher,
who states that a “sample size larger than 30 and less than 500 is appropriate for most
researches (DePaulo,2011).

Accredited hospitals

Collected

Given Questionnaires

Questionnaires

Response
Rate

spatiality hospital (Amman)

11

11

100.00%

Asteklal Hospital

11

11

100.00%

Arabic Center Hospital

11

11

100.00%

Al-Estishare Hospital

Refuses to involve in the

Refuses to involve in the

----

study

study

Refuses to involve in the

Refuses to involve in the

study

study

EbinAlhytham Hospital
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----

Accredited hospitals

Collected

Given Questionnaires

Questionnaires
Al-Esra’a Hospital

Response
Rate

Refuses to involve in the

Refuses to involve in the

study

study

TOTAL

33

33

100.00%

Non-Accredited hospitals

Collected

Given Questionnaires

Response

Questionnaires

----

Rate

Al-Mwasa Hospital

10

10

100.00%

Specialty Hospital in Irbid

9

13

69.23%

Alshmisane Hospital

3

3

100.00%

Al-Hekma Hospital in Al-Zarka

10

11

90.91%

Amman Surgical Center

Refuses to involve in the

Refuses to involve in the

----

study

study

Refuses to involve in the

Refuses to involve in the

study

study

Refuses to involve in the

Refuses to involve in the

study

study

Refuses to involve in the

Refuses to involve in the

study

study

JabalAlzytoon Hospital in Al-

Refuses to involve in the

Refuses to involve in the

Zarka

study

study

Total

32

37

86.49%

Total For AC and NAC

65

70

92.86%

EbinAlnfes Hospital (Irbid)

Falasteen Hospital

Lozmella Hospital

----

----

----

----

Table 1: The number of collected and given questionnaire for accredited and non-accredited
hospitals with total respond rate
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3.5 Measures
Literature defines reliability as the extent to which measures are free from errors. Thus
the greater the reliability of an instrument, the less likely the error of measurement
occurring. Malcolm Baldrige questionnaire developed by Baldrige Performance
Excellence Program was identified as most suitable.

3.5.1

Quantitative Instrument: Malcolm Baldrige questionnaire

It is an Assessment tool from the Malcolm Baldrige performance excellence program.
This easy-to-use questionnaire is designed to expose leadership’s perspective. It consist
of several items, for each item, the respondent should check the box that best matches
how he feels (strongly disagree, disagree, undecided, agree, strongly agree), to compare
the perceptions of individual to see if there are differences. The researcher will not be
looking at individual responses but will use the information from whole leadership team
to make decisions. It should take about 10 to 15 minutes to complete this questionnaire
for each individual (NIST, 2011).

3.5.1.1 Background and composition

The Malcolm Baldrige National Quality Award (MBNQA) provides a set of criteria for
organizational quality assessment and improvement that has been used by thousands of
business, healthcare and educational organizations for more than a decade. The criteria
can be used as a tool for self‐assessment, and are widely recognized as a robust
framework for design and evaluation of healthcare systems, (PMC, 2014).
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3.5.1.2 Motivation for the use of Malcolm Baldrige questionnaire

Health care organizations should use the appropriate Criteria booklets for their
respective sectors. The Criteria are the basis for conducting organizational selfassessments, for giving feedback to applicants. Baldrige award can used as sources for
learning include employees’ and volunteers’ ideas, research and development (R&D),
customers’ input, best practice sharing, and benchmarking in comparing to other QM
measurement tools.

According to Hertz (2006), Baldrige assessment tool is critically important because the
following:
•

It is the most appropriate starting point for self-assessment and for writing an
application.

•

It helps you identify potential gaps in key information and focus on key
performance requirements and results.

•

It also may be used by itself for an initial self-assessment. If you identify
topics for which conflicting, little, or no information is available.

3.5.1.3 Reliability test Malcolm Baldrige questionnaire

A reliability test for the measures of dependent variable (QM) was performed to
examine the extent to which a study measures are free from random error. Cronbach's
Alpha is the most widely accepted measure of internal consistency. It shows the degree
of inter-correlation among the items that comprise the measure or summated scale (Judd
etal., 1991). It ranges from 0 to 1, with 0 meaning complete unreliability and 1 meaning
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perfect reliability. Even though there is no definite criteria of acceptable Cronbach's
Alpha level, a value greater than 0.7 is preferable (Nunnally and Jum, 1978).

3.6 Data analysis
The data analysis plan of this study employed a multiple steps including data
preparation, data coding and entry, data cleaning then performing statistical analysis.

3.6.1

Statistical analysis

Minitab 15.0 statistical software application, which is an effective database
management system, was used for analyzing the collected data. To address the research
hypotheses several kinds of statistics were used on the data provided, which were as
follows:


Descriptive statistics.



Bivariate statistical analysis: to measure the differences between two groups of
accredited and non-accredited Jordanian private hospitals.

3.6.1.1 Descriptive statistics

Descriptive statistics can summarize responses from large numbers of respondents in a
few simple statistics. When a sample is obtained, the sample descriptive statistics are
used to make inferences about characteristics of the entire population of interest.

Descriptive analyses provide descriptive statistics including measures of central
tendency and variation. Statistics such as the mean, mode, median, range, variance, and
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standard deviation are all descriptive statistics. These statistics provide a summary
describing the basic properties of a variable.

3.6.1.2 Bivariate statistical analysis: Differences between two variables

Since the focus of the research is to compare the two groups of Jordanian private
hospitals, and to determining and identifying the difference between two responses
measured on the same statistical unit. Normality test of data, (analysis of variance one
way ANOVA), T-Test, and mode median test were performed to determine if a degree
of significance exists between two groups of hospitals at the 0.05 level of significance.

Samples T-Tests:

T-Tests are tests for statistical significance. It aims to test whether there are differences
between two groups on the same variable, based on the mean (average) value of that
variable for each group. T-Test assumes that the two samples drawn from normal
distributions and that the variances of the two populations are approximately equal
(homoscedasticity) (Daniel, 2004).

One-way analysis of variance (ANOVA):

ANOVA It is a hypothesis-testing technique to determine whether statistically
significant differences in means occur between two or more groups (Zikmund, 2010).
There are three basic assumptions that underlies all ANOVA models: (1) independence
of scores; (2) normality of treatment population; and (3) homogeneity of variance
(Daniel, 2004).
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Mood's Median Test

The Mood's median Test (also called median test or sign scores test) is a nonparametric
test for the comparison of two or more independent samples to determine if the samples
have come from different populations. In other words, it is the nonparametric alternative
to the One-Way ANOVA.

The test is robust against outliers and errors in data and is particularly appropriate in the
preliminary stages of analysis. Mood's median test is more robust than is the KruskalWallis test against outliers, but is less powerful for data from many distributions,
including the normal. The test is a special case of Pearson's chi-square test. The data in
each sample are assigned to two groups, one consisting of data whose values are higher
than the median value in the two groups combined, and the other consisting of data
whose values are at the median or below. A Pearson's chi-square test is then used to
determine whether the observed frequencies in each group differ from expected
frequencies derived from a distribution combining the two groups (ProcessMA, 2014).

In this research, the one-way analysis of variance ANOVA analysis, and two samples ttest were used to test the hypothesis number one of the research. They were used to
determine whether there are any significant differences between the means of
independent groups (accredited and non-accredited hospitals). The one-way ANOVA
compares the means between these two groups and determines whether any of those
means are significantly different from each other. Those two methods have been used
on hypothesis number one after testing the data by using variance test and they were
normally distributed. The mood median test was used on hypothesis two, hypothesis
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three, and sub hypothesis (dimensions) because the test on the data requested resulted
that it were not normally distributed. Analysis and results of the sampling unit and
testing the main and sub hypothesis have been showed by using different analysis
methods. Focusing on accepting or rejecting the assumed hypothesis will be in chapter
4.

3.7 Ethical Considerations and Confidentiality
Ethics can be described as a concern for moral values, principles and actions such as
honesty, integrity, transparency and trust. Ethical considerations of research deserve a
high degree of attention. The researcher informed each hospital manager that there were
no risks to participate in this research. The respondent is not required to release
sensitive information. The questionnaire was deployed with the assurance of
confidentiality of the research results by reporting the findings as grouped information
rather than hospitals name. This research was preceded by verbal and written informed
consent. Guarantee of confidentiality was explicit in this study and participation was
strictly voluntary.

Statistical output data were maintained in password-protected computerized files. The
principal investigator of this study could only access the computerized data reports. All
data used for this study were assigned a numeric code to maintain Confidentiality of all
participating hospitals. For each subject hospital, total and categorical data, as well as
patient demographic data, were recorded. Microsoft Excel computer software was used
to maintain and format this information.
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3.8 Conclusions
This chapter included the justification of the methodology employed to test the
hypotheses developed in the study. It described the research design and illustrated how
why the quantitative method was best suited. The next part of the chapter outlined the
population of the study, sampling framework and data collection method. The final part
provided a full description of data analysis and interpretation and detailed statistical
analysis used ANOVA analysis as t-test, well as median test. The chapter closed with
ethical considerations for the study and a conclusion. Chapter Four covers the analysis,
results and discussion of the findings.

(Hertz, Criteria for performance exelence, 2006)

(Nunnally & Jum C., 1978)
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CHAPTER IV
DATA ANALYSIS, RESULTS AND DISCUSSION
4.1 Chapter Overview
Chapter Three discussed the methodology adopted for collecting the data for analysis
and the analytical procedure used in analyzing the data. This chapter primarily involves
the examination and analysis of the data in addition to presentation a descriptive
statistics of the data obtained from the survey. First, the demographic profile of the
respondents is presented. Second, each of QM constructs is evaluated separately,
Further, the survey results, examine whether there were significant deference in QM
between hospitals that adopt accreditation and hospitals that did not, different analysis
were used like test of equal variance , normality test, one way analysis of variance
(ANOVAs), mood median test , two sample

t–test and

Cronbach's alpha. The

combination of the results of this research using different methods of analysis leads us
to conclude that there were a differences between accredited and non-accredited in
Jordanian private hospital on QM perception. In this chapter, the results of the statistical
analyses mostly answer the research questions and hypotheses; the researcher will
reflect those results and discuss several themes that run through the data. The statistical
analyses also identify some areas for further research.

4.2 Reliability test
A reliability test for the measures of dependent variable (QM) was performed to
examine the extent to which study measures are free from random error.
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Cronbach's Alpha is the most widely accepted measure of internal consistency, showing
the degree of inter-correlation among the items that comprise the measure or summated
scale (Judd etal., 1991). It ranges from 0 to 1, with 0 meaning complete unreliability
and 1 meaning perfect reliability. Even though there is no definite criteria of acceptable
Cronbach's Alpha level, a value greater than 0.7 is preferable (Nunnally and Jum,
1978).
Reliability coefficients (Cronbach's Alpha) was calculated for each dimension
individually for the overall dimensions for each group of Jordanian private hospitals, as
shown below in table 1, then Cronbach's Alpha was used to measure the internal
consistency for the questionnaire and to assess the reliability between multiple items in
the questionnaire at the same characteristic. If Cronbach's alpha has high value, then the
items in the questionnaire are reliable as single construct.
The research statistical results show that for QM construct, the overall Cronbach's alpha
was equal to 0.93 for accredited hospitals and 0.97 for non-accredited hospitals. The
Cronbach's alpha for each individual dimension is described in table 2 for accredited
and non-accredited hospital. The values for Cronbach's alpha were greater than the
common reading of 0.7, so the items are measuring the same construct.

Dimension

Cronbach’s Alpha in AC

Cronbach’s Alpha in Non-

hospitals

AC hospitals

0.79

0.90

0.79

0.87

Dimension 1(Commitment of
management)
Dimension 2 (Plans and strategies)
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Cronbach’s Alpha in AC

Cronbach’s Alpha in Non-

hospitals

AC hospitals

Dimension 3 (Patients’ satisfaction)

0.79

0.85

Dimension 4 (Analyzing its data)

0.87

0.92

Dimension 5 (Improving the quality

0.80

0.94

0.81

0.93

0.93

0.97

Dimension

management)
Dimension 6 (Qualifications of
hospitals employees)
Overall Dimension

Table 2: The summary of Cronbach’s Alpha in each dimension

4.3 Descriptive Statistic Results
Table 3 shows the summarization of the demographic data for the collected
questionnaire used in the survey, which contained the Gender, age, level of education,
experience for the participated managers (the middle and the front level management)
from the chosen hospitals.
Demographic data for gender associated with Accredited hospital (AC) shows that
54.55% (n=18) of principals were males and 45.45% (n=15) were females. The
statistics for gender associated with Non-Accredited hospital (NAC) indicate that
68.75% (n=22) of the principals were males and 31.25% (n=10) were females.
The age data for principals associated with AC reveal that the largest subgroup is
comprised of ages 35 and 44 (39.40%). The data also indicate that the largest age
subgroups for principals associated with NAC hospitals were More than 45 (56.25%).
Level of education reveals that the largest principal subgroup, 78.79% (n=26), BSc
degree, 75.00% (n=24) were also the largest subgroup associated with NAC.
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Experience in years for principals associated with AC reveal that the largest subgroup is
comprised of ages 15 and 19 (36.36%)The data also indicate that the largest age
subgroups for principals associated with NAC hospitals were More than 20 (56.25%).
Demographic data

Gender

Age in years

Level of education

Experience in years

AC

NAC

Numbers

Percent

Numbers

Percent

Male

18

54.55%

22

68.75%

Female

15

45.45%

10

31.25%

Total

33

100.00%

32

100.00%

Less than 25

0

00.00%

0

00.00%

25-34

10

30.30%

4

12.50%

35-44

13

39.40%

10

31.25%

More than 45

10

30.30%

18

56.25%

Total

33

100.00%

32

100.00%

High School

0

00.00%

0

00.00%

Diploma

0

00.00%

6

18.75%

BSc

26

78.79%

24

75.00%

MSc

7

21.21%

2

06.25%

PhD

0

00.00%

0

00.00%

Total

33

100.00%

32

100.00%

Less than 5

0

00.00%

0

00.00%

5-9

3

9.10%

4

12.50%

10-14

7

21.21%

8

25.00%

15-19

12

36.36%

2

06.25%

Greater than 20

11

33.33%

18

56.25%

Total

33

100.00%

32

100.00%

Table 3: Demographic data for the collected questionnaire
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The hospitals in this research were divided into two groups; Accredited hospital (AC)
and Non-Accredited hospital (NAC). The mean, standard deviation, and median for
each group of the hospitals were calculated.
On one hand, the mean of the accredited group of hospitals is 4.40, so it is located in the
high values range between 3.67 and 5. On the other hand, the mean of the nonaccredited hospitals is 3.5, so it is located in the moderate values range between 2.34
and 3.66. The detailed results are shown in table 4.

Variable

AC/NAC

Count

Mean

Standard deviation

Median

Result

AC

33

4.40

0.29

4.35

NAC

32

3.50

0.46

3.50

Table 4: Descriptive statistics results for accredited and non-accredited hospitals

Moreover, the mean, standard deviation, and median for each group of hospitals
(accredited and non-accredited) were calculated for each individual dimension. The
detailed statistical results are shown in tables (5: 10).
Variable

Count

Mean

Standard deviation

AC

Non-AC

AC

Non-AC

AC

Non-AC

Q1

33

32

4.576

3.600

0.614

0.803

Q2

33

32

4.424

3.506

0.561

0.712

Q3

33

32

4.424

3.475

0.614

0.833

Q4

33

32

4.394

3.575

0.556

0.871

Q5

33

32

4.485

3.637

0.566

0.878

Q6

33

32

4.515

3.756

0.619

0.937

Total

33

32

4.470

3.592

0.588

0.839

Table 5: Total statistics results for commitment of managements
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Variable

Count

Mean

Standard deviation

AC

Non-AC

AC

Non-AC

AC

Non-AC

Q1

33

32

4.636

3.506

0.489

0.798

Q2

33

32

4.424

3.600

0.502

0.762

Q3

33

32

4.424

3.731

0.561

0.671

Q4

33

32

4.576

3.538

0.502

0.759

Q5

33

32

4.455

3.469

0.506

0.842

Q6

33

32

4.485

3.731

0.566

0.803

Q7

33

32

4.364

3.475

0.549

0.871

Total

33

32

4.480

3.579

0.525

0.787

Table 6: Total statistics results for plans and strategies

Variable

Count

Mean

Standard deviation

AC

Non-AC

AC

Non-AC

AC

Non-AC

Q1

33

32

4.515

3.569

0.566

1.135

Q2

33

32

4.455

3.731

0.506

0.761

Q3

33

32

4.333

3.544

0.540

0.971

Q4

33

32

4.333

3.569

0.540

0.879

Q5

33

32

4.424

3.481

0.614

0.523

Q6

33

32

4.303

3.638

0.684

0.878

Total

33

32

4.393

3.588

0.575

0.858

Table 7: Total statistics results for patients’ satisfaction
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Variable

Count

Mean

Standard deviation

AC

Non-AC

AC

Non-AC

AC

Non-AC

Q1

33

32

4.455

3.694

0.506

0.756

Q2

33

32

4.485

3.506

0.508

0.756

Q3

33

32

4.424

3.319

0.561

0.870

Q4

33

32

4.273

3.344

0.517

0.937

Q5

33

32

4.303

3.600

0.529

0.762

Q6

33

32

4.424

3.381

0.614

1.085

Q7

33

32

4.333

3.294

0.540

0.893

Total

33

32

4.385

3.448

0.539

0.866

Table 8: Total statistics results for analyzing its data

Variable

Count

Mean

Standard deviation

AC

Non-AC

AC

Non-AC

AC

Non-AC

Q1

33

32

4.333

3.800

0.479

1.073

Q2

33

32

4.424

3.720

0.561

0.842

Q3

33

32

4.364

3.669

0.549

0.915

Q4

33

32

4.333

3.506

0.540

0.911

Q5

33

32

4.394

3.544

0.609

1.066

Q6

33

32

4.182

3.355

0.584

1.264

Q7

33

32

4.273

3.388

0.517

1.203

Total

33

32

4.328

3.569

0.560

1.039

Table 9: Total statistics results for continuously improving the quality management
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Variable

Count

Mean

Standard deviation

AC

Non-AC

AC

Non-AC

AC

Non-AC

Q1

33

32

4.242

3.344

0.435

1.035

Q2

33

32

4.394

3.156

0.496

0.954

Q3

33

32

4.364

3.219

0.489

1.099

Q4

33

32

4.485

3.188

0.508

1.091

Q5

33

32

4.303

3.156

0.467

0.920

Q6

33

32

4.303

3.406

0.467

0.911

Q7

33

32

4.364

3.125

0.549

1.129

Total

33

32

4.351

3.228

0.487

1.020

Table 10: Total statistics results for qualifications of hospitals employees

4.4 Hypothesis testing and statistical significance
The research had several null hypothesis stated in chapter 3. Hypothesis testing is an
assisting tool to administrators, researchers, and clinicians to make decisions. The aim
is to reject the null hypothesis at a level of confidence that is high. The level of
significance expressed is used interchangeably with hypothesis testing. Rejecting a null
hypothesis is considered a type of error. This type of error is called an alpha error with
the symbol α and the smaller the value of α better. The most widely accepted value for α
is 0.05 or a 5% level. This 0.05 (5%) statistical significance is the complement of the
95% confidence level (Daniel, 2004).
In this research, the one-way analysis of variance ANOVA analysis, and two samples ttest were used to test the main hypothesis of the research. They were used to determine
whether there are any significant differences between the means of independent groups
(accredited and non-accredited hospitals).
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The one-way ANOVA compares the means between these two groups and determines
whether any of those means are significantly different from each other. Those two
methods have been used on hypothesis number one after testing the data by using
variance test and they were normally distributed. The mood median test was used on the
sub hypothesis (dimensions) because the test on the data requested resulted that it were
not normally distributed. Analysis and results of the sampling unit and testing the main
and sub hypothesis have been showed by using different analysis methods. Focusing on
accepting or rejecting the assumed hypothesis will be in this chapter.

4.4.1

Testing the hypothesis 1:

H0: There is no difference between accredited and non-accredited Jordan private
hospitals on performing the QM at all dimensions (On the commitment of management,
plans and strategies, patients’ satisfaction, way that hospital analyzes its data,
continuously improving the quality management, and the qualifications of hospitals
employees); where alpha-level equal to 0.05.
Ha: There is a difference between accredited and non-accredited Jordan private
hospitals on performing the QM at all dimensions (On the commitment of management,
plans and strategies, patients’ satisfaction, way that hospital analyzes its data,
continuously improving the quality management, and the qualifications of hospitals
employees); where alpha-level is equal to 0.05.
4.4.1.1 Normality test:
The normality of the data for the two hospitals groups were tested by the normality test.
The result of P value was 0.109 for all samples, where P value was greater than 0.05.
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This result shows that the samples were normally distributed, and then the one way
ANOVA and t-test can be performed to find if there is deference in QM perception
between two groups of accredited and non-accredited Jordanian private hospitals. The
samples are normally distributed since the p-value of the samples above 0.05 (or 5
percent). The probability sketch of the results is shown in the Figure 2.

Figure 2: Probability plot of the research results

4.4.1.2 Test for Equal Variances: Result versus AC/NAC:
The results for equal variances test generated a plot that displayed Bonferroni95%
confidence intervals. Moreover, the results for equal variance test consist of two
different tests: (1) F-test level (2) Levene's test, according to the data type. Interpret Ftest was used when the data were at normal distributions and Levene's test was used
when the data were continuous, but not necessarily are normal distributions.
In this research, the data were normally distributed, so F-test was applied. The p-value
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was equal to 0.010 by using F-test; this value is less than reasonable choices of alpha,
which is chosen to be 0.05 as mentioned before. In conclusion, the data is providing
enough evidence to claim that the populations have equal variances.
Which mean there was no statistical deference between the variance of two groups of
accredited and non-accredited hospitals, the results are shown in Table 11.
Variable

AC/NAC

Count

Lower

Standard

Upper

deviation
Result

AC

33

0.222346

0.284903

0.393250

NAC

32

0.354445

0.455762

0.632839

Table 11: 95% Bonferroni confidence intervals for standard deviations

Figure 3: Test for Equal Variances

4.4.1.3 Testing hypothesis 1 by using one way ANOVA:
The results of testing the main hypothesis 1 using one way ANOVA are given in Table
12. According to these data, the p-value was equal to (0.0) this indicates that there was a
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sufficient evidence that the two means for the hospitals groups (accredited and nonaccredited) were not equal when alpha was set at 0.05 as shown in Table 12.

Source

DF

SS

MS

F

P

AC/NAC

1

12.979

12.979

90.48

0.000

Total

64

22.015

S = 0.3787 R-Sq = 58.95% R-Sq (adj) = 58.30%
Table 12: Result versus AC/NAC using One-way ANOVA

To explore the differences among the means, the comparison results are shown in Table
13.
Level

N

Mean

Standard deviation

AC

33

4.40

0.29

NAC

32

3.50

0.46

Table 13: The mean and the standard deviation for the accredited and non-accredited hospitals

Figure 6 contains the upper set of letters for the accredited hospitals and the lower set of
letters for the non-accredited hospitals and that will be the same convention everywhere
appeared in this thesis.
The comparison results, as presented in Figure 4 and 5, shows a set of confidence
intervals for the difference between the means. Using this information and by noticing
that there is no sharing letter between the two groups of hospitals. In conclusion they
are significantly different because they do not share a letter, and the means are
significantly different, the null hypothesis (H0) was rejected.
Pooled StDev = 0.3787
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Figure 4: Comparison results examining the difference in means between two groups of AC and
NAC using one way ANOVAs

According to this result, there is a difference in QM perception between two groups
accredited and non-accredited Jordanian private hospitals in all dimensions s of QM.
See Figure 5.

Figure 5: Box-plot for the results of two groups of non-accredited and non-accredited Jordanian
private hospitals for hypothesis 1
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4.4.1.4 Two-Sample T-Test and CI for the hypothesis 1:
Since the p-value is less than commonly chosen for the alpha level, accordingly there is
a difference in QM perception between two groups of Jordanian private hospitals that
adopt accreditation versus Jordanian private hospitals that do not adopt accreditation in
all diminutions of QM. In addition, this result supported the result of the one way
ANOVAs, which mentioned in Table 14.
Difference = mu (1) - mu (2)
Estimate for difference: 0.9000
95% CI for difference: (0.7119, 1.0881)
T-Test of difference = 0 (vs not =): T-Value = 9.60, P-Value = 0.000, DF = 52
Group

Count

Mean

Standard deviation

SE Mean

AC

33

4.400

0.285

0.050

NAC

32

3.500

0.450

0.080

Table 14: two sample t-test results of two groups of hospitals (AC and NAC) for hypothesis 1

4.4.1.5 Discussion and interpretation of findings for hypothesis 1: QM
The research results exposed much strength from using hospital accreditation standards,
reflected in their significant differences in QM perception between accredited and nonaccredited Jordanian private hospitals.
There is a difference in QM perception between two groups of Jordanian private
hospitals that adopt accreditation (Mean=4.40) versus Jordanian private hospitals that
do not adopt accreditation (Mean=3.50) in all diminutions of QM. The focus of this
research is to investigate the link between the adoption of hospital accreditation and
QM perception in Jordanian hospitals. While this link is still the subject of much debate,
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some literature argues that there are no sufficient and efficient quantitative empirical
studies conducted to date explain the overall advantages, gains, and impacts of
standardization specifically JCI standards achieved by accreditation on the QM in
hospitals (Shaw,2000; Wagner, van Merode and van Oort, 2003; Bigelow and Arndt,
1995).
For instance, some research such as the European Expert research, found that
accreditation and quality management programs do not add any value to the
organizations that implement accreditation or quality programs. Moreover, it argued
that accreditation standards lack effectiveness to meet the goal of sustaining and
stimulating improvements in healthcare organizations. However, some literatures
demonstrate the effectiveness and efficiency of accreditation on quality performance
(Shaw, 2000).
This research findings supported by Hassan (2006) who provided evidence of
improvement in the hospital’s quality performance after 15 months of implementing the
JCI standards on their hospitals.

4.4.2

Testing the sub- hypothesis 1: Commitment of management

H0: There is no difference between accredited and non-accredited Jordanian private
hospitals on the commitment of management, when alpha-level is equal to 0.05.

Ha: There is a difference between accredited and non-accredited Jordanian private
hospitals on the commitment of management, when alpha-level equal to 0.05.
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4.4.2.1 Mood Median Test: Result versus AC/NAC for commitment of
management:
As mentioned before, the mood median test on the sub hypothesis was used because the
test on the requested data shows that they were not normally distributed. Mood median
test is usually used to find differences between proportions of two or more groups.
For each factor levels (inter-quartile range, sign confidence interval (95%) for the
population median, and a chi-square test for association is performed) Minitab
calculates the median for each accredited and non-accredited hospitals as performed in
Table 15. The chi-square value was (28.69) with a p-value equal to 0.00 (which is less
than 0.05), and this indicates that there was sufficient evidence to reject H0 in favor of
H1 in our assumed alpha levels. Since the P value is low, the null hypothesis must be
rejected (therefore they are statistically different).
Overall median = 4.17
A 95.0% CI for median (AC) – median (NAC): (0.50, 1.17).
AC/NAC

N<=

N>

Median

Q3-Q1

AC

11

22

4.50

0.67

NAC

31

1

3.58

1.17

Table 15: Result examines the mood median test commitment of management

There is no overlap between the confidence intervals as shown in Figure 6 and 7,
therefore, a significant difference between accredited and non-accredited hospitals for
commitment of management, so the null hypothesis was rejected.

Chi-Square = 28.69

DF = 1

P = 0.000
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Figure 6: Comparison results examining the difference in median between two groups of hospitals
for commitment of management using mood median test

Figure 7: Box-plot for the results of commitment of management for both the accredited and nonaccredited hospitals.

4.4.2.2 Discussion and interpretation of findings for sub- hypothesis 1:
commitment of management
The medians were higher for the accredited hospitals in a significant value as shown in
Table 15, and this leads to that ; commitment of management was stimulated by
accreditation and increasing the QM.
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This research finding supported by Hassan (2006) who argues that hospital’s leadership
and management approaches had a significant improvement of 31%, which was clear in
the leadership, management by fact, and teamwork approach of the organization. The
hospital’s and health care providers’ ethical performance demonstrated a substantial
improvement of 61%, which was perceived by all the external stakeholders. The major
impact was in respecting patients’ beliefs and values, the commitment to
confidentiality, respect of patients’ privacy, communicating information to patients and
families including their rights, developing quality control procedures, providing care in
a respectful and considerate manner, obtaining the required informed consents, and
assessment and management of pain (Hassan, 2006).

4.4.3

Testing the sub- hypothesis 2- Plans and strategies

H0: There is no difference between accredited and non-accredited Jordanian private
hospitals on the plans and strategies, when alpha-level is equal to 0.05.

Ha: There is a difference between accredited and non-accredited Jordanian private
hospitals on the plans and strategies, when alpha-level is equal to 0.05.

4.4.3.1 Mood Median Test: Result versus AC/NAC for Plans and strategies
For each factor levels (inter-quartile range, sign confidence interval (95%) for the
population median, and a chi-square test for association is performed) Minitab
calculates the median for each accredited and non-accredited hospitals as performed in
Table 16. The chi-square value was (46.96) with a p-value equal to 0.00 (which is less
than 0.05), and this indicates that there was sufficient evidence to reject H0 in favor of
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H1 in our assumed alpha levels. Since the P value is low, the null hypothesis must be
rejected (therefore they are statistically different).
Overall median = 4.00
A 95.0% CI for median (AC) – median (NAC): (0.43, 1.00)
AC/NAC
N<=
N>

Median

Q3-Q1

AC

4

29

4.43

0.71

NAC

31

1

3.71

0.93

Table 16: result examines the mood median test for plans and strategies

There is no overlap between the confidence intervals as shown in Figure 8 and 9,
therefore, a significant difference between accredited and non-accredited hospitals for
plans and strategies, so we reject the null hypothesis.
Chi-Square = 46.96

DF = 1

P = 0.000

Figure 8: comparison results examining the difference in median between two groups of hospitals
using mood median test for plans and strategies
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Figure 9: Box-plot for the results of plans and strategies for both the accredited and non-accredited
hospitals

4.4.3.2 Discussion and interpretation of findings for sub- hypothesis 2- plans and
strategies
The median were higher for the accredited hospitals in a significant value as shown in
Table 16, and this leads us to that; Plans and strategies was stimulated by accreditation
and increasing the QM.
These research findings supported by (Hassan, 2006; Wilcoxson, 2012; and Western
Association of Schools and Colleges, 2010); Hassan (2006) provided evidence of
improvement in the hospital’s quality performance 15 months after the implementation
of the JCI standards. The results showed that JCI’s mission “to improve the quality of
care in the international community”.
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Commission for Community and Junior Colleges (ACCJC):

Since 1994, the

commission’s accreditation standards have required institutions to engage in systematic
and regular review of program quality as well as in short-and long-term planning, and
an allocation of resources to assure that institutions achieve their stated mission, assess,
and improve institutional effectiveness (Wilcoxson, 2012).
Further, according to the commission, in order to become accredited, one criterion the
institution should satisfy is to provide “evidence of planning for improvement of
institutional structures and processes, student achievement of educational goals, and
student learning”. In order to meet institutional goals and achieve accreditation, a
strategic plan is required for each public community college in California (Western
Association of Schools and Colleges, 2010).

4.4.4

Testing the sub- hypothesis 3: patients’ satisfaction

H0: There is no difference between accredited and non-accredited Jordanian private
hospitals on patients’ satisfaction, when alpha-level is equal to 0.05.

Ha: There is a difference between accredited and non-accredited Jordanian private
hospitals on patients’ satisfaction, when alpha-level is equal to 0.05.
4.4.4.1 Mood Median Test: Result versus AC/NAC for patients’ satisfaction
For each factor levels (inter-quartile range, sign confidence interval (95%) for the
population median, and a chi-square test for association is performed) Minitab
calculates the median for each accredited and non-accredited hospitals as performed in
Table 17. The chi-square value was (29.20) with a p-value equal to 0.00(which is less
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than 0.05), and this indicates that there was sufficient evidence to reject H0 in favor of
H1 in our assumed alpha levels. Since the P value is low, the null hypothesis must be
rejected (therefore they are statistically different).
Overall median = 4.00
A 95.0% CI for median (AC) – median (NAC): (0.50, 1.17)
AC/NAC

N<=

N>

Median

Q3-Q1

AC

8

25

4.50

0.67

NAC

29

3

3.67

0.75

Table 17: Result examines the mood median test for patients’ satisfaction.

There is no overlap between the confidence intervals as shown in Figure 10 and 11,
therefore, a significant difference between accredited and non-accredited hospitals for
patients’ satisfaction, so we reject the null hypothesis.
Chi-Square = 29.20

DF = 1

P = 0.000

Figure 10: Comparison results examining the difference in median between two groups of hospitals
using mood median test for patients’ satisfaction
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Figure 11: Box-plot for the results of patients’ satisfaction for both the accredited and nonaccredited hospitals

4.4.4.2 Discussion and interpretation of findings for sub- hypothesis 3: patients’
satisfaction
The medians were higher for the accredited hospitals in a significant value as shown in
Table 17, and this leads to that patients’ satisfaction was stimulated by accreditation and
increasing the QM.
These findings were supported by Hassan (2006) research results. All stakeholders’
assessments reflected a major impact of JCI standards’ implementation on patients’
delight. The improvement in the performance indexes in this regard ranged from 23% to
67%. Hospital processes became customer focused. Recognition of staff became
effectively linked to customer satisfaction. The hospital developed mechanisms to
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measure customer needs, expectations, and to rapidly respond for their needs. Delivery
of care with compassion, courtesy, and regard scored the highest values.
Communication with patients improved; doctors allocated more time for patients,
families, and better patient care plans were developed; and patients and families became
more involved in decision-making.
On other side John (2002) result, there was no relationship between accreditation scores
and patient satisfaction levels. Given that, there have been many measures of QM and
for the impact that the limitation of this study may have had on the results.

4.4.5

Testing the sub- hypothesis 4: analyzing its data

H0: There is no difference between accredited and non-accredited Jordanian private
hospitals on the way that hospital analyzing its data. When alpha-level is equal to 0.05.

Ha: H0: There is a difference between accredited and non-accredited Jordanian private
hospitals on the way that hospital analyzing its data. When alpha-level is equal to 0.05.

4.4.5.1 Mood Median Test: Result versus AC/NAC for analyzing data
For each factor levels (inter-quartile range, sign confidence interval (95%) for the
population median, and a chi-square test for association is performed) Minitab
calculates the median for each accredited and non-accredited hospitals as performed in
Table 18. The chi-square value was (25.46) with a p-value equal to 0.00 (which is less
than 0.05), and this indicates that there was sufficient evidence to reject H0 in favor of
H1 in our assumed alpha levels. Since the P value is low, the null hypothesis must be
rejected (therefore they are statistically different).
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Overall median = 4.00
A 95.0% CI for median (AC) – median (NAC): (0.57, 1.20)
AC/NAC

N<=

N>

Median

Q3-Q1

AC

11

22

4.29

0.71

NAC

30

2

3.57

1.07

Table 18: Result examining the mood median test for way that hospital analyzes its data

There is no overlap between the confidence intervals as shown in Figure 12 and 13,
therefore, a significant difference between accredited and non-accredited hospitals for
way that hospital analyzes its data, so we reject the null hypothesis.

Chi-Square = 25.46

DF = 1

P = 0.000

Figure 12: Comparison results examining the difference in median between two groups of hospitals
using mood median test for Way that hospital analyzes its data
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Figure 13: Box-plot for the results of way that hospital analyzes its data for both the accredited and
non-accredited hospitals

4.4.5.2 Discussion and interpretation of findings for sub- hypothesis 4: analyzing
hospital data
The medians were higher for the accredited hospitals in a significant value as shown in
Table 18, and this leads to that ; Way that hospital analyzes its data was stimulated by
accreditation and increasing the QM.
These findings supported JCI (2013) and Hassan (2006). The quality of data is
addresses in the Baldrige criteria as well as in The Joint Commission’s information
management standards.
The Joint Commission Leadership and Performance Improvement standards recognize
that effective use of data is one of the important internal systems that contribute to
patient safety and quality of care. This includes data that is used in the day-to-day care
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of the patient as well as aggregate data that can guide organization wide improvement.
In the Magnet model, the fifth component—Empirical Quality Results—focuses on the
measurement of quality outcomes related to clinical practice and nursing leadership. In
each of the other four Model Components, empirical outcomes are requested as Sources
of Evidence (JCI, 2013).
The implementation of the JCI standards had a major impact on process improvement.
All stakeholders perceived improvement in the hospital’s processes index, ranging from
9% from the patients’ perspective to 117% from the accreditation bodies’ perspective.
This was reflected in systems’ improvement, developing policies and procedures, and
documentation (Hassan, 2006). Hospital’s processes related to the prevention of
potential problems, using root cause analysis for problem solving and involving
stakeholders in the planning process improved by 26%. (Hassan & D.K., 2006).

4.4.6

Testing the sub- hypothesis 5: Continuously improving the quality
management

H0: There is a difference between accredited and non-accredited Jordanian private
hospitals on continuously improving the quality management, when alpha-level is equal
to 0.05.

Ha: There is a difference between accredited and non-accredited Jordanian private
hospitals on continuously improving the quality management. When alpha-level is
equal to 0.05.
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4.4.6.1 Mood Median Test: Result versus AC/NAC for continuously improving
the quality management
For each factor levels (inter-quartile range, sign confidence interval (95%) for the
population median, and a chi-square test for association is performed) Minitab
calculates the median for each accredited and non-accredited hospitals as performed in
Table 19. The chi-square value was (9.81) with a p-value equal to 0.002 (which is less
than 0.05), and this indicates that there was sufficient evidence to reject H0 in favor of
H1 in our assumed alpha levels. Since the P value is low, the null hypothesis must be
rejected (therefore, they are statistically different).
Overall median = 4.00
A 95.0% CI for median (AC) – median (NAC): (0.37, 1.29)
AC/NAC
N<=
N>

Median

Q3-Q1

AC

12

21

4.29

0.71

NAC

24

8

3.50

1.11

Table 19: result examining the mood median test for continuously improving the quality
management

There is no overlap between the confidence intervals as shown in figure 14 and 15,
therefore, a significant difference between accredited and non-accredited hospitals for
continuously improving the quality management, so we reject the null hypothesis.
Chi-Square = 9.81

DF = 1

P = 0.002

Figure 14: Comparison results examining the difference in median between two groups of hospitals
using mood median test for continuously improving the quality management
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Figure 15: Box-plot for the results of continuously improving the quality management for both the
accredited and non-accredited hospitals

4.4.6.2 Discussion and interpretation of findings for sub- hypothesis 5:
Continuously improving the quality management
The medians were higher for the accredited hospitals in a significant value as shown in
Table 19, and this leads to that ; Continuously improving the quality management was
stimulated by accreditation and increasing the QM.
These findings supported (Hassan, 2006; Bishop, 2004; and Wilcoxson, 2012). The JCI
standards had a strong impact on quality improvement and patients’ safety. The results
showed that the emphasis in the second edition of JCI standards aspects had a strong
impact on the hospital’s performance in this regard. The hospital’s performance on
patients’ safety had improved by 79% 15 months after the implementation of the
standards. Quality improvement was reflected in using a wide range of indicators,
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performing benchmarking, and using them to improve the services.
The results demonstrated improvement in staff’s training on quality performance and in
staff’s knowledge and collaboration. The adoption of a culture of continuous
improvement by the hospital showed 29% improvement. The hospital’s performance
reflected 32% improvement in the use of the continuous improvement cycle tool. The
findings identified much strength and a few opportunities for improvement in the JCI
standards in relation to their impact on quality improvement on different aspects of the
hospital’s performance. All stakeholders perceived a major impact of the standards on
the overall organizational performance, including an improvement of 177% in the
hospital’s scorecard index from accreditation bodies’ perspective. The JCI standards
had a strong impact on quality improvement and patients’ safety. The results showed
that the emphasis in the second edition of JCI standards on the above two aspects had a
strong impact on the hospital’s performance in this regard. The hospital’s performance
on patients’ safety had improved by 79% 15 months after the implementation of the
standards. Quality improvement was reflected in using a wide range of indicators,
performing benchmarking, and using them to improve the services (Hassan, 2006).
The AQIP Coordinator at Mississippi River Technical College stated:
One of the biggest advantages of AQIP over the traditional accreditation is it allowed us
to continue to do what we were doing, and to use that as proof of being a good college
(Bishop, 2004).
The strategic plan process includes planning, documentation and dissemination,
implementation and monitoring. The plan must have support and participation from all
areas of the organization. Each step of the plan is vitally important to warrant the time
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and effort that is utilized to make the plan a working model of the direction that the
institution wants to move toward. The importance of the last phase, monitoring, must be
addressed so that changes in direction can be made, if warranted, and monitoring should
be closely linked with institutional assessment. The strategic plan should be fluid in
nature, remain flexible, and open to changes that will improve and strengthen the
institution’s mission and 58 goals. The strategic plan can be an effective motivator and
with the participation of all the stakeholders, the institution will grow in a positive
direction (Wilcoxson, 2012).

4.4.7

Testing the sub- hypothesis 6: qualifications of hospitals employees

H0: There is no difference between accredited and non-accredited Jordanian private
hospitals on qualifications of hospitals employees, when alpha-level is equal to 0.05.

Ha: There is a difference between accredited and non-accredited Jordanian private
hospitals on qualifications of hospitals employees, when alpha-level is equal to 0.05.

4.4.7.1 Mood Median Test: Result versus AC/NAC for qualifications of hospitals
employees
For each factor levels (inter-quartile range, sign confidence interval (95%) for the
population median, and a chi-square test for association is performed) Minitab
calculates the median for each accredited and non-accredited hospitals as performed in
Table 20. The chi-square value was (27.63) with a p-value equal to 0.00 (which is less
than 0.05), and this indicates that there was sufficient evidence to reject H0 in favor of
H1 in our assumed alpha levels. Since the P value is low, the null hypothesis must be
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rejected (therefore, they are statistically different).

Chi-Square = 27.63 DF = 1 P = 0.000
Overall median = 4.00
A 95.0% CI for median (AC) – median (NAC): (0.43, 1.34)
AC/NAC
N<=
N>

Median

Q3-Q1

AC

10

23

4.29

0.64

NAC

30

2

3.50

1.14

Table 20: Result examining the mood median test for qualifications of hospitals employees

There is no overlap between the confidence intervals as shown in Figure 16 and 17,
therefore, a significant difference between accredited and non-accredited hospitals for
qualifications of hospitals employees, so we reject the null hypothesis.

Figure 16: Comparison results examining the difference in median between two groups of hospitals
using mood median test for qualifications of hospitals employees
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Figure 17: Box-plot for the results of qualifications of hospitals employees for both the accredited
and non-accredited hospitals

4.4.7.2 Discussion and interpretation of findings for sub- hypothesis 6:
qualifications of hospitals employees
The medians were higher for the accredited hospitals in a significant value as shown in
Table 20, and this leads that Qualifications of hospitals employees was stimulated by
accreditation and increasing the QM.
These findings supported (Shortell, 1998; and Hassan, 2006). Shortell (1998) performed
a systematic review of the literature relating to the implementation of Continuous
Quality Improvement (CQI) in health care. This review examined 55 studies on this
topic; 42 of these were performed in the same hospital and only three had a controlled
design. Additionally, several of these studies indicated that the start-up costs associated
with CQI implementation, including staff training, were significant.

107

The JCI standards strong impact on improvement in staff training on quality
performance and in staff’s knowledge and collaboration. The adoption of a culture of
continuous improvement by the hospital showed 29% improvement. The hospital’s
performance reflected 32% improvement in the use of the continuous improvement
cycle tool (Hassan, 2006).

4.4.8

Testing the hypothesis 2: Result versus Management (FLM and MLM) for
accredited Jordanian private hospitals (AC/NAC = AC)

H0: There is no difference attitude of FRM and MDM in applying QM accredited
Jordanian private hospitals, when alpha-level is equal to 0.05.

Ha: There is a difference attitude of FRM and MDM in applying QM accredited
Jordanian private hospitals, when alpha-level is equal to 0.05.

4.4.8.1 Mood Median Test: Result versus MLM/FLM for accredited hospitals
Table 21 describes the statistics results for FLM and MLM Jordanian private hospitals
that adopt accreditation in Jordan. For each factor levels (inter-quartile range, sign
confidence interval (95%) for the population median, and a chi-square test for
association is performed) Minitab calculates the median for QM perception between
MLM and FLM as performed in Table 21. The chi-square value was 3.46

with a p-

value equal to 0.063 (which is more than 0.05), and this indicates that there was
sufficient evidence to accept H0 in our assumed alpha levels. Since the P value is high,
they are statistically no different, so we accept the null hypothesis.
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Variable

Management

Count

Mean

Standard deviation

Median

Result

FLM

126

4.3690

0.3673

4.3095

MLM

72

4.4583

0.3985

4.5357

Table 21: Descriptive Statistics result for management in private hospitals that adopt AC in Jordan

There is an overlap between the confidence intervals as shown in Figure 18 and 19,
therefore, there is no significant difference between FLM and MLM in QM perception
in accredited Jordanian private hospitals.
Chi-Square = 3.46

DF = 1

P = 0.063

Figure 18: Comparison results examining the difference in median between two groups of FLM and
MLM using mood median test for accredited hospitals

Figure 19: Box-plot of the results for the accredited hospitals between MLM and FLM
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4.4.8.2 Discussion and interpretation of findings for hypothesis 2: Result versus
Management (FLM and MLM) for accredited Jordanian private hospitals
The medians were for the MLM and FLM almost the same 4.31, 4.54 consistently in
accredited hospitals as shown in Table 21, and this leads to that the perception about
QM in accredited hospital is the same.
There is no evidence in literature that perception about QM in accredited hospitals is not
different.

4.4.9

Testing the hypothesis 3: Result versus Management (FLM and MLM) for
non- accredited Jordanian private hospitals (AC/NAC = NAC)

H0: There is no difference attitude of FRM and MDM in applying QM non-accredited
Jordanian private hospitals, when alpha-level is equal to 0.05.

Ha: There is a difference attitude of FRM and MDM in applying QM non-accredited
Jordanian private hospitals, when alpha-level is equal to 0.05.

4.4.9.1 Mood Median Test: Result versus MLM/FLM for accredited hospitals
Table 22 describes the statistics results for FLM and MLM management private
hospitals that do not adopt accreditation in Jordan. For each factor levels (inter-quartile
range, sign confidence interval (95%) for the population median, and a chi-square test
for association is performed) Minitab calculates the median for each FLM and MLM in
non-accredited hospitals as performed in Table 22 . The chi-square value was (28.02)
with a p-value equal to 0.00 (which is less than 0.05), and this indicates that there was
sufficient evidence to reject H0 in favor of H1 in our assumed alpha levels. Since the P
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value is low, the null hypothesis must be rejected (therefore they are statistically
different), so we reject the null hypothesis.

Variable

Management

Count

Mean

Standard

Median

deviation
Result

FLM

120

3.1296

0.7756

3.3333

MLM

72

3.8042

0.4230

3.8571

Table 22: Descriptive Statistics result for management in Jordanian private hospitals that do not
adopt accreditation

There is no overlap between the confidence intervals as shown in Figure 20 and 21,
therefore, a significant difference between FLM and MLM in non-accredited private
hospitals in Jordan.
Chi-Square = 28.02

DF = 1

P = 0.000

Figure 20: Comparison results examining the difference in median between two groups of FLM and
MLM using mood median test for non-accredited hospitals
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Figure 21: Box-plot of the results for the non-accredited hospitals between MLM and FLM

4.4.9.2 Discussion and interpretation of findings for hypothesis 3: Result versus
Management (FLM and MLM) for non- accredited Jordanian private
hospitals
The median were higher for the MLM in non-accredited hospitals in a significant value
as shown in Table 22, and this leads to that the perception about QM in non-accredited
hospitals is different.
There is no evidence in literature that perception about QM in non-accredited hospitals
is different.
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4.4.10 Testing the hypothesis 4: Result versus gender for accredited Jordanian
private hospitals

H0: There is no difference in attitudes between Male and Female in applying QM
standard in accredited Jordanian private, when alpha-level is equal to 0.05.

Ha: There is a difference in attitudes between Male and Female in applying QM
standard in accredited Jordanian private, when alpha-level is equal to 0.05.

4.4.10.1 Mood Median Test: Result versus gender for accredited hospitals
Figure 22 describes the statistics results for Male and Female in accredited Jordanian
private hospitals. For each factor levels (inter-quartile range, sign confidence interval
(95%) for the population median, and a chi-square test for association is performed)
Minitab calculates the median for QM perception between Male and Female as
performed in Figure 22. The chi-square value was 1.46 with a p-value equal to 0.227
(which is more than 0.05), and this indicates that there was sufficient evidence to accept
H0 in our assumed alpha levels. Since the P value is high, they are statistically no
difference, so we accept the null hypothesis.

Figure 22: Comparison results examining the difference in median between Gender using mood
median test for accreditation hospitals
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4.4.10.2 Discussion and interpretation of findings for hypothesis 4: Result versus
Gender for accredited Jordanian private hospitals
The medians were for the Male and Female almost the same 4.325, 4.5 consistently in
accredited hospitals as shown in Figure 22, and this leads to that the perception about
QM in accredited hospital is the same.

4.4.11 Testing the hypothesis 5: Result versus Gender for non-accredited
Jordanian private hospitals

H0: There is no difference in attitudes between Genders in applying QM standard in
non-accredited Jordanian private, when alpha-level is equal to 0.05.

Ha: There is a difference in attitudes between Genders in applying QM standard in nonaccredited Jordanian private, when alpha-level is equal to 0.05.

4.4.11.1 Mood Median Test: Result versus Gender for non-accredited hospitals
Figure 21 describes the statistics results for Gender in accredited Jordanian private
hospitals. For each factor levels (inter-quartile range, sign confidence interval (95%) for
the population median, and a chi-square test for association is performed) Minitab
calculates the median for QM perception between Male and Female as performed in
Figure 23. The chi-square value was 0.06 with a p-value equal to 0.811 (which is more
than 0.05), and this indicates that there was sufficient evidence to accept H0 in our
assumed alpha levels. Since the P value is high, they are statistically no difference, so
we accept the null hypothesis.
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Figure 23: Comparison results examining the difference in median between Genders using mood
median test for non- accredited hospitals

4.4.11.2 Discussion and interpretation of findings for hypothesis 5: Result versus
Gender for non-accredited Jordanian private hospitals
The medians were for the Male and Female almost the same 3.487, 3.638 consistently
in accredited hospitals as shown in Figure 23, and this leads to that the perception about
QM in accredited hospital is the same.

4.4.12 Testing the hypothesis 6: Result versus age groups for accredited Jordanian
private hospitals

H0: There is no difference in attitudes between age groups in applying QM standard in
accredited Jordanian private, when alpha-level is equal to 0.05.

Ha: There is a difference in attitudes between age groups in applying QM standard in
accredited Jordanian private, when alpha-level is equal to 0.05.

4.4.12.1 Mood Median Test: Result versus age groups for accredited hospitals
Figure 24 describes the statistics results for age groups (25-34, 35-44 and more than 44)
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in accredited Jordanian private hospitals. For each factor levels (inter-quartile range,
sign confidence interval (95%) for the population median, and a chi-square test for
association is performed) Minitab calculates the median for QM perception between age
groups as performed in Figure 24. The chi-square value was 2.05 with a p-value equal
to 0.359 (which is more than 0.05), and this indicates that there was sufficient evidence
to accept H0 in our assumed alpha levels. Since the P value is high, they are statistically
no different, so we accept the null hypothesis.

Figure 24: Comparison results examining the difference in median between age groups using mood
median test for accredited hospitals

4.4.12.2 Discussion and interpretation of findings for hypothesis 6: Result versus
age groups for accredited Jordanian private hospitals
The medians were for the age groups (25-34, 35-44 and more than 44) almost the same
4.287, 4.4 and 4.487 consistently in accredited hospitals as shown in Figure 24, and this
leads to that the perception about QM in accredited hospital is the same.
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4.4.13 Testing the hypothesis 7: Result versus age groups for non-accredited
Jordanian private hospitals

H0: There is no difference in attitudes between age groups in applying QM standard in
non-accredited Jordanian private, when alpha-level is equal to 0.05.

Ha: There is a difference in attitudes between age groups in applying QM standard in
non-accredited Jordanian private, when alpha-level is equal to 0.05.

4.4.13.1 Mood Median Test: Result versus age groups for non-accredited hospitals
Figure 25 describes the statistics results for age groups (25-34, 35-44 and more than 44)
in accredited Jordanian private hospitals. For each factor levels (inter-quartile range,
sign confidence interval (95%) for the population median, and a chi-square test for
association is performed) Minitab calculates the median for QM perception between age
groups as performed in Figure 25. The chi-square value was 0.28 with a p-value equal
to 0.871 (which is more than 0.05), and this indicates that there was sufficient evidence
to accept H0 in our assumed alpha levels. Since the P value is high, they are statistically
no difference, so we accept the null hypothesis.
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Figure 25: Comparison results examining the difference in median between age groups using mood
median test for non-accredited hospitals

4.4.13.2 Discussion and interpretation of findings for hypothesis 7: Result versus
age groups for non-accredited Jordanian private hospitals
The medians were for age groups (25-34, 35-44 and more than 44) almost the same 3.5,
3.4 and 3.55 consistently in accredited hospitals as shown in Figure 25, and this leads to
that the perception about QM in accredited hospital is the same.
4.4.13.3 Mood Median Test: Result versus Level Of Education across BSc,
Diploma and MSc degree for accredited hospitals
Figure 26 describes the statistics results for Level of Education across BSc, Diploma
and MSc degree in accredited Jordanian private hospitals. For each factor levels (interquartile range, sign confidence interval (95%) for the population median, and a chisquare test for association is performed) Minitab calculates the median for QM
perception between Level Of groups as performed in Figure 26. The chi-square value
was 0.27 with a p-value equal to 0.606 (which is more than 0.05), and this indicates that
there was sufficient evidence to accept H0 in our assumed alpha levels. Since the P
value is high, they are statistically no difference, so we accept the null hypothesis.

118

Figure 26: Comparison results examining the difference in median between Levels of Education
groups using mood median test for accredited hospitals

4.4.13.4 Discussion and interpretation of findings for hypothesis 8: Result versus
Level of Education across BSc, and MSc degree groups for accredited
Jordanian private hospitals
The medians were for the Level of Education across BSc and MSc degree almost the
same 4.338, 4.5 consistently in accredited hospitals as shown in Figure 26, and this
leads to that the perception about QM in accredited hospital is the same.

4.4.14 Testing the hypothesis 9: Result versus age groups for non-accredited
Jordanian private hospitals

H0: There is no difference in attitudes between Level Of Education across BSc,
Diploma and MSc degree in applying QM standard in non-accredited Jordanian private,
when alpha-level is equal to 0.05.

Ha: There is a difference in attitudes between Level Of Education across BSc, Diploma
and MSc degree in applying QM standard in non-accredited Jordanian private, when
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alpha-level is equal to 0.05.

4.4.14.1 Mood Median Test: Result versus age groups for non-accredited hospitals
Figure 27 describes the statistics results for Level Of Education across BSc, Diploma
and MSc degree in accredited Jordanian private hospitals. For each factor levels (interquartile range, sign confidence interval (95%) for the population median, and a chisquare test for association is performed) Minitab calculates the median for QM
perception between Level Of Education groups as performed in Figure 27. The chisquare value was 2.72 with a p-value equal to 0.257 (which is more than 0.05), and this
indicates that there was sufficient evidence to accept H0 in our assumed alpha levels.
Since the P value is high, they are statistically no difference, so we accept the null
hypothesis.

Figure 27: Comparison results examining the difference in median between Levels of Education
groups using mood median test for non-accredited hospitals

4.4.14.2 Discussion and interpretation of findings for hypothesis 9: Result versus
Level of Education for non-accredited Jordanian private hospitals
The medians were for Level Of Education across BSc, Diploma and MSc degree almost
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the same 3.5, 3.38 and 3.95 consistently in non-accredited hospitals as shown in Figure
27, and this leads to that the perception about QM in non-accredited hospital is the
same.

4.5 Chapter Summary
Reliability coefficients (Cronbach's Alpha) was calculated for each dimension
individually for the overall dimensions for each group of Jordanian private hospitals,
the overall Cronbach's alpha was equal to 0.93 for accredited hospitals and 0.97 for nonaccredited hospitals. The values for Cronbach's alpha were greater than the common
reading of 0.7. Summarization of the demographic data for the collected questionnaire
used in the survey, which contained the Gender, age, level of education, experience for
the participated managers.
The one-way analysis of variance ANOVA analysis and two-sample t-test were used to
test the hypothesis 1 of the research. The mood median test was used on the sub
hypothesis, hypothesis 2 and 3. In conclusion, they are significantly differences in QM
perception between accredited and non-accredited Jordanian private hospitals at all
dimensions of QM.
In the next chapter, the researcher provides a summary and conclusion for the entire
research, as well as the implications of this research for further research and studies in
the future.

(Judd, Charles M., & et al., 1991)
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(Nunnally & Jum C., 1978)
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CHAPTER V
CONCLUSION AND RECOMMENDATIONS
5.1 Introduction
The research aims to compares level of applying QM system in a group accredited
Jordanian private hospitals, and other group of non-accredited Jordanian private
hospitals, to compare QM outcomes at accredited hospitals between MLM and FLM,
and to compare QM outcomes at non-accredited hospitals between MLM and FLM. The
research methodology adopted in this research was based on deductive approach. In
particular, this was because it is very closely related to statistical descriptive study. The
required data was collected in two main stages. The first stage was the secondary data
collection method with an intensive literature review to understand the relevant aspects
of QM implementation in Jordanian private hospitals. The second stage was the
collection of primary data by in-depth, structured questionnaire in two groups of
hospitals as cross-sectional research. The analysis and discussion of the data collected
was carried out to interpret the participants' responses (MLM and FLM) and their
implications in order to identify and understand in depth how accreditation in Jordanian
hospitals can influence QM perception.

5.2 Meeting the aim and objectives of the research
The research aims to compares level of applying QM system in a group accredited
Jordanian private hospitals, and other group of non-accredited Jordanian private
hospitals. What should be taken under consideration that the non-accredited hospitals in
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this study did not had a quality office, JCI, HCAC or any certificate that support the
quality.

The survey used in the research to compared the QM dimensions in accredited and nonaccredited groups of Jordanian private hospitals. The research result shows applying
accreditation program improved and supported the QM performance in Jordanian
hospitals. The results of this research can help hospitals to have the right about applying
accreditation in their hospitals because this research results encouraged applying
accreditation in Jordanian hospitals.

The research showed the statistical descriptive results for both groups of accredited and
non-accredited Jordanian private hospitals, to find if there is deference in QM
perception. Also, compared QM outcomes at accredited hospitals between MLM and
FLM, and compared QM outcomes at non-accredited hospitals between MLM and
FLM. By this research, the reader could understand the perceived level of QM
outcomes based on the six dimensions of quality at accredited and non-accredited
hospitals.

The research investigated that having Accreditation lead to enhance QM. More
specifically, the research showed that the efforts, time, and costs spent by hospitals to
implement the accreditation was reasonable and enhanced the internal performance and
hospitals qualifications in terms of QM dimensions.
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5.3 Contribution to knowledge and originality of the research
As clarified earlier in chapter 2 unfortunately, there were little researches that link
between accreditation on the QM (Buetow, 2003) and thus, no real proof that it
improves quality of care (Salmon, 2003 and Shaw, 2001), and that what the research is
trying to address.
The hospitals in this research were divided into two groups; Accredited hospital (AC)
and Non-Accredited hospital (NAC). The mean, standard deviation, and median for
each group of the hospitals were calculated.
On QM, there is difference between Jordanian private hospitals that adopted
accreditation and that did not adopt accreditation, when performing the QM at all
dimensions (On the commitment of management, plans, strategies, patients’ satisfaction
way that hospital analyzes its data, continuously improving the quality management and
the qualifications of hospitals employees). Chapter 4 showed that the mean of the
accredited group of hospitals in QM perception is 4.40, and this number locates in the
high values range between (3.67 and 5). On the other hand, the mean of the nonaccredited hospitals in QM perception is 3.5, and this number locates in the moderate
values range between (2.34 and 3.66).
According to researcher opinion the requirement for the licensing in Jordanian private
hospitals were high because it was already QM perception in non-accredited hospital
with moderate values range between (2.34 and 3.66) through they have not had quality
office, JCI, HCAC or any certificate that support the quality.
This research also indicate that there was no difference in applying QM between the
middle and the lower managements when applying accreditation in Jordanian private
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hospitals (hypothesis 2). However,

the opposite occurred in the non-accredited

Jordanian private hospitals (hypothesis 3), and this means that the communication
channel and the relationship between FLM and LLM in the accredited hospital is better
than in the non-accredited hospital, because there is a sharing in perspective about QM
in the accredited hospitals between the employees. The researcher notes that employee
communications are considerably improved because of implementing accreditation
program.

5.4 Operational recommendations
The findings of this research provide the healthcare industry with some empirical
evidence that QM perception and performance in accredited hospitals better than nonaccredited hospitals. The researcher provides some recommendations to policy maker
and health care administrators in the Jordan and elsewhere. After conducting this
investigation, interacting, and dealing with seven different hospital quality management
directors from different cultures and educational backgrounds, the researcher came up
with the following recommendations:

•

The successful practice of QM through the accreditation to identify the
opportunities for improvement.

•

The researcher recommends that the leaders of hospitals that adopt
accreditation should continue working on maintaining the implementation of
the accreditation requirements. One of the challenges related to the
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accreditation and certification of hospitals after they implement certain QM
systems is maintaining the standards.
•

Motivate management to implement accreditation standards, because of the
important role they play on raising services quality at the Jordanian private
hospitals, so accreditation program can be used as a tool to improve and
support the QM performance in Jordanian hospitals.

•

To raise the management awareness regarding accreditation importance and
its effect on QM at the Jordanian private hospitals.

•

Making the accreditation standard as major requirement for the license of the
private hospitals in Jordan.

•

The work to conduct more studies and researches regarding the importance
of accreditation on the health services at the Jordanian private hospitals.

5.5 Recommendations for further research
Further researches are required to extend this research and to help to improve QM
initiatives in the Jordan. Concerning the significant development and the growth of
business-related activities, including healthcare services, in the Jordan in general and in
Amman in particular. The researcher suggests that additional research in the public
sector in Amman and Jordan could be interesting, in order to identify the changes that
have occurred in these more open times, as more investment has been made in the
health care industry in Jordan, especially during the last year since this research began.
On the other hand, the cultural issues and the difference in values may have an
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interesting influence on the culture and values of these healthcare organizations in the
country.
Therefore, in conclusion to this research a number of recommendations are presented
for future research:

•

This research could be replicated with similar organizations (private
hospitals) in different developing countries such as other Arab countries in
order to enhance the understanding of how sector-specific and cultural
influences contribute towards the effective implementation of QM systems
in healthcare organizations.

•

One of the unique findings of this research, there was no difference in
applying QM between the middle and the lower managements when
applying accreditation in Jordanian private hospitals. Moreover, the opposite
occurred in the non-accredited Jordanian private hospitals. Further research
is recommended to investigate how these accreditations affect the
communication channel and the relationship between the lower and the
middle management in Jordan private hospital with controlling some factors
like: experience in year's level of education, age in years and gender.

•

Finally, the utilization of the representative sample of the targeted
population with an adequate and over average response rate as well as
meeting the context of research enhances the chances of further studies to be
replicable.
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APPENDICES

Questionnaire General Statement
الساد كادر المستشفى  ..................المحترمين
تحية طيبة وبعد،

يقوم الباحث بإجراء دراسة بعنوان...................................................................استكماال لمتطلبات الحصول على
شهاد الماجستير في ادار االعمال.
يرجى التكرم باإلجابة على فقرات االستبيان المرفقة على ضوء الواقع الذي تعيشه مستشفاكم بدقة وموضوعيه علما أن
إجابتكم سيكون لها أثر كبير في مصداقية النتائج  .شاكرا لكم حسن تعاونكم ودعمكم لتشجيع البحث العلمي ،مؤكدا بان إجاباتكم
ستعامل بسرية تامة وسيقتصر استخدامها ألغراض البحث العلمي فقط.

شاكرين لكم حسن تعاونك

Demographic and Identification Data

يرجى التكرم بوضع إشار )√( في المربع الذي يناسبك:

 )1النوع االجتماعي:
o

ذكر

o

أنثى
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 )2العمر:
o

أقل من  5.سنة

o

من -5.اقل من 5.سنة

o

من - 5.قل من  5.سنة

o

 5.سنة فأكثر

 )3المؤهل العلمي:
o

ثانوية عامة

o

دبلوم

o

بكالوريوس

o

ماجستير

o

دكتوراه

 )4المسمى الوظيفي :
o

مدير عام

o

مدير دائر

o

رئيس قسم

o

موظف في دائر الجود

 )5الخبرة العملية:
o

أقل من  .سنوات

o

من – .اقل من  01سنوات

o

من  – 01اقل من  0.سنة

o

من – 0.اقل من  51سنة

o

 51سنة فأكثر
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 )6المستشفى معتمد اعتمادا:
o

دوليا )(JCI

o

وطنيا )(HCAC

o

دولي ( )JCIووطني ()HCAC

 )7هناك قسم خاص بإدارة الجودة في المستشفى؟
o
o

نعم
ال

Higher Management Commitment’s to the Quality Standards
ال أوافق
أوافق بشدة

البيــــــــــــــان

أوافق

محايد

ال أوافق
بشدة

التزام اإلدارة العليا بالجودة

أوال:

تدعم اإلدار العليا جميع برامج الجود التي تساعد
.1
المستشفى على التميز في الخدمات المقدمة
تقوم اإلدار العليا بخلق البيئة المناسبة التي تساعد في انجاز
.2
أعمال المستشفى في الوقت المحدد
تشجع اإلدار العليا في المستشفى جميع العاملين على إتباع
.3
السياسات التنافسية مع المنافسين
تمنح اإلدار العليا الصالحيات الالزمة لرؤساء األقسام
.4
والمدراء ألداء مهامهم
تخصص اإلدار العليا الموازنة والموارد الالزمة لتحسين
.5
متطلبات تطبيق الجود الشاملة
تلتزم اإلدار العليا بالمسؤولية المجتمعية واألخالقية اتجاه
.6
المجتمع المحلي وتدعم احتياجاته
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Strategic Planning
ال أوافق
أوافق بشدة

البيــــــــــــــان

أوافق

محايد

ال أوافق
بشدة

التخطيط االستراتيجي

ثانيا:

تقوم ادار المستشفى بتعميم الرسالة والرؤية واألهداف
.1
الخاصة بالمستشفى
تعتمد ادار المستشفى على الخطط طويلة األمد القابلة
.2
للتطوير
تعتمد ادار المستشفى في خططها واستراتيجياتها على
.3
التميز
تعتمد ادار المستشفى على منهجية إدار الجود الشاملة في
.4
مواجهة التحديات المستقبلية
تتضمن خطط الجود اسلوب التنفيذ وطرق مراقبة األداء في
.5
المستشفى
تضع ادار المستشفى أهداف استراتيجية تساعدها على تلبية
.6
احتياجات العمالء وسرعة االستجابة للتغييرات
تعتمد ادار المستشفى على نظام التقييم الدوري للخطط
.7
المطروحة من اجل تطويرها
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Customer Satisfaction
ال أوافق
أوافق بشدة

البيــــــــــــــان

أوافق

محايد

ال أوافق
بشدة

رضا العمالء

ثالثا:

تعتبر ادار المستشفى أن هدفها الرئيسي هو تلبية متطلبات
.0
واحتياجات العمالء
تقيم ادار المستشفى عالقات متميز مع العمالء من خالل
.5
قنوات اتصال مباشر
تعتمد ادار المستشفى على التغذية الراجعة لتحديد
.5
االحتياجات ووضعا لحلول لها فورا
تعتمد ادار المستشفى نظاما واضحا ومحددا لقياس
.5
مستوى رضا أوعدم رضا جميع العمالء
تتابع إدار المستشفى برامج مستوى جود الخدمات
..
المقدمة مع العمالء بعد خروجهم من المستشفى
تعمل إدار المستشفى على استقصاء أراء ورغبات
.6
المجتمع ومدى رضاهم عن مستوى الخدمات المقدمة

Data Availability and Analysis
ال أوافق
أوافق بشدة

البيــــــــــــــان

أوافق

محايد

ال أوافق
بشدة

رابعا:

توفر المعلومات وتحليل البيانات
تستخدم إدار المستشفى أساليب حديثة في جمع وتحليل

.1
المعلومات
 .2تنوع إدار المستشفى مصادر الحصول على المعلومات
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ال أوافق
أوافق بشدة

البيــــــــــــــان

أوافق

محايد

ال أوافق
بشدة

رابعا:

توفر المعلومات وتحليل البيانات
ضمان الجود مخرجاتها
توفر إدار المستشفى المخصصات المالية الالزمة لتطوير

.3
نظم المعلومات
تقوم إدار المستشفى بتبسيط اإلجراءات وخاصة في
.4
المعامالت الروتينية للعمالء
توفر إدار المستشفى البيانات والمعلومات الخاصة
.5
بالخدمة المقدمة للمعنيين
تستخدم إدار المستشفى نظام قياس األداء بالمقارنة مع
.6
أفضل المنافسين في القطاع
يوجد في المستشفى نظام معلومات متكامل لتوفير
.7
المعلومات الدقيقة والسريعة لمتخذي القرار

Working force Efficiency
ال أوافق
أوافق بشدة

البيــــــــــــــان

أوافق

محايد

ال أوافق
بشدة

خامسا:

كفاءة القوى العاملة
تشجع إدار المستشفى العاملين على تطبيق مفاهيم

.1
الجود الشاملة
تقوم ادار المستشفى بتدريب العاملين على مهارات
.2
تحسين الجود وكيفية حل المشاكل التي تواجههم
تعتمد إدار المستشفى أسلوب فرق العمل في انجاز
.3
وتنفيذ المهام واألنشطة
يوجد نظام لتفويض الصالحيات ونظام للتمكين
.4
بالمستشفى
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ال أوافق
أوافق بشدة

البيــــــــــــــان

أوافق

محايد

ال أوافق
بشدة

تحرص إدار المستشفى على مشاركة مدراء الدوائر
.5

ورؤساء االقسام والعاملين في الندوات والمؤتمرات
وورش العمل لتحسين مستواهم علميا ومهنيا
تمنح إدار المستشفى الحوافز المادية والمعنوية

.6

للعناصر المتميز لمدراء الدوائر ورؤساء األقسام
والعاملين فيها
تقوم إدار المستشفى بتقييم أداء مدراء الدوائر ورؤساء

.7
األقسام والعاملين بشكل دوري

Managing Quality Improvement Continuity
البيــــــــــــــان
سادسا:

أوافق بشدة

إدارة عملية تحسين الجودة بشكل مستمر
تقوم إدار المستشفى بتصميم عمليات وإجراءات

.1
تطبيق مفاهيم الجود بأساليب حديثة
تعمل ادار المستشفى بتبسيط إجراءات عمليات تطبيق
.2
مفاهيم إدار الجود الشاملة للعاملين
يوجد إطار عام في المستشفى إلدار مفاهيم الجود
.3
الشاملة وطرق تحسينها وتطويرها
تستخدم ادار المستشفى أدوات ضبط الجود
.4

اإلحصائية لتحليل المعلومات وتحسين عملية إدار
الجود
تقوم إدار المستشفى ببناء عالقة طويلة األمد مع

.5
الموردين لتامين جميع المتطلبات
.6

تقوم إدار المستشفى بتطوير إجراءات وتعليمات
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أوافق

ال

ال أوافق

أوافق

بشدة

محايد

البيــــــــــــــان
سادسا:

أوافق بشدة

إدارة عملية تحسين الجودة بشكل مستمر
الخدمة الصحية في الدوائر واالقسام
تعمل إدار المستشفى على انتقاء العاملين وفق معايير

.7
عالية لضمان جود خدماتها
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أوافق

ال

ال أوافق

أوافق

بشدة

محايد

