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Abstract.  The continuing interest in quality assessment and technologies for quality improvement has led a number of organizations to develop leadership positions for this work. Identified as  “quality management specialists,” there is limited information defining the positions, the core work activities, the authority base, and the expected outputs of people occupying these positions. This article describes the quality management contribution by first defining why there is a need for the position. The role and job are defined, including three major work activities, start-up and operational issues, power and authority base, the role as communicator, performance monitoring, and benefits. The position can be used as a management development rotation for leadership training.

_________
Introduction.  Do we have significant errors in medical and health care?  Physicians, patients and managers of health and medical care services know there are  quality problems to solve.  American Institute of Medicine reports defined the nature and scope of the problem (1,2). We have discovered questions about diagnostic accuracy, medication errors, response times of trauma teams, anesthetic safety, antibiotic timing and choices and discharge and follow up gaps. If we are interested in resolution and continuing improvement, who should take the leadership role in this work?

Quality management specialists have been active for decades but it is only very recently that a body of knowledge and a set of quality improvement technologies have emerged (3,4). We are beginning to see the development of specialization in the field with certification, specialized journals,  and training programs (5-12). To date, however, there are few attempts to define the nature and activities of the persons engaged in this work. 
Needs.
 Physicians and managers in health care organizations of all types are concerned about the renewed attention to quality which involves both expanded quality assessment and quality improvement activities (13).. Both regulatory groups and professional societies’ renewed attention means that  positions and supporting staff resources are directed at quality improvement activities, despite barriers (14).  Medical leaders seek to improve upward communications about the nature of the problems in the delivery system and they want to avoid litigation from undesired outcomes (15-19).

The emergence of a role for quality management specialists ( physicians and nurses in part time and full time positions) has been increasing.  And, so has the need for every physician to actively engage in medical quality management. The need  has  developed from:

1. renewed concerns about threats to quality and safety
2. responsiveness to patients and their advocates
3. an interest in organizational development

4. a continued valuing of professional concern for constant improvement

Responding to these needs with a quality management engagement is both useful and appropriate but just what is this role? Here the quality management physician is seen as organizational developer and troubleshooter.
Major Work Activities.  Quality management specialists work in hospitals, health plans and other health organizations focusing their efforts on four major work activities.
1. Quality Management Specialists are planners and developers of the quality improvement effort

· organizing quality councils

· assisting in creation of a plan

· marshalling and coordinating resources.

2. Quality Management Specialists also provide education including:

· continuing education and

· preparatory education

3. 
Consultation and advice are provided by Quality Management Specialists in terms of:

· standard service programs

· expert consultation services and 

· process consultation

4.
Quality Management Specialists engage in a problem-solving process of diagnosis-planning-action and follow-up involving:

· analyzing data on improvement opportunities and complaints

· gathering the facts through investigation

· reporting on their conclusions

· suggesting follow-up actions

· monitoring to insure action.

Quality management specialists seek out problems through formal inquiry and respond with analysis to the service system problems presented to them. They provide education and training by teaching physicians, nurses and managers how to confront and resolve quality  problems, weaving in the concept of continuous improvement. And, where fully recognized, quality management specialists are consultants to the clinical and administrative leadership, providing expert knowledge on quality assessment and assistance to the continuing improvement process. This work can be a “one person function” or a fully developed “program” with authority and power appropriate to a program level unit or department (an expanded quality management department).
The Role and the Power.  From the literature on quality and 30+ years of my own experiences in  developing physician leaders, it is clear that the quality effort must be lead by administrative and clinical executives (20,21). Consider the roles, authority, and power quality management specialists draw on to facilitate organization change and applied improvement processes.
      The Quality Specialist’s Role. Depending on their training and experience quality management specialists can choose a different orientation to the role. For example, do quality management specialists spend most of the time:  conducting individual case reviews of clinical work;  assessing and analyzing large data sets; or working with institutional executives to develop quality levels across the organization? Is the specialty  comprised mostly of clinical experts focused on research and data, or  medical leaders/medical executives?  The medical leader view requires the orientation to be toward management and organization development. The clinical expert’s role is best aligned with a clinical quality management effort directed at the delivery of care process.

The quality specialist’s role in health care organizations is multi-faceted. Originally identified as the roles of an internal consultant (22), these roles indicate the parallel nature of the purposes and activities of quality specialists and internal organizational development staff .  Dependent on the situation, quality management specialists act in one or more of the following eight roles:  advocate;  technical specialist;  trainer/educator;  collaborator in problem solving;  alternative identifier;  fact finder;  process specialist; and reflector. This role set is chosen to reflect  the naturally occurring similarities between quality management specialist and internal consultants and  to stress an interest in promoting the similarity in the purpose, process and outcome of quality improvement work. In short, quality management specialists are encouraged  to function as internal consultants whose objective is increasing the health care organization’s growth and development (meaning quality and safety improvements).

The eight roles are defined as follows in relation to the organizational path (23) to quality improvement: (1) Advocate:  the role that involves pleading the cause for quality improvement; (2) Fact Finder:  the role that involves searching for and discovering the bits of information that establish the real events of the case – diagnostic information, documentation of patient concerns; (3) Process Specialist:  the role that involves creation of and support of a series of actions leading to quality planning, improvement action and evaluation; (4) Technical Specialist:  the role that involves the use of special knowledge of quality improvement and safety management techniques; (5) Trainer / Educator:  the role that involves teaching and instructing in quality improvement philosophy and approach; (6) Collaboration in Problem Solving:  the role that involves jointly working with others to find solutions to quality problems; (7) Alternative Identifier:  the role that involves finding, creating or stating choices for quality and safety problems; and (8) Reflector:  the role that involves feedback on options and alternatives for continued consideration (sounding board).
Quality management roles:

· help to communicate organizational goals and values with reference to quality.

· foster dialogue about quality problems within the organization

· communicate data and analysis for  problem detection and diagnosis

· contribute to identifyying human relations problems 
· are part of the “data stream” for management development and control that supports quality improvement.

Physicians communicate up and down  levels  - individual, department, organization -  regarding  medical problem diagnosis, planning, action responses and follow up. The roles depend on  building  and maintaining an authority and power base.
Authority and Power.  Viewing the quality management role as an organizational planner, developer and troubleshooter provides a wide range of design options. For example, in some programs complaints about quality are extensively documented with formal reports provided. In other programs, quality problems are solved informally with no or limited record of the investigation process or the outcome.

Regardless of the role set selected, there must be a good fit with the culture of the organization. Quality management physicians intent on and encouraged to initiate quality improvement must have strong senior clinical and administrative support for such work.


There are multiple authority sources. First, each quality management physician relies on charismatic and professional authority. Personal characteristics – warmth, sensitivity, firmness – and their strength and recognition as “people people” (charisma) create authority.


Physicians’ standing and expertise in their own professional area (e.g., medical specialty) also provides  authority .  Effective quality management physicians often have strong clinical service reputations.

Rational-legal authority is used as leverage through the linkage to law and official rules and procedures.  Clinical and administrative leaders are acutely aware that litigation is the ultimate in unwanted outcomes.

Most quality management physicians use charismatic and professional authority most often. They come from an already established profession such as medicine or nursing (a professional base) and they have been chosen for their personal social system skills (individual and group relations and charisma).

      There are six power sources relied on to support quality management efforts:  reward power , coercive power, legitimate power, referent power, expert power, and  personal power

      Quality improvement action relies on both a reward and a coercive dimension. Without problem resolution of complaints, individual and department rewards may be absent in the future. Referent power stems from the formal and informal relation to the senior manager supporting the quality improvement process (e.g., CEO, Chief  Medical Officer). And, problem solving expertise and personal abilities are a power base. Power flows to quality management specialists as a result of their role and problem solving performance. Over time this becomes legitimate power as it is recognized by the organization.

Quality Specialists  in Action.  What is a typical day for the quality management physician? A “day in the life” involves wide ranging activities including:  tracking quality improvement teams, interviewing complaint presenters (either employees or patients), taking phone calls regarding both new and old quality and safety problems, examining computer data bases, investigating redesigned processes by checking files, data, patient records, meeting with attorneys to resolve  errors and complaints that have already gone too far, active listening and personal counseling of clinical leaders and staff, writing reports on various problems and opportunities for improvement, making referrals to other departments within the organization.
      Quality management physicians attack problems relating to:  clinical services deficiencies (perceived and real), interdepartmental conflict, inappropriate treatment, physical conditions, personnel problems e.g short staffing, and general patient and employee complaints.
Performance Monitoring.   Quality management physicians typically report to top levels of the organization, (directly to the Chief of the Medical Staff or CEO), so there is strong personal review of their job actions. The quality improvement and patient safety program is very visible. Problems handled by the quality management physicians quickly escalate if they are not resolved. In addition, the monitoring executive can examine:  problem and complaint identification volume, actual and “processed” problem volume, problems diagnosed, acted on and monitored, the distribution of quality and safety problems across departments and disciplines, the nature of problems, both type and subject and priorities based  on improvement impact potential, and a primary list of outcomes, organizational changes and responses categorized according to actions taken and policies changed.  A yearly report can be used to summarize both the process levels – work load and activities engaged in – and the outcomes of improvement and problem resolution efforts (individual and organizational changes).
Costs and Benefits.  There is very little published data regarding the costs of quality improvement physicians. And, there are many ways to organize the efforts e.g., part time, full time staff; by outsourcing the work to consultants. It is reasonable to assume that major hospitals of 300-700 beds will have a quality management department staffed by a quality specialist and support personnel. It is not unusual for the minimum costs to range upward from a base of $300-500,000+ and including an additional $150,000-250,000+ in hardware and software to support information processing. Many traditional quality programs are cited in budgets as expenses, falsely implying costs but no benefits. 


When an organization invests in quality, what benefits can be expected? A successful quality management physician enables the organization to:  test and reinforce goals and values relative to quality, create advocates and role models who constantly push improvement, resolve production process problems, identify technical medical and delivery system structural weaknesses, identify “people problems”  whether in clinical services or management, improve upward communication between and within departments, develop management’s consumer and employee sensitivity, and avoid costly litigation.  These benefits indicate a contribution to both clinical care and organizational development.  

Some organizations are using the quality management role  as a rotation to assist in developing career professionals and administrative and clinical leaders. Quality management positions support management development by enhancing: analytical skills, interpersonal skills, oral and written communication, stress management, and creativity and innovativeness in planning and problem solving. An assignment as quality management physician forces the job holder to learn the organization, analyze problems, confront participants,  negotiate solutions and be creative. Specialists must learn to “see” the multi-dimensional nature of the organization.
Quality Management Role – Summary.  How would we summarize the functioning of these specialists as organizational planners, developers and troubleshooters? The quality management specialist is a problem solver working in all fields and aspects of health care. The concept transfers across health care organizations and is no longer in the experimental stage.


Many years ago, James Davis, M.D., 1988-89 President of the American Medical Association,  called for ombudsmen at all medical organization levels – country, state and national (24).   Although the formal connections in literature are rare, ombudsman is one label for a quality specialist. Troubleshooter is another. The need for ombudsmen and troubleshooters in all organizations mirror those in health care.

Quality management specialists are one means of humanizing health care organizations in response to increasing technology, to organizational complexity and to general depersonalization in the workplace. The presence of quality and safety troubleshooters demonstrates “organizational caring”. Troubleshooters provide alternative dispute resolution strategies to avert court costs in dollar terms and in time, energy, and money, a particularly important contribution to a field nearly overrun with anxieties about medical malpractice and the results of litigation.


Finally, quality management specialists provide upward feedback and data flow leading to corrective actions and to executive and organizational development. This program is one means by which senior clinical and executive managers are informed about the problems in the organization and have an opportunity to address them with the quality management specialist in a catalyst role. The emergence of quality specialists is evidence of the willingness to commit resources to quality improvement and of the recognition of the complexity of modern medical and health systems (25). Structure, process, and outcome are all involved in the quality improvement task and both the medical and management sciences are needed to realize quality improvement (26).
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