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ABSTRACT OF THE DISSERTATION
ADVANCING U.S. HEALTHCARE EXCELLENCE: EXPLORING ORGANIZATIONAL
INTENTION TO ADOPT OPERATIONAL QUALITY IMPROVEMENT
by
Liliya R. Yausheva
Florida International University, 2025
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Professor Miguel Aguirre-Urreta, Major Professor

The research study investigated the factors influencing the intention to adopt Operational
Quality Improvement (OQI) in U.S. healthcare organizations. It underscored the critical need for
business process improvement in healthcare, a sector that represents 18% of the U.S. GDP with
costs projected to reach $12 trillion by 2040. The study investigated key factors that drive the
adoption of OQI, including awareness of organizational performance, rivalry intensity, patient-
focused culture, top management support, process-oriented culture, and IT personnel business
knowledge. The research was built on established theories such as the Theory of Planned
Behavior, emphasizing the importance of organizational perceptions of need and readiness in
OQI adoption. A cross-sectional survey was conducted (N=300), targeting employees from U.S.
healthcare companies.

The result indicated that rivalry intensity (p=.002), and patient focus (p<.001) influence
the organization’s perception of need for OQI, and top management support (p<.001) and
process-oriented culture (p<.001) were predictors for the perception of readiness. The findings
implied that healthcare organizations with higher perceptions of need (p<.001) and readiness

(p<.001) are more likely to adopt OQI. Factors such as IT personnel’s business knowledge

vi



(p=.312) and awareness of organizational performance (3= -.663, p=.001) did not support the
predicted relationships. The study makes valuable contributions to theory and practice. The study
expands the scope of the previous research focus by identifying the antecedents of OQI adoption
in healthcare. It provides insights into the factors that drive the successful adoption of quality

improvements and contributes to managerial strategic decision-making.

vii



TABLE OF CONTENTS

CHAPTER PAGE
L INTRODUCTION ....cooitiiiiieiieeie ettt ettt ettt e sttt esaeessaesssaesbeesaseensaesnseenssesnseenns 1
Significance of the Problem .............cccoieiiiiiiiiiiiiicceeee e 3
RESCATCH GAP ..veiieeeiieeeeeee e e e e e e e earae e 4
Research QUESTION ......c.uiiiuiiiiiiicciec et eavee e veeeearee e 5
Research ContribUtIONS .........cocviiiiiieiiiie ettt e eee e saeeesaree e 6
I1. BACKGROUND LITERATURE REVIEW AND THEORY ......ccceoviiiiiiiiieieeeee, 8
III.  RESEARCH MODEL AND HYPOTHESES DEVELOPMENT..........ccceovevieieeienee, 19
Theoretical Development and Hypotheses ...........ccceeeciieeiiiiecciiiecieecee e 20
IV.  RESEARCH METHODOLOGY ......oooitiiiiiiiieiieeiieee ettt eve e sreeseveeseessneennees 34
Participants and Procedure...........cccueiriiiiiiieeciie ettt 34
ReESCAICh DESI@N.....uviiiiiiiciiiccie e e e e earee s 34
INFOrmMEd PilOt .....viiiiieiieiie et e 35
PALOT ettt h et ettt e eneas 37
Data and Variables ...........oocuiiieiiiiiiiecciccce e 66
DeSCrIPtiVe ANALYSIS ...cuvvieiiiiiiiiieeiee ettt ettt e e e e e e e e e veeeeaaeeeearee s 67
TSt Of NOIMALILY ...eeeiiiiiii e et e e e eare e e e e e 92
Multivariate Normality ANaALYSIS ...c.ceeeevieeriiiririieeiieeerieeeseeeeeeeeireeereeesveeeeeveees 94
Confirmatory Factor Analysis (CFA) .....ccooiiiiieiiinieeieeeceee e 95
Structural Equation Modeling (SEM) ........oooiiiiiiiiiiiiecieeeeeee e 99
Hypotheses SUMMATY ........c..oooviiiiiiiiiieeee et 102
Additional ANALYSIS ...eecveeiiieiieeiieiie ettt 106
V. RESULTS, LIMITATIONS, FUTURE RESEARCH, IMPLICATIONS, AND
CONCLUSION ...ttt ettt ettt ettt sb et st sb e et eat e bt et e satesaeebeenees 109
LAMITATIONS ..ottt ettt ettt ettt e ebe e et e ebaeesbeeteeessaesseessseensseenseas 116
Future RESEarch .........cccuvieeiiiiiiiiccee et 117
Practical IMpliCationS.........c.eeeiiiiiiiiiiiiie et 120
CONCIUSION ...ttt ettt ettt et e e b e et e eebaesseeenseesaesnsaesnneans 120
REFERENCES ...ttt ettt ettt ettt et s saeseenseeneenneenee 122
APPENDICES ... .ooiiioiieeeet ettt ettt st esabeesbaeesbeesaeenbaessneenseenees 130
V2 U 17 PSSP 195

viil



LIST OF TABLES

CHAPTER PAGE
Table 1 Statistics — Pilot Survey Time StatiStiCs ........cooveriieriieriiieiie et 39
Table 2 Pilot Survey Time OULHETS ......ccoovviiiiieiieieeieeeie ettt ere e eenaes 40
Table 3 Frequencies — Pilot Participants’ Gender............cccceevveieiieeeiiieeiiee e 41
Table 4 Statistics — Pilot PartiCipants’ AZe........cccuveriieiiieiiieiieeieeiieee ettt 42
Table 5 Frequencies — Pilot Participants” AZe........cccueevuieriieiiieeieeiieeieeiie e eieeereeeeesveeseneennees 42
Table 6 Frequencies — Pilot Participants’ Organization SiZ€............ccveevuveeeieieeeiiieessieeenineeesveeenns 43
Table 7 Frequencies — Pilot Participants” Employment Sector ...........cccecceviiinieniieniiiieieeenn 44
Table 8 Frequencies — Pilot Participants’ Organization TYPe ........ccceeeveeriieeciienieniiienieeieeeie e 45
Table 9 Frequencies — Pilot Participants’ Department ............ccccceeevieeerieeeiieeeiieeeiie e 46
Table 10 Frequencies — Pilot Participants” ROIE...........cccciiiiiiiiiiieeiieeeeece e 47
Table 11 Statistics — Piot Participants’ TeNUIE ...........cccveriieriieriieiieeieeie e 48
Table 12 Frequencies — Pilot Participants’ TENUIE ..........cccueevvieriieiienieeieeieeriie e esene e 48
Table 13 Frequencies — Quality Improvement Involvement - Pilot ...........ccccoeeviieiiiienciiiiniees 49
Table 14 Frequencies - CAHPS Usage - Pilot........cocuiiiiiiiiiiieiiceeceeeeeeee e 50
Table 15 Frequencies - Government-Funded Programs - Pilot ...........cccocoeevviiiiiiiiiiniiicieieee, 51
Table 16 Frequencies - Percentage of Government-Funded Programs - Pilot ............ccccoeeeeen. 52
Table 17 Frequencies - Requirement to Submit Quality Data- Pilot..........ccceverviniiniincnicnenne. 53
Table 18 ReCOrding ValUeS.........ccoiieiiiiiiiiiieiieeieeeee ettt ettt et e sbe b e esseensaeensaes 56

X



TaADIE 19 KIMO VaAlUE....coiiiiiiiiiiieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee ettt e e et e ee e ee e aneeeeeeeenanees 57

Table 20 Total Variance EXplained ...........cccoeviieiiiiiiiiiiiiiieiecie ettt 58
Table 21 Initial Pattern IMatriX.......cooocuiiiiiiiieiie ettt ettt sttt eaeeas 59
Table 22 Final Pattern MatriX ......ccceoieririinieniieieeterie ettt sttt 60
Table 23 Reliability Test RESUILS .....cccviieiiiiieiieeeieece et 61
Table 24 SUrvey Time STAtISTICS .....eeeiiieeiiieeeiiieeeieeeeieeeeteeeeteeestteeestaeeeeeeeetaeesseeesseeessseeensseennns 65
Table 25 Participants” GENAET .........coceeveriiriiriiiierierieeeet ettt 67
Table 26 Statistics - PartiCIPants’ AZE.......ccierieeriierieeiierieeitie et esieesreereeeaeesseesreesseessseensaesnsens 68
Table 27 Frequencies - PartiCipants’ A ......cc.eeecueeeeouiiiiiiieeriieesiieesieeeeteeeeeeesaeeeesaneesseeesseeenns 69
Table 28 Frequencies - Participants” RACE.........cccerieriiiiiriiiiiiiiicnececeeeeeeee e 71
Table 29 Frequencies - Participants’ EQUCAtION .........ccceeviieiiiiiiieiiieeieeieeieeee et 72
Table 30 Frequencies - Participants’ Household INCOME ...........cceeeviieeiiieeiiiiiieecieeeeeee e 74
Table 31 Frequencies - Participants’ Employment Status ............coccoviieiiiniiiinieiiieieeeeeeeen 75
Table 32 Frequencies - Participants’ Organization SiZe...........ccceevuereerueriieniienieniieneeneeeeseeneeenne 76
Table 33 Frequencies - Participants’ Employment S€Ctor..........ccceeviieeiiieeiieeeiieeeiiecciee e 77
Table 34 Frequencies - Participants’ Organization TYPE ......cceeevvveeiiieeiiieeiieeeiieeeieeeciee e 79
Table 35 Frequencies - Participants’ Department............cccueeeueerieeiieniieenieeieeiee e 80
Table 36 Frequencies - Participant ROIC..........ccocuiiiiiiiiiiiiiicceccce e 82
Table 37 Frequencies - Respondent’s TENUIE.........ccccviiiriieeiiieeiiie et eiee e eveeeevee e 83
Table 38 Frequencies - Participants’ Organization Quality Improvement Involvement.............. 84
Table 39 Frequencies - Participants’ Organization Quality Improvement Type...........ccccceuennee. 85

X



Table 40 Frequencies - CAHPS USQZE.......c.coviieiiiiiiiiieieeieeee ettt 87

Table 41 Frequencies - CAHPS PUIPOSE.......ccuieiiiiiiiiieiieeitecte ettt 88
Table 42 Frequencies - Government-Funded programs ............ccccveeevveeeiiieeiieeeiiee e 89
Table 43 Frequencies - Percentage of Government-Funded Programs ..........c.ccoccevvevviicniennene. 90
Table 44 Frequencies - Requirement to Submit Quality Data..........cccccecvveeiiieniieeniiieeieeeeee 91
Table 45 Factor LOAINGS .....ccveieiuiiieiiieeiie ettt ettt e et e e eaeeetaeessaeesnaaeessseeessseeenns 96
Table 46 FACLOr COVATIANCES ......eerueeiiieiieeiieiieeieesite et esiteeteesiteebeesateeseeenseenseesaseenseesnseenseesnseas 97
Table 47 Model Indices — Before Modifications ...........cceecveruieriirienienieeeeeeee e 98
Table 48 Model Indices — After Modifications...........cocueeiiiiiiiniiiiiineeeeee e 99
Table 49 Model INdices — ML .....c..ooiiiiiieie ettt 100
Table 50 Covariances and COTTEIAtIONS .........eeverueeruirieriieieeieriierie ettt sieens 101
Table ST R-SQUATEA ......viieiiieeiiie ettt ete e et e e et e e s naeeeensaeesnneeennseens 101
Table 52 Model INdices — MLIM .......c.oiiiiiiiciie ettt aae e e e vaeenaee s 102
Table 53 Parameter ESTMALES......c..ccouiiiiriiriiiieiiesieetesit ettt st 105
Table 54 Hypotheses SUMMATY .......ccccueiiiiiiiiiiiieiiieeciie ettt ete e re e reeeaaeesseeesnseeennnee s 105
Table 55 CAHPS USAZE....cc.eeiuieiieiieiieieeiietteie ettt et sttt et e st e st enaeseeenseeneesseenseensesnnens 107
Table 56 Government-Funded Programs Engagement.............ccccoocevviiniiiiniiniienie e 108

X1



LIST OF FIGURES

CHAPTER PAGE
Figure 1 The Conceptual Research Model............ccooeciiieiiiiiiiiieiieceeeeeeee e 20
Figure 2 Histogram — Pilot Survey Duration .............ccceoeeiiiiiniiniiniincieneeceseeceeee e 39
Figure 3 Boxplot — Pilot Survey Time OULHETS ......c.c.coiiiiiiiiiiiiiiiceeeeeeeeeeee e 40
Figure 4 Histogram — Pilot Participants’ AZe........cceervieeiiieeiiieeiiee e cieeeeveeesveeesveeesveeesavee s 42
Figure 5 Pilot Participants’ Organization SIZ€...........cocueveeriiriinieiienieneeieneereeie e 43
Figure 6 Pilot Participants’ Employment SECtOT ...........ccceeruirienieiiinienieeeieceie e 44
Figure 7 Pilot Participants’ Organization TYPE .......ccecveeeriieeiiieeiiieeieecreeeeeeeeeeeeeveeesreeesenee s 45
Figure 8 Pilot Participants’ Department ............coceevueriereiiiiiiinieienieneeeseeeeee e 46
Figure 9 Pilot Participants’ ROLE..........couiiiiiiiiiiiiieieeecee e 47
Figure 10 Quality Improvement Involvement - P1lot ..........ccccooiiiiiiiiiiiiiiiiceecen 49
Figure 11 CAHPS USaZE - POt ...c..eiiiiiiiiiiiiriicieeeeee e 50
Figure 12 Government-Funded Programs - Pilot..........ccccooiiiiiiiiiiniiniiiceeeceeeee 51
Figure 13 Percentage of Government-Funded Programs- Pilot.............ccocoiiiiiiiniiininiinienen. 52
Figure 14 Requirement to Submit Quality Data - Pilot ..........ccccoeoiieeiiiicieeeeeeee e 53
FIGUIE 15 SCTEE POt ...c.ueiiiiiiiiiiie ettt st 58
Figure 16 Histogram — DUIATION ......coouiiiiiiieieiiieiieie ettt st s 65
Figure 17 Boxplot - Survey Time OULHETS ........coovviiiiiieeiie et 66
Figure 18 Histogram — Participants” AZE .......ccceeeivierieniiiiiiierieeiest ettt 70
Figure 19 Participants’ RACE .........coveriiiiiiiiieiieieeieet ettt s 71



Figure 20 Participants’ EAUCAtION ........cccueiiiiiiiiiniieieiiesieecetet ettt 72

Figure 21 Participants’ Household INCOME.........cceeruiriiriiiiiiiiiiieieceeee e 74
Figure 22 Participants’ Employment Status .........ccceeccuiieiiieeiiieeiiee e sreeeevee e e 76
Figure 23 Participants’ Organization S1Z€ ..........coeevueriereeiuinieniienientenieeie ettt sre e 77
Figure 24 Participants’ Employment SECLOT ........cccuiveriieiiiieeiiieeieeeeeeeiee et 78
Figure 25 Participants’ Organization TYPE......c..ceevuireiiiieiiieeiiie ettt sree e evee e e nevee s 79
Figure 26 Participants’ Department ............cocevieruerierienieiiinieneeiest ettt 81
Figure 27 Participants’ ROLE .........coiiiiiiiiiiieiieeee e 82
Figure 28 Respondent’™s TEeNUIE ........cc.coiuiiiiiiiiiiieeeee et 83
Figure 29 Participants’ Organization Quality Improvement Involvement ............cc.ccoceevvenienne 85
Figure 30 Participants’ Organization Quality Improvement TYPe ........ccccceevuieviieiiienieenienieenen. 86
Figure 31 CAHPS USAZE ....couveiiiiiiiiiieet ettt sttt et eaeees 87
Figure 32 CAHPS PUIPOSE ...cuviiiiiieiiieiteteeestee ettt sttt 88
Figure 33 Government-Funded Programs ..........c..cocceeieiiiiiiiiniinienieneeeseeeee e &9
Figure 34 Percentage of Government-Funded Programs.............cooceiiiiiiiiiiniiniiniicen 90
Figure 35 Requirement to Submit Quality Data ..........c.cocoviieiiiieiiieeeececee e 91
Figure 36 Chi-Square Q-Q PIOt .......coouiiiiiiii e 95

Xiii



INTRODUCTION

Staggering results by the Harris Poll, in partnership with the American Academy
of Physician Associates, reported that nearly 70% of adults say the healthcare system
fails to meet their needs in at least one way (“The patient experience: perspectives on
today’s healthcare,” 2023). Health is complete physical, mental, and social well-being, a
fundamental human right. Achieving the highest level of health is the most crucial global
social goal (Declaration of ALMA-ATA, 2015). One of the world's most expensive
healthcare systems is in the United States, with costs representing 18% of the gross
domestic product (GDP) (Shrank et al., 2019). Over the past four decades, healthcare
spending in the U.S. has increased despite efforts to control costs and reduce waste.
These high costs are projected to triple nearly $12 trillion by 2040, or 26% of the GDP
(Davis, 2021). Shrank et al. (2019) reported that prior studies estimated that
approximately 30% of healthcare spending resulted from waste. Despite efforts to
improve care and address overspending, waste costs are projected to remain in the U.S.
healthcare system (Shrank et al., 2019). Similarly, Essila & Motwani (2023) reported that
since 2006, a 40% increase in healthcare supply chain costs resulted in inefficient

primary care and limited access to quality care (Essila & Motwani, 2023).

Today's healthcare system is complex and often contradictory. While it offers
remarkable technological and treatment advancements, it is frequently hindered by
inefficiencies, errors, resource limitations, and other issues that jeopardize patient care
accessibility and safety (Tolga Taner, 2007). The healthcare system remains substantially

below acceptable standards in ensuring patient safety and addressing patient needs



(Wolfe, 2001). In 1998, the Institute of Medicine released an assessment stating that
adverse events such as errors in healthcare delivery contributed to the deaths of 98,000
patients annually, stressing the necessity for quality improvement and patient safety.
These errors are costly for hospitals and patients, resulting in patients losing trust in the
system and decreased satisfaction of both patients and healthcare professionals
(Donaldson et al., 2000).

Over the past decade, the focus on efficiency has become a top priority for
numerous healthcare organizations, including hospitals (Al Amin et al., 2016). Huerta et
al. (2016) found a positive relationship between quality and efficiency, resulting in
increased patient satisfaction and lower costs (Huerta et al. 2016). Al Amin et al. (2016)
also argued that efficient organizations are more agile and well-suited to effectively
improve their processes (Al Amin et al., 2016). The healthcare industry considers Quality
Improvement (QI) a crucial element in achieving operational effectiveness. QI involves
systematically examining and refining existing healthcare procedures to enhance patient
outcomes, gain operational excellence, cut costs, and boost efficiency (Wainana, 2023).
Healthcare managers are challenged with delivering effective, efficient, high-quality
healthcare services at low cost. Quality initiatives are proven to yield benefits to
maximize efficiency and minimize poor performance; however, many healthcare
organizations struggle with QI implementations to achieve desired outcomes (Abdallah,

2014; Akmal et al., 2021; Mohammad Mosadeghrad, 2013).



Significance of the Problem

The Institute of Medicine defines health care quality as “the degree to which
health care services for individuals and populations increase the likelihood of desired
health outcomes and are consistent with professional knowledge.” Furthermore,
effectiveness, efficiency, equity, patient-centeredness, safety, and timeliness are the
properties or domains of quality (Understanding Quality Measurement, 2020).
Implementing operations quality improvements in healthcare using traditional methods
can be challenging; therefore, improvements require considerable process redesign based
on knowledge of how people interact with processes and products. One of the most
important aspects of QI is measuring defects (Varkey et al., 2007). As a systematic, data-
driven approach to achieving immediate, beneficial changes in healthcare delivery, QI
focuses on specific systems, processes, or outcomes and uses particular tools and
methodologies (Kaplan et al., 2010). QI ensures that improvement efforts result in the
desired change, bring the process back to its acceptable ranges, and control for
unintended results in different parts of the system (Varkey et al., 2007). The widespread
use of common QI approaches and methods now combines traditional quality assurance
with proactive approaches such as Six Sigma, Lean, Total Quality Management (TQM),
Continuous Improvement, and The PDSA (plan-do-study-act) cycle (Akmal et al., 2021,
Varkey et al., 2007). Yet, much research claims that the evidence of the QI impact ranges
from significant improvements to little or no improvements (Akmal, 2021). Bessant et al.
(2001) stated that although programs such as ‘kaizen’ or continuous improvement
involving employee engagement are started, the failure rate is high (Bessant et al., 2001).

Companies achieve short-term benefits; however, continuous improvement doesn’t



materialize in the long term. Despite the wide application of TQM in the last 15 years,
two out of every continuous improvement initiative fail to deliver the desired
performance (Lillrant et al., 2001). The literature on failure rates is also consistent with
quality improvement projects involving Information Technology (IT) in healthcare.
Despite the U.S. government's focus on improving healthcare and efforts to leverage the
numerous benefits of health information technology for healthcare quality and cost
savings, reports highlight the complexity and challenges of implementing even smaller-
scale systems. IT implementation projects frequently fail, with at least 40% of projects
being abandoned or struggling to meet business requirements. Some reports suggest

failure rates as high as 70% (Kaplan & Harris-Salamone, 2009).

Research Gap

Much recent research on QI in healthcare continues to emerge. Boyer et al. (2012)
pointed out that emerging literature examines the impact of operations and quality tools
in healthcare. However, application in hospital settings, for example, still needs to be
more extensive (Boyer et al., 2012). Furthermore, most QI methodologies, by their
general nature, were designed for the manufacturing sector. Therefore, there are questions
regarding QI's applicability to the healthcare sector (Abdallah, 2014; Mohammad
Mosadeghrad, 2013). For example, Tolga Taner et al. (2007) pointed out that applying
Six Sigma in healthcare services is a relatively new topic, and more research should be
done in this area (Tolga Taner et al., 2007). The existing literature evaluates the success
and failure factors of QI implementation for various reasons (Abdallah, 2014). The

primary focus in past empirical literature publications has been primarily on describing



quality improvement methodologies (e.g., Lean Six Sigma), their benefits,
implementation experience or usage, and success stories in healthcare (Sohal et al.,
2022). Limited attention is given to evaluating the anteceding behavioral intentions that
influence the success or failure of the QI initiative. As many organizations report
disappointment and failure with improvement programs, one of the resulting failure
factors is the lack of understanding of the behavioral dimension (Bessant et al., 2001).
Ljungstrom and Klefsjo (2002) stressed the importance of considering human factors to
achieve the objectives of quality improvement practices such as TQM (Ljungstrom &
Klefsjo, 2002). The successful implementation of the QI lies in its adoption by the
organization. An individual’s willingness to adopt a new healthcare initiative can be
achieved by understanding behavioral intentions to adopt or start a new initiative
(Sintonen & Immonen, 2013). The literature provides a limited narrative on adopting QI
in the context of operations in U.S. healthcare organizations. There is a growing need for
further research on factors contributing to the behavioral intention to adopt operations
quality improvement. Such research is essential as it can enhance healthcare service

quality and, ultimately, lead to better patient health outcomes.

Research Question

To further the existing knowledge and help close the literature gap on operational
quality improvement, this research study seeks to answer the overarching question: What
factors influence the intention to adopt Operational Quality Improvement (OQI) in U.S.

healthcare organizations?



Research Contributions

The U.S. healthcare organizations are challenged with delivering quality care and
sustaining operational efficiencies. The findings from this research provide some
guidance to healthcare professionals and leaders. This study offers insights into the
relationship between employee perceptions and intention to adopt OQI. When there is a
high need, and the employees in the organization feel ready, there is a more likely chance
of the successful adoption of OQI. This knowledge will equip healthcare leaders to foster
positive attitudes toward QI practices that lead to the adoption of improvements. By
identifying critical determinants of successful OQI adoption, healthcare managers can be
more equipped to develop effective implementation strategies to address specific barriers
and leverage facilitators. The main goal of healthcare organizations is to enhance
patients’ health. With improved OQI, healthcare managers can achieve higher standards
of care, leading to better patient outcomes such as patient safety, satisfaction, and overall
healthcare system performance. QI is crucial in achieving operational effectiveness and
reducing waste and inefficiencies. The study's findings can help healthcare organizations
cut unnecessary costs, especially given projections that healthcare costs in the U.S. could
reach $12 trillion by 2040.

The research study contributes to the literature and theory in several ways. Prior
studies on QI in healthcare focused on evaluating the success or failure factors for QI
implementation for various reasons or describing QI methodologies. With this research
study, the attention to anteceding behavioral intention to adopt OQI extends the Theory
of Planned Behavior, enriching the theoretical framework. The study's novelty is in

introducing a two-dimensional relationship between employees’ perception of need and



readiness and the organizational intention to adopt OQI. The research will provide
empirical evidence on the factors influencing perceptions that drive behavioral intentions
to adopt OQI, contributing to the theoretical understanding of organizational behavior.
Lastly, questions about their applicability in healthcare operations still challenge
emerging research on QI methodologies. This research will empirically analyze

contextual factors influencing more substantial OQI adoption in the healthcare industry.



BACKGROUND LITERATURE REVIEW AND THEORY

Walter Shewhart was an American physicist in the 1900s who first introduced the
work on quality control statistics. He is referred to as the “father of statistical quality
control.” Shewhart worked at Hawthorne's manufacturing plant, which produced
telephone equipment. In 1924, Shewhart described the first control chart, which was the
beginning of statistical process control and quality improvement. A series of research
projects started, later known as the Hawthorne studies. The essence of statistical process
control lies in reducing variation to improve quality. A control chart is a tool to
distinguish between two variation categories, Shewhart called “assignable-cause” and
“chance-cause.” The goal is to bring a process into a statistical control state where there
is only chance-cause variation, and keeping it in control was needed to reduce waste and
improve quality. Shewhart proposed using the statistical control charts to his supervisors
at Hawthorne. For the next 50 years, other industries embraced Shewhart’s ideas. Clinical
laboratories incorporated statistical process control into standard operating procedures
and proficiency testing. Motorola developed the philosophy for quality improvement
based on statistical process control, which we now know as “Six Sigma.” It is a statistical
measurement unit that describes the distribution of the mean of any process. If a process
reaches plus or minus six-sigma capacity, it can expect a few parts per million of a defect
rate, achieving zero defects. Companies such as General Electric also started using Six
Sigma methods (Best & Neuhauser, 2006). In his book, “Statistical Method from the
Viewpoint of Quality Control,” Shewhart laid the foundation for quality improvement by

describing three steps in the quality control process: the specification of what is wanted,



the production of things to satisfy the specification, and the inspection of the things

produced to see if they fulfill the specification (Shewhart, 1939).

Dr. W. Edwards Deming, an American statistician, expanded Shewhart’s three-
step model and developed the “plan, do, study/check, and act” (PDSA or PDCA) cycle
that was applied to management practice in manufacturing (Endalamaw, 2024). The
Deming cycle has four stages: 1. Plan: identify what can be improved and what change is
needed; 2. Do: implement the design change; 3. Study: measure and analyze the process
or outcome; and 4. Act: if the results are not as hoped for. This never-ending cycle is
used to make changes that lead to continuous improvement (Best & Neuhauser, 2006).
Deming’s work does not only encompass quality control and productivity. It encapsulates
a broad vision of the nature of organizations and how they should be changed.
Observation of variability that exists everywhere in everything is the basis of Deming’s
theory. A phenomenon can be understood through statistical study and analysis of
variability to make changes. Deming’s ideas did not receive much recognition in the
United States post-World War II (Gartner & Naughton, 1988). American industry had the
best position in the world compared to Europe, Russia, and Japan. American industry
executives were not interested in changing methods of production or management
practices. Therefore, Deming took his ideas to Japan, where manufacturing production
was reduced dramatically. He collaborated with executives of major companies such as
Sony, advocating that improving quality would reduce expenses and increase
productivity and market share. In the next 25 years, Japan became the country that
exported the highest quality automobiles and electronics, which did not exist anywhere in

the world. Companies like Honda and Sony have become a threat to competition in large



industries in the United States. After nearly three decades, Deming’s ideas began to show
interest in his home country (Smith, 2021). The statistical process control by Shewhart
and Deming’s theory served as the baseline for the foundation of principles for quality
improvement. These principles are rooted in production and manufacturing but gradually
transitioned to the healthcare setting (Endalamaw et al., 2024).

Quality improvement projects have been adopted in the healthcare industry and
are critical in enhancing quality in health systems. The growing spread of QI initiatives
has generated research interest in understanding QI better. Kuperman et al. (1991)
applied a continuous improvement approach to healthcare, using the five steps: selecting
a process to be improved, assembling a team of expert clinicians who understand the
process, determining key steps in the process, collecting data, and providing data
feedback to the practitioners. The authors challenged the traditional quality assurance in
hospitals that primarily focused on monitoring and reviewing low-frequency adverse
events, tracking the occurrence of unacceptable events, and bringing them to the attention
of a reviewing subcommittee. Quality assurance gained a negative and defensive posture
among physicians because of the focus on low-quality outliers, often leading to
disciplinary action. Through the five-step approach, the data continue to be collected and
routinely fed back to the physicians for quality improvement. (Kuperman et al., 1991).

The existing literature on quality improvement in the healthcare industry
investigates the success, failure, and readiness factors of quality improvement initiatives.
Studies on adopting improvement methodologies such as Lean, Six Sigma, and similar
have gained popularity in research. Al-Balushi et al. (2014) conducted a comprehensive

literature review on lean practices in healthcare to determine the critical readiness factors
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for the success of lean improvements. The authors categorized readiness factors into
seven categories: strong leadership’s support for lean, identifying lean with the strategic
agenda, customer orientation/value, process focus, employee training, measurement,
rewards system, and demand for improvements. The study highlighted the key
takeaways, stating that lean implementation requires a change in the culture of a
healthcare setting and that leadership must have strong support and commitment. The
changes must be communicated to employees as a long-term strategy and what value the
change brings to the customers and the company. The focus on the process will enable
the identification of what needs to be improved or waste and value within the healthcare
environment. Training, encouragement of employees, and reward systems are ways to
achieve sustainability of improvements and reduce turnover. Lastly, matching patient
demand with a company’s capacity will improve patient and staff satisfaction (Al-Balushi
et al., 2014).

Similarly, Vaishnavi and Suresh (2020) identified and categorized readiness
factors for implementing Lean Six Sigma (LSS) in healthcare organizations using the
total interpretive structural modeling technique. 16 readiness factors were identified for
the successful implementation of LSS. The results indicated that management
commitment and leadership were among the most influential factors in implementing
LSS. Another critical factor was customer focus, identifying customer needs and
requirements, and overall communication. Other readiness factors included technology
resources and organizational structure. The study outcomes guided healthcare managers
in implementing LSS successfully. The key takeaways suggested prioritizing customer-

oriented and goal management culture, management support and commitment, and
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organizational infrastructure. Understanding the readiness of these factors is valuable for
managers before starting the implementation of LSS (Vaishnavi and Suresh, 2020).
In another study, Kaplan et al. (2010) systematically reviewed forty-seven articles to
identify contextual factors influencing QI success. The authors discuss the theoretical
concepts of organizational change, innovation, implementation, knowledge translation,
and dissemination, which are affected by context in the success of QI. The outer setting,
the inner setting, and the characteristics of individuals are areas that can be considered
aspects of context. The outer setting represents the organization’s economic, political,
and social context. The inner setting comprises structural characteristics, network,
communication, culture, implementation climate, and readiness for implementation. The
individual characteristics include knowledge, self-efficacy, identification with the
organization, and other personal attributes. These dimensions of the context influence the
QI initiative and its success. Furthermore, the essential five elements of successful
organizational transformation to improve patient care include motivation to transform,
leadership commitment to quality, improvement initiatives that engage staff, alignment to
achieve consistent goals and resource allocation, and integration across the organization’s
boundaries. These fundamental elements drive change and, in turn, impact the mission,
strategy, culture, operational processes, and infrastructure (Kaplan et al., 2010).
Solomons and Spross (2011) examined the barriers and facilitators to adopting
evidence-based practice (EBP) in nursing management. The authors discussed the
barriers and facilitators of EBP adoption at the individual and organizational levels. The
study was based on Shortell’s dimensions of continuous quality improvement, which

include strategic, cultural, technical, and structural dimensions. The strategic dimension
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represents aligning quality improvement goals with mission and priorities. Time
constraints, leadership de-prioritization, resource constraints, and heavy workload are
barriers to EBP adoption within the strategic dimension. Cultural barriers such as
resistance to change and lack of authority to change practice hinder the adoption of EBP.
The technological dimension barriers include poor information systems, difficulty
accessing resource materials, lack of ongoing training on EBP, information-seeking
skills, and understanding of technical resources. Lastly, the structural dimension included
a lack of awareness of the research, information unavailable in one place, or difficulties
with the information format (Solomons & Spross, 2011).

The healthcare environment is dynamic; healthcare activities and changes must be
managed. Technological advancements, rapid growth, and innovations in healthcare
services create the need for improvements and require ongoing change. To succeed,
healthcare organizations must recognize opportunities and be ready for change (Al-
Hussami et al., 2018). Change management starts with identifying the need for change
and initiating process change (Yildirim Saat¢i & Ovaci, 2022). Moran and Brightman
(2001) discussed the change cycle as a motion of resisting change, acknowledging the
need for change, identifying required changes, and developing implementation strategies.
Change can be costly; however, leaders admit to taking action when it is evident that the
change is needed. The authors’ observations about change indicate that the change is
nonlinear, and often, there is no clear definition of the beginning and end. When
improvements are successful in one area, it usually triggers the need to initiate a change
effort in another area. Leading change is organization-wide and is everyone's shared

responsibility in an organization. One of the failure factors of a change effort is the lack

13



of support of the whole organization. The authors also pointed out that organizational
change has critical personal dimensions. Creating a more profound organizational change
will allow employees to assess and alter their values and belief systems about the change
(Moran and Brightman, 2001). Kwahk and Lee (2008) pointed out that organizations
must constantly change their structures, objectives, processes, and technologies to sustain
their competitive advantage (Kwahk & Lee, 2008). To accept change, the employees
must be aware of the need for change, be open to it, and understand its underlying
reasons (Yildirim Saatci & Ovaci, 2022). Backer (1995) discussed that organizational
assessments typically focus on the needs of individuals or groups for a particular
mnovation. However, these needs assessments are not the same as readiness assessments.
There might be a high perceived need but low readiness to implement a change initiative
(Backer, 1995).

Organizational Readiness

Creating organizational readiness for change has been identified as a significant
factor in reducing resistance to change and successful implementation (Kwahk & Lee,
2008; Weiner et al., 2008). Failure to implement large-scale organizational change
happens when leaders don’t create sufficient readiness. Organizational readiness is “the
extent to which organizational members are psychologically and behaviorally prepared to
implement organizational change.” When organizational readiness is high, employees are
more empowered to accept change (Weiner et al., 2008). Employees’ perceptions,
defined as “the cognitive precursor to the behaviors of either resistance to or support for a
change effort,” have been identified as one crucial factor in understanding sources of

resistance to change (Eby et al., 2000). Previous studies applied readiness for change to
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evaluate the change implementation process in different industries, including healthcare.
In a cross-sectional survey, Paré et al. (2011) investigated factors associated with
clinicians’ perceptions of readiness for adopting an electronic medical record (EMR)
system. The authors based the study on the assumptions of the change management
theory that argues that there are four classes of antecedents that have a direct effect on
perceived organizational readiness for change: the attributes of the change, the extent of
the leadership support, the organizational context, and the characteristics of the change.
Variables, such as attributes of the change (vision clarity, change appropriateness, change
efficacy), leadership support (top-management support, presence of an effective
champion), internal context (organizational history of change, conflicts, flexibility), and
attributes of the change targets (collective self-efficacy) were identified as facilitators of
clinician’s interpretation of organizational readiness for change during the EMR pre-
implementation phase. The study revealed that change attributes significantly and
positively influenced clinicians’ perceptions of organization readiness for EMR. This
indicates that articulating vision clarity and change appropriateness before introducing
change can have greater success in accepting change. The presence of an effective project
champion and collective self-efficacy also had a positive and significant relationship with
clinicians’ perceptions of readiness. However, there was minimal support for the
organizational context within which change is implemented (Par¢ et al., 2011). Holt et al.
(2007) discussed the development and evaluation of an instrument that can be used to
measure readiness for organizational change at an individual level. The authors evaluated
900 employees from the public and private sectors. The proposed conceptual framework

included the change content, process, internal context, and individual characteristics. The
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authors defined readiness as a “comprehensive attitude that is influenced simultaneously
by the content (i.e., what is being changed), the process (i.e., how the change is being
implemented), the context (i.e., circumstances under which the change is occurring), and
the individuals involved (i.e., characteristics of those being asked to change).
Collectively, readiness is the extent to which individuals are cognitively and emotionally
inclined to accept, embrace, and adopt a particular plan. The analysis identified that the
belief that a change was necessary, could be implemented, was organizationally
beneficial, and that leaders were committed to change were the most influential factors on
readiness for change (Holt et al., 2007). Readiness involves being fully prepared to take
action. This occurs when organizational members are receptive to change, and attitudes
are favorable. As a precursor, readiness is crucial for successfully adopting QI.
Understanding an individual’s behavioral intentions to embrace a new healthcare
improvement initiative can influence their willingness to adopt change (Gfrerer et al.,
2021; Sintonen & Immonen, 2013).

Theory of Planned Behavior (TPB)

Human behavior is goal-oriented, and intentions control our actions (Ajzen,
1985). As an extension of the theory of reasoned action, an individual’s intention to
perform a given action is a central factor in TPB. Intentions involve motivations
influencing behavior, indicating the willingness and effort an individual plans to put into
performing an actionable act. The stronger the intention, the more likely the action will
be performed. The determinants of intention in TPB assume our attitude toward the
behavior, subjective norm, and perceived behavioral control. Attitude toward the

behavior is the degree to which a person has a favorable or unfavorable evaluation of the
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behavior. Subjective norm is the perceived social pressure to perform or not to perform
the behavior. Perceived ease or difficulty in performing the behavior is perceived
behavioral control, which reflects an individual’s past experiences and challenges. The
more positive an individual’s attitude and subjective norm are, and the greater their
perceived control over the behavior, the stronger the intention to take action (Ajzen,
1991).

The empirical studies that use the adoption intention concept and theory primarily
investigate specific healthcare technological innovation adoption (Saheb, 2020; Zhang et
al., 2023; Sintonen & Immonen, 2013; Page, 2015). The application of the TPB in
healthcare as it relates to the adoption of OQI is limited in empirical research. Previous
research evaluates specific behaviors in healthcare settings. In one study, researchers
surveyed nurses at selected hospitals to identify what influenced nurses’ intention to
implement patient safety behaviors. The study was based on the TPB model, and the
results indicated that normative beliefs and subjective norms were the most influential
factors in the safety behavior of nurses (Javadi et al., 2013). In a qualitative study by
Zielinska-Tomczak et al. (2021), TPB was used as a theoretical framework to understand
the interprofessional collaboration between pharmacists and physicians. The results
provided insights into how the partnership was perceived and the barriers to collaboration
and opportunities. For example, positive attitudes influenced the intention to establish a
professional partnership. On the other hand, subjective norms were presented as
hindrances in willingness to collaborate (Zielinska-Tomczak et al., 2021). Jackson and
Mazur (2011) used mixed methods to evaluate healthcare participants’ behaviors for a

Lean improvement initiative in another research study. Quantitative data was obtained
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through the survey about employees' satisfaction with lean work and assessment of
process flow improvement. Qualitative data was gathered through direct observations and
interviews. The results indicated that the interplay of perceived behavioral control,
attitude toward the behavior, and subjective norms resulted in successes and failures of
lean efforts on behavioral changes. For example, incorporating a specific improvement
aspect, such as a whiteboard, was not dependent on attitudes or subjective norms. Low
perceived behavioral control was observed with the new procedure documentation and
communication, resisting lean improvement until sufficient training was provided
(Jackson & Mazur, 2011).

The literature on adopting OQI in healthcare reveals several gaps. Much research
has focused on the success factors of implementing improvement methodologies, such as
Lean Six Sigma practices. Fewer studies have specifically applied the theory of planned
behavior to the broader context of OQI adoption. The existing studies often concentrate
on individual behaviors within specific healthcare settings rather than exploring the
comprehensive application of TPB to organizational readiness and the need for quality
improvement initiatives. While the literature review provides a baseline, this research
extends the empirical research to understand how these factors collectively influence the

intention to adopt OQI in healthcare organizations.
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RESEARCH MODEL AND HYPOTHESES DEVELOPMENT

The ultimate goal of all healthcare systems is to improve the quality of patient care
(Nicolay et al., 2012). Healthcare organizations turn to QI as a primary approach to
measuring performance and implementing change (Colton, 2000). Specifically, OQI is
designed to systematically evaluate, optimize operations, and enhance efficiency to
improve overall performance (Brown, 2024). The healthcare environment is complex,
with interconnections between external, internal, and human factors. This research will
investigate factors influencing U.S. healthcare organizations’ behavior in adopting OQI.
Figure 1 below presents the conceptual model and hypotheses that will be examined in
this research. It includes six independent variables (Awareness of Organizational
Performance, Rivalry Intensity, Patient Focus, Management Support for OQI, Process-
Oriented Culture, and Information Technology (IT) Personnel Business Knowledge), two
mediators (Perception of Need and Perception of Readiness), and one dependent variable
(Intention to Adopt OQI). Through the lens of the theory of planned behavior, it is
assumed that an individual's intentions influence human behavior in taking certain
actions. Furthermore, specific belief systems include attitudes, subjective norms, and
perceived behavioral controls influencing individuals’ intentions. The research model
suggests that these belief systems shape individual perceptions such as need and

readiness, which are precursors of the intention to adopt OQI.
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Conceptual Framework

Awareness of HI (+)
Organizational
Performance
H2 (+) Perception of Need for
Rivalry Intensity Operational Quality H1H
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Patient Focus
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Operational Quality
Improvement
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Operational Quality )
Improvement
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HS (+) Perception of Readiness
Process-Oriented Culture tor Operational Quality
Improvement
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IT Personnel Business
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Figure 1 The Conceptual Research Model

Theoretical Development and Hypotheses

Awareness of Organizational Performance

Organizational performance, measurement, and reporting are essential in healthcare.
They play a crucial role in management accountability and contribute to improvements.
Insights obtained from performance measures guide organizations in achieving outcomes,

improving care efficiency, and pinpointing areas for improvement. Reporting
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performance yields potential benefits and securing change among clinicians and delivery
organizations (Levesque & Sutherland, 2017). Fung et al. (2008) conducted a systematic
review of peer-reviewed articles assessing the effects of public release of performance
data on the selection of providers, quality improvement activity, and clinical outcomes
(effectiveness, patient safety, and patient-centeredness). The evidence suggested that
releasing performance data publicly stimulates quality improvement activity at the
hospital level (Fung et al., 2008).

In healthcare, measuring performance means quantifying achievements by healthcare
organizations and professionals regarding services delivered relative to patient needs and
expectations, patient outcomes, processes, and models of care (Levesque & Sutherland,
2017). McCracken et al. (2001) discussed the difficulty of measuring the effectiveness
and efficiency of performance in healthcare organizations due to its complexity.
Therefore, the best indicators of healthcare organization performance are financial
measures that address the profitability and growth of the organization. This includes
sales, return on investment, and earnings per share. Another criterion believed to be a
determinant of profitability is market share, which includes operational and financial
performance (McCracken et al., 2001). Law & Ngai (2007) defined organizational
performance as an individual’s perceptual rating on customer satisfaction of products and
services, customer retention rate, sales growth, profitability, and overall performance of
the organization (e.g., financial performance, customer employee engagement,
operational efficiency, and market position) (Law & Ngai, 2007). While empirical
research is limited in the context of OQI for the awareness of organizational performance

and the need for OQI, similar topics have been researched previously. A study by
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Mutonyi et al. (2022) emphasized that healthcare employees are more likely to perceive
the need for innovative behavior when they are aware of organizational performance
effectiveness (Mutonyi et al., 2022). Another research by Atalla et al. (2024) investigated
the moderating role of ethical awareness between nurses’ artificial intelligence
perceptions, attitudes, and innovative work behaviors. The results indicated a statistical
significance between attitudes, ethical awareness, and innovative work behaviors (Atalla
et al., 2024). To achieve a transformational process, employees must be aware of the need
for change (Yildirim Saat¢i & Ovaci, 2022). Building on the above, it can be inferred that
when individuals within an organization have an awareness of their organization’s
performance, they are more likely to identify the necessity for improvement; thus, the
proposed hypothesis is stated as follows:
H1: There is a positive relationship between awareness of organizational performance
and the perception of need for OQI, such that organizations with higher levels of
awareness of organizational performance will also have higher levels of perceived need
for OQL.

Rivalry Intensity

One of the critical factors influencing organizations' drive for improvement is
competitive advantage and position in the market. Porter (2008) stated that the basic
components of competitive advantage are the various activities involved in creating,
producing, selling, and delivering products or services. Performing these activities better,
faster, and with fewer inputs and defects than rivals constitute operational effectiveness.
The strength of rivalry reflects the intensity and the basis of competition (Porter, 2008).

Pecotich et al. (1999) defined the intensity of rivalry as “the extent to which firms in the
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industry frequently and vigorously engage in outwardly manifested competitive actions
and reactions in their search for competitive advantage in the marketplace.” The authors
suggested that executives' perceptions of industry dynamics offer an empirical position
for the hypothesis that as competitive rivalry intensifies, so does the need for firms to
pursue enhancements and innovation. As rivalries sharpen, firms are pressured to
distinguish themselves through improvements in efficiency, product quality, and market
positioning to maintain or achieve a competitive edge (Pecotich et al., 1999). Lascelles
and Dale (1988) also discussed that the evolving dynamics of the marketplace, driven by
rising customer expectations and intensified competition, strongly emphasize the need for
organizational change. Companies must adjust their organizational objectives as the
market demands quality and stricter adherence to high standards. Competition and
demanding customers drive transformational change (Lascelles & Dale, 1988).

The healthcare industry in the United States is more competitive than any other
country (Blackstone & Fuhr, 2007). Patients are becoming more demanding, seeking
better health information and sharing decision-making with their healthcare providers.
For example, consumer behavior, such as the tendency to use technology and digital
tools, influences the demand on the market. Various medical apps have been offered to
help manage patients’ health or services such as telehealth. Healthcare organizations must
sense these trends and act on these opportunities (Vrontis et al., 2022). A company can
outperform rivals only if it can establish a difference and preserve it through operational
effectiveness, as the primary goal of any enterprise is superior performance. To achieve
this, the company must create and deliver greater value for customers or offer comparable

value at a lower cost (Porter, 2008). Based on the notion that competitive pressures
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influence healthcare organizations to improve their operations, the proposed hypothesis
suggests that:
H2: There is a positive relationship between rivalry intensity and the perception of the
need for OQI, such that organizations that experience high levels of rivalry intensity will
also perceive a greater need for OQI.

Patient Focus

The healthcare industry is becoming consumer-centered, and nowadays, every
patient is considered a unique case with different needs at different times. Patients with
more access to health information are more willing to explore different options if
unsatisfied with their healthcare services (Vrontis et al., 2022). Different care models, such
as the Chronic Care Model and Patient-Centered Medical Home, recognize patients as
active participants in healthcare delivery. Patients’ feedback on care experiences,
complaints, and comments are used to improve service (Kumabh et al., 2020). Measuring
patient satisfaction impacts the quality improvement of care. Patients’ evaluation of care
becomes a tool for identifying opportunities for improvement (Al-Abri & Al-Balushi,
2014). Denison and Neale (1999) stated that a customer-focused organization “understands
and reacts to their customer and anticipates their future needs. It reflects the degree to which
the organization is driven by a concern to satisfy their customer.” An organization that is
focused on customer/patient service can facilitate the identification of the key elements that
are acting as barriers. These key elements include whether or not individuals at all levels
of the organization embrace and own customer service as a performance priority, being

accountable for providing quality customer service, empowered, and trained to act on the

24



customer’s behalf, and whether customers’ concerns are addressed and accounted for into
strategic decisions and goals (Denison & Neale, 1999).

Patient feedback gathered through satisfaction surveys provides insights into
patients’ needs and expectations. In a study by Cucchiaro et al. (2022), a retrospective
analysis of patients’ complaints, surveys, and adverse events was performed to identify
improvement areas. The study collected 4695 questionnaires and interviewed 1269
patients. As a result, points to improvement were revealed in several areas, such as
schedule and punctuality, reception, comfort and environment, treatment unit reliability,
staff behavior, quality of care process, side effects, and staff changes. The survey allowed
the active involvement of patients as key players in the quality and safety of their own
healthcare treatment (Cucchiaro et al., 2022). Grob et al. (2024) conducted a qualitative
study of patient experience narratives and how middle managers in outpatient clinics
value and use narrative feedback in their daily work. Patient narratives are descriptions of
care experiences expressed by patients in their own words. This type of feedback
provides details to guide improvement efforts in patient experience and cultivate a
service-oriented workplace culture that responds to the patient’s needs. Examples of
improvement projects identified through the input of patient narratives are providing test
results in a complete and timely manner, improving workflow for paperwork completion,
keeping patients in exam rooms informed regarding wait times, addressing long wait
times, and renovating the space. Patient narratives enable better assessment of patient
experience by collecting data directly from the patient. It also provides a deeper
understanding of relationships with patients and identifies needs for improvement by

learning about operational issues and potential solutions (Grob et al., 2024). Based on the
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prior literature and evidence from empirical studies, there is an indication that
organizations that focus on patients’ feedback and satisfaction are more likely to
recognize the need for operational improvements. Therefore, the proposed hypothesis is
as follows:
H3: There is a positive relationship between an organization's patient focus and its
perception of the need for OQI. Organizations with higher levels of patient focus will
also have higher levels of perceived need for OQI.

Management Support for OQI

Top management support has been recognized as an essential success factor for
adopting improvement initiatives. Umble & Umble (2002) identified poor management
as one of the reasons many improvement projects fail. When top management does not
fully commit to supporting the system, anticipates and plans needed changes, and does
not recognize it as a transformational effort, implementing the improvement is more
likely to be unsuccessful (Umble & Umble, 2002). Results in a quantitative study by
Zabjek et al. (2009) also shared similar outcomes. The study found that top management
support positively impacted implementing the Enterprise Resource Planning system as an
improvement initiative. Authors argued that the leadership's solid support and persistent
involvement in every implementation step indicate success (Zabjeck et al., 2009). A
systematic review by Bader et al. (2023) of 49 articles examining the critical failure
factors of process improvement (PI) projects such as Kaizen, Lean, Six Sigma, and Agile
revealed management and leadership-related factors as the main categories. The review
identified a lack of top management support, commitment, and involvement as PI

projects' most frequently cited factor. Specifically, a lack of top management support was
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reported as a common challenge for all types of PI initiatives. Without support from the
top management during the project, meeting the overall objectives is at risk. It can also
lead to issues such as exceeding the budget and not completing the project on time (Bader
et al., 2023). Pare et al. (2011) evaluated organizational readiness for an IT improvement
project in healthcare settings. Leadership support was described as support from upper
management. The authors indicated that the need for strong leadership is generally
accepted wisdom among academics and managerial practitioners. The study presented
evidence that top management’s actions and commitment were more influential on an
organization’s perception of readiness than just the presence of a project champion. This
suggests that top management support is critical in adopting an improvement initiative.
On this basis, the proposed hypothesis is as follows:
H4: There is a positive relationship between top management support for OQI and
readiness for OQI, such that organizations with higher levels of top management support
will have higher levels of perceived readiness for OQI.

Process-Oriented Culture

Processes are at the core of any organization and continuously need to be
evaluated, improved, and implemented in the organizational structure within a framework
that supports process-oriented human resources and information systems. Managing
processes is important for organizations that want to foster a process-oriented mindset.
Lack of adequate management of business processes leads to increased inefficiency,
complexity, and waste, ultimately impacting business operations (Kasim et al., 2018).
Organizations choose to be process-oriented, focusing on business processes instead of

functional or hierarchical structures. A process-oriented organization is concerned with
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managing its cross-functional processes regardless of whether or not it has incorporated
process improvement initiatives or reengineering. Kohlbacker and Reijers (2013)
examined the effects of process orientation on the organization’s overall performance in
132 Austrian manufacturing firms. The results indicated that process-oriented dimensions
such as performance measurement, structure, continuous improvement methods, and
culture positively and significantly affected the firm’s overall performance (Kohlbacker
& Reijers, 2013). Previous studies on the role of business process orientation and
effective improvement implementations, such as digital innovation initiatives and
enterprise resource planning, showed positive and significant relationships. Studies
identified the business process focus as a success factor for process improvement
implementations (Van Looy, 2021; Jarrar et al., 2000). Corporate strategy must inspire a
process-oriented culture of continuous learning and improvement (Willaert et al., 2007).
Van Looy (2020) defined process-oriented culture as values that favor processes and their
translation into attitudes and behaviors. The importance of abstract ideas (i.e., beliefs or
principles) within the organization to facilitate the modeling, deployment, optimization,
and management of business processes, as well as feelings and activities of
organizational members that express process-oriented values beyond the context of
individual business processes (Van Looy, 2020). Organizational culture has been
identified as one of the influential factors in adopting improvements, organizational
change, and performance; therefore, process orientation must be a part of the
organizational culture (Willaert et al., 2007; Hribar & Mendling, 2014; Kotter & Heskett,

2008).
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Like any other sector, healthcare organizations rely heavily on process
management to ensure efficiency, quality of care delivery, and operational excellence.
Healthcare operations involve cross-functional processes and the complexity of various
functions (e.g., administration, patient care, operations, billing, etc.). As discussed
previously, studies in other sectors have shown that if an organization embraces a
process-oriented culture, there is tremendous success with improvement implementations
and, ultimately, better organizational performance. Healthcare organizations that
captivate process-oriented values will likely be more prepared to implement quality
improvements, ensuring processes are continuously evaluated, and employees embrace a
processes-oriented mindset. Thus, the proposed hypothesis will test the impact of
process-oriented culture and perception of readiness for OQI:

HS: There is a positive relationship between the process-oriented culture of an
organization and the perception of readiness for OQI, such that organizations with higher
levels of process-oriented culture will also have higher levels of perceived readiness for
OQL.

Information Technology (IT) Personnel Business Knowledge

The expertise and skills of information technology (IT) personnel have become
crucial as IT's strategic importance in modern organizations continues to grow. In
addition to technical skills expected from IT personnel, organizational and managerial
knowledge becomes mandatory in technical roles. Earlier literature on IT personnel was
focused on the types of knowledge and skills. The main argument was whether IT
personnel require technical, managerial, or both skills. The notion was that IT personnel

needed technical skills, especially in positions such as IT programmers and system
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analysts. Managerial and business skills were secondary. This view started to shift as IT
value was portrayed more strategically, and the skills needed for IT personnel began to
change (Byrd et al., 2004). Todd et al. (1995) argued that IT professionals must acquire
knowledge of information technology, systems business, and operating in a business
environment to solve problems. The authors classified business knowledge as functional
and industry expertise, leadership, project management, planning, and communication
skills (Todd et al., 1995). A research study by Nelson (1991) suggested that information
system personnel were deficient in general business knowledge such as policies, plans,
goals, objectives, and critical success factors. The author concluded that organizations
need to identify ways to improve training and education to increase the business
knowledge of IT practitioners (Nelson, 1991). Byrd and Turner (2000) described IT
personnel business knowledge as “business skills that relate to the ability of IT personnel
to understand the business processes they are to support and to apply appropriate
technical solutions to a given business problem.” The authors stated that the effectiveness
of IT infrastructure can be measured by the magnitude and quality of IT personnel's
knowledge, skills, and experience (Byrd & Turner, 2000). An exploratory study by Byrd
et al. (2004) investigated the relationship between IT personnel knowledge and skills and
their contribution to information system infrastructure's competitive advantage and
flexibility. The authors hypothesized that a high breadth and depth of IT personnel
knowledge and skills is positively related to competitive advantage and flexibility of
information system infrastructure. The results in both cases supported the hypotheses,
indicating the relationships were positive and significant (Byrd et al., 2004). Another

study by Denis et al. (1995) suggested that industry demand will require organizations to
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employ information system personnel with knowledge and skills in technology, business
operations, management, and interpersonal skills. This allows for effective process
improvement activities and system integrations (Denis et al., 1995). If the IT personnel
have strong knowledge of business, goals, and objectives, the organization will be better
positioned to implement a change; therefore, on these bases, the proposed hypothesis is
as follows:
H6: There is a positive relationship between the IT personnel’s business knowledge and
the organization’s perception of readiness for OQI, such that organizations with I'T
personnel who exhibit higher levels of business knowledge will also have a higher
organizational level of perceived readiness for OQI.

Perception of Need for OQI

The need for change is a compelling force that drives individuals and
organizations to abandon the status quo and seek improvement. It stems from recognizing
that current methods, beliefs, or conditions are no longer conducive to success or
satisfaction. The need for change often emerges from external pressures such as evolving
market demands, competitive advantage, technological advancements, and internal
realizations, including underperformance, inefficiencies, or missed opportunities. It is the
extent to which one feels there are or not legitimate reasons and needs for the prospective
change (Holt et al., 2007). At its core, the need for change is a proactive acknowledgment
that adaptation is crucial for growth, relevance, and survival. It is a deliberate move away
from complacency towards transformation. Embracing this need is the first critical step

towards meaningful, sustained innovation and development.
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H7: There is a positive relationship between the perception of the need for OQI and
intention to adopt OQI, such that organizations with a higher need for OQI will also have
higher levels of intention to adopt OQI.

Perception of Readiness for OQI

Weiner (2009) describes organizational readiness as a multi-level construct that
can be on an individual level, unit, department, or organizational level. The author
defines organizational readiness as “members' commitment and change efficacy to
implement organizational change” (Weiner, 2009). Building on the readiness theory that
suggests that learning can occur when the learner is ready to perceive and process
information, organizational readiness involves employees' psychological and behavioral
readiness to take action. Holt et al. (2007) offered a more detailed definition of
organizational readiness as a “comprehensive attitude that is influenced simultaneously
by the content (i.e., what is being changed), the process (i.e., how the change is being
implemented), the context (i.e., circumstances under which the change is occurring), and
the individuals (i.e., characteristics of those being asked to change) involved.
Furthermore, readiness collectively reflects how individuals are cognitively and
emotionally inclined to accept, embrace, and adopt a particular plan to alter the status quo
purposefully" (Holt et al., 2007). Gfrerer et al. (2021) discussed readiness as being fully
prepared to take action. Readiness occurs when organizational members are receptive to
accepting change when the environment, structure, and attitudes are favorable (Gfrerer et
al., 2021). The successful implementation of the QI lies in its adoption by the
organization. An individual’s willingness to adopt a new healthcare initiative can be

achieved by understanding behavioral intentions to adopt or start a new initiative
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(Sintonen & Immonen, 2013). The Theory of Planned Behavior (TPB) explains that
intention is a good predictor of actual behavior (Ajzen, 1991). Individual perceptions of
the characteristics of improvement influence adoption intentions (Sintonen & Immonen,
2013).

H8: There is a positive relationship between the perception of readiness for OQI and
intention to adopt OQI, such that organizations with higher levels of readiness for OQI

will also have higher levels of intention to adopt OQI.
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RESEARCH METHODOLOGY

Participants and Procedure

The research study evaluated factors contributing to the intention to adopt OQI in
U.S. healthcare organizations through a cross-sectional survey. It included an informed
pilot to obtain participant feedback on the survey instrument. The input was used to
refine the measurement instrument and its format. After the informed pilot, the data was
collected in a pilot study to further validate the measurement instrument. The data
analysis included performing Explanatory Factor Analysis (EFA) and Reliability Testing
on the survey instrument. The final version was used in the study. Hypothesis testing was
performed, and the results were summarized.

The unit of analysis for this research was on the organizational level representing
U.S. Healthcare companies. The unit of observation was an individual employee of the
U.S. Healthcare organization. The focus of the study was to evaluate a causal relationship
between several factors and their influence on the intention to adopt OQI.

The initial analysis included data clean-up and revisions after the informed and full
pilots to test the questions and survey format. After the questionnaire revision, the factor
and reliability analyses were performed on the remaining questions. The survey results
were collected, and basic statistics were performed, including overall descriptives for

aggregates measuring each construct, normality tests, and plots.
Research Design
The sample population consisted of 150 participants employed by U.S.-based

healthcare companies. Participants were selected randomly, assuming that attributes were
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to be normally distributed. The measurement instrument for each construct included
questions adopted from established measurement scales to ensure validity. Qualtrics
platform was used for the survey development. CloudResearch platform was used to
recruit participants and deliver the survey.

The survey included questions measuring constructs: Awareness of Organizational
Performance, Rivalry Intensity, Patient Focus, Management Support for OQI, Process-
Oriented Culture, IT Personnel Business Knowledge, Perception of Need for OQI,
Perception of Readiness for OQI, and Intention to Adopt OQI.

The questionnaire was designed for each construct, including at least three

indicators to measure each factor effectively on a 5-point Likert Scale.

Informed Pilot

An informed pilot was conducted before the survey development in Qualtrics, and
pilot delivery was given to participants. The purpose of the informed pilot was to obtain
feedback from selected participants on the survey instrument to ensure its face, content,
and construct validity. Informed pilot participants were requested to review and evaluate
the questionnaire (Appendix B). Specifically, they were asked to evaluate each question
and the overall flow of the survey and provide additional feedback. The reviewer version
of the survey contained a list of potential questions along with an input box where
reviewers provided feedback related to each question. Definitions for each construct were
also provided. Reviewers were asked to consider the potential issues in evaluating

whether or not each question was clear and understandable, targeted to organizational
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contributors, rightly measuring the variable of interest, double-barreled, leading, loaded,
confusing, ambiguous, and easy to understand and answer.

The informed pilot ran between July 17, 2024, and August 3, 2024, and included
three industry subject matter experts and three doctoral research students in FIU’s DBA
Cohort 5.7. The synchronous review was conducted in a single meeting with the three
industry participants, and the three DBA student participants completed the asynchronous
review via email. The researcher conducted the informed pilot with participants and
reviewed the survey questions according to instructions (Appendix C). Participants
provided feedback on overall clarity, wording, and whether or not the questions were
appropriate for each construct. Issues were brought up for double-barreled, loaded, and
confusing questions. Reviewers presented several recommendations on sentence re-
wording, simplification, and splitting into two questions. As a result, the survey
instrument was adjusted by re-wording questions for clarification, removing double-
barreled questions, and, for some questions, splitting them into separate ones or

combining two questions into one with re-wording for clear understanding.
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Pilot

The final version of the survey was published in Qualtrics and integrated into
CloudResearch, a platform to recruit participants for research. The survey was launched
on September 23, 2024, and achieved a 100% completion rate for the target goal of 150
participants. The following target criteria were selected: Country: United States; Industry
of employment: Healthcare; Supervisory role: C-Level, Owner, Partner, President,
Director, Manager, Analyst, Assistant or Associate, Administrative, Consultant, Internal,

and None of the above; Employment sector: Government, For Profit, Nonprofit.

The target criteria for participation focused on recruiting individuals from the
U.S. healthcare industry, as the research aims to investigate the adoption of quality
improvement initiatives within U.S. healthcare organizations. Criteria were set to include
both management and non-management roles to ensure a broad sample representation.
Employment sector information was gathered to understand the distribution of
participants across government, for-profit, and non-profit organizations. An informational
statement provided an overview of the study, advising participants that the survey was
voluntarily anonymous and that responses would remain confidential. Before accessing
the survey, participants completed a CAPTCHA to confirm authenticity. Following
CAPTCHA verification, participants were prompted to answer background and
demographic questions before proceeding to the main survey questions. All questions
were required to be answered to advance through the survey. A $4 monetary incentive

was offered upon completion to thank participants for their time.
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Data Cleaning and Exclusions

Data was uploaded from Qualtrics and included 150 responses. Of these, 13 were
excluded from the analysis due to duplicate responses, failed attention-check questions,
and survey duration outliers. Two responses had the same IP address but different
participant IDs. This indicated a duplicate response; therefore, one of the responses was
excluded from the analysis. The following attention-check questions were included in the
survey: ATT1, ATT2: “To ensure you are a real person, please select Neither agree nor
disagree' to this statement”, and ATT3: “To ensure you're paying attention, please select
"Pizza" from the list: Burger, Salad, Pizza, Pasta, Sandwich”. Three participants failed
attention-check questions ATT1 and ATT2 and were excluded from the analysis. All
participants passed the attention-check question ATT3. After making exclusions, 137
responses remained in the study.

The average duration time for the survey was 647.25 seconds with a standard
deviation of 543.72 seconds (Table 1). Nine responses deviated significantly from the rest
of the data plotted beyond the upper boxplot whisker and were excluded from the

analysis (Figure 2-3; Table 2).
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Table 1 Statistics — Pilot Survey Time Statistics

Statistics
Cruration (in seconds)
M Walid 150

Missing 0
Mean B674.25
Median 485.50
Sud. Deviation 543.721
Range 31291
Minimum 149
Ma ximum 3440

Figure 2 Histogram — Pilot Survey Duration
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Figure 3 Boxplot — Pilot Survey Time Outliers
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Table 2 Pilot Survey Time Outliers
Outlier No. | Survey Time (seconds)
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2567
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Data and Variables
The survey instrument included background and demographic questions.
Background questions gathered information on participants' organizational profiles to

assess their involvement in quality improvement initiatives, the types of initiatives in
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place, the use of CAHPS (Consumer Assessment of Healthcare Providers and Systems)
surveys as input for quality improvement, and the role of government-funded programs in
supporting these efforts. Demographic questions collected general information on
respondents’ age, gender, organization type, size, tenure, department, and role, providing
insight into the characteristics of the participants. The measurement items for
independent, mediating, and dependent variables used a 5-point Likert scale, anchoring:
1= Strongly disagree; 2= Somewhat disagree; 3= Neither agree nor disagree; 4=
Somewhat agree; and 5= Strongly agree. The complete survey is listed in the Appendix
C.

Participants’ Gender

The pilot data consisted of 137 participants, of which 52 (or 38%) were males, 82

(or 59.9%) were females, and 3 (or 2.2%) were non-binary (Table 3).

Table 3 Frequencies — Pilot Participants’ Gender

Gender
[T, FE
w F f Vil Paroem PEITE
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Note: 1= Male; 2= Female; 3= Non-binary

Participants’ Age
The average age of participants was 38 years old, with a standard deviation of 10.
The participants’ age group ranged from 21 to 65 years old, with the majority falling

between age 30-50 years old (Table 4-5, Figure 4).
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Table 4 Statistics — Pilot Participants’ Age

Sqatistice
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Table 5 Frequencies — Pilot Participants’ Age

Age
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Figure 4 Histogram — Pilot Participants’ Age
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Participant’s Organization Size
The majority of participants 55.5% (or 76) were employed by large healthcare

organizations (with more than 1,000 employees), 30.7% (or 42) by medium-sized
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organizations (100-999 employees), and 13.9% (or 19) by small organizations (1-99

employees) (Table 6, Figure 5).

Table 6 Frequencies — Pilot Participants’ Organization Size

Oirglize
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¥ LI oy 3.7 24.5
¥ b A B 555 10400
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Figure 5 Pilot Participants’ Organization Size
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Note: Employees Size. 1= Small (1-99); 2= Medium (100-999); 3= Large (>1,000)

Frequency

Participants’ Employment Sector
The majority, 62.8%, were employed in the for-profit sector, accounting for 86
participants. Participants from the non-profit sector made up 27.7% (or 38), while those

working in government organizations constituted 9.5% (or 13) (Table 7, Figure 6).
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Table 7 Frequencies — Pilot Participants’ Employment Sector

Employment Sector
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Figure 6 Pilot Participants’ Employment Sector
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Organization Type

Participants represented various healthcare organizations, including hospitals,
clinics, specialty facilities, health insurance companies, and other healthcare specialty
companies. The most common types of organizations were hospitals (38.7%), other
healthcare-related companies (18.2%), and clinics (10.9%). Examples of other
healthcare-related companies included home healthcare, retail pharmacies, medical
equipment suppliers, laboratories, and public health organizations. The remaining 32.1%
of organizations were outpatient, health insurance, mental health facilities, physician

group practices, and pharmaceutical companies (Table 8, Figure 7).
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Table 8 Frequencies — Pilot Participants’ Organization Type
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Figure 7 Pilot Participants’ Organization Type
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Participants” Department

Participant departments were categorized as follows: (1) Administrative, (2)

Clinical (e.g., nursing, healthcare providers, specialty care), (3) Financial (e.g., billing,

financial management, pricing), (4) Information Technology (IT), and (5) Other

Operational Departments (e.g., supply chain, operations, communications, training,

human resources, social work, management, client services). The majority of participants

were from Clinical departments (48.2%), followed by Other Operational (22.6%) and
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Administrative departments (14.6%). The remaining departments included Financial

(8.8%) and IT (Table 9, Figure 8).

Table 9 Frequencies — Pilot Participants’ Department

Dept
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Figure 8 Pilot Participants’ Department
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Note: 1= Admin; 2= Clinical; 3= Financial; 4= IT; 5= Other Ops

Participants’ Role

Participants' job titles/roles were categorized as follows: (1) Registered Nurse, (2)
Physician, (3) Administrative Role, (4) Financial Specialist, (5) IT Analyst, (6) Manager,
(7) Analyst, and (8) Other Operational Roles. The most commonly represented roles were
Other Operational Roles (44.5%), followed by Management (18.2%), Administrative

(10.9%), and Registered Nurse roles (8.8%). The remaining roles included Financial
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Specialists (6.6%), IT Analysts (4.4%), Physicians (3.6%), and Analysts (2.9%). (Table

10, Figure 9).

Table 10 Frequencies — Pilot Participants’ Role
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Figure 9 Pilot Participants’ Role
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Note: 1= Registered Nurse; 2= Physician; 3= Admin Role; 4=Financial Specialist; 5= IT

Analyst; 6= Manager; 7= Analyst; 8= Other Operational Roles
Participants’ Tenure
The average tenure of respondents was 1.58 years (SD= .88 years), ranging from

less than 1 year to more than 10 years. Respondents’ tenure at their current organization
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was distributed as follows: 7.3% had less than 1 year, 47.4% had 1-5 years, 25.5% had 5-

10 years, and 19.7% had more than 10 years (Table 11, 12).

Table 11 Statistics — Piot Participants’ Tenure

Statistics
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Table 12 Frequencies — Pilot Participants’ Tenure

Tenure
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Note: 0= Less than 1 year; 1= 1-5 years; 2= 5-10 years; 3= More than 10 years

Background Questions

Participants were asked whether their organization was currently involved in
quality improvement initiatives. The results indicated that 111 (or 81%) out of 137
respondents reported that their organization was involved in quality improvements,
signifying active involvement in quality improvement efforts. The top selections for
quality improvement initiatives were patient care improvement, organizational process
improvement, and patient experience and satisfaction. A smaller portion (8% or 11)
responded that their organization is not currently involved in quality improvements, while
10.9% (or 15) of respondents were unsure about their organization’s participation in such

an initiative (Table 13, Figure 10).

48



Table 13 Frequencies — Quality Improvement Involvement - Pilot
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Figure 10 Quality Improvement Involvement - Pilot
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Note: Q1 - Is your organization currently involved in quality improvement initiative/s?
1=Yes, 2=No; 5=Unsure

Use of CAHPS Survey

Participants were asked whether their organization uses CAHPS (Consumer
Assessment of Healthcare Providers and Systems) surveys. CAHPS is a program
overseen by the Agency for Healthcare Research and Quality that develops standardized
surveys for assessing patients’ experience with healthcare providers and health plans. The
surveys focus on quality aspects, such as providers' communication skills and ease of
access to healthcare services (About the CAHPS Program and Survey, 2024). The
responses indicated that 43.1% (or 59) of participants were unsure about their
organization’s use of CAHPS surveys, indicating that they were unaware of such an

initiative. 34.3% (or 47) of participants indicated that their organization uses CAHPS
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surveys for various reasons. The most common reasons were quality improvement
initiatives, patient experience improvement, and public reporting of healthcare quality
data. Lastly, 22.6% (or 31) of participants stated that their organization does not

participate in the CAHPS survey (Table 14, Figure 11).

Table 14 Frequencies - CAHPS Usage - Pilot
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Figure 11 CAHPS Usage - Pilot
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Note: Q3 - Does your organization use CAHPS (Consumer Assessment of Healthcare
Providers and Systems) surveys? 1= Yes; 2= No; 5= Unsure

Government Funding

Survey questions about government funding were included to assess participants'
organizations' involvement in programs such as Medicare and Medicaid, the percentage
of operations reliant on these programs, and whether the organization must submit quality

data for government-funded programs. The results showed that 77.4% (or 106) reported
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their organization’s engagement in government-funded programs. A smaller percentage,
14.6% (or 20), indicated that their organization does not participate in these programs,

while 8% (or 11) were unsure of their organization’s involvement (Table 15, Figure 12).

Table 15 Frequencies - Government-Funded Programs - Pilot
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Figure 12 Government-Funded Programs - Pilot
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Note: Q5 - Is your organization currently engaged in any Government-funded (e.g.,
Medicare, Medicaid) programs? 1= Yes; 2= No; 5= Unsure

Percentage of Government-funded Programs

Among participants who indicated that their organization’s operations rely on
government-funded programs (77.4%, or 106 respondents), the reported levels of
dependency were as follows: 28.3% (or 30) reported a dependency of 21-50%, 22.6% (or

24) reported 51-80%, 13.2% (or 14) reported 81-100%, and 8.5% (or 9) reported 0-20%.
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Additionally, 27.4% (or 29) were unsure of their organization’s dependency on

government-funded programs (Table 16, Figure 13).

Table 16 Frequencies - Percentage of Government-Funded Programs - Pilot
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Figure 13 Percentage of Government-Funded Programs- Pilot
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Note: Q6 - What percentage of your organization's operations depend on Government-

funded programs? 1= 0-20%; 2= 21-50%; 3= 51-80%; 4= 81-100%; 5= Unsure
Reporting of Quality Data
Participants were asked if their organization must submit quality data or
performance metrics for government-funded programs. The responses were as follows:
69.8% (or 74) answered 'Yes,' 26.4% (or 28) answered 'Unsure,' and 3.8% (or 4)

answered 'No.' (Table 17, Figure 14).
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Table 17 Frequencies - Requirement to Submit Quality Data- Pilot
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Figure 14 Requirement to Submit Quality Data - Pilot

07 = Qualiny Data

Note: Q7 - Is your organization required to submit quality data or performance metrics
for Government-funded programs? 1=Yes; 2=No; 5=Unsure

Test of Normality

Normality tests using Kolmogorov-Smirnov (K-S) and Shapiro-Wilk (S-W) were
performed to evaluate the sample data for normal distribution. A p-value <.05 would
indicate a significant departure from normality, and a p-value >.05 would indicate that
the data is normally distributed. Overall, K-S and S-W tests showed a significance of
<.05 on all constructs.

Awareness of Organizational Performance (AOP)
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The mean of AOP scale was 3.85 (SD .623). An examination of boxplot indicated
one outlier (data point 53). The K-S and W-S tests indicate that the data was not normally
distributed p<.05 (p<.001, p<.001). The Q-Q plot showed a skew of the observed values,
with those more concentrated at the upper-right side of the normal distribution with the
outlier on the lower left side (Appendix C4.1).

Rivalry Intensity (RI)

The mean of RI scale was 3.67 (SD .745). An examination of boxplot indicated
one outlier (data point 29). The K-S test indicates that the data was normally distributed
p>.05 (p=.20). The W-S test indicated that the data was not normally distributed p<.05
(p=.03). The Q-Q plot showed observed values following similar distribution to the
expected normal values. A few points at the lower and upper ends deviate slightly from
the normal distribution line, indicating minor skewness. (Appendix C4.2).

Patient Focus (PF)

The mean of PF scale was 5.09 (SD .715). An examination of boxplot indicated
four outliers (data points 19, 10, 135, 130). The K-S and W-S tests indicated that the data
was not normally distributed p<.05 (p<.001, p<.001). The Q-Q plot showed a skew of the
observed values at the lower and upper ends, where a few data points deviate from the
normal distribution line (Appendix C4.3).

Top Management Support (TMS)

The mean of TMS scale was 4.07 (SD .760). An examination of boxplot indicated
four outliers (data points 68, 130, 62, 136). The K-S and W-S tests indicated that the data

was not normally distributed p<.05 (p<.001, p<.001). The Q-Q plot showed a skew of the
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observed values at the upper and lower ends, indicating a slight deviation from the
normal distribution (Appendix C4.4).

Process-Oriented Culture (POC)

The mean of POC scale was 3.80 (SD .618). An examination of boxplot indicated
three outliers (data points 34, 19, 130). The K-S and W-S tests indicated that the data was
not normally distributed p<.05 (p=.05, p=.006). The Q-Q plot showed a skew of the
observed values, where a few points fall below the normal distribution line and at the
upper end, where a few points are slightly above the line. This indicates minor skewness
departure at the tails (Appendix C4.5).

IT Personnel Business Knowledge (ITPBK)

The mean of ITPBK scale was 4.10 (SD .721). An examination of boxplot
indicated five outliers (data points 57, 60, 30, 70, 130). The K-S and W-S tests indicated
that the data was not normally distributed p<.05 (p<.001, p<.001). The Q-Q plot showed
a skew of the observed values, with those more concentrated at the upper and lower ends
indicating a slight deviation from the normal distribution (Appendix C4.6).

Perception of Readiness (PR)

The mean of PR scale was 3.51 (SD .425). An examination of boxplot indicated
three outliers (data points 111, 126, 130). The K-S and W-S tests indicated that the data
was not normally distributed p<.05 (p<.001, p=.002). The Q-Q plot showed a skew of the
observed values at the upper and lower ends, indicating a slight deviation from the

normal distribution (Appendix C4.7).

55



Perception of Need (PN)

The mean of PN scale was 4.19 (SD .722). An examination of boxplot did not
indicate outliers. The K-S and W-S tests indicated that the data was not normally
distributed p<.05 (p<.001, p=.002). The Q-Q plot showed that observed values are
skewed and do not fall perfectly along the normal distribution line (Appendix C4.8).

Intention to Adopt (INT)

The mean of INT scale was 4.13 (SD .644). An examination of boxplot indicated
one outlier (data points 136). The K-S and W-S tests indicated that the data was not
normally distributed p<.05 (p<.008, p<.001). The Q-Q plot showed a skew at the upper
and lower ends, indicating a slight deviation from the normal distribution (Appendix
C4.9).

Explanatory Factor Analysis (EFA)

Prior to performing an EFA, the recoding of 2 items for construct Perception of
Need (PN) was completed to ensure consistency with the scale (Table 18). The items
were recorded into different values: PN3 (“It doesn't make sense for my organization to
make quality improvements at this time”’) recoded to PN3 rec, and PN4 (“No one has

explained to me why quality improvement/s must be made”) recorded to PN4 rec.

Table 18 Recording Values

Original value | Recorded value
1 5
2 4
3 3
4 2
5 1
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A principal axis factor analysis was conducted on 61 items with Oblimin rotation.
The Kaiser-Meyer-Olkin measure verified the sampling adequacy for the analysis,

KMO=.865 (Table 19).

Table 19 KMO Value
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All KMO values for individual items were greater than .695 (> the bare minimum of .5)
(Appendix C5). The initial analysis was run to obtain eigenvalues for each factor in the
data. Nine factors had eigenvalues over Kaiser’s criterion of 1 and, in combination,
explained 69.13% of the variance (Table 20). The scree plot showed nine factors retained

(Figure 15).
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Table 20 Total Variance Explained
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Pattern Matrix

The initial Pattern Matrix showed nine factors with the following loadings: Items
AOPI, PNC4 rec, POCS, and POC3 did not load on any factor; Items INT1, INT2, and
INT3 loaded on the same factor 1 as PR items; Items RI7 and RI6 loaded on the same
factor 3 as AOP items; Item POC7 loaded on the same factor 5 as PN items; item INT6
loaded on two factors; Items POC9, POC10, and POC11 loaded on factor 7, and the rest

of items POC1, POC2, POC3, POC4, POCS5, and POC6 loaded on factor 9 (Table 21).

Table 21 Initial Pattern Matrix
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After performing several iterations that included removing factors (AOP1, AOP2,
INT1, INT2, INT3, PR4, PRS, POC1, POC2, POCS, POC9, POC10, POC11, RIl1, RI3,
RI6, RI7 and PN4 rec) due to not loading on any factor or cross-loading on multiple
factors, all items were loaded appropriately on nine factors. The final table is listed below

(Table 22).

Table 22 Final Pattern Matrix
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Reliability Analysis

The next step was a reliability test and analysis. The results indicated that eight
out of nine factors had high reliability, with Cronbach Alpha greater than a threshold
of .70. One factor (RI) had slightly lower reliability with Cronbach Alpha .69 (<.70)

(Table 23, Appendix C6).

Table 23 Reliability Test Results

Factor Construct Cronbach
Alpha
1 Intention to Adopt (INT) .90
2 IT Personnel Business Knowledge (ITPBK) 93
3 Top Management Support (TPS) .88
4 Perception of Need (PN) .76
5 Patient Focus (PF) .85
6 Awareness of Organizational Performance (AOP) 74
7 Process-Oriented Culture (POC) 75
8 Rivalry Intensity (RI) .69
9 Perception of Readiness (PR) .85
Pilot Summary

The pilot study was completed between September and November 2024. The
survey was distributed through Qualtrics and CloudResearch, and 150 participants were
recruited. After data cleaning, which included removing duplicates, failed attention
checks, and outliers in survey completion time, the final sample was 137 participants.

The data analysis included descriptives on background and demographic
questions, normality tests, EFA, and reliability tests. Participants represented a range of
departments and roles in the healthcare industry, with most coming from clinical,
administrative, and operational areas. Demographic data captured age, gender,

organization type, size, and participant tenure. Key questions assessed participants'
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awareness of quality improvement initiatives, use of CAHPS surveys, and involvement in
government-funded programs.

The normality tests were performed to evaluate the sample data for normal
distribution. Based on the K-S and W-S tests, the sample data was not normally
distributed for all constructs. The exploratory factor analysis and reliability tests validated
the survey instrument. After performing the EFA and removing items that either did not
load on any factor or were cross-loading on more than one factor, all items loaded
appropriately on nine key factors. Most constructs demonstrated strong reliability
(Cronbach’s Alpha > 0.70), with the exception of one factor (RI- Rivalry Intensity) that
had reliability slightly below the threshold (.69).

Based on the pilot study's results, the survey instrument was modified in
preparation for the main study. Several questions were reworded for clarity (AOPI,
AOP2, AOP5, RI1, RI3, RI6, RI7, PF5, POC1, POC3-11, PR2, PR3, PRS5, PN4, INT1-
2), three were removed (POC2, PR4, INT3) because they were duplicative, two were
added (INT7, PN5) to ensure the appropriate number of questions were covered to
measure the construct, and questions with high reliability were retained. Another
modification was creating categories for departments and roles, as the respondents were
prompted to type and provide their specific departments and roles in a text box. The
departments were grouped into categories: administrative, clinical, financial, IT, and
other operational departments. Roles were categorized as registered nurse, physician,
administrative, financial specialist, IT analyst, manager, analyst, and other operational

roles.
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DATA ANALYSIS AND RESULTS

The main study was launched on November 25, 2024, and achieved a 100%
completion rate for the target goal of 300 participants. The target criteria included
participants from United States, working in the Healthcare industry, with the supervisory
role of C-Level, Owner, Partner, President, Vice President, Director, Manager, Analyst,
Assistant or Associate, Administrative, Consultant or Volunteer, and the employment
sector of Government, For Profit, and Nonprofit. The target criteria for participation
focused on recruiting individuals from the U.S. healthcare industry, as the research aims
to investigate the adoption of quality improvement initiatives within U.S. healthcare
organizations. Criteria were set to include both management and non-management roles
to ensure a broad sample representation. Employment sector information was gathered to
understand the distribution of participants across government, for-profit, and non-profit
organizations. An informational statement provided an overview of the study, advising
participants that the survey was voluntarily anonymous and that responses would remain
confidential. Before accessing the study, participants completed a CAPTCHA to confirm
authenticity. Following CAPTCHA verification, participants were prompted to answer
background and demographic questions before proceeding to the main survey questions.
All questions were required to be answered to advance through the survey. Upon
completion, a $4 monetary incentive was offered to thank participants for their time.

Data was uploaded from Qualtrics and included a total of 300 responses. The survey
included three attention-check questions: ATT1, ATT2 — “To ensure you are a real
person, please select Neither agree nor disagree' to this statement” and ATT3 — “To

ensure you're paying attention, please select "Pizza" from the list below: Burger; Salad;
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Pizza; Pasta; Sandwich”. Eleven participants failed attention-check questions ATT1 (6
participants), ATT2 (5 participants), and were excluded from the analysis. All
participants passed the attention-check question ATT3.

Outliers were identified by means of a Mahalanobis distance analysis, as follows.
First, the squared Mahalanobis distance for the multivariate responses of each participant
in the survey (considering only the questions measuring the constructs of interest and
excluding others, such as demographics, attention checks, etc.) was calculated. Second, a
cutoff was determined, based on the appropriate degrees of freedom for the number of
variables involved, with probability of 0.999. Third, the squared Mahalanobis distance
for each row of data was compared to the cutoff to identify which observations lay
outside of the specified limits. Twenty one responses were flagged as outliers and
removed from any subsequent analyses. After making exclusions, 268 responses
remained in the study.

The average duration time for the survey was 570.23 seconds with a standard
deviation of 465.12 seconds. No responses were identified below the reasonable
threshold; therefore, all data was retained in the study for analysis (Table 24). Figure 16
shows the distribution of time taken to complete the survey, and Figure 17 shows survey

time outliers.
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Table 24 Survey Time Statistics

Statisties
Durakion fin seconds)
H Walid 2E8

Missmg 1]
Mean 57023
Median 424 0
d. Deviation 465.127
Rarge 3300
Mindrmum 123
Maximum 3423

Figure 16 Histogram — Duration
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Figure 17 Boxplot - Survey Time Outliers
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Data and Variables

The survey instrument included background and demographic questions.
Background questions gathered information on participants' organizational profiles to
assess their involvement in quality improvement initiatives, the types of initiatives in
place, the use of CAHPS (Consumer Assessment of Healthcare Providers and Systems)
surveys as input for quality improvement, and the role of government-funded programs in
supporting these efforts. Demographic questions collected general information on
respondents’ age, gender, organization type, size, tenure, department, and role, providing
insight into the characteristics of the participants. The measurement items for
independent, mediating, and dependent variables used a 5-point Likert scale, anchoring
1= Strongly disagree; 2= Somewhat disagree; 3= Neither agree nor disagree; 4=

Somewhat agree; and 5= Strongly agree.
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The survey was modified based on the pilot study’s results. First, several
questions were reworded for clarity. Three questions (POC2, PR4, and INT3) were
removed from the survey because they were duplicates or similar in wording to other
questions. Two new questions were added (INT7 and PN5). Other changes included
creating categories for departments and roles. Several selections for the type of
organization were removed to simplify the options for the participants. The complete

survey is listed in Appendix D.

Descriptive Analysis

Participants’ Gender
The main data consisted of 268 participants, of which 64.6% (or 173 participants)
were females, 34.7% (or 93 participants) were males, and .7% (or 2 participants) were

non-binary (Table 25).

Table 25 Participants’ Gender

Gender
L, e
shgubtey  Percent  Wald Perorl Prrent
wakd 1 91 14.7 14,7 14,7
k. 173 B E Ed B 99.3
[ F T T 1000
Teonal 264 [ L] 10000

Note: 1= Male; 2= Female; 3= Non-binary

Participants’ Age

The average age of participants was 38.64 years old, with a standard deviation of
10.99. The participants’ ages ranged from 19 to 81 years old (Table 26), with the majority

falling between age 30 and 45 years old (Table 27, Figurel8).
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Table 26 Statistics - Participants’ Age

Statistics
Age
M v alid 268
MR o
kgsn §a.64
Shd. Dewlaton 10.594
Range 62
[T F T ] 1%
lall ¢ bworts Bl
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Table 27 Frequencies - Participants’ Age

Age
[T TE b
Fepqus oy PErgent Yakd Preremi P rde
Vaks 19 1 4 o A
a2 4 1.5 1.5 L9
23 T 2.6 .6 4.5
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2% r 2.5 F X &
L L] a2 .3 1.2
27 ¥ 11 1.1 13.1
24 & 1.5 1.5 4.5
2% E LN 3.0 PR
i 13 4% 4.9 21.4
i r 4.8 bRl %0
LI Lt &1 L] 153
EE] 13 4.9 4.9 16.2
34 1B &7 6.7 419
3% 11 4.1 4.1 470
18 11 4.1 4.1 101
LI 1w 4% 45 e
15 B 10 L] 546
i3 ] 2.3 Z.x L1HE. 3
L L 10 1.7 3.7 6.5
41 ] 2.2 1.r 64.4
LF [ ] 2.8 [
41 L] [ 1.1 LY ]
A4 5 1.9 1.5 7.
LE] 10 1.7 3.7 5.7
45 E N 3.0 ra.?
47 ] 34 LR a2l
44 F o s §2.48
43 & [ 5] 1.5 540
50 5 1.9 1.9 a%.2
51 5 1.3 1.5 341
52 ] 2.2 .x .3
LE] F 7 T .0
54 z L] T 0.8
5% 1 4 o 9.2
56 3 [N | 1.1 33.3
57 I T T 340
LL 2 E .F 4.8
[ ] 1.1 1.1 .9
L2 ] 1 4 o 4.1
L L] 1 A k) 3.5
L 5] z T T 7.4
&7 1 £ £ 378
L] z ¥ T p A
a 1 A4 & T4
71 1 4 o 3.3
L 1 A k] 335
al 1 A L 1043
Tistal FEE Lo 1] LO0.0
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Figure 18 Histogram — Participants’ Age
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Participants’ Race

The largest racial group of participants was white, representing 73.9% (or 198
participants), followed by 13.1% (or 35 participants) of Black or African Americans.
Smaller proportions of participants identified with other racial or ethnic categories, such
as Chinese, 2.6% (or 7 participants), Vietnamese, 1.9% (or 5 participants), Korean, 1.1%
(or 3 participants), American Indian or Alaska Native, .7% (or 2 participants), Asian
Indian, .4% (or 1 participant), Filipino, .4% (or 1 participant), and Japanese, .4% (or 1
participant). A notable proportion of participants selected "An ethnicity not listed here,"
4.9% (or 13 participants) or "Other," .4 (or 1 participant), indicating a diversity of
unlisted ethnic backgrounds. Additionally, some participants opted not to disclose their
race, as reflected in the "Prefer not to say" .4% (or 1 participant) category (Table 28,

Figure 19).
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Table 28 Frequencies - Participants’ Race

Hace
el el
hegueiy Fenden? Wil Parcanl Perrent

Walkd 1 134 7% 1.9 73.9
4 3% 13.1 11.1 86.9
] (B} 4.9 +.9 1.8
4 7 L 26 94.4
] 5 1.9 1.8 96,5
B 3 (9] 1.1 a7.4
r 2 ' 3 8.1
B ] 4 A 98.5
] ] 4 A 8.9
1] ] 4 4 93.3
11 1 i A 99.6
12 ] 4 4 1040.0
Tl 264 1002 1000

Figure 19 Participants’ Race
Race
et
! 15
.- I s e e
1 F ] L] 4 L] r § L] (8] i1 LF

Note: 1= White; 2= Black or African American; 3= An ethnicity not listed here; 4=
Chinese; 5= Vietnamese; 6= Korean; 7= American Indian or Alaska Native; 8= Asian
Indian; 9= Prefer not to say; 10= Filipino; 11= Japanese; 12= Other

Participants’ Education

Participants’ educational background showed that the largest group, 38.4% (or
103 participants), held a Bachelor’s degree. This was followed by 17.9% (or 48
participants) who completed some college coursework without earning a degree, and

16.8% (or 45 participants) attained a Master’s degree. Additionally, 10.8% (or 29
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participants) held an Associate degree, while 5.6% (or 15 participants) earned a high
school diploma or equivalent. A small minority, 5.2% (or 14 participants), had a
professional degree such as MD, DDS, DVM, LLB, or JD, 4.9% (or 13 participants) had
a Doctorate, and .4% (or 1 participant) had less than a high school diploma (Table 29,

Figure 20).

Table 29 Frequencies - Participants’ Education

Edwcation
Lurrestilres
Heguifdy Feideft vilsd PeroEnl Percest
Wakd T (10 ] 154 IE4 38.4
B LE ] 7% 17.5 56.3
] 4% 16 g 16,8 5.1
1 23 10.8 108 a4.0
g 1% g8 L8 Bi.6
T 4 5.2 5.2 94.8
4 13 LK ] LR ] 9.6
b ] 4 A 1000
Tonal 253 (LN 1000

Figure 20 Participants’ Education

Education

Frequency

Note: 2= Bachelor degree; 8= Some college, but no degree; 3= Master degree; 1=
Associate degree; 5= High school graduate — high school diploma or the equivalent; 7=
Professional degree (for example: MD, DDS, DVM, LLB, JD); 4= Doctorate degree; 6=

Less than a high school diploma
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Participants’ Household Income

Participants’ household income levels represent a broad range, capturing various
socioeconomic backgrounds in lower, middle, and high-level brackets. 2.6% (or 7
participants) chose not to disclose their household income.

Lower-Income Bracket

The lower-income categories, such as less than $10,000 (1.5% or 5 participants),
$10,000-$19,999 (.7% or 2 participants), $20,000-$29,999 (2.6% or 7 participants), and
$30,000-$39,999 (11.2% or 30 participants) are less frequently reported. This indicates a
relatively smaller proportion of participants from lower socioeconomic backgrounds.

Middle-Income Bracket

Several participants reported household incomes in the middle range, such as
$40,000-$49,000 (7.1% or 19 participants), $50,000-$59,999 (8.6% or 23 participants),
$60,000-$69,999 (6.3% or 17 participants), $70,000-$79,999 (9.7% or 26 participants),
$80,000-$89,999 (3.7% or 10 participants), $90,000- $99,999 (5.2% or 14 participants),
$100,000-$124,999 (9.0% or 24 participants), and $125,000-$149,999 (10.8% or 29
participants). These categories collectively represent a significant portion of the sample,
representing the middle-class demographic.

High-Income Bracket:

Participants in the high-income bracket reported household income as follows:
$150,000-$174,999 (7.5% or 20 participants), $179,000-$199,999 (3.4% or 9
participants), $200,000-$224,000 (2.6% or 7 participants), $225,000-$249,999 (.7% or 2

participants), and $250,000 or more (6.3% or 17 participants) (Table 30, Figure 21).
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Table 30 Frequencies - Participants’ Household Income

Househald Income
Lumuaisy
Fenguiacy Firdenk Wakd Perceng Percern
Walkd 4 kL] 11.2 [} ] 1.3
1 0 10.4 [ F FrE.]
B 26 9.7 T LT
11 4 .0 i 40,7
B 23 5.6 L8] 48.3
13 ] .5 rs SE.7
¥ 19 71 .l 1.8
T 17 6.3 [ ] a1
17 17 6.3 6.1 L8]
L] 14 52 53 &LT
) 10 57 LIS B4
14 9 34 34 EEE
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15 7 2.6 2.6 0
1K s &0 FE ] ok
1 5 1.9 1.9 SES
4 Fi o o kN
16 F 7 T jL iR
Total FLL G0 1000

Figure 21 Participants’ Household Income
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Note: 4= $30,000-$39,999; 12= $125,000-$149,999; 8= $70,000-$79,999; 11=
$100,000-$124,999; 6= $50,000-59,999; 13= $150,000-$174,999; 5= $40,000-$49,999;
7= $60,000-$69,999; 17=$250,000 or more; 10= $90,000- $99,999; 9= $80,000-$89,999;
14= $179,000-$199,999; 3= $20,000-$29,999; 15= $200,000-$224,000; 18= Prefer not to

say; 1= Less than $10,000; 2= $10,000-$19,999; 16= $225,000-$249,999

74



Participants’ Employment Status

The majority of participants (81% or 217) were employed full-time. A moderate
number of participants, 11.9% (or 32), were working part-time or identified as students
(2.6% or 7 participants). A considerably smaller number of participants were categorized
as business owners (1.5% or 4 participants), retired (.7% or 2 participants), unemployed
(.4% or 1 participant), and not in paid work (e.g., homemaker, disabled). Several
participants (1.4% or 4) chose “Prefer not to say,” indicating a preference not to disclose

their employment status (Table 31, Figure 22).

Table 31 Frequencies - Participants’ Employment Status

Cmployment Status

L umuisisy
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Figure 22 Participants’ Employment Status

Employment Status

Frequency

Note: 1= Full-time; 2= Part-time; 3= Student; 4= Business Owner; 8= Prefer not to say;
5= Retired; 6= Unemployed; 7= Not in paid work (e.g., homemaker, disabled)
Participants’ Organization Size
The majority 49.6% (or 133 participants) were employed by large healthcare
organizations (with more than 1,000 employees), 33.8% (or 88 participants) by medium-
sized organizations (100-999 employees), and 17.5% (or 47 participants) by small

organizations (1-99 employees) (Table 32, Figure 23).

Table 32 Frequencies - Participants’ Organization Size

Crrgamiration Size
[ NTLITELEN
Freguency Fercent  Wakd Perosre Perser
vakd & T 458 ] 494 l L xs
' L] 3i.8 1.4 L5
1 a7 175 s 18
Tokal Ll 1049.0 1ega
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Figure 23 Participants’ Organization Size
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Note: 3= Large (>1,000); 2= Medium (100-999); 1= Small (1-99)

Participants’ Employment Sector
The majority, 61.2%, were employed in the for-profit sector, accounting for 164
participants. Participants from the non-profit sector made up 27.6% (or 74), while those

working in government organizations constituted 11.2% (or 30) (Table 33, Figure 24).

Table 33 Frequencies - Participants’ Employment Sector
Employment Seciar
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Figure 24 Participants’ Employment Sector
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Note: 1= For Profit; 2=Nonprofit; 3= Government

Participants’ Organization Type

Participants represented various healthcare organizations, including hospitals,
clinics, specialty facilities, health insurance companies, and other healthcare companies.
The most common types of organizations were hospitals (36.6%), other healthcare-
related companies (16.4%), clinics (15.2%) and outpatient facilities (10.4%). Examples
of other healthcare-related companies included home health care, medical records and
research, healthcare consultancy, and other health-specialty facilities. The remaining
21.3% of organizations were health insurance companies, mental health facilities,

laboratories, pharmacies, and medical equipment companies (Table 34, Figure 25).
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Table 34 Frequencies - Participants’ Organization Type

Organization Type
(AT ITHRLN 3
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Figure 25 Participants’ Organization Type

Organization Type

Frequency

Note: 1= Hospital; 9= Other; 2= Clinic; 7= Outpatient Facility; 4= Health Insurance
Company; 6= Mental Health Facility; 5= Laboratory; 3= Pharmacy; 8= Medical

Equipment
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Participants” Department

Participant departments were categorized as follows: (1) Administrative (e.g.,
human resources, patient scheduling, records, etc.), (2) Clinical (e.g., nursing, emergency,
lab & diagnostics, specialty care, pharmacy, mental health, etc.), (3) Financial &
Accounting (e.g., billing, accounts receivable, payroll, etc.), (4) Information Technology
(e.g., tech support, implementation, development, data analytics, etc.), and (5) Other.

The majority of participants were from Clinical departments (43.7% or 117
participants), followed by Administrative (28.4% or 76 participants) and Other
departments accounted for 11.2% (30 participants), and included Research, Social
Services, Procurement, Home Aid, Executive Clinical Administration, and other
miscellaneous departments. The remaining participants were from Information
Technology (10.1% or 27 participants) and Financial & Accounting (6.7% or 18

participants). (Table 35, Figure 26).

Table 35 Frequencies - Participants’ Department

Drepartment

L el Lre

efcy  Frcem  Valid Parcim Prorent
abd 1 117 437 %7 2.7
1 il -1 284 rd FE.0O
3 10 1.2 11.7 BL.3
i 27 TN 10.1 93.3
L Ia [ &, T 100,00

Toual 268 100 100.0
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Figure 26 Participants’ Department
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Note: 2= Clinical; 1= Administrative; 5= Other; 4= Information Technology; 3=

Fraquency

Financial & Accounting

Participants’ Role

Participants' roles were categorized as follows: (1) Administrative (e.g., assistant,
coordinator, scheduler, secretary, etc.), (2) Financial Specialist (e.g., billing specialist,
financial analyst, pricing manager, etc.) (3) IT Professional (e.g., data analyst, system
engineer, quality assurance, etc.) (4) Manager/Director (e.g., project manager, team lead,
supervisor, office manager, research director, etc.) (5) Medical Technician (e.g., lab,
radiology, pharmacy, emergency medical, surgical, medical equipment, etc.), (6)
Physician (e.g., therapist, primary care, clinical dietitian, chiropractic, etc.), (7)
Registered Nurse (e.g., LPN, nurse practitioner, case manager, etc.) and (8) Other.

The most commonly represented roles were Administrative (22.4% or 60
participants), followed by Manager/Director roles (21.3% or 57 participants), Registered

Nurse (13.1% or 35 participants), and Other roles accounted for 13.1% (or 35
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participants) and included Home Health Aid, Customer Service, Research Scientist,
Quality Professional and other miscellaneous roles. The remaining roles included
Medical Technician (10.4% or 28 participants), Physicians (7.8% or 21 participants), IT
Professional (6.3% or 17 participants) and Financial Specialist (5.6% or 15 participants)

roles. (Table 36, Figure 27).

Table 36 Frequencies - Participant Role

Role

Currrslilien
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Figure 27 Participants’ Role
Raole
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-

-
-
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Note: 1= Administrative; 4= Manager/Director; 7= Registered Nurse; 8= Other; 5=

Medical Technician; 6= Physician; 3= IT Professional; 2= Financial Specialist
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Participants’ Tenure

Respondents’ tenure at their current organization was distributed as follows: 9.7%
(or 26 participants) had less than 1 year, 47.4% (or 127 participants) had 1-5 years,
25.7% (or 69 participants) had 5-10 years, and 17.2% (or 46 participants) had more than

10 years (Table 37, Figure 28).

Table 37 Frequencies - Respondent’s Tenure

Tenure
CurrrslaLret
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Figure 28 Respondent’s Tenure
Tenure
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Note: 2= 1-5 years; 3= 5-10 years; 4= More than 10 years; 1= Less than 1 year
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Participants’ Organization Quality Improvement Involvement

Participants were asked whether their organization was currently involved in
quality improvement initiatives. The results indicated that 213 (or 79.5%) out of 268
respondents reported that their organization was involved in quality improvements,
signifying active involvement in quality improvement efforts. A smaller portion (6.7% or
18 participants) responded that their organization is not currently involved in quality
improvements, while 13.8% (or 18 participants) of respondents were unsure about their
organization’s participation in such an initiative (Table 38, Figure 29). The top selections
for quality improvement initiatives were organizational process improvement (32.5% or
87 participants), patient care improvement (31% or 83 participants), patient experience
and satisfaction improvement (15.3% or 41 participants), and other (.7% or 2

participants) (Table 39, Figure 30).

Table 38 Frequencies - Participants’ Organization Quality Improvement Involvement
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Figure 29 Participants’ Organization Quality Improvement Involvement

Q1 = Quality Improvement Involvement

Thi

L1]

Note: Q1 - Is your organization currently involved in quality improvement initiative/s?

1=Yes, 2=No, 3=Unsure

Table 39 Frequencies - Participants’ Organization Quality Improvement Type

Q2 - Quality Improvement Type
Currulitig
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Figure 30 Participants’ Organization Quality Improvement Type

02 - Cuality Improvement Type
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Note: 1= Organizational process improvement (e.g., workflows, efficiency, automation,

optimization), 2= Patient care improvement (e.g., clinical protocols, safety), 3= Patient
experience and satisfaction improvement, 4= Other

Use of CAHPS Survey

Participants were asked whether their organization uses CAHPS (Consumer
Assessment of Healthcare Providers and Systems) surveys. CAHPS is a program
overseen by the Agency for Healthcare Research and Quality that develops standardized
surveys for assessing patients’ experience with healthcare providers and health plans. The
surveys focus on quality aspects, such as providers' communication skills and ease of
access to healthcare services (About the CAHPS Program and Survey, 2024). The
responses indicated that 42.5% (or 114) of participants were unsure about their
organization’s use of CAHPS surveys, indicating that they were unaware of such an
initiative. 32.1% (or 86) of participants indicated that their organization uses CAHPS

surveys for various reasons (Table 40, Figure 31). The participants were asked about the
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purpose of CAHPS data usage for their organizations. The results showed that quality
improvement initiatives represented the top choice (12.3% or 33 participants), public
reporting of healthcare quality data (3% or 8 participants), government funding (2.6% of
7 participants), accreditation or certification (2.2% or 6 participants), and compensation

and performance reviews (1.1% or 3 participants) (Table 41, Figure 32).

Table 40 Frequencies - CAHPS Usage

08 - CAHPS Usage
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Figure 31 CAHPS Usage

153
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Note: Q3 - Does your organization use CAHPS (Consumer Assessment of Healthcare

Providers and Systems) surveys? 1= Yes; 2= No; 3= Unsure
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Table 41 Frequencies - CAHPS Purpose

04 - CAMPS Purpose
Cumulithg
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Walid B EE] 12.3 184 B4
Ll 2% L0.8 BL.T Tl
5 ] 1.0 8.3 El4
3 7 2.6 8.1 ER.5
] ] 2.4 L) B 5
2 3 I.1 3.5 1000
Total LL] 5d.1 1000

Mkt Sysiem 142 67.9

Totl 168 1040.0

Figure 32 CAHPS Purpose

04 - CAHFS Purpose
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Note: Q4 - For what purpose does your organization use CAHPS data? 6= Quality
Improvement initiatives; 4= Patient experience improvement; 5= Public reporting of
healthcare quality; 3= Government funding; 1= Accreditation or certification; 2=
Compensation and performance reviews

Government Funding
'

Survey questions about government funding were included to assess participants

organizations' involvement in programs such as Medicare and Medicaid, the percentage
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of operations reliant on these programs, and whether the organization must submit quality
data for government-funded programs. The results showed that 72.4% (or 194
participants) reported their organization’s engagement in government-funded programs.
A smaller percentage, 15.7% (or 42 participants), indicated that their organization does
not participate in these programs, while 11.9% (or 32 participants) were unsure of their

organization’s involvement (Table 42, Figure 33).

Table 42 Frequencies - Government-Funded programs

0% - Gevernment Funding
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Figure 33 Government-Funded Programs

Q5 - Gowvernment Funding

Frequency

ko]

Note: Q5 - Is your organization currently engaged in any Government-funded (e.g.,
Medicare, Medicaid) programs? 1= Yes; 2= No; 3= Unsure

Percentage of Government-funded Programs
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Among participants who indicated that their organization’s operations rely on
government-funded programs (72.4%, or 196 respondents), the reported levels of
dependency were as follows: 23.1% (or 60 participants) reported a dependency of 21-
50%, 17.2% (or 46 participants) were unsure about the percentage of government
funding, 11.2% (or 30 participants) reported 81-100%, 10.8% (or 29 participants)

reported 51-80% and 10.1% (or 27 participants) reported 0-20% (Table 43, Figure 34).

Table 43 Frequencies - Percentage of Government-Funded Programs

Q6 - Percentage of Government Funding
Curfulitive
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Figure 34 Percentage of Government-Funded Programs
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Note: Q6 - What percentage of your organization's operations depend on Government-
funded programs? 1= 0-20%; 2= 21-50%; 3= 51-80%; 4= 81-100%; 5= Unsure

Reporting of Quality Data

Participants were asked if their organization must submit quality data or
performance metrics for government-funded programs. The responses were as follows:
'

48.9% (or 131 participants) answered 'Yes,' 20.9% (or 56 participants) answered 'Unsure,

and 2.6% (or 7 participants) answered No.' (Table 44, Figure 35).

Table 44 Frequencies - Requirement to Submit Quality Data

07 - Quality Dats Reparting
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Figure 35 Requirement to Submit Quality Data

Q7 = Quality Data Reporting

LEE

Friequency

%3

a4

Note: Q7 - Is your organization required to submit quality data or performance metrics

for Government-funded programs? 1=Yes; 2=No; 3=Unsure
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Test of Normality

Normality tests using Kolmogorov-Smirnov (K-S) and Shapiro-Wilk (S-W) were
performed to evaluate the sample data for normal distribution. A p-value <.05 would
indicate a significant departure from normality, and a p-value >.05 would indicate that
the data is normally distributed. Overall, K-S and S-W tests showed a significance of
<.05 on all constructs.

Awareness of Organizational Performance (AOP)

The mean of the AOP scale was 4.01 (SD .636). An examination of boxplot
indicated one outlier (data point 244). The K-S and W-S tests indicate that the data was
not normally distributed p<.05 (p<.001, p<.001). The Q-Q plot showed a skew of the
observed values, with those more concentrated at the upper-right side of the normal
distribution with the outlier on the lower left side (Appendix D4.1).

Rivalry Intensity (RI)

The mean of the RI scale was 3.66 (SD .762). An examination of boxplot did not
indicate outliers. The K-S and W-S tests indicate that the data was not normally
distributed p<.05 (p<.001, p<.001). The Q-Q plot showed a skew of the observed values,
with points deviating in the upper right and lower tails (Appendix D4.2).

Patient Focus (PF)

The mean of PF scale was 4.03 (SD .806). An examination of boxplot indicated
one outlier (data points 251). The K-S and W-S tests indicated that the data was not
normally distributed p<.05 (p<.001, p<.001). The Q-Q plot showed a skew of the
observed values at the lower left ends, where a few data points deviate from the normal

distribution line (Appendix D4.3).
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Top Management Support (TMS)

The mean of TMS scale was 4.16 (SD .716). An examination of boxplot indicated
six outliers (data points 49, 6, 254, 109, 16, 251). The K-S and W-S tests indicated that
the data was not normally distributed p<.05 (p<.001, p<.001). The Q-Q plot showed a
skew of the observed values at the lower left ends, where a few data points deviate from
the normal distribution line (Appendix D4.5).

Process-Oriented Culture (POC)

The mean of POC scale was 3.98 (SD .739). An examination of boxplot indicated
four outliers (data points 18, 251, 47, 122). The K-S and W-S tests indicated that the data
was not normally distributed p<.05 (p=.05, p=.006). The Q-Q plot showed a skew of the
observed values, where a few points fall above the normal distribution line, and at the
lower left end. This indicates minor skewness departure at the tails (Appendix D4.6).

IT Personnel Business Knowledge (ITPBK)

The mean of ITPBK scale was 4.08 (SD .848). An examination of boxplot
indicated six outliers (data points 189, 221, 171, 23, 198, 251). The K-S and W-S tests
indicated that the data was not normally distributed p<.05 (p<.001, p<.001). The Q-Q
plot showed a skew of the observed values, with those more concentrated at the upper
and lower ends indicating a slight deviation from the normal distribution (Appendix
D4.7).

Perception of Readiness (PR)

The mean of PR scale was 4.14 (SD .638). An examination of boxplot indicated
four outliers (data points 129, 72, 739, 9). The K-S and W-S tests indicated that the data

was not normally distributed p<.05 (p<.001, p=.002). The Q-Q plot showed a skew of the
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observed values at the upper and lower ends, indicating a slight deviation from the
normal distribution (Appendix D4.8).

Perception of Need (PN)

The mean of PN scale was 4.43 (SD .551). An examination of boxplot did not
indicate outliers. The K-S and W-S tests indicated that the data was not normally
distributed p<.05 (p<.001, p<.001). The Q-Q plot showed that observed values are
skewed on both upper and lower ends, and do not fall perfectly along the normal
distribution line (Appendix D4.9).

Intention to Adopt (INT)

The mean of the INT scale was 4.24 (SD .643). An examination of boxplot
indicated three outliers (data points 102, 42, 251). The K-S and W-S tests indicated that
the data was not normally distributed p<.05 (p<.001, p<.001). The Q-Q plot showed a
skew at the upper and lower ends, with data points falling above the normal distribution

line on the lower left side (Appendix D4.10).

Multivariate Normality Analysis

In addition to examining the univariate normality of each individual construct, a
multivariate normality analysis was conducted with the MVN R package (Korkmaz et al.,
2014). Results indicate departures of multivariate normality per the Mardia, Henze-
Zirkler, Anderson-Darling and Royston tests; see also the multivariate Q-Q plot presented
in Figure 36, based on squared Mahalanobis distances. In order to take into account these
deviations from multivariate normality, subsequent analyses employed the MLM

estimator, which incorporates robust standard errors and a Satorra-Bentler scaled test
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statistic, instead of the default ML estimator, which assumes multivariate normality in the

distribution of the data (Figure 36).

Figure 36 Chi-Square Q-Q Plot

Chi-Bguang 3-0 Plat

Confirmatory Factor Analysis (CFA)

CFA of the data was performed to establish an acceptable measurement model.
The data included a total of 48 items for nine factors. All 48 items loaded significantly
(p<.001) in a respective factor, and the overall strength of the loadings ranged from mild
to strong (Table 45). Factor covariances (Table 46) represent relationships between
factors. All factors correlate significantly (p<.001) with the respective factor. The
correlations between factor RI and PF, TMS, POC, ITPBK, PR, PN, and INT show
standard estimates, ranging from .244 to .423, indicating the correlations are not strong.
Correlations between factors PR and PN, INT and PN with INT show high standard

estimates (.716, .607, and .748), indicating the presence of strong correlations.
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Table 45 Factor Loadings
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Table 46 Factor Covariances

Factor Estimates
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Model Indices

The initial model fit indices suggest mixed results regarding how well the model
fits the data. The Tucker-Lewis Index (TLI) is .877 and The Comparative Fit Index (CFI)
is .886, and both do not meet the acceptable range of >=.90. The Root Mean Square Error
of Approximation (RMSEA) is .0575 and slightly above the threshold of <.05. However,
the Standardized RMR (SRMR) is .0643 and within the acceptable range of <=.10.
Overall, based on the model fit indices of CFI, TLI and RMSEA, the model does not
represent an adequate fit and required modifications to align the data better (Table 47).
To improve the model fit, factors with low loadings were removed. That included factors
PN3 rec, POC2, POCI, and RI6. Another modification was to allow residuals PF1 and
PF2 to correlate. After these modifications, the model indices TLI, CFI, SRMR, and

RMSEA fell within the acceptable thresholds (Table 48).

Table 47 Model Indices — Before Modifications

Model Fit
Tkt for Exnet Fit
i . )
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Table 48 Model Indices — After Modifications

Model Fit
Test for Exact Fit
b df 2]
168G WEE « O

Fil Measures
RMSEA 30% CI
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Summary

The results of the CFA showed that model fit indices CFI and TLI were not
within the acceptable thresholds, while the SRMR and RMSEA were within the
standards. This indicated the model did not fit the data well and needed modifications.
The model modifications were performed, such as removing factors with low loading
(RI6, POCI1, POC2, PN3 rec) and allowing for the residuals to correlate (PF1 and PF2).
The CFI, TLI, SRMR, and RMSEA model indices were within the acceptable thresholds,
indicating the model fit the data well. After the model modifications, the next step was to

complete the Structural Equation Modeling analysis.

Structural Equation Modeling (SEM)

The CFA model showed a good fit after modifications, and the next step was
SEM analysis to test the hypotheses. The SEM analysis was performed using the
Maximum Likelihood (ML) method. The model fit indices of the results show the CFI
of .994, TLI of .993, SRMR of .066, and RMSEA of .054, all of which are within the

acceptable thresholds and indicate a good fit (Table 49). Table 50 reports covariances
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between constructs. The squared multiple correlations (R-squared) indicate the variance
in endogenous latent variables. The results showed that R?=.72 for the PN construct,
suggesting that its predictors explain 72% of the variance. For construct PR, the R?>=.65,
indicating 65% of the variance was explained by its predictors. Finally, for the dependent

variable INT, the R?=.78, or 78% of the variance explained by the construct’s predictors

(Table 51).

Table 49 Model Indices — ML
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Table 50 Covariances and Correlations

Covariances and correlatons
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Table 51 R-squared
RJ
Variable R?

PN 0.728
PR 0.6586
INT 0.789

Robust Maximum Likelihood (MLM)

The SEM analysis was performed again with the MLM method to evaluate
whether or not the deviation from normality impacted the outcomes. The MLM method
SEM analysis showed results similar to those of the ML method. The CFI was .908
(compared to ML CFI .994), the TLI was .901 (compared to ML TLI .993), the SRMR
was .084 (compared to ML SRMR .066), all of which were within the acceptable

thresholds (Table 52).
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Table 52 Model Indices — MLM
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Hypotheses Summary

The construct relationship paths summarized below were tested using the ML
analysis. Table 53 includes parameter estimates of the relationship between the
constructs, and Table 54 represents the final results of the hypothesis testing.

Hypothesis 1 (H1) examined the relationship between Awareness of Organization
Performance (AOP) and Perception of Need (PN) for Operational Quality Improvement.
Specifically, H1 predicted a positive relationship between AOP and PN, such that
organizations with higher levels of awareness of organizational performance will also
have higher levels of perceived need for operational quality improvement. The results
show a negative and significant relationship between AOP and PN (3= -.663, p=.001),

which does not provide support for the relationship predicted by HI.
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Hypothesis 2 (H2) examined the relationship between Rivalry Intensity (RI) and
Perception of Need (PN) for Operational Quality Improvement. Specifically, H2
predicted a positive relationship between RI and PN, such that organizations that
experience high levels of rivalry intensity will also perceive a greater need for operational
quality improvement. The results show a positive and significant relationship between RI
and PN (3=.301, p=.002), which provides support for the relationship predicted by H2.

Hypothesis 3 (H3) examined the relationship between an organization’s Patient
Focus (PF) and Perception of Need (PN) for Operational Quality Improvement.
Specifically, H3 predicted a positive relationship between PF and PN, such that
organizations with higher levels of patient focus will also have higher levels of perceived
need for operational quality improvement. The results show a positive and significant
relationship between PF and PN (B=1.244, p<.001), which provides support for the
relationship predicted by H3.

Hypothesis 4 (H4) examined the relationship between Top Management Support
(TMS) and Perception of Readiness (PR) for Operational Quality Improvement.
Specifically, H4 predicted a positive relationship between TMS and PR, such that
organizations with higher levels of top management support will also have higher levels
of perceived readiness for operational quality improvement. The results show a positive
and significant relationship between TMS and PR (3=.483, p<.001), which provides
support for the relationship predicted by H4.

Hypothesis 5 (HS) examined the relationship between Process-Oriented Culture
(POC) and Perception of Readiness (PR) for Operational Quality Improvement.

Specifically, H5 predicted a positive relationship between POC and PR, such that

103



organizations with higher levels of process-oriented culture will also have higher levels
of perceived readiness for operational quality improvement. The results show a positive
and significant relationship between POC and PR (B=.351, p<.001), which provides
support for the relationship predicted by HS.

Hypothesis 6 (H6) examined the relationship between IT Personnel’s Business
Knowledge (ITPBK) and Perception of Readiness (PR) for Operational Quality
Improvement. Specifically, H6 predicted a positive relationship between ITPBK and PR,
such that organizations with IT personnel who exhibit higher levels of business
knowledge will also have higher organizational levels of perceived readiness for
operational quality improvement. The results show a positive and not significant
relationship between ITPBK and PR (3=.056, p=.312), which does not provide support
for the relationship predicted by H6.

Hypothesis 7 (H7) examined the relationship between Perception of Need (PN)
and Intention to Adopt (INT) Operational Quality Improvement. Specifically, H7
predicted a positive relationship between PN and INT, such that organizations with
higher need for operational quality improvement also have higher levels of intention to
adopt operational quality improvement. The results show a positive and significant
relationship between PN and INT (B=.762, p<.001), which provides support for the
relationship predicted by H7.

Finally, Hypothesis 8 (H8) examined the relationship between Perception of
Readiness (PR) and Intention to Adopt (INT) Operational Quality Improvement.
Specifically, H8 predicted a positive relationship between PR and INT, such that

organizations with higher levels of readiness for operational quality improvement also
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have higher levels of intention to adopt operational quality improvement. The results

show a positive and significant relationship between PR and INT (B=.172, p<.001),

which provides support for the relationship predicted by HS.

Table 53 Parameter Estimates

Table 54 Hypotheses Summary

Hypotheses

Description

Supported/Not Supported

HI

Awareness of organization performance is
positively related to perception of need for
operational quality improvement.

Not supported

H2

Rivalry intensity is positively related to
perception of need for operational quality
improvement.

Supported

H3

Patient focus is positively related to
perception of need for operational quality
improvement.

Supported

H4

Top management support is positively
related to perception of readiness for
operational quality improvement.

Supported

H5

Patient-oriented culture is positively related
to perception of readiness for operational
quality improvement.

Supported

H6

IT personnel business knowledge is
positively related to perception of readiness
for operational quality improvement.

Not Supported

H7

Perception of need is positively related to
intention to adopt operational quality
improvement.

Supported
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HS8 Perception of readiness is positively related Supported
to intention to adopt operational quality
improvement.

Additional Analysis

Additional analysis was performed on the respondents' organization's use of
CAHPS and engagement in government-funded programs. The assumed hypotheses
indicate a stronger intention to improve quality if the organization uses the CAHPS surveys
and is currently involved in government-funded programs. The sample size for CAHPS
analysis represented the respondents who answered Yes, No, and Unsure to the question,
“Does your organization use CAHPS (Consumer Assessment of Healthcare Providers and
System) survey?” The answer “Yes” was coded as 1 (32.1% or 86 respondents) and “No”
as 2 (25.4% or 68 respondents). The respondents who answered “Unsure” (42.5% or 114
respondents) were excluded. A total of 154 respondents remained for the analysis. The
sample size for Government-funded program engagement analysis represented the
respondents who answered Yes, No, and Unsure to the question, “Is your organization
currently engaged in any Government-funded (e.g., Medicare, Medicaid) programs?” The
answer “Yes” was coded as 1 (72.4% or 194 respondents) and “No” as 2 (15.7% or 42
respondents). The respondents who answered “Unsure” (11.9% or 32 respondents) were
excluded. A total of 236 respondents remained for the analysis.

The additional analysis examined the relationship between CAHPS (CHP) usage
and Intention to Adopt (INT) Operational Quality Improvement. Specifically, the
assumption is that there is a positive relationship between CHP and INT, such that

organizations that utilize CAHPS surveys have higher intention for the operational quality
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than organizations that don’t. The results show a negative and significant relationship
between CHP and INT (8=-0.4699, p<.01) (Table 55), which provides support for the
assumption of CAHPS being a predictor of the intention to adopt operational quality

improvement.

Table 55 CAHPS Usage
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The next additional analysis examined the relationship between Government-
funded (GVN) programs and Intention to Adopt (INT) Operational Quality Improvement.
Specifically, the assumption is that there is a positive relationship between GVN and INT,
such that organizations that engage in government-funded programs have higher intentions
for operational quality than organizations that don’t engage. The results show the
relationship between GNV and INT is not significant (p=.114) (Table 56), which does not
provide support for the assumption that the Government-funded programs’ engagement is

a predictor of the intention to adopt operational quality improvement.
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Table 56 Government-Funded Programs Engagement
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RESULTS, LIMITATIONS, FUTURE RESEARCH, IMPLICATIONS, AND

CONCLUSION

The U.S. healthcare system remains the world’s most expensive, with high costs
projected to triple to nearly $12 trillion by 2040. Our health is essential for physical,
mental, and social well-being, yet 70% of adults are unsatisfied with what U.S. healthcare
offers. While the system continues to advance with technological innovations and
medical capabilities, the costs continue to rise due to inefficiencies, errors, waste, and
other issues that risk patient care and safety. Healthcare companies turn to quality
improvement as a crucial part of achieving operational effectiveness. Organizations that
focus on improvements are more successful in lowering costs and increasing patient
satisfaction. Improvement efforts are proven to realize benefits such as process
efficiencies, operational excellence, and better patient outcomes. On the flip side,
implementing quality improvement is challenging due to the complexities of the
healthcare system. Utilizing traditional methods such as Lean Six Sigma, Total Quality
Management, and other tools is not enough. Research reports that nearly 50% of
improvement projects fail to deliver favorable outcomes. The existing literature on
quality improvement continues to emerge, mostly investigating implementation's success
or failure factors. Bessant et al. (2001) stated that a lack of understanding of the
behavioral dimension is one of the resulting failure factors. Behavioral intentions play a
central role in the adoption of quality improvement initiatives. The previous research
provides a limited narrative in addressing the adoption of quality improvement within

healthcare operations. This creates an opportunity for further research on factors
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contributing to the behavioral intentions to adopt operations quality improvement
initiatives in healthcare organizations.

This study seeks to identify factors influencing the intention to adopt operational
quality improvement in U.S. healthcare organizations through the Theory of Planned
Behavior lens (Ajzen, 1985). As a result, this research is focused on answering the
following research question:

What factors influence the intention to adopt Operational Quality Improvement in U.S.
healthcare organizations?

Planned behavior theorists argue that an individual’s intentions influence human
behavior to take a certain action. When the intention is strong, it is more likely the action
will be performed. Specific belief systems, such as motivations, attitudes, subjective
norms, and perceived behavioral controls, encompass intentions and shape an
individual’s willingness to complete an action (Ajzen, 1991). Our research suggests that
these belief systems shape individual perceptions, such as perceptions of need and
readiness, and serve as precursors to the intention to adopt operations quality
improvement.

The findings imply that healthcare organizations with higher perceptions of need
and readiness are more likely to adopt operations quality improvement. More
specifically, the results of this study indicate that two dimensions — perception of need
and readiness have a significant and positive influence on adoption intentions. In other
words, the results support the idea that healthcare organizations have greater success
implementing quality improvements when there is a compelling reason or necessity. In

addition to believing that improvements are needed, organizations that perceive
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themselves as ready or prepared for changes are more likely to adopt quality
improvements successfully.

For the first dimension, the study hypothesized a positive and significant
relationship between awareness of organizational performance, patent focus, rivalry
intensity, and perception of need. Change theorists argue that the need for change
challenges organizations to recognize the necessity for improvements. Opportunities arise
from external and internal pressures such as market demands, competitive advantage,
company underperformance, inefficiencies, and other opportunities.

Organizational performance is vital as many improvements arise from insights
from performance measures that shape an individual’s perceptual rating of the overall
organizational performance. Healthcare employees are believed to be more likely to
perceive the need for innovation when they are aware of organizational performance
effectiveness. In other words, when individuals within an organization are aware of how
well their organization performs, they are more likely to perceive the need for quality
improvement. For example, poor financial metrics can influence employees’ perception
of the necessity to make changes. The effect of the awareness of organizational
performance on the perception of need was not supported by this study. One possible
explanation may be that the definition of the awareness of organizational performance is
too broad or the participants had little knowledge of their organization’s overall
performance.

External forces such as rivalry intensity influence organizations to make
improvements to sustain competitive advantage in the market. Firms must differentiate

themselves through product and service quality efficiencies to achieve a competitive
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edge. The intensity of rivalry is the degree to which companies exhibit competitive
actions. Establishing operational effectiveness and creating greater customer value can
help a company outperform its rivals. Economist theorists hypothesized that as
competitive advantage intensifies, so does the need for companies to engage in
improvements. The study's findings supported the hypothesis related to the rivalry
intensity and the perception of need. Rivalry intensity was positively and significantly
related to the perception of the need for operational quality improvement. This implies
that as competitive rivalry intensifies in the healthcare industry, it creates a greater need
for organizations to seek improvements. Companies must constantly pay attention to
competition and be agile with improvements to maintain market share.

The third predictor of the perception of need was patient focus. Every healthcare
organization's ultimate goal is patient satisfaction, and every patient is a unique and
active participant in healthcare delivery. Gathering patient feedback, complaints, and
comments are used to improve care. To be patient-focused, organizations must
understand and react to their customer in anticipation of their needs. A customer-driven
organization is more effective in facilitating the identification of improvement
opportunities. For this to happen, everyone in the organization must embrace and own
customer service, be accountable for providing quality service, and address customer
concerns. Patient feedback reveals areas for improvement for healthcare organizations to
address. Examples include reducing wait times, enhancing the quality of care process,
and improving staff behavior, which has proven effective in improving customer
satisfaction. Healthcare organizations prioritizing patient feedback and satisfaction are

better positioned to recognize operational improvement areas. In line with this notion,
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this study found a positive and significant relationship between patient focus and the
organization’s perception of need. This suggests that organizations that put patients first
are more likely to perceive a greater need for operational quality improvement.

For the second dimension, the study hypothesized a positive and significant
relationship between top management support, process-oriented culture, information
technology personnel business knowledge, and the organization’s perception of readiness
for operational quality improvement.

Top management support is a success factor in adopting improvement initiatives,
and previous research provides strong evidence of its contribution to organizational
readiness and adoption behaviors. When management is fully supportive of the change,
committed, and involved throughout the change initiative, implementing improvements is
more likely to be successful. This study's findings supported the hypotheses related to top
management support and the perception of readiness for operational quality
improvement. The results showed a positive and significant relationship, indicating that
strong leadership support is the precursor of an organizational readiness to adopt
improvements. With managers and senior leaders effectively involved in the
improvement efforts, the organization is better positioned to adopt quality improvements
successfully.

The study also hypothesized that process-oriented culture is positively and
significantly related to the organization’s perception of readiness for quality
improvement. Processes are fundamental to organizational success, and a process-
oriented approach has been linked to improved efficiency and performance across

different industries, including healthcare. Studies have shown that organizations with
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strong process orientation are more effective with innovation implementation. A culture
that values process orientation, continuous learning, and improvement fosters positive
attitudes and behaviors aligned with organizational goals. Adopting a process-oriented
mindset in healthcare, where operations are highly complex and cross-functional, can
significantly improve efficiency, quality of care, and readiness for quality improvement
initiatives. Embracing such a culture enables healthcare organizations to manage
complexity, reduce waste, and enhance overall performance. The results of our study
supported the notion that organizations that embrace the process-oriented culture are
more prepared to implement quality improvement. That is to say that organizations with a
process-oriented mindset are better positioned to accept a change. That means that
employees are committed to continuous improvement, understand the organization's
goals, adhere to processes, and know how to execute and measure the processes.

The last predictor, IT personnel business knowledge, was tested to determine an
effect on readiness for operational quality improvement. As most improvement projects
involve technology, the IT personnel play a strategic role. It is imperative for IT
employees to not only have technical expertise but also strong business knowledge. That
includes understanding the business environment, functions, and goals and being well-
informed about quality improvement. Empirical evidence from previous research
indicates that broader and deeper IT knowledge contributes significantly to an
organization’s competitive advantage and flexibility. In turn, organizations with IT
personnel who demonstrate higher levels of business knowledge will perceive themselves
as more ready to adopt operational quality improvement. Despite the research findings in

the literature, this study did not support the impact of IT personnel’s business knowledge
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on the perception of readiness for quality improvement. There may be several
explanations. One reason could be that traditionally, information technology is perceived
as technical; therefore, survey participants could have been biased in that way. Another
explanation may be that participants did not know enough about their organization’s IT
staff regarding business knowledge.

Lastly, additional analysis was completed to evaluate the effects of CAHPS
surveys and Government-funded programs on the organization’s intention to adopt
quality improvement. The participants were asked to answer questions regarding their
organization’s involvement in CAHPS survey and Government-funded programs.
CAHPS surveys must be collected by some healthcare organizations, such as hospitals,
and the results are used to make improvements in patient care and quality. In other words,
CAHPS survey outcomes may serve as input into quality improvement initiatives.
Similarly, if an organization participates in the Government-funded programs, there
might be requirements to provide quality data; therefore, organizations focus on
implementing various improvement programs and initiatives.

The additional analysis findings found that organizations that use CAHPS surveys
are more intentional about implementing improvements. This is consistent with evidence
that the CAHPS survey encompasses quality aspects such as evaluating providers’
communication skills, ease of access to healthcare services, and other metrics.

On the other hand, the organization’s involvement in the Government-funded
programs did not impact the intention to adopt quality improvement. The study’s results
failed to support the idea that healthcare organizations participating in programs such as

Medicare or Medicaid have stronger intentions for quality improvement adoption. This
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could be due to the small sample size or the fact that most participants reported a smaller

percentage of their organizations’ dependency on government-funded programs.

Limitations

This study has certain limitations that should be considered when interpreting
results. First, the nature of the research design (e.g., cross-sectional survey) is a snapshot
at a point in time; therefore, how these relationships evolve and change over time is
unknown. Also, the participants were recruited from the CloudResearch platform and
offered monetary compensation for completing the survey. This introduces a potential for
response bias as participants might be driven by getting the reward rather than a genuine
and honest interest in the survey, compromising the reliability and authenticity of the
responses. Another issue with that is sampling bias, as participants may be motivated by
monetary reward rather than those representative of the target population. Also,
healthcare was selected as the targeted industry; however, it is unclear how
CloudResearch verifies the participants’ legitimacy regarding their demographics. An
opportunity for future research would be recruiting directly from healthcare organizations
to ensure appropriate representation of the targeted audience.

Another limitation is mixed results in predictors in the perception of need, such
as awareness of organizational performance. The data did not provide support for the
positive and significant relationship. As mentioned in the discussion, it could be due to
the lack of clarity in the construct's definition and survey questions. Even though the
questions in the survey were used from an existing scale and the reliability tests were

performed, an opportunity in the future is to refine the survey questions and the definition
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of this construct. Similarly, another mixed results were predictors for the perception of
readiness, such as IT personnel business knowledge. While the construct showed high
reliability, and all the survey questions were clear and appropriate, the findings were
surprising. The relationship did not show significance, which indicates that IT
personnel’s business knowledge does not affect the organization’s perception of
readiness. Future research could be focused on refining the construct differently. Perhaps
the IT predictor should be defined differently, encompassing all aspects of IT, including
the technical and business side.

Moreover, a limitation to consider is the broadness of the operations quality
improvement topic. Even though it is specific to operations, narrowing the research
question to a certain type of quality improvement could be a possibility for further
research. Also, comparing different types of healthcare organizations may reveal nuances
of how intentions to adopt quality improvement vary.

Lastly, the additional analysis of the CAHPS survey indicated that organizations
have greater intentions of adopting quality improvement when using CAHPS survey
results. This implies that CAHPS is another predictor of the intention to adopt quality
improvement. Further research could be considered by adding the CAHPS construct to

the research model.

Future Research

Other directions for future research stem from the research findings. A significant
and positive relationship was found between rivalry intensity, patient focus, and

perception of need. Future research could focus on evaluating drivers of rivalry intensity
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and patient focus. In other words, research could explore external factors contributing to
the organization’s competition rivalry. Similarly, for patient focus, future research could
evaluate influencing factors that drive organizations to prioritize patient-oriented values
and how they impact the perception of the need for operational quality improvement. Top
management support and process-oriented culture had a significant and positive
relationship with perception of readiness. Future studies could delve into different types
of leadership styles and how they impact the perception of organizational readiness. For a
process-oriented culture, further research could evaluate the impact of specific elements
such as continuous improvement, Lean Six Sigma, optimization, etc., on the readiness for
operational quality improvement. Lastly, both the perception of need and readiness were
strong predictors of the intention to adopt. Further research could examine the strength of
the relationship with the moderating effect (for example, change management strategies
or organization type).

As stated earlier, further research could be considered by adding the CAHPS
construct to the research model. Specifically, exploring the influence of political factor on
the intention to adopt OQI in U.S. healthcare organizations. The broader political
environment, including healthcare policy changes, regulatory requirements,
reimbursement structures, and government incentives, shapes organizational behavior
(Berwick et al., 2008). Medicare and Medicaid funding could act as an external driver
influencing both the perception of need and organizational readiness for OQI. Many
organizations, specifically those that depend on government-funded programs tied to
compliance and performance. The financial dependence on federal reimbursements often

shapes priorities, with operational improvements pursued strategically to meet regulatory
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demands, enhance reimbursement levels, and protect organizational revenue streams
(Curry et al., 2018). Future studies might investigate how varying political climates and
the Government funding incentives influence the organization’s intentions to adopt OQI.
Theoretical Implications

The findings of this research provide both theoretical and practical implications.
The study makes several important contributions to the academic literature on quality
improvement and organizational behavior. The study expands the scope of the previous
research focus by investigating the antecedents of quality improvement adoption in
healthcare operations. Specifically, it builds on the theory of Planned Behavior and
further expands the knowledge by exploring how healthcare employees’ perceptions of
need and readiness influence the intention to adopt operational quality improvement. The
study advances theory by identifying key drivers for the perception of need and readiness.
For the perception of need, the study confirms the role of external pressures such as
rivalry intensity and patient-focused approach as significant influencers for adopting
quality improvement. The effects of top management support and a process-oriented
culture were also found to be significant for adopting quality improvement. These
findings provide empirical validation for extending the body of knowledge for the theory
of planned behavior. Furthermore, this research offers additional opportunities for future
research, such as refining constructs for the IT personnel’s business knowledge and
awareness of organizational performance and/or incorporating additional predictors, such

as the CAHPS survey, into the research model.
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Practical Implications

Practical implications for healthcare leaders, managers, and policymakers include
providing insights into the factors that drive the successful adoption of quality
improvements. These insights are valuable, as previous research reports show that more
than half of improvement projects fail to deliver results. Therefore, informing healthcare
leaders about success drivers would help with strategic decision-making for improvement
implementation. For example, incorporating and prioritizing patient feedback can
increase the need for improvement, influencing the organization to enhance operations.
The importance of top management support and a process-oriented culture can provide
some areas for organizational development. For example, leaders can increase employee
readiness for change by fostering commitment and support, stimulating cross-functional
collaboration, and building a culture that embraces continuous improvement. Knowing
what makes employees perceive a strong need for change and believe that the
organization is ready to act increases the likelihood of successful adoption of quality

improvement.

Conclusion

Due to medical advances, technological innovations, and external pressures,
healthcare organizations face many challenges. Quality improvement becomes essential
as it improves patient outcomes and helps an organization maintain a competitive
advantage. The organization must adopt changes to realize the benefits of quality
improvement. Therefore, healthcare companies must consider factors influencing the

successful adoption of improvements.
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This research identified factors contributing to the organization’s intentions to adopt
operations quality improvement using Behavioral Intentions as the main theory.

The research study evaluated what drives organizations’ perceptions of need and
readiness for quality improvement. The findings implied that healthcare organizations
with higher perceptions of need and readiness are more likely to adopt operations quality
improvement. Identifying needs for improvement, whether through internal identification
of opportunities or external pressures, and being ready for improvement, are indicators of

successful adoption of improvements.
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APPENDICES

Appendix A
1. Construct Definitions
Table 1.1. Construct Definitions
Construct Definition Source
Awareness of Respondent's perceptual rating of | Law & Ngai (2007)
Organizational customer satisfaction on products
Performance and services, customer retention
rate, sales growth rate,
profitability and overall
performance of the organization.
Rivalry Intensity The extent to which firms in this Pecotich et al.

industry frequently and vigorously
engage in outwardly manifested
competitive actions and reactions
in their search for competitive
advantage in the market place.

(1999)

Patient Focus

The organization understands and
reacts to their customer, and
anticipates their future needs. It
reflects the degree to which the
organization is driven by a
concern to satisfy their customer.

Denison & Neale
(1999)

Management Support for
0QI

The extent to which
organizational members felt senior
leaders support the change.

Holt et al. (2007)

Process-Oriented Culture

Values that favor business
processes and their translation in
attitudes and behaviors. The
importance of abstract ideas (i.e.
beliefs or principles) within the
organization to facilitate the
modeling, deployment,
optimization and management of
business processes, as well as
feelings and activities of
organizational members that
express the process-oriented

Looy (2020)
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Construct Definition Source
values beyond the context of
individual business processes.
Information Technology Business skills relate to the ability Byrd & Turner
(IT) Personnel Business of IT personnel to understand the (2000)

Knowledge

business processes they are to
support and to apply the
appropriate technical solutions to
a given business problem.

Perception of Readiness

The extent to which an individual
or individuals are cognitively and
emotionally inclined to accept,
embrace and adopt a particular
plan to purposefully alter the
status quo.

Holt et al. (2007)

Perception of Need

The extent to which one feels that
there are or are not legitimate
reasons and needs for the
prospective change.

Holt et al. (2007)

Intention to Adopt OQI

An individual's readiness and
conscious plan to adopt
Operations Quality Improvement
initiative.

Venkatesh (2003)
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Appendix B
1. Informed Pilot

Table 1.1. Measurement Instrument

—
—
—
—

2. Cover Letter and Instructions for Informed Pilot Participants

Dear Informed Pilot Participant,
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Thank you so much for your willingness to provide your insights regarding the
"Intention to Adopt Operations Quality Improvement in the U.S. Healthcare
Organizations" study.

Introduction

One of the world's most expensive healthcare systems is in the United States, with costs
representing 18% of the gross domestic product (GDP). Staggering results by the Harris
Poll, in partnership with the American Academy of Physician Associates, reported that
nearly 70% of adults say the healthcare system fails to meet their needs in at least one
way. Today's healthcare system is complex and often contradictory. While it offers
remarkable technological and treatment advancements, it is frequently hindered by
inefficiencies, errors, resource limitations, and other issues jeopardizing patient care
accessibility and safety. The healthcare system remains substantially below acceptable
standards in ensuring patient safety and addressing patient needs. In 1998, the Institute of
Medicine released an assessment stating that adverse events such as errors in healthcare
delivery contributed to the deaths of 98,000 patients annually, stressing the necessity for
quality improvement and patient safety. These errors are costly for hospitals and patients,
resulting in patients losing trust in the system and decreased satisfaction of both patients
and health care professionals.

Over the past decade, the focus on efficiency has become a top priority for numerous
healthcare organizations. Prior studies found a positive relationship between quality and
efficiency, increasing patient satisfaction and lower costs. The healthcare industry
considers Quality Improvement (QI) a crucial element in achieving operational
effectiveness. QI involves systematically examining and refining existing healthcare
procedures to enhance patient outcomes, gain operational excellence, cut costs, and boost
efficiency. Quality initiatives are proven to yield benefits to maximize efficiency and
minimize poor performance; however, many healthcare organizations struggle with QI
implementations to achieve desired outcomes.

Despite the wide application of QI in the last 15 years, two out of every continuous
improvement initiative fail to deliver the desired performance. The literature reports that
at least 40% of improvement projects fail and some reports suggest failure rates as high
as 70%. Achieving the success of Operations Quality Improvement (OQI) lies in its
adoption by the organization. By identifying the critical factors that lead to the adoption
of OQI, healthcare organizations can work toward overcoming these challenges.

The findings of this research will contribute to the body of knowledge on quality
improvement, guide healthcare practitioners, policymakers, and academics seeking to
understand the complexity of quality improvement initiatives, develop effective
strategies, and serve as a foundation for further research in the field.

133



About your Participation

In this study, you are asked to join other expert panel members to critique a draft of the
survey instrument intended to be used for data collection in this study. We greatly
appreciate your interest in sharing your expertise in survey design by assisting in
developing the survey instrument.

To guide you in this task, please find below an overview of key elements of this study
and specific directions for your tasks.

Please direct any questions regarding this study or the instructions provided herein to the
following: Liliya Yausheva | Email: lyaus001@fiu.edu

Study Overview

This study explores how specific factors influence the intention to adopt OQI in
healthcare organizations. It will investigate the mediating effects of Perception of Need
and Perception of Readiness on the Intention to adopt OQI. The main objective is to
understand the relationship between the critical factors and perceptions of need and
readiness for OQI and how that influences the intention to adopt OQI.

Summary of Constructs

Construct Variable Type | Definition Scale Source
Intention to Adopt | Dependent An individual’s readiness Venkatesh,
0QI and conscious plan to adopt | 2003
Operations Quality
Improvement
Perception of Need | Mediator The extent to which one Holt et al., 2007

feels that there are or are
not legitimate reasons and
needs for the prospective

change.
Perception of Mediator The extent to which an Holt et al., 2008
Readiness individual/s are cognitively

and emotionally inclined to
accept, embrace and adopt a
particular plan to
purposefully alter the status
quo.
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Awareness of
Organizational
Performance

Independent

Respondent’s perceptual
eating of customer
satisfaction of products and
services, customer retention
rate, sales growth rate,
profitability and overall
performance of
organization.

Law & Ngak,
2007

Rivalry Intensity

Independent

The extend to which
organization in this industry
frequently and vigorously
engage in outwardly
manifested competitive
actions and reactions in
their search for competitive
advantage in the
marketplace.

Pecotich et al.,
1999

Patient Focus

Independent

The organization
understands and reacts to
their patient/customer, and
anticipates their future
needs. It reflects the degree
to which the organization is
driven by a concern to
satisfy its
patients/customers.

Denison &
Neale, 2000

Top Management
Support for OQI

Independent

The extent to which
organizational members felt
senior leaders supported the
change.

Holt et al., 2007

Process-Oriented
Culture

Independent

Values that favor business
processes and their
translation into attitudes and
behaviors. The importance
of abstract ideas (i.e. belief
or principles) within the
organization to facilitate the
modeling, deployment,
optimization, and
management of business
processes, as well as
feelings and activities of
organizational members that

Looy, 2020
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express process-oriented
values beyond the context
of individual business
processes.

IT Personnel
Business
Knowledge

Independent

Business skills relate to the
ability of IT personnel to
understand the business
processes they are to
support and to apply the
appropriate technical
solutions to a given
business problem.

Byrd & Turner,
2000

To achieve this objective, the proposed measurement model (Figure 1) includes the
factors influencing the intention to adopt OQI in U.S. healthcare organizations.

Measurement Model

Figure 1. Measurement Model

Awareness of
Organizational
Performance

Rivalry Intensity

H1(+)

H2(+)

Patient Focus

Management Support for
Operational Cuality
Improvement

Process-Ornented Culture

H3 (+)

H4 [+)

H5 {+)

Perception of Need for
Operational Quality
Improvement

HT(+)

Improvement

Intention to Adopt
Operational Cruality

HE (+)

IT Personnel Business
Knowledge

Hé (+)

Perception of Readiness
for Operational Cruality
Improvement
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Research Context

The empirical study will employ a questionnaire to collect data to test the model's
validity and research hypotheses. The independent and dependent variables are assessed
via five-point Likert-type scales ranging from 'strongly disagree' to 'strongly agree.'

Data will be collected using the online survey tool Qualtrics, and responses will be
collected anonymously. The survey will be distributed to a randomly selected sample of
300 healthcare employees in the United States with experience in operations quality
improvement.

The responses and data will be analyzed using SPSS and the Jamovi software. Validity
and reliability tests will be conducted to ensure the instrument measures what it is
intended to measure and produces consistent results.

Instructions for Review of Survey

You have been selected as a distinguished member of a small, exclusive group of DBA
candidates from Florida International University - Cohort 5.6 and 5.7 with academic
research experience.

Your contribution to this study is significant, and I am privileged to have you on board.
You will provide valuable insights that will help fine-tune the survey instrument for data
collection. Your expertise in survey design is highly regarded, and your input will play an
integral role in ensuring the success of this study.

As areviewer, you are requested to review and evaluate the survey instrument.
Specifically, we are asking you to assess each question and the overall flow of the survey
and provide feedback on your evaluation directly on the survey instrument.

We ask for all suggestions to improve the overall survey instrument. You will receive the
survey instrument listing each item. Read each question/statement and consider if there
are potential issues when providing your feedback and suggestions on whether the
information is:

Criteria for Evaluation:

ID Criteria: Definitions:
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Clear and
understandable?

Is the question or statement phrased clearly and easy to
understand?

Targeted to contributors
in an organization?

Is the question relevant and appropriate for the survey
respondents?

Measuring the variable of
interest?

Does the question accurately measure the construct or
variable it is intended to assess?

Double-barreled?

Does the question ask about two or more issues at once,
making it difficult to answer?

Leading? Does the question suggest a particular answer or influence
the respondent’s answer?

Loaded? Does the question contain assumptions or emotionally
charged language that could bias the response?

Confusing? Is the question difficult to understand due to complex
wording or structure?

Ambiguous? Is the question vague or open to multiple interpretations?

Easy to understand and
answer?

Is the question straightforward, making it easy for
respondents to provide an accurate answer?

Thank you once again for your valuable participation.
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1. Pilot

Table 1.1. Measurement Instrument

Appendix C

AOP1 |My company’s customers/patients perceive that they receive their money's worth when
purchasing services and/or related health products.

AOP2 |My company's customers/patients retention rate is as high as or higher than that of our

A of Respondent's perceptual rating of customer competitors. _ _

Awareness of products and services, customer | AOP3 |My company’s sales growth rate is as high as or higher than that of our
retention rate, sales growth rate, profitability and | AOP4 |My company's profitability is good compared to the overall performance of our business

Performance R
overall performance of organization. sector.

AOPS |My company’s overall performance is strong, considering all key aspects (e.g., financial
performance, customer employee er efficiency, and
market position).

RI1_[My company competes intensely to hold and/or increase its market share.
The extent to which organizations in ths industry RI2 |In our industry, compatitive moves by one company noticeably affect other compating
frequently and vigorously engage in outwardly RI3__|My company typically responds aggressively to actions that competitors initiate.

Rivalry Intensity actions i >

 rair saarch for n e RI4_[In our industry, price is highly intense.
marketplace. RIS _|[In our industry, there Is a wide variety of s,

RI6__|My company has the for strong

RI7_|My company has the for ongoing
The organization understands and reacts to their | PF1 _|In my organization, patient and/or r s often lead to impr
jpatient/customer, and anticipates their future PF2_|In my organization, patient input is incorporated into decision-making.

Patient Focus Independent |needs. It reflects the degree to which the PF3_|In my organization, the patient's interests are always prioritized in decision-making.
organization is driven by a concern to satisty its PF4_|In my organization, have a deap ur of patient wants and needs.
patients/customers. PF5_|In my organization, direct interaction batween staff and patients is actively promoted.

TMS1 | My Senior Leaders have encouraged all employees to embrace Quality Improvement.

TMS2 nization's Top Management has put all their suj behind Quality Improvement.

Top Management Support | Independent ;ﬁ;ﬁxﬂm&:ﬁ:?ﬁ“&“mm“ Tl 783 [My Senior Leaders have emphasized the of Quallty

TMS4 |My arganization's most Senior Leadsr Is committed to Quality Improvement.

TMSS Top Ma ment communicated clearty that our nization is going 1o change.

POC1 [In my organization, cross-functional is the norm among

POC2 |In my organization, cross-functional is among

POC3 |In my organization, process documentation (e.g., function description, proced , Work
instructions, e1c.) is stored at one central location.

\alues that favor business processes and their | POC4 |In my organization, the central location for process documentation is accessibie to all
translation Into attitudes and behaviors. The
importance of abstract ideas (.. beliefs or POCS5 [In my organization, employees’ commitment to continuous process improvement is evident.
within the orgal to facilitate the

Process-Oriented Cuiture modling, 1, and POCS |In my organization, employees adher to processes that deliver the results needed to
management of business processes, as well as achleve goals.
feelings and activities of organizational members | POCT [In my organization, the overall process effectiveness and efficiency results are measured.
that express process-oriented values beyond the
context of individual business processes. POGS |In my organization, the overall process effectiveness and efficiency results are displayed for

all 1o see.

POCY |In my organization, or is very high.

POC10|In my organization, are 1o make process decisions.

POG11|In my organization, employees show enthusiasm for process management.

ITBK1 |My company's Te personnel are about business.
functions.

ITBK2 |My company’s Information Technology personnel understand the organization's objectives.

ITBK3 | My company’s T pe the business
they support.

Business sklis ralate to the abilty of IT ITBKA |My company's T personnel are able 1o analyze business problems.
IT Personnel Business to understand the business processes they are to -
Knowledge Independent | g 10 apply the appropriate tachnical | TE"® mum:any s Information Technology personnel are able 1o develop appropriate technical
solutions fo 2 given business probiem. ITBKE My company's Te personnel are about business
functions.

ITBKT |My company’s Information Technology personnel understand the organization's
environmental constraints (e.g., regulations, competition).

ITBKB | My company’s Information Technology personnel are well-informed about the organization's|
quality improvement Initiative/s.

PR1_|I have a good feeling about Quality Improvement/s.
PR2 || experience change as a positive process.
The extent to which an individual is PR3 | find change r 5
land emotionally inclined to accept, embrace and | _PR4 || am somewhat resistant to change.
Perception of Readiness |  Mediator |, .0t a particular plan o purposefully ater the | PRS |1 am hesitant to integrate improvements into my work.
status quo. PRE_|I think that most changes will have a positive effect on the patients/clients we serve.
PR7 || think that quality improvemnent/s will simplify my work.
PR8 || want to devote myself to quality improvement.
PN1_|There are legitimate business reasons for quallty Improvement inftiative/s.
tion of Need Mediator :::lm;g':m::ﬁ';:::"':::dm:!r;‘;m PN2_|Quality improvements are necessary 10 enhance my organization's overall efficiency.
ke change PN3 It doesn't make sense for my organization to make quality improvements at this time.
PN4 |No one has explained to me why quality improvement/s must be made.

INT1_ || intend to use guality improvements in my work.

INT2 |1 plan to use quality improvements more frequently in my work.

INT3 |1 will try to use quality improvements in my daily wark.

Intention to Adopt Quality Dependent and and INT4 |My intends to adopt qualty i initiatives in the near future.

Improvements [conscious pian to adapt & partcular plan. INTS | My organization Is commitied to implementing quality improvement initiatives.

INTE nization is planning to allocate resources 10 a iality improvement inftiatives.
Itis likely that my organization will adept quality Improvement initiatives within the next year.

2. Background and Demographic Questions

1. Is your organization currently involved in quality improvement initiative/s?
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a. Yes

b. No

c. Unsure
What type of quality improvement initiative/s is your organization currently
involved in? (Select all that apply)

a. Patient care improvement (e.g., clinical protocols, safety)

b. Organizational process improvement (e.g., workflows, efficiency,

automation)

c. Process optimization

d. Patient experience and satisfaction improvement

e. Other (Please indicate below)
Does your organization use CAHPS (Consumer Assessment of Healthcare
Providers and Systems) surveys?

a. Yes
b. No
c. Unsure

For what purpose does your organization use CAHPS data? (Select all that apply)
a. Quality Improvement initiatives

Government funding

Public reporting of healthcare quality

Patient experience improvement

Compensation and performance reviews

Accreditation or certification
g. Other (Please indicate below)

Is your organization currently engaged in any Government-funded (e.g.,

Medicare, Medicaid) programs?

mo a0 o

a. Yes

b. No

c. Unsure
What percentage of your organization's operations depend on Government-funded
programs?

a. 0-20%

b. 21-50%

c. 51-80%

d. 81-100%

e. Unsure

Is your organization required to submit quality data or performance metrics for
Government-funded programs?

a. Yes
b. No
c. Unsure
What is your age group?
a. Less than 18
b. 18-24
c. 25-34
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d. 35-44

e. 45-54

f. 55-64

g. Over 65

9. What is your gender?

a. Male

b. Female

c. Non-binary

10. What employee size is your organization?
a. Small (1-99)
b. Medium (100-999)
c. Large (> 1,000)
11. What type of healthcare organization do you work for?
a. Clinic
b. Hospital
c. Physician Group Practice
d. Health Insurance Company
e. Pharmaceutical Company
f. Mental Health Facility
g. Outpatient Facility
h. Other (Please indicate below)
12. Which department do you work in? (Type in the box below)
13. What is your current title? (Type in the box below)
14. How long have you been working at your current organization?
a. Less than 1 year
b. 1-5 years
c. 5-10 years
d. More than 10 years

. Variables
1. AOPI1-5: Items comprising the “Awareness of Organizational Performance” scale.
2. RII1-7: Items comprising the “Rivalry Intensity” scale.
3. PF1-5: Items comprising the “Patient Focus” scale.
4. TMSI-5: Items comprising the “Top Management Support” scale.
5. POCI1-11: Items comprising the “Process-Oriented Culture” scale.
6. ITBK1-8: Items comprising the “IT Personnel Business Knowledge” scale.
7. PR1-8: Items comprising the “Perception of Readiness” scale.
8. PNI1-4: Items comprising the “Perception of Need” scale.
9. INTI1-7: Items comprising the “Intention to Adopt Quality Improvements™ scale.
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4. Normality Test

4.1 Awareness of Organizational Performance (AOP)

Table 1.1. Descriptives - AOP

Descriptives
Sahoc Sad. Ervor
ADP avy  Mean 385 053
955 Confidence tervel Lower Bound 374
for Maain Upper Bound  3.95
% Trammed Mean 1.56
Nezun £.00
Varane 388
Sid. Devianon 623
Miram=im 1
MU 5
Range 4
Interquarcie Range 1
Sewres) - 782 207
Kurmnss 2.260 ALl

Table 1.2. Test of Normality - AOP

Teits af Mormality

W odmsgon tre - Srrdimoe Traming- Wik
narrins di Sa LIRS df Say.
AL weg 1 5% 1¥7 <001 50 R <.k

& Ll Fors Shgreficands Coenecton
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Figure 1.1. Histogram - AOP

]

#

Frequency

pL=]

Histogram

AOP_avg

Figure 1.2. Q-Q Plot - AOP

Mormal O-0 Plot of ADP_avg

Observed Value
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Figure 1.3. Boxplot — AOP

s
4
£
4
1 f.'lsj
AOP_avg
4.2 Rivalry Intensity (RI)

Table 2.1. Descriptives — RI

Descriptives

Sanstc S Ervon

Ravg Mean 367 064
95% Cosfdence Irterval  Lower Bound 3.54
Yor Matin Upper bousd 3.79
5% Trmmed Mean 3.69
Mesun .n
Varlance 555
Sed. Devianion 745
Mg ]
Maximum 5
Range K
Intesquartie Range 1

Shewre sy -421 207

Kuross 194 A1l
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Table 2.2. Test of Normality — RI

Tests af Mormality

Wi T - B shus pir o=l
Srarm L1} Sa7. S o di &g
RI_ivg Rt} LEy .ron" TR 157 050

®, Thit is & wwes hownd of the rue sigrificanse,
. Libefars Sagaifcarde Cornectann

Figure 2.1. Histogram — RI

Histogram
Mean = 167
S, D, = TS
M= LEF
12.%
1.0
£
5
£
5.0
23
&0
i
RI_avg
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Figure 2.2. Q-Q Plot — RI

Expected Hormal

Hormal -0 Plot of RI_avg

3 i 5
Observed Value

Figure 2.3. Boxplot — RI

29

RiI_avg
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4.3 Patient Focus (PF)

Table 3.1. Descriptives — PF

Descriptives
g iy 5. Errar
FFavg Mean .09 061
958 Conldents imersal Lvwmy Boumd 197
for Mean Uppes s 471
% Trimmed Mean 4,14
Median .20
Wariarce Al
Sad. Derwiaion T15
Wnmum ¥
Ml gimum 5
Earg 3
Imierguartile Rangs ]
Sheaneis = d7h iy
Kuriniy 58 411
Table 3.2. Test of Normality — PF
Tests of Nermality
I TR - ST Shapo-Wik
SR df L8 T 1HE L] Tay
FF_avg A1F 137 <,001 AE8 LET <, 000
&. ILilefors. Sipnificance Cidreomon
Figure 3.1. Histogram - PF
Histogram

PF_avg
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Figure 3.2. Q-Q Plot - PF

Expected Hormal

Hormal -0 Plot of PF_avg

3 i 5
Observed Value

Figure 3.3. Boxplot - PF

EL]
L]
13
11%

130

FF_avg
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4.4 Top Management Support (TMS)

Table 4.1 Descriptives — TMS

Descriptives

Sathe S, Errec

VS vy Mean 4.07 065
95X Confdence wmerval Lower Bound 395
ot UpperSound 420
3% Trimmed Mean 414
Median 4.20
Varunce 572
Sud. Deviaton 760
Mirarram 1
Maxmem 5
Range B
Interquartie Range 1

Skewness «1.350 207

Kurtos i 2,950 A1l

Table 4.2 Test of Normality — TMS

Tests of Mormality

Kolmogorgs-Smirngs” e Wilk
Sansmc df Sg. Sams df S
TG e NTT] 1AF a0 A 137 <000

&, Lilkefon. Sgnificance Comeciion
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Figure 4.2 Histogram — TMS

Histogram

Figure 4.3. Q-Q Plot — TMS

Expected Mormal

Mormal 0-0 Plot of TMS_avg

] 1 i 5
Observed Value
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Figure 4.4. Boxplot — TMS

L1
L1

130
La}
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TS _avg

4.5 Process-Oriented Culture (POC)

Table 5.1. Descriptives — POC

Deescripkives

Seathrk  Sad. Ervow

POC_iey MR 3.6O LR
I5% Coalidndd Blifvil  Lower Bound 165
for Mean Uppir Bsund 180
5% Trimmasd Meas 1.B¥
e 391
Yarianoe 1E1
Sard. Dhirwiathadi B1E
M= T
AT 5
Rurge ¥
It uaribe Fage 1

Shommaiy -4l 207

Furms BEE ALY
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Table 5.2. Test of Normality — POC

Teits af Mormality

EATHgon oy - gy agin-ik
Saure df Sy S e dr iy

POE_ o) ATR 157 a5 T By L]

. Ll fowrs. Shgraficane Coenecton

Figure 5.1. Histogram — POC

Histogram

Frequency

Megr = 28
Sid Dww. = ELE
LER S
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Figure 5.2. Q-Q Plot — POC

Mormal -0 Plot of POC_avg

Expected Mormal

1 i ] i
Observed Value

Figure 5.3. Boxplot — POC

ﬂl'il
130

POC_avg
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4.6 IT Personnel Business Knowledge (ITPBK)

Table 6.1. Descriptives — [ITPBK

Descriptives

Sutssc 510, Error

PR _avg  Mean A 4.10 062
95X Confidence interval  Lowes Bound 3.98
for Mean Uppes Bousd 423
5% Trimmed Mean 416
Medun €13
Varance 520
Sod. Deviation J2
Merermam 1
Maxirmam S
Aange 4
Irnerquartie Range 1

Skewness -1.028 207

Kurnost 1.435 A1l

Table 6.2. Test of Normality — ITPBK

Tests af Mermality
Epdmasgonasy-Smimoey’ Traprge-Wilk
DL df B RIS S df 0
ITFRE_avg L 1¥7 <,001 e 157 <, 001
a. Lilbedors Sagrificance Comecnon
Figure 6.1. Histogram — ITPBK
Histogram

L= b w8
5id Dy, = T3
Hm L3F

i

Frequency

ITPEK_avg
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Figure 6.2. Q-Q Plot — ITPBK

Mormal Q-G Plot of ITPBK_avg

Observed Value

Figure 6.3. Boxplot — ITPBK

50
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L
@

130

ITPBK_avg
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4.7 Perception of Readiness (PR)

Table 7.1. Descriptives — PR

Descriptives

Stanstc  Sud, Eror

PR_avg Mean 3.5t 036
93% Conftidence imerval  Lower Bound 3.43
ot Motn Uppar Bourd 353
SX Trimmed Mean 52
Median 3.50
Varaece 130
S8 Devasion 425
Mirsrmem 2
Maximem H
Lange 2
iergeartse Range 1

Skewness ~.550 207

Kersonis 381 411

Table 7.2. Test of Normality — PR

Tests of Mormality

E imagonos- Smirme® Shapirg- Wil
SLit 1 dr LT LFLH TS af Ca.
FE_awg AR r <000 ST (L 3

& Ll ey Shgreficance Coemecmion

Figure 7.1. Histogram — PR

Histogram

s WA = 541
Sid D, = 425
Hom L3P

Frequency

24 L5 1E L] an a5 §b
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Figure 7.2. Q-Q Plot — PR

Mormal 0-0 Plot of PR_avg

Expected Mormal

2.2 5 1.4 181 4.3 %
Observed Value

Figure 7.3. Boxplot — PR

0

4%

di i
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)
1% T
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o
13
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4.8 Perception of Need (PN)

Table 8.1 Descriptives — PN

Descriptives
Satstc  Sia. Error
PN_avg Mean o™ ——g 4.19 062
::im Werval  Lower 2ound 407
- Upper Bound 431
5% Trmmed Mean 422
Mesan €25
Varance 521
S, Deviation J22
Mimarum )
Mavimun 5
Range :
—"““‘" Range 1
Skrmeeis -.580 207
Kunoss ~. 789 A1l
Table 8.2. Test of Normality — PN
Tests of Narmality
K pimaoge - Smirnos” Shupin-wik
SEATH L al 5§43, SEATHIL ol S
PH_awg 156 137 .81 ERE 13F =130
&, Libpdory Sigrificance Coerection
Figure 8.1. Histogram — PN
Histogram
...a Mt = 418

Sid Dy, = 733
LER

Frequency
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Figure 8.2. Q-Q Plot — PN

Expected Mormal

Mormal Q-0 Plot of PN_avg

15 ii A% 50 55
Observed Value

Figure 8.3. Boxplot — PN
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PR _awg
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4.9 Intention to Adopt Operational Quality Improvement (INT)

Table 9.1. Descriptives — INT

Descriptives
Saasx S Eooe
INT_ivp  Mean 4.13 5%
3% Confidence yerval Lowe’ Bourd 4.02
for Mean Uppes Beuset a24
5% Trimmed Mean a6
Median 414
Varasce 414
8. Deviason B4s
Mirvrram 3
Maximem s
Range 3
e Quartie Range 1
Skewnessy -51) 7
Kurmsis ~.083 ALl

Table 9.2. Test of Normality — INT

Tests of Mormality

K pimiaagangy- Smirngsy Shu p e -k
SAans dr ShL SENTHEE ol Sy
INT_awg el 117r SOOE %0 LET <, ML

. Lilefors Sgnicance Carreoos

Figure 9.1. Histogram — INT

Histogram
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Figure 9.2. Q-Q Plot — INT

Normal Q-0 Plot of INT_awg

Expected Mormal

Observed Value

Figure 9.3. Boxplot — INT
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Table 5.2. Reproduced Correlations
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6. Reliability Test Results

Table 1. Reliability Statistics — INT

Beliability Seatistics
Cremb s
Alpha Based
L]
Cronbach's  Sandardened
Alpha ke B of mems
c. L c_L L

Table 2. Item — Total Statistics — INT

Item-Total Statistics
Leile Varldnds Coarfndtad Lok Cranbuch'
Srabe baan i i em hem-Tomld Alpha if kem
Nem Deleted  Dalated Caralnan | Covalmen Taabeted
INT4 12,34 4.63% . i oL AT7
TS 12.24 4.69% -TaT e N 11
INTH 123,59 409 s ] 40 JABG
HTF 12.17 I#?i- _T55 STE N.1.Ig

Table 3. Reliability Statistics — [TPBK
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Eeliability Statistics
Crowsh by
Alphs Baned
[
Crgnbach's SEaredardered
Alphd e e M of B
530 531 4

Table 4. Item — Total Statistics — ITPBK

Item-Total Statistics
AN Varkrgs L rechia S st el LranEadh s
Seabe Maan f hem ot mi-Tomal L Alpha if Rem
e Ciebened Dt te d Cardplitnn Cotw o L s Lo b 12
MFEK1 28.74 T5BTE a9 B3 918
IMFEKT rd.61 TiEES a04 FIr Ala
MTFEY 28.58 5. 5905 A% Tl 917
IMFaKs 28.90 25534 T06 50 AES
MTFES 28.84 b 3R% el 5EE ]
MFBKE 28.74 T5.563 T69 &1 SED
mreKr 48,82 S OET LRl L] L]
IMFBKE 28.80 F5.00F 791 &5 918
Table 5. Reliability Statistics — TPS
Beliability Seatistics
Crowsh bt
Apha Eaned
[
Cronbach's Sk redardered
Alpha ke N of s
EE L] EE7 5
Table 6. [tem — Total Statistics — TPS
Item-Total Statisticy
il Waildnis Carfmdteid Cquaied Cranach's
Srake Eean of HiEem Rem-Tigdal Muhigls Algka f Bem
Hem Deleted D bered Coerebateen Codrelandn D beressl
Taed i85 S434 T4 19 ] NTH
THGE 16.28 5790 )| BET AR5
TS 16.21 142 F a1 ] 06 NEE]
T 16,23 7,593 T4l i3] fLEL]
TRES 16.65 L 454 AR Ll 904
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Table 7. Reliability Statistics — PN

Eeliability Statistics
Crombias's
Alpha Eased
[
Cronbach’s Sk redardered
Alpha Rem M ol mems
TEE ¥ 3

Table 8. Item — Total Statistics — PN

Item-Total Statistics
Seakk Vardhon Caribied S gl Crnbach’
Sraks bean il FRem e Toda Mubpk Alphs ¥ Bem
inm Debrind et 1 Cioie ba rhaii i ki L e b ned
[T B.56 410 ERD KL AT
PHZ LI A1 Ll 11t ] G4l
PH3_rec B.E1 L6400 S4B [ r] AFF

Table 9. Reliability Statistics — PF

Eeliability Statistics
Crombac's
Adphs Eased
[
Cronbach's SEardardered
Alpha L Y o erey
B55 E5T 5

Table 10. Item — Total Statistics — PF

tem-Total Statistics

Sk WailnlE e et d Faukied LishBich i

Srake kean il o Eem Rrm-Toid Muhigle Alg®g il Bem

Hem [ieleind Db Cowr Lathan Ciniri la tie Cu b 123
Pl 16,58 B840 &7 Tl B24
PFX 16.40 T.745 T B5E 780
PF3 L6.4% . 105 EiE ART N-F1]
PH 16,50 A.902 LD Ll ARl
PFE 16.20 §.444 553 ATE (A54

Table 11. Reliability Statistics — AOP

Beliability Statistics
Criwh br'%
Aphs Eased
[
Cronbach's S el rdered
alpha Remi N of mems
T4F 50 3
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Table 12. Item — Total Statistics — AOP

Item-Total Sratistics
Sike Waildnie Careed Squied Crsntach's
Sarabe Bean if H E#mi Rem-Teta Muligle Algta il Bem
Rem Do brind Dbered Coemelatian Codrelanion Dt bere=d
ADFY P78 2317 EL¥; ] (B8
ALY 7.58 2.100 %15 ANE B 1r
ADFS 7.50 2432 53 209 T4

Table 13. Reliability Statistics — POC

Beliability Statistics
Cronbadi's

Alpha Eased
[
Cronbach’s Sk redardered
Alpha Rems M ol Bems
k1] TES 5

Table 14. Item — Total Statistics — POC

Item-Total Statistics

ik WailndE Carfmdeid Fqukied LshSach 4

Srak bigan il o EEm Rem-Teta Muhigle Algta ' Bem

Hem [ beind Db Coonfrid btk o bt Dn b 123
POCH 15,55 BA27 T EITH B FF]
POCA 15.73 AA7S ATT L5 gLl
POCS 15.59 LORE- L 540 .EEE Jroda
POCH 15,28 A.95% add L] MFT
e = 15.13 3307 530 Ty ] T15

Table 15. Reliability Statistics — RI

Eeliability Statistics

Crovbiaris's
Aphs Eased
[
Cronbach's SEaredardered
Alpha ke M of e
596 57 3

Table 16. Item — Total Statistics — RI

Item-Total Sratistics

Sike Wailandie Cardeteid LA ukigd Cransach's
Srabe Bean iF HEwm Rem-Tota Wuliple Algkg ' Bem

Rem D brind Drebered Cocerre L thi Cioreela tiean Do bere-d
[TF3 735 5342 31 FJ T E1H
RH 7.52 1,046 547 X 13
RIS T.16 3.264 AER .E16 N1
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Table 17. Reliability Statistics — PR

Eeliability Statistics
Crombias's
Alpha Eased
[
Cronbach™s SEardardored
Alpha Rem M ol mems
A58 A5% ]

Table 18. Item — Total Statistics — PR

Item-Total Statistics

il Wanancs Lorradied juaied LronSach i
Scale Mean if A nem Aem-Toa ultiphe Alpea if kem

hem Dekeied L b B8l Lo relalsn L ot L By L e L2l
PE1 19.51 11,6563 fir FTE LI
PRI 19.44 12400 £5E 54T B EL
PE} 19,64 LG58 T2 JHAE 450
PEE 19.68 12.553 LV EiL B EL
PET 19,90 B2 kO KR AR Ll
PEE 19.86 11797 &35 A1E .a3a
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Appendix D

1. Main Study — Revised Measurement Instrument

Table 1.1. Revised Measurement Instrument
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2. Background and Demographic Questions

1. Is your organization currently involved in quality improvement initiative/s?

a. Yes
b. No
c. Unsure

2. What type of quality improvement initiative/s is your organization currently
involved in? (Select the option that best fits the main goal of your organization’s
quality improvement initiative):

a. Patient care improvement (e.g., clinical protocols, safety)

b. Organizational process improvement (e.g., workflows, efficiency,
automation, optimization)

c. Patient experience and satisfaction improvement

d. Other

3. Does your organization use CAHPS (Consumer Assessment of Healthcare
Providers and Systems) surveys?
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a. Yes
b. No
c. Unsure
4. For what purpose does your organization use CAHPS data? (Select the best option
to your knowledge):
a. Quality Improvement initiatives
Government funding
Public reporting of healthcare quality
Patient experience improvement
Compensation and performance reviews
Accreditation or certification
g. Other
5. Is your organization currently engaged in any Government-funded (e.g.,
Medicare, Medicaid) programs?

me e o

a. Yes
b. No
c. Unsure
6. What percentage of your organization's operations depend on Government-funded
programs?
a. 0-20%
b. 21-50%
c. 51-80%
d. 81-100%
e. Unsure

7. Is your organization required to submit quality data or performance metrics for
Government-funded programs?

a. Yes
b. No
c. Unsure

8. What employee size is your organization?
a. Small (1-99)
b. Medium (100-999)
c. Large (> 1,000)
9. What type of healthcare organization do you work for?
Hospital
Clinic
Pharmacy
Health Insurance Company
Laboratory
Mental Health Facility
Outpatient Facility
Medical Equipment
1. Other
10. Which department do you work in? (Select the option that best fits your
department):

SR e oo o
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d.

€

Administrative (e.g., human resources, patient scheduling, records, etc.)
Clinical (e.g., nursing, emergency, lab & diagnostics, specialty care,
pharmacy, mental health, etc.)

Financial & Accounting (e.g., billing, accounts receivable, payroll, etc.)
Information Technology (e.g., tech support, implementation, development,
data analytics, etc.)

Other

11. What is your current title? (Select the option that best fits your role.):

aeo o

g.

h

Administrative (e.g., assistant, coordinator, scheduler, secretary, etc.)
Registered Nurse (e.g., LPN, nurse practitioner, case manager, etc.)
Physician (e.g., therapist, primary care, clinical dietitian, chiropractic, etc.)
Financial Specialist (e.g., billing specialist, financial analyst, pricing
manager, etc.)

IT Professional (e.g., data analyst, system engineer, quality assurance,
etc.)

Manager/Director (e.g., project manager, team lead, supervisor, office
manager, research director, etc.)

Medical Technician (e.g., lab, radiology, pharmacy, emergency medical,
surgical, medical equipment, etc.)

Other

12. How long have you been working at your current organization?

a.
b.
C.
d.

Less than 1 year
1-5 years

5-10 years

More than 10 years

The following demographics were included by default from CloudResearch:

3. Variables

Age

Gender

Education
Household Income
Race

Employment Status

AOP1-5: Items comprising the “Awareness of Organizational Performance” scale.
RI1-7: Items comprising the “Rivalry Intensity” scale.

PF1-5: Items comprising the “Patient Focus” scale.

TMS1-5: Items comprising the “Top Management Support” scale.

POCI1-11: Items comprising the “Process-Oriented Culture” scale.

ITBK1-8: Items comprising the “IT Personnel Business Knowledge” scale.
PR1-8: Items comprising the “Perception of Readiness” scale.

PN1-4: Items comprising the “Perception of Need” scale.

INT1-7: Items comprising the “Intention to Adopt Quality Improvements™ scale.
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4. Normality Tests

4.1. Awareness of Organizational Performance (AOP)

Table 1.1. Descriptives — AOP

Descriptives

Sathoc  Sd, Errec

ADF_avg  Mean 4.01 039
95X Confidence imerval  Lower Bound 593
for Maaa Upper Bound  4.09
3% Trimmed Mean 4.04
Median 4.00
Varunce 404
Sud. Deviaton 636
Mirarram 2
Maxmem 5
Range 3
Irterquartie Lange 1

Skewness - 434 149

Kurtos i -.156 297

Table 1.2. Test of Normality — AOP

Tests of Hormality

Eolmoagongs-Smirngs" A pne- Wik
AT of Sig. Smst df Sig
ADF el Aos 268 « B3l S Fii] « G0l

&, iy fon. Sgnificance Comrection
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Figure 1.1. Histogram — AOP

Histogram

4 L L]
Sid Dww. = JEBE
Ho= k8
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Figure 1.2. Q-Q Plot — AOP

Expected Mormal

Normal -0 Plot of A0F_avg

Observed Value
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Figure 1.3. Boxplot — AOP
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an
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4.2 Rivalry Intensity (RI)

Table 1.1. Descriptives — RI

Descriptives
Satstc  Sad. Erroc
negien 3.66 047
95X Confidence inerval  Lower Bound 157

e e UpperBound 375
3% Trmaed Mesn SN
Median 37
Varwses . am
523, Devazon 782
Maxmem 5
Kange 3
interquarife Range 1
Skewness 312 e
Lo 328 awr
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Table 1.2. Test of Normality — RI

Tests af Normality

Kl meagae- S nge® Ty parg- Wik
Seansne df S, Sransn di Sag.
RLavg 104 24 <000 AT 268 <001

& Ll Fors Skynlizands Cormecan

Figure 1.1. Histogram — RI

RI_awg

Frequency
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Figure 1.2. Q-Q Plot — RI

Mormal -0 Plot of RI_awvg

Expected Mormal

i a Fl

Observed Value
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Figure 1.3. Boxplot — RI

Ri_awg

4.3 Patient Focus (PF)

Table 1.1. Descriptives — PF

Descriptives

Trarien Sid. Errar

FFavg Mean 4.08 T
95N Conldernoe imersal Lrewvns Bgpismd 1,931
for Mean Upper Bausd 413
¥% Trimmad Mean 4.08
Median 4.00
Varisre 650
Sid, Deviation 806
Wnimum 1
Mggimum 5
g &
Inierquartile Range 1

ShEwnEs NTH 1S

Kurlgnis 546 BT
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Table 1.2. Test of Normality — PF

Tests of Mosmality
Lolmogorow-Smirmo” shapim-wik
Snan df Shp S E: 1} Shq
PF_avgy 154 268 o 001 T 264 « 501

&, Likniory Sgrifcarcs Correction

Figure 1.1. Histogram — PF
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Figure 1.2. Q-Q Plot — PF

Expected Mormal

Mermal @-Q Plot of PF_avg

i L] El 5
Observed Value
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Figure 1.3. Boxplot — PF

ISl

FF_avg

4.3. Top Management Support (TMS)

Table 1.1. Descriptives — TMS

Descriptives

Hansng g, Erve

THG_avp Man AT
95% Confderce imerval  Lower Bownd 404
for Mean Upper Bosnd 4,25
5% Trmmed Mean 422
Medan 420
Vastance A0
Sadl. Dviation 716
P y
Mazimum 5
Rasge P
Istrequartile Range 1

Shotwness -1.803 148

Kurtous LIs0 297

Table 1.2. Test of Normality — TMS
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Teuts of Narmality
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Figure 1.1. Histogram — TMS
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Figure 1.2. Q-Q Plot — TMS
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Figure 1.3. Boxplot — TMS
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4.4. Patient-Oriented Culture (POC)
Table 1.1. Descriptives — POC
Descriptives
Satene S, Error
POC_avg Mean , 398 045
95X Conlidence iterval  Lower Bound 3,89
e Upper boued  4.07
5% Trimmed Mean 4.02
Meaan 4.00
Varlaince 546
Sid. Deviation 739
Mawimun s
Range 3
Wnteequarehe Range 1
Skewness -.808 149
Kurtoss 373 297
Table 1.2. Test of Normality — POC
Tests of Normality
Kplmogeoe- Smirngs" W e Wil
ansn ol S SamsnL dr g
PO ey T 268 <00 LT 2EE <001
&, Libefon. Sgnificance Comreciion
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Figure 1.1. Histogram — POC
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Figure 1.2. Q-Q Plot — POC
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Figure 1.3. Boxplot — POC
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4.5. IT Personnel Business Knowledge (ITPBK)

Table 1.1. Descriptives — ITPBK

Descriptives

Saaste Sd. Error

TPk vy ean so8 6%
95% Coridesce bterval  Lower Boand  1.98
1of ok UpperBoued 418
5% Tremmed Mean a3
Medan a20
Vanance 719
st. Deviason 548
Misdrrum 1
Maimum 5
Range ‘
Irterquartie Lange 1

Skewness 978 149

Kurtosn 738 2w

Table 1.2. Test of Normality — ITPBK

Teits of Mormality

Enimogongs-Smimes" o prir-Wilk
St df g St df g
TTFBE_ivg 148 TEE <001 RS TEE <001

&, Ly . Sgnificance Comection
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Figure 1.1. Histogram — ITPBK
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Figure 1.2. Q-Q Plot — ITPBK
Marmal -0 Plot of ITPBE_avg
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Figure 1.3. Boxplot — ITPBK
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4.6. Perception of Readiness (PR)

Table 1.1. Descriptives — PR

Descriptives
Stanstc  Sud, Error
PR_avg Mean - - 4.14 039
95% Contidence fnerval  LowerBourd  4.06
Bl UpparBound 4.2
3% Trmmed Mesn 4.18
Median 4.20
Varwece A07
S0 Devason 638
M 2
Maximem s
Samge 3
erguartie Range !
Skewness ~712 149
Kertonis 584 297
Table 1.2. Test of Normality — PR
Teits of Mormality
Koo - mirnay™ Shaparc-Wilk
SeatHiiC ol 4. Saristic df S
PE_ivg 10d BEE 001 43 168 «.00)
&, Likafion Sgnificancey Conmpstinn
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Figure 1.1. Histogram — PR
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Figure 1.2. Q-Q Plot — PR
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Figure 1.3. Boxplot — PR
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4.7. Perception of Need (PN)

Table 1.1. Descriptives — PN

Descriptives

Satesc S, Error

PN_IVG  Mean 4.43 034
95K Confidence tervil  Lower Bound 4.37
for:Bhstn Upper Bousd  4.50
5% Trimmed Meas RS C e a.47
Mecan 4.60
Varkarce 304
Sid. Deviation 551
Mimum - 3
Maxinum $
Range 2

Skewners -691 449

Kuntans -.210 297
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Table 1.2. Test of Normality — PN

Tests of Moarmality
Eolmogorgs-Smirng™ Nea e Wik
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PH_ireg TR 168 o 30 Fo i o 301
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Figure 1.1. Histogram — PN
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Figure 1.2. Q-Q Plot — PN
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Figure 1.3. Boxplot — PN
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4.8.Intention to Adopt Operational Quality Improvement (INT)

Table 1.1. Descriptives — INT

Descriptives

Sathsc  Std, Error

NT_avg Mean 4.24 039
95% Confiderce bterval  Lower Bound. 4.16
M Uppaehond 432
5% Trimmed Mean ' 4.28
Medan 4.29
Varance Als
Std. Deviatien 643
Minmun 1
Mavimum 5
Range 4
_imesquarcie Rasoe o

Skewmett - 793 45

Kurtons 866 2

Table 1.2. Test of Normality — INT

Teans of Narmality

K pimiogae o= Smirnos™ Shapig-wik
SENTRIL a Sa. SENTHIC a ShgL
T _avg i Fi-1.] L] ] G1B 164 L= | ]
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Figure 1.1. Histogram — INT

Bl

k1)

ap

L]

Frequency

[4)

(8

Mg = & 74
el D = AN
LI 2 ]

INT_avyg

Figure 1.2. Q-Q Plot — INT
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Figure 1.3. Boxplot — INT
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