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Abstract

From an institutional perspective patient survesyan idea given from outside to support changes in
individual departments. It has been argued thatedl managerial initiatives only serve as legitimiz
ing behavior because norms originating from theioad¢ommunities constrain micro-level change.
From a rational perspective of planned change agdnizational development, patient surveys are
seen as an incentive for improvement.

The aim of this paper is to trace how wards reacdual feedback from their patients in a longi#ud
nal perspective. Do wards get the intended ownershpatient survey results and are improvements
achieved? This is analyzed at a detailed organizalilevel based on quantitative and qualitative
data. Data on patient satisfaction were collectethf100,000 patients at 90 different public hodpita
wards from 1999 to 2006 in a Danish county. Theagljgegated data make it possible to trace the
specific barriers to change and specific explanatiaf actual change.

Patient satisfaction varies considerably betweets toth in a cross-sectional and a longitudinad pe
spective. Reactions from the departments can typit® characterized as legitimizing behavior
unless the following conditions are fulfilled. Rira significantly lower score than comparable siigt
needed before change is initiated. Second, patigweys need to have a perceived technical quality
in order to be accepted by key professionals. Thirdre must be obvious actions to cope with the
mentioned problems and written qualitative comméias patients can be an impulse to change as

important as quantitative results.



1. Introduction

Surveys on patient satisfaction seem to fit pelffegith an organizational development per-
spective. The patient satisfaction data are diagndata on the organizational outcome and
may be an incentive to techno-structural, humacgs® or human resource management
interventions. However, several barriers may himdgonal planned change. In general, the
role of patient surveys in change processes searnB more complex. Analysis from an
institutional perspective indicates that patient/eys are given from outside to support
changes in individual departments, but norms oaityrg from the medical communities con-
strain such micro-level change initiatives. Furthere, changes in health care are influenced

by competing logics (professional, state, and manal) as stressed by Scott (2003).

In this paper it is analyzed how patient surveyy tiecome an accepted incentive for change
and improvement. The aim is to trace the spectitiérs to change and explanations of ac-
tual change drawing on the rational perspectivelafined change and organizational devel-
opment, but the paper explicitly takes into accdbat planned change is encapsulated by
other motors of change. Thus, patient surveyseegg as possible impulses for change in
complex organizations that are strongly influenbgdegulated, normative and cultural-
cognitive elements in the environment. In accoreasith recent institutional approaches,
however, the reactions at a specific level are mamb as there may be room for human

agency.

Empirically, the paper is based on Danish data ft®® 000 patients served by 90 different
hospital departments/wards between 1999 and 20@6mthe department heads’ reports on
change initiatives. A mapping of patient satisiactscores is the point of departure and the

main research questions are: How do the wards osaattual feedback from their patients?



Are patient surveys accepted as relevant incenforeshange? How do the roles of the sur-

veys develop when repeated?

2. Theories of Organizational Change in Hospitals

Room for Patient-centered Change?

Hospitals are difficult to manage; they are ald6alilt to change. Danish as well as interna-
tional research emphasizes that the particularitond in the sector create organizational
divisions and a relatively weak administrative ngaraent that rarely ensures adequate inte-
gration (Mintzberg, 1979; Glouberman & Mintzber@02). The prerequisite of a strong
management that organizes the work rationally artttua common goal is rarely met. Re-
structuring activities in hospitals often fail amay produce more problems than they solve
(Walston, et al., 2004). It thus becomes diffi¢altive up to otherwise obviously important
requirements about continuity in patient care tieopatient-related considerations that go
beyond a narrow medical procedure (Vinge, 2004 ddnsequences may be poor capacity
utilization, waiting time, uncoordinated treatmentand frustrated patients. The media is full

of stories about absurdities seen from both thiepiat and the staff's perspective.

The general institutional perspective indicates$ tha competing logics of doctors, nurses,
administrative management and political leaderalsp appear as problems at the organiza-
tional level. It is impossible to react with systerterventions to errors and problems (second
order learning). The individual employee typicailys to handle urgent problems with first

order learning, i.e. here-and-now solutions (Tué&é&dmondson, 2003). A number of initia-



tives in recent years focus on the patients, nénitains unclear whether patient surveys re-

sult in improvements (Barr et al., 2006).

Many forces of change affect the development innbdesidual organizational unit in the
sector — there is influence from the outside aithiives from within. All the change per-
spectives described by Poole and Van de Ven (1i836gir general typology of change
processes thus contribute to an understandingeaddtual dynamic (see Figure 1). The no-
tion of changes as rational reactions to percepretllems only covers a small part of the
explanation of change processes. That perspestsieown in Figure 1's lower right corner
(cell 4): the purposeful or planned change (telgiolal model). In this model the processes
are guided by goals and driven by a unified orgation. The diagnosis of problems and op-
portunities is central. Data are collected, analyamd fed back to the organizations as inputs

to a planned intervention.

However, changes are often so bound by guidelindsrdnerent outside forces that the goals
of an individual person lose significance. Thidlisstrated in the regulated model or the life
cycle model as shown in the lower left corner @jufe 1 (cell 3). The previous institutional
theory can also be placed under this perspectikgarization is characterized by subordina-
tion to guidelines and frequently imitation of atsiesolutions. It is a way to legitimize one-

self to the environment rather than pursuing owalgDiMaggio & Powell, 1983).

There are many examples in the health care settbisdype of external influence, even if

we focus only on notions about greater patient$odinese ideas are launched without any



major mutual coherence via different central prigeconferences, debating points from
stakeholders and directions from central governm@miong the most visible patient-focused
ideas in the Danish hospital sector are; greatetirnaty in patient care (Jensen, 2005); con-
tinuous monitoring and publication of the professilbquality based on the idea of evidence
(Mainz, 2001); measuring patient-perceived qudkyheden for Brugerundersggelser,
2007); clear-cut waiting time guarantees; assigaiegntact person to each patient; the
transparent health care system where the patiéinteeeive full information as a basis for

her free choice (The Ministry of Welfare home-siga)d a model for a patient-focused health

care system.

The ideas come from different worlds or areas: ¢doetors), care (nurses), control (manag-
ers), and community (trustees) (Glouberman & Mietglh 2001). Each area has its own
mindset with an inner logic and associated recongagons, but the ideas from the different

areas may very well be contradictory.

Unless we are dealing with legal requirements rarely the case that these ideas can be
converted into practice at the individual hospitdlis is a consequence of the divided nature
of the sector. The multiple entity change modelBigure 1's upper cells (1 and 2) may char-

acterize the change processes.

Change initiatives can turn into “political” proses that are affected by the stakeholders’
varying interests and resistance to change. Thigppetive is found in the dialectic models
(cell 2). It is particularly obvious in a sector &k many different and competing logics are

all brought into play (Scott et al., 2000; Scoip2). The fact that the management logic is



now frequently mentioned as dominant does not rniegrthe logic of doctors and bureau-

crats/politicians are not active.

“Survival of the fittest” (cell 1) does not only iexe that hospitals may compete with each
other and that the hospitals that cannot handéectbimpetition close down. This perspective
has influenced the notion of free hospital choieé ather free choices for informed patients.
However, “survival of the fittest” also means tkatne wards and some ideas on work or-

ganization are more viable than others, for insespecialization.

The fact that all perspectives in Van de Ven andlés (1995) typology can contribute to an
understanding of organizational change processkegspitals also means that simple pre-
scriptions regarding planned change may be ofdidhitse. It is thus indicative that important
analyses of conditions in the health care secmbased on institutional theory, which is not
conducive to clear normative consequences. Accgrdirthe early institutionalization the-
ory, initiatives from the outside will push towandemorphism (Ravik, 1998). It is thus to be
expected that hospitals and wards are basicallyazgd identically and that from this per-
spective hospital wards in Denmark are not left muoom for individual influence on local
organization. However, also recent institution&dity puts more emphasis on analyzing the
active role of the actors. Institutional influensenot seen as completely determining, but
rather as shaping the context in which rationafjgted activities can take place at the micro

level (Oliver, 1991; Scott, 2007).

According to recent institutional theory it is te bxpected that implementation of ideas
about patient focus will only be partial and diffeidely, since directions regarding increased

user focus has had to compete against more clstatiyd institutional norms about economic



incentives and professionalism. The directionsnaigg increased patient focus are some-
what ambiguous, even though they to some exterguggorted by certain general evidence
(Lewin, 2001). Imitation is thus simply one of sealgpossible responses to institutional pres-
sure. The organizational response may just asheetbmpromise, evasion, challenge or di-

rect manipulation (Oliver, 1991). There is room fational strategies.

However, rational planned change requires a cedigmnee of agreement on and clarity of
objectives. In a professional organization likeoagital neither agreement nor clarity is
given, not even in the early stages of data catlacnd data analysis. To organizations with
such complex tasks, the idea about measuring peaface, where “the immeasurable had to
be made measurable”, still has a large impact. lgam&nt was forced to create clarity,
transparency and learning opportunities. As a mamagt tool it could in principle lead to

predictability and simultaneously respect the aotoy of the professional (De Bruijn, 2007).

Measuring patient satisfaction is thus a part efrttanagement system. It is emphasized by
the fact that the measurements can be repeatadstitdtionalized. As a subsystem of the
organizational structure, the measuring systemg fituke tasks of the organization (Cum-
mings & Worley, 2005). This requirement is compiezhby the fact that measuring patient
satisfaction is particularly linked with “care”, wtreas a hospital is also measured on the

“cure” part in a national Danish registration syste

Satisfaction surveys as ritual or impulse for chang

The normative literature on planned change empbssiata collection and organizational

diagnosis in the early stages of change. It ismeuended that data is collected in compli-



ance with social science ideas based on sharedatiig models. This implies a certain level
of agreement as far as which dimensions descriperitant organizational conditions. Data
collected in accordance with these principles epted as key information, especially if the
staff in organizations has been incorporated irctiilection and interpretation of the data.
This can potentially create “ownership” of the chamctivities (Cummings & Worley,

2005). A recent study of restructuring in Ameri¢arspitals shows that these considerations
may be neglected, and this neglect may be an impiocause for failures (Walston et al.,

2004).

Patient surveys could provide key information akqmerformance in the organizational units.
But are they accepted as significant and valid,aredhey disseminated in an interesting
way? All this seems highly uncertain. The intero@adil literature thus indicates a number of
problems with using patient surveys (Carr-Hill, 29€row et al, 2002; Sofaer & Firminger,

2005).

First, patient satisfaction is not a concept tlzet cnambiguously be related to the quality of
the services from an organizational unit. Satigf@ctan be seen as a product of fulfilled ex-
pectations from patients, but other factors aféatisfaction as well. The uncertainty also
leads to question whether it is the patient’s ideglectations that are expressed in satisfac-
tion surveys or rather moderated, “realistic” expaons (Avis et al., 1995; Thompson &

Sufiol, 1995).

Second, patient satisfaction surveys have for nyaays been known for high levels of satis-
faction. Almost all patient satisfaction surveysiemp at over 80% satisfaction (Hall & Dor-

nan, 1988). This is problematic because it doeseaee much room for measured improve-



ments, and because it makes the surveys lose titgdiQuantitative measures may be less
critical and sometimes different from results ofigat interviews (Williams et al., 1998).
Even after very negative stories, a patient migieick “satisfied” or “very satisfied”, since
patients may not have “translated” what had occuimto dissatisfaction. The patients avoid
making an evaluation with remarks like, “they aceng their best” or “it is not their job to

...” Thus, tools that do not capture the patientsualkexperiences are misleading.

Third, satisfaction surveys are often driven byiarealistically rational view of measuring
and quality development. Recent institutional orgation theory sees measuring patient sat-
isfaction as an idea that is supported primarilg thuits legitimizing character. No organiza-
tion wanting acceptance dares refuse a patiersfaetiion survey. In that way, measuring
takes on a ritualistic nature (Dahler-Larsen, 2@htt, 2007). The official rational argu-
ments cover up the fact that in reality the outcemiethe surveys are taken very seriously. At
the same time, these theorists emphasize thateéhsuring may still affect an organization’s

behavior, however in completely unintended ways.

Fourth, patient satisfaction surveys are criticilmdacking validity and reliability. Many

studies ignore these problems completely (SitA89).

Research questions
Theories about possibilities for change and the oblsatisfaction surveys lead to three over-
all research questions for our project:

How do the wards react on actual feedback fronm agients?

Are patient surveys accepted as relevant incentoreshange?

How do the roles of patient satisfaction surveygettgp when surveys are re-
peated?



These questions encourage both comparisons betwganizational units and analyses of a

development.

3. Methods

The study is mainly comparative, but it connectardiiative and qualitative elements and
has a longitudinal perspective. The point of daparis detailed patient surveys from all pub-
lic hospitals in a Danish region (Aarhus Amt). Téasirveys have included 100,000 patients
in 4 rounds from 1999 to 2006. Besides a geneealsure of satisfaction, patients have pro-
vided data on specific issues such as waiting tinfeymation quality, continuity in care, and
personal background. These data have been gatiieoegh a mailed questionnaire sent to
the patients from the departments after their tneat. The consultants in the region’s quality
office analyse the data and give standardized fedpresented in a comparative format to
the hospitals after each survey. The process stitttsa meeting between the consultants and
the top management at the hospital. Before meaguhere is also a meeting between con-
sultants and representatives from the departméretaim of this meeting is to customize the

survey to some degree and to enhance ownershigaf d

The patients are hospitalized or from outpatiepadienents, and the average response rate is
57 per cent. This study focus on 90 wards coveajmgroximately 32,000 answers from the 4

rounds from 1999 to 2005.

The questionnaires are not totally structured stheg are designed in a way that incites re-
spondents to connect qualitative comments to tbeesaf each item. In average each respon-

dent comments on approximately two items. In otdeanhance ownership to the data in the
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wards, it was possible to adjust the semi-standaddguestionnaire to the needs of the wards
in some degree. Thus, there are elements of asgearch in the method, since one of the

authors acted as senior consultant during the dparednt of the survey.

It should be stressed that the surveys are usgidédhe wards specific feedback on the spe-
cific ward. Thus, data can be connected to relesaral units. Each head of department has
received an easy-read report with the quantitatooee and the qualitative comments. The
heads of departments/wards are then asked to nakeuge to the hospital management as a
respond to the consultants’ reports in order td staialogue with top management on fol-
low-up activities. Additionally, the head of depadnts fill in a questionnaire from the con-
sultants on their experience with data collectfeegdback, and follow-up initiatives. Thus,

the article draws on 173 questionnaires with 644litative comments from the head of de-

partments.

4. Findings

At an overall level our study shows that severatareof change are operating and that all
perspectives in the Van de Ven & Poole (1995) tygglcontribute to an understanding of
the role of patient surveys in the change proces$he planned change perspective is only

one part of an explanation. Planned change is @nst by other motors of change.

Apparently, dife cycle and regulating motas operative. At least to some degree there are
institutional rules or programs that determine espribed sequence of activities. This is not

only indicated by the norm that all public hosgtahould survey patient satisfaction and
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publish the results on a regular basis. This isrdral part of new public management. The
hospitals do in fact follow the standardized gurtkd and institutionalize procedures that

make it difficult to neglect poor scores.

There is also aavolutionary motooperative. It is reflected in the closing dowrsofall
hospitals and mergers among others. In the strdggkurvival or autonomy patient satisfac-
tion score may be one of the market signal suresgttat could be important to hospitals and
departments. However, cost efficiency and a geraggalment on function-bearing size of
units are most important (Borum, 2004). In fac small hospitals in the region have been
closed down despite very fine scores on patiergfaation, emphasizing that patient satisfac-

tion is a less important performance indicatorafitigal decisions.

Constructive modes of change withleological and dialectic motoiae the most visible
when internal change processes are consideredspedafic level our study indicates how
several barriers should be overcome if patientestgshould act as incentives for organiza-
tional change. In our study we focus on three st@p#ting attention to problems, getting
accept and ownership of data, and finding possdsliof action. This sequencing of organ-
izational diagnosing and action planning relatea tational planned change process, but it
appears that in all stages there are strong itistial forces operating and the process may

become more dialectic as the work progresses.

Step 1: Getting attention

Even where there is some accept of the procedwaliagnosis is not always completed in

the sense that problems are clearly recognizest éfiall, their satisfaction score has to be

12



significantly different from others’. Employeestime ward normally pay attention to the pa-
tient survey if they have got a score below theesod comparable units on an important

item.

The overall satisfaction is of interest when itnieasured at the specific ward level. Then
there are notable deviations as shown in Figur&H histograms give an overview over the
number of wards with a “good” and “excellent” scoresatisfaction among the 90 wards. All
together there is no significant change in patsatisfaction from first to second survey. But
there are systematic changes at the ward leveld&hepart of the bars shows the fifth of the
wards with the poorest scores in the first suraeyl it appears that they generally improve
their scores in the second survey. Together thgbteen wards increased their score about
10 percentage points and six of them in a stagibyisignificant degree and they were able to
sustain the level of satisfaction in the third &marth round. Conversely, the eighteen best
wards have experienced a reduction of 4 percemaiges, one of them had significant re-
duction. Seventy six of the wards are not ablenttwsa significant change in overall satisfac-

tion; on average they show a non significant reédaadf 1 percentage point.

These results have several explanations as indigathe closer analysis below (Overview
in Table 1). The general pattern shows that irtsbial pressure to consider patient satisfac-

tion is notable, but so are competing pressures frstitutions in the field. Small improve-
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ments may reflect that the pressure towards patiemtering is sometimes met with legiti-

mizing behaviour, decoupling, and avoidance (O]it®91; Scott, 2007).

Differences between wards have to be visible tasgabus attention from the employees and
the managers. Small differences in a general meadsatisfaction are normally considered
to be random and are easily explained away. Sipilwhen comparing measures of satis-
faction in one period with the next, it is mainlgrsficant improvements that get the atten-
tion. Especially, when there is a decline the gamairefuse to take it seriously by referring
to statistical problems. Furthermore, the repeatedsuring implies decreasing attention.
These reservations are indicated by the followipgical quotations from department heads:
“Since the sample is quite small (low response)rdtes variations can be ascribed to ran-

domness”, and “Everything is random”.

It has to be stressed, however, that some of thbsehead a ward with a declining score
accept the feedback and refer to barriers in th&ir organization. It could be resource scar-
city formulated astime pressure”or “the bustle of the ward” Often there is referred to the
necessity of being involved in other restructuraagjvities. ‘Our results are unchanged. It is

ok because we have had a merger and cuts on thgetiud

All wards together as well as individual wards haignificant increases in several single

items.
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The general results on the specific issues arep#tagnts’ most important and most pro-
nounced criticism is related to the organizinghaf work. These issues include information
to the patient during the removal to the hospited,arrangement of the progress of patient
care, and the consistency in what patients adeftoim different employees. According to
traditional importance/performance analysis (Mi#t James, 1977) this is where im-

provement efforts should be concentrated.

Whereas the quantitative part of the satisfactaports may be met with skepticism and de-
fensive reactions, there is a positive attentiavatals the qualitative comments from the
guestionnaires. In general, 80 per cent of thel lnéaepartments find the comments “very
useful” or “useful”. This is at same level as a sfien evaluating the usefulness of the quanti-
tative answers. The explanation seems obvious.n&ngé satisfaction measure is less moti-

vating than concrete formulations on specific peofis.

Occasionally, the qualitative comments are alsowtdt scepticism. They can be considered
as expressions of isolated and maybe unfair peotept This is seldom formulated by the
head of departments. One of them, however, calstmmentSentertaining” to signal that

he considered them unimportant.

In accordance with the consultants’ intentions tla@ohead of department expresses the use-

fulness of combining the quantitative and quak&glements:The chosen quotations from

patients can be used in considering how satisfaatiay be improved”.
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Step 2: Getting accept

In order to get accept of the data, it may be resrggo get accept of the survey instrument.
The entire data collection procedure should benged in a way that makes users patrticipate
according to prescription from the organizationrav&lopment literature (Cummings and

Worley, 2005). Our study indicates that this is al@tays sufficient.

The questionnaire is not only designed to be cuigtearto the hospitals, it is also adjusted to
individual wards. Most of the questionnaire rematadardized because comparison is an
important part of the feedback, but the wards vedale to supplement with different parts
according to their own needs. Almost all wardsdubes option or the option of customizing
the feedback, for instance by specifying the resuiit different groups of patients. As ex-
pected, the head of departments were normallyfigatiwith the procedure and in general 82
per cent of the head of departments found the wbtke consultants “good” or “excellent”.
The top management was significantly more satisfigd the evaluation than the department
heads. These evaluations concern the entire prirogssiata collection to the presentation
of the final report. Nevertheless, the surveys maynet with skeptical attitudes from the
professionals because they do not find that theegysrare in accordance with natural science

norms. One physician expressed such a view sharply:

“If you ... should take a study seriously, then th&teuld be respect on methods, data col-
lection, data quality, analysis and conclusions.aAsofessional you should expect a certain
substance, when non-professionals are going taat@lyou... As a professional | cannot

tacitly accept to be evaluated on the basis of suctmadequate analysis and look forward to

16



management’s planning in the future of more amb#ianalyses that can expose the real

problems and bottlenecks in health care”

According to social science norms the quality & shirveys seems acceptable. Data collec-
tion is validated in pilot studies among 64 patesrtd by feedback from participants in the
early studies. Questionnaires were developed moapgof representatives from doctors,
nurses, management and consultants. A less thomogkdure would probably have given

much more skepticism.

The questionnaire is mailed to all patients aftertreatment. The response rate (average 57

per cent) for an anonymous survey is better thast iwiher surveys.

Among the rather positive head of departments timeptaints on the procedure were mainly
related to time pressure or to the fact that thmeests did not include professional quality.
Professional cure and care in the narrow send#l isansidered to be the dominating core
activities. Furthermore, it is worth noticing themhe pressure is reinforced by the restructur-
ing in the Danish public health care in these y€eHnss reform shapes a competing pressure
for changes that may be understood by the evolatjomodel because some wards have to

struggle for survival or autonomy.

Step 3: Finding action possibilities

Even in departments where the report in geneisdes as useful by management, skepticism

and disagreement become manifest when possibtaastconsidered. This is reflected in

the following quotation®The accomplished work [by the consultants] is exied very dif-
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ferently by the professions. From the nurses’ viee report can be used constructively
whereas the enthusiasm is far less among the dgicfblead of department). In this way
there are predictable and competing institutiomasgures that appear at the micro-level as
disagreement. Thus, the change process may bedateetidal and sometimes the changes
initiated by the patient survey may be very diffiainless they are supported by powerful

agents in the hospitals.

Nevertheless, 83 per cent of the department heaigesied unconditionally “yes” to the
guestion “Did the survey cause concrete followupatives” after the first survey. This per-
centage fell to 71 after the fourth survey. The tiogred initiatives are interesting. Typically
it is enthusiastic nurses that take specific actiach as preparing better information for the
patients or guidelines for the communication th&es place between departments. Most
often such initiatives are ad hoc solutions thatloa done by individual employees. In this

sense our results seem in line with the study lgk&uand Edmondson (2003).

In other cases more demanding solutions are iedidtor instance when more continuity in
the treatment of patients and a reduction in the fior waiting are considered. It concerns
solutions such d&hanged booking procedures between radiotherapy eumt-patient treat-
ment” or “we have changed our work schedule for the doctorsthe organizing in teams
might be the reason for our better scbr®uch initiatives involve more employees, more

professions, and more units.

From an organization development perspective tbis gften demands human process inter-

ventions (Cummings and Worley, 2005). This is atftected in several comments from the

head of departments. Although they do not use witkdsonfrontation meeting or large

18



group meeting, they mentidtheme day on waiting time problems’employee meeting on
priorities of action”, “focus on patient transfers ... tools of communicaticross-

disciplinary theme days” In some hospitals they seem able to get to arcmmunderstand-
ing or to cope with the latent conflicts througledk interventions. In a successful hospital a
head nurse mentions that they deliberately includigential individuals in the action plan-

ning, not necessarily the most change oriented.

It is a general trait in the comments from departihiieads that they are reluctant to initiate
large projects solely based on the surveys, alth@ageral ambitious projects are found and
seem to have some impact on measures of patiesfastibn. Neither do our data give strong
support for the fulfilment of the prescription thapeated measurement may provide motivat-
ing feedback during implementation (cf. Cummingd &orley, 2005). Even among the
wards that have to improve their score in the sesmvey, the respondents aneim-
ble...because the survey is subject for unreliabilijowever, several respondents perceive
an unconditioned relationship between change tivééa and improvements in patient satis-
faction on specific areas. Sometimes they alsaatdithat it contributes to the motivation to

continue the work with the improvement of qualitypatient care.

Among the wards that have been unable to imprqy@oa score, some do accept the survey
as a diagnosis of problems. They stress that tmaggment of projects for improvement is
dynamic, complex, and demanding. Often they aleentted by factors outside their control
“because of the continuing increase in patienthweiispected lung cancer in the day care

ward, it has been necessary to reorganize othdepagroups in the department”.
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Other comments mention other barriers such asdheagional obligations of public hospi-
tals. It implies that employees often change depamtal affiliation. For example, a head of
department mentions that the flow of younger dactbrough the department made their

cross-disciplinary training in communication withtignts difficult.

A general comment is lack of resources to implenshange. This result is in line with other
Danish studies that indicate shortage of manageoaker and administrative assistance to
implement changes (FLOS, 2004) as well as Amerstadies (Walston et al., 2004). Our
guantitative analyses also indicate the importariggeneral understaffing as there is a sig-
nificant correlation between bed occupancy ratekspatient satisfactioriThe period for the
survey was characterized by an extreme bed ocaypate. ... There were more complaints

and newspaper writings in this period”.

Our results on implementation can be summarizecttgyring to an exemplary case of a

hospital that has been able to improve its scaeifgcantly.

Example: The X-county Hospital

This hospital has visible improvements in almokaeg¢as from the first to the second
survey. The improvement involves different grouppatients, the different issues, and
the overall score in different wards (The overadire in 13 wards is shown in the Ap-
pendix). Neither management nor employees wersfisdtwith the results of the hos-
pital in the first roundand although some skepticism was articulated erstinvey,
there was a general agreement among the head aftohemts that the feedback was
good. The management found that the consultants“weresponsive to us. From the
planning to the release of the final reports...[skigdt on satisfaction] down to indi-
vidual groups of patients/wards, so you can takeoaavhere needed.”

The results weré&read and discussed with great interest in all dgments, joint

consultative committees etc .. .implied sevei@hiives for improvemefitin one de-

20



partment specific actions are discussed in six teaminars in the next months; in an-
other department they claim to have initiatetbss-functional reflection on own prac-
tice. Common attitude towards patient procedurethendepartment”.Some depart-
ments make their own follow-up studies, for ins@amath “dialogue fora” (focus

group activities)ith patients and employeekhe specific initiatives in the depart-
ments cover a broad rangeew central reception with expertise”, “ new wieh in-
formation for patients”, “work with the waiting tieY, “contact persons”, etc.

After the second survey the department headsskedao mention causes to im-
mediate positive and negative changes in scorakttay point to: “dialogue fora”
(found to make a stronger impression on employeEs & survey), “external and in-
ternal projects to improve our patient relationstjuality of work life”, and "physical
facilities”. In this period there has also been some redisioibaif resources that fa-
vour some of the wards, but to othens*ancrease in activity level’relates to a nega-
tive impact

After the third survey there are still small impeowents. Department heads refer to
the earlier initiatives aarge changes with positive impactin quality together with
new action plans and focus on new patient groupsn B&fter the fourth survey a head
of department mentions that a new initiatieemes to fruition”. In general, the hospi-

tal is able to sustain the improvements from th& to the second survey.

To the description above it should be added thahtispital also had to struggle with poor
physical facilities and a merger with a larger htadpn this period. Still, there has been a
strong top management support to the changes.cakes- picked from the group of units
with measurable improvements — indicates that pasierveys can be a valuable diagnostic

input to changes over a longer period.

5. Discussion and practical implications

Whereas the results of our study support previesearch on satisfaction surveys, the spe-
cific contribution of this article primarily congssof an analysis of the connection between

satisfaction surveys and initiatives towards orgational development in the area.
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The planning of the satisfaction surveys in thepitats to some extent fits into a rational
change perspective: The wards obtain data to iggmoblems and possibilities, including
data to assess the performance of the organizatioitaUnder some circumstances, these
data will be accepted as data for which the em@syeel “ownership”, and in that way they
may constitute a strong impulse for change. They bearepeated and may in some cases
even be a motivating impulse for preservation girovements and efforts towards further
development. The study shows a high stability enrtteasurements for the individual units
indicating that the measurements are not usededytivut rather as a confirmation of the
state of affairs. The wards that can demonstratesstally significant changes are found

especially in the group of sections that make teshht put the ward’s legitimacy at risk.

However, the analysis also shows that the changeepses must be seen in a greater context.
Patient satisfaction surveys are to a large extéidted from the outside by strong, regula-
tory forces and institutional bindings that affeoth implementation and process. They can
also be linked with the general trend towards niackatrol, i.e. that satisfaction surveys
combined with goals for professional quality arersas markers that help the consumers
navigate. If demand and costs are not satisfactioeyhospital or the ward must close. Al-
though perfect market regulation does not exigtractice and only few citizens look for the

published results at the Internet, the strugglestovival is very real.

We have focused specifically on the reaction thatiggered when the individual unit re-
ceives the external evaluation. It is documented dhsurvey methodology that complies with
the guidelines of organizational development faohg data collection to needs in the or-

ganization leads to dialogue. Likewise, the qualieacomments from the questionnaires
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have a clearly motivating effect. Several departmesnagers have developed the qualitative
information by adding the department’s own focusugis. This may be a stepping stone for

future change efforts on theme days and at largepgmeetings.

However, further research is needed, becausadtisbvious that the techniques for organ-
izational development for conflict resolution aratcipation are adequate in this environ-
ment. It is fair to say that change processesarm#alth care sector must focus on developing
cultures that emphasize learning and trust. Otlsenmitiatives can be limited to minor
changes and “feel good” courses (Cummings and Waz2l@05). However, involving repre-
sentatives from competing activities can intengiiky conflicts and the resistance to change
that normally appear in connection with organizagicchanges (Flohr Nielsen, 2006). On

this topic, the literature has little to offer.

Analyses of the institutional framework of the hitais would be appropriate. From a

broadly comparative point of departure, interviemsld be carried out in different hospital
wards regarding organization and various conditiéiegus would thus be moved to the
planning of change, implementation and incorporatexhniques in the later stages of organ-

izational change.

In this perspective, our research project is onppiat of departure, but it already points to
practical implications. First, the surveys mustdavechnical quality that ensures “owner-
ship” in the organizational units, if the patiergatment in these units is to change. This also
implies that data can be related to smaller orgdimzal units. Data must be so standardized
that they enable valid comparisons, and they meisombined with specific qualitative and

thus illustrative feedback from the patients. Sec@uitable management reactions are
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needed. It is not enough to rely on individual ad bolutions. Management must encourage
and be responsive to the frontline staff's indi@atof problems and possible improvements
in connection with patient feedback. Due to theualtependencies of the units and the
complexity of the tasks, it will be necessary tetaneasures that go beyond for instance the

individual solutions of a particular nurse or dacto

There is also reason to consider the extensivepeance measurement in the sector. It is
our claim that the patient satisfaction measuremezferred to in this article are based on a
sober foundation and on incorporation of the aédgiarties on the individual wards. This
may make the measurements useful. However, allune@mgnts have an element of external
comparison and a claim of fair comparison that aneges imitation rather than independent

initiatives, which could get their strength fromrmpadapted to particular conditions.

Our results also indicate a tendency that repaatbkurements are institutionalized to the
point that they lose their effect over time. Onneaaceptable score is achieved, it becomes
difficult to come up with significant measurablegravements. It is then time to look for
other approaches with greater potential for impnogets so that the progress becomes more
visible. At this point it is perhaps even more velet to incorporate the working conditions of
the frontline staff, which is an area that ofteaMes much room for improvement — closely

related to the quality of care.

Allin all, it seems inconceivable to implementioetble changes without incorporating the

nurses’ and doctors’ wishes to fulfill their prodemnal ambitions. Their identification of

relevant problems must be given priority. Also tbanagement at the hospital seems to play
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an important role - putting the right questionshie departments and by commitment to pro-

jects for improvement.

6. Conclusion

The road from knowledge to action can be quite igna&en it comes to converting results
from patient satisfaction surveys into organizatiachanges. The first hurdle is often the
involved parties’ failure to accept the “diagnostiata. It requires both fulfillment of the
technical statistical requirements and adaptatomishes in the organization. The first item
is discussed in the technical literature on théctaprganizational adaptation is still un-
heeded, although it may be just as important atetttenical quality in terms of accepting
data as “diagnostic data”. However, not even aeceg guarantees that data is converted to
action. Each organization unit is entangled in ekinstitutional requirements that may
lead to either ritual legitimacy or rational charagivities. Competing considerations from

other “institutions” and change forces in the fielch key premise for the change process.

The literature on organizational change suggestsjporation as a means to create the neces-
sary agreement and progress. But it is dangerorgyt@n strong preconditions of rational-

ity. Without sufficient resources, including manafgke bed occupancy rates and resources
for change activities, many are forced to give uprit their initiatives. However, it is worth

noticing that the exploitation of the possibilitigmat do exist varies to a great extent.
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Figure 2
Overall patient satisfaction for 90 wards.
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Table 1.

Indicators of Drivers and Barriers in the Change Pocess
(Based on department heads’ comments)

Drivers

Barriers

Attention

(In data collection,
data analysis, and
data feedback
stages)

United focus

- top management engagement

- face-to-face meetings with
department

- selected questions with high
importance

- use of specific open ended questid

- customizing surveys

- intelligible reports and comparable
format

- significant deviations in results

Multiple competing change motors
- competition with other ideas in th
field (decoupling mechanisms)

- mergers and restructuring

ns

Accept
(In data collection,
data analysis, and

Common values / compromising

- professional participation in
planning the survey

- validation of surveys

Competing logics

- disagreement on the usefulness
the results between professions

- perceived by professionals as

gg;efs)edba(:k - sufficient sample siz_e initiatives for standardizing and
- relevant benchmarking control
- accepted methods of analyzing - unclear theoretical foundation of
- building and sustaining support concepts
for evaluation
Action United action and actions to unite | Competing forces

(Intervention, im-
plementation and
institutionalizing)

- top management support

- participation of employees

- engaged individuals

- human process interventions

- qualitative, local follow-up

- experienced relationship between
change initiatives and specific
improvements

- communicating progress and
findings

- lack of resources

- doctors’ turnover

- cross-functional cooperation
problems

- unclear action-effect relationship,

- lack of autonomy

- unstable environment

[
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Appendix A
X-County Hospital.

Overall patient satisfaction score at first ancoselcsurvey (13 Wards).
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