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This study descnbes the planning, design, implementation, and evaluation of an 

adult educational program that had as its purpose the continuous process improvement of 

health care. It answers three fundamental questions which may be of interest to heaith 

educatoa: (a) What changes can be demonstrated in hedth care as a result of educating 

staff on process improvement? (b) How can health educaton facilitate the 

implementation of process improvement in their workplaces? and (c) What factors affect 

the successful practice of process improvement in various health-care settings? The study 

was conducted over a 6-month period and involved 44 members of quality teams in four 

rural heaith-care facilities. Each of these health facilities has varying service deliveries, 

varying numbers of beds available for clients, and varying numbers of employees 

working at these facilities. The literature on needs assessment, program planning and 

implementation, adult leaming perspectives, barriers to participation, and strategies for 

evaluating transfer of leaniing to the workplace is reviewed and discussed in this study. 

The steps taken to facilitate a continuous process improvement program are explained 

and the factors which influenced the successful practice of this continuous quality 

improvement strategy in the workplace are identified. Recommendations are offered to 

other aduit educators interested in facilitating continuous process improvement programs 

in heaith-care settings. 



1 acknowledge the assistance of the faculty of the Master of Aduit Education 

Degree at St. Francis Xavier University, particularly Leona English, whose patience, wit, 

and common sense approach encouraged and added to my leaming experience. I 

acknowledge the recognition and support of Nova Scotia's Northem Region Health Board 

for providing me with the t h e  to attend the orientation phase and the oppomuiity to 

conduct this study. I aiso thank the site managers and the members of the quality teams 

who attended the workshops, and fiom whom I learned a great deal. Most importantly, 1 

thank my dear husband, Phillip, for the love and support he has shown to me throughout 

my extensive leaming joumey. Additionally, 1 thank my children Elizabeth and Daniel for 

their understanding and acknowledgement of leaming as a lifelong process, even for 

mothers! This personal joumey of mine would have been impossible without your 

constant support, patience, and kindness. 



TABLE OF CONTENT 

ACKNOWLEDGEMENTS ..... .,., ..................................................... 

................................................................. TABLE OF CONTENTS 

Chapter 

1 . INTRODUCTION ..................... ,. .............................................. 
Background Information ...................................................... 
The Problem for This Study .................................................. 
The Purpose ........................................................................... . . .  Scope and Llrnitations .............. .. ...................................... 

......................................................................... Assumptions . . Definition of Terms ............ ..,... ................ , . 
............................................................... Plan of Presentation 

2 . A REWEW OF THE LITERATURE .......................................... 
.................................................................. Adults as Leamers 

Adult Learning Perspectives ..................................... 
Factors Iduencing Adult Participation ..................... 
Barriers to Adult Learning .......................................... 

........................................... ............... Program Planning ... 
Models of Program Planning ........................... .... ....... 

. . Participants' Needs ..................................................... 
Process for Planning ................................................... 
Leaming Intents ......................................................... 
Effective Evaluation ......................... ,., ....................... 

Continuhg Education for the Heaith Provider ....................... 
Overview of Continuing Education ............................ 
Participation in Health-Care Education ...................... 

....... Continuing Education in the Health-Care Setting 
........ Barriers to Participation in Health-Care Settings 

Facilitating Workplace Leaming ............................................. 
..... Promoting a Leaming Climate in the Organization 
..... Supporthg Transfer of Leaming to the Workplace 

iii 

iii 



......... Quaiity Management ... ....................................................... 
..................................... The Nature of Process Improvement. 

Strategies That Promote Contuiuous Process Improvement .. 
............... ............................................. Summary of the Literature .. 

3 . DESCRIPTION OF THE STUDY ............................................................ 
.......................................................................... Assessrnent of Need 

Reports of Extemal Evaluators ......... .. ............................... 
Focus Groups for Members of Quality Management Teams .. 

..................................................... Semg the Lraming Intents 
Planning and Design ........................................................................... 

Pre-planning Activities and Decisions ..................................... 
Format and Content for the Workshops ................................... 

.......................................................................... Site 1 Implementation 
Flow of the Workshop .............................................................. 

................................. My Observations and Idormal Feedback 
............................................. Participants' Evaluation Results 

Site 2 Implementation ........................................................................... 
Flow of the Workshops ............................................................. 
Evaluation Results ...................................................................... 
My Reflections and Changes for the Process ............................. 

Site 3 Implementation ............................................................................ 
Flow of the Workshop ................................................................ 
Evaluation Results ...................................................................... 

Site 4 Implementation ............................................................................ 
Flow of the Workshop ................................................................ 
Evaiuation Results ..................................................................... 

Follow-up Interviews with Site Managers ............................................. 

4 . DISCUSSIONS. CONCLUSIONS. AND RECOMMENDATIONS ............. 
Implementing Relevant Adult Learning Principles ............................. 

Implementing Adult Learning Principles .......... .. ........................ 
Overcoming Barrien to Participation ...... ... ......................... 

..................... The Importance of Creating an Environment for Learning 
Increasing Leamers' Interest ........... .. ..................................... 

Using a Program Planning Mode1 ........................................................... 
Choosing a Mode1 ....................................................................... 
Planning for Transfer of Learning ...................... ... .................... . . .  
Lncreasing Learner Participation .................................................. 
Lncreasing Learner Commitment .................................................. 
Transfer of Leaniing to the Workplace ........................................ 



During the past decade, Canadians have been bombarded with media coverage 

conceming the state of the present health-care system and the negative eEects of h d t h  

refonn. The stories being reported in newspapers and on television across the country 

paint a pichire of an ailing social institution suffenng the pains of bed closures, reduced 

emergency room service, increased waiting lists for medical procedures, and a drain of 

health professionals who are flocking to other countries for permanent employment. 

Those health professionals who have survived the stani~ng cutbacks and overall 

deterioration of the Canadian public health service now face the reality of working in a 

very different environment than they had experienced for the past 20 years. Over- utilized 

emergency services, shortage of health professionals, public unrest, and the constant push 

to do more with less have left many people employed in health care questionhg their 

hture. 

As a registered nurse and health educator, I have watched as the financial 

pressures that the Canadian federal governrnent has placed on the Province of Nova 

Scotia has forced it to enter into health refom and resû-ucturing. The reduction in transfer 

payments fiom the federal government, coupled with the demand to balance the 

provincial budget, has forced Nova Scotia's health care administrators and concemed 

citizens to take a good hard look at what has been happening behind the dooa of doctor 

offices, in hospitais, and in community health services, in order to assess the level of 

1 
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weilness of our provincial heaith-care system. What 1 saw was happening, 1 did not me. 

1 discovered through the media that the same deterioration was occuing in Nova Scotia's 

health services was happening in the rest of Canada. After miking that these changes in 

the Nova Scotia health system wodd continue to challenge health profession&,'I began 

to question whether or not thae was a way to maintain or possibly improve the quality of 

the services being offered in the fhcilities where 1 am employed. As I examined the latest 

approaches in quaïty management, I gained an appreciation and working knowlcdge of 

the methodologies of contlliuous uuaiity imorovernent (CQI); one companent, continuous 

process improvement interested me, and 1 began to learn about the implementation of this 

component in health-care settings. Consequently, 1 examined the theory and practice of 

adult education and specincally focused on two areas: program development and transfer 

of learning to the workplace. 1 concluded that ideas fiom these areas could empower me 

to facilitate process improvement methods in health c m .  In this study I describe how 1 

developed a stnictured approach that other health educators may use if they want to 

facilitate the implementation of process improvement methods and to essist health-care 

providers in the transfer of leaming h m  the classrnom to the heaith-care setting. 

Background Information 

In 1994 the provincial govemrnent rdeased a report developed by The Minister's 

Action Cornmittee on Health System Reform titled Nova Scotia's Blumrint for Health 

Svstem Reform, which outlines a sûategy to refom the province's heaith system h m  

one which has been W t i o n d y  an acute-and-illness-focused service to one which WU 
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ernphasise heaith promotion, illness prevention, and centen focused on wellness services. 

Initially this plan seemed to inject hope into a suffering system plagued with the pains of 

stagnation. However, this plan did not identify the processes required to integrate this 

new approach to health care into the province's present system, nor did it identiQ 

strategies to educate the health-care administrators and managers who were charged with 

the task of implementing these changes. Consequently, this plan has become another 

report just sitting on a shelfof the provincial legislative Iibrary. 

Nevertheless, the reality of the heaith workplace did not permit health providers 

to turn a blind eye to the need for change in the way the service was being delivered to 

clients. By 1997, heaith facilities were falling under the scrutiny of govemment auditors 

demanding an end to overspending, of extemal reviewers inspecting the functions and 

outcornes of client are, and of a well-educated public questionhg the services being 

offered on their behalf. The questions fkequently asked of health administrators were: 

What services are we getting? How much do they cost? What are the results? Are you 

doing the right things, and are you doing those things right? 

This sweep of health refom resulted in the division of Nova Scotia into four 

health regions each having its own board of directon. Health-care managers quickly 

learned that maintaining the statw quo was no longer acceptable. A difierent era had 

evolved and strategies for improving the way care was being delivered to clients and 

families becarne the focus of attention of health services across Nova Scotia, The 

Northern Regiond Health Board recognized the need to ensure that quality health 

services were being oEered to the citizens of their catchment area of Cumberland, 
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Colchester, and Pictou Counties. They also believed these seMces must be measured and 

monitored on a regular basis. A quality management advisory group, of which 1 am a 

member, was established within the Northem Region; its purpose is to monitor the 

effectiveness and efficiencies of health services of the Northem Region. 

New trends in quality management were emerging concurrently with health 

reform. These trends had been utilized by the private business sector for several years, in 

part because these profit-making organizations focus on improved customer satisfaction 

in punuit of increased profit margins. Health care was slow to respond to these new 

strategies, in part because there is less pressure for client satisfaction or financiai 

accountability in a publicly funded monopoly. However, the health-care system is 

focusing its attention now on providing clients with a cost effective, high quality service 

with positive client outcomes. Emphasis is placed on reviewing what and where services 

are being offered, the personnel providing the services, the processes involved in the 

service delivery, and the outcomes of these services. In order to improve services to 

clients, hedth providers within the Northern Region had to reorient themselves to this 

new approach to quality management. This required that they investigate possibilities for 

strategies and formulate plans for improvement. 

1 have been employed in the Nova Scotia heaith system as a registered nune for 

the past 23 years; for the last 10 years I have coordinated educationai services for multiple 

hospitals and health services. During those years 1 have gained considerable interest and 

expenence related to quality issues in health care; the members of the Regional Quaiity 

Management Advisory Group and the membee of the on-site quality teams share this 
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common interest. The regional group oveaees the quality management program for the 

Northern Rzgion, while the on-site quality teams concentrate on the quality management 

program for their specific facility or service. The advisory group and the site tearns link 

with each other through cornmon representatives. While assessing the present status of 

quality management programs within the Northern Region, the Regionai Quality 

Management Advisory Group quickly identified that the nine facilities and two services 

under their jurisdiction were at various stages of quality management development. 

Within the Northern Region progress has been made toward the irnplementation 

of a consistent approach to quality management within al1 sites and services. A natural 

progression of a quality management program is the integration of continuous process 

improvement, but unfortunately, not al1 sites were ready to implement this approach, nor 

did health providers understand how process improvement could help to irnprove services 

to their clients. Because many of these sites had already experienced considerable change 

within the past several months, there was concem that the members of the on-site quality 

management teams would be reluctant to or even fear more change. Hedth-care facilities 

and services within the Northern Region were being asked by the Board to report on the 

quality of services being offered to their clients and improve those services if needed. The 

Regional Quality Management Advisory Group recognized the importance of having the 

on-site quality management team members understand the concepts of continuous process 

improvement. 



The Problem for This Study 

1 selected four sites at which to in t eme  continuous process improvement as a 

CQI methodology into the existing site-based quality management pro gram. Actually, the 

sites' local quality team members are the ones accountable for improving service to their 

clients, but they did not have the educational theory or the practical skills to implement 

process improvement. Because there were ver- few resources available to assist the team 

members with the implementation of process improvement in their health-care settings, 

and because this quality strategy could improve seMces to clients, these team members 

needed to leam the :;kills. 

Following an investigation of the Merature, 1 noted suilicient evidence to show 

how CQI strategies such a s  process improvement can assist health-care organhtions to 

improve outcornes, but acquired less information about the actual facilitation approaches 

needed to implement these strategies in various health-care settings. There was little 

evidence about the transfer of leaming relating to process improvement theory and 

practice in the health-care workplace setting. In this regard, Rosenstein (1998) notes that 

for survival in a cornpetitive, rnanaged-we markec health providers must idenw, 

develop, and implement process improvement activities. Similarly, Brooks and Verhey 

(1 994) suggest that training prograrns for project teams must be developed to educate 

staff about problem solving and improving patient-care services. 

It became clear to me that there is no generdy acceptable formai structure for 

health educators to use when facilitating a continuous process improvement approach for 

health care. Therefore, I decided to examine various models of program design and to 



apply my findings to the planning and implementation of this particular study. 1 was 

particularly interested in learning approaches that 1 thought might provide the on-site 

quality team members with expenence in putting the theory of process improvement into 

practice. Another dimension of my research is focused on methods of evaluating the 

tram fer of leaming fiom the classroom to the workplace. 

The Purpose 

The main purpose of this study is to examine how and if process improvement 

can be taught to health providers. I sought to answer the following questions in this study: 

(a) What changes c m  be demonstrated in health care as a result of educating staff on 

process improvement? (b) How c m  health educators facilitate the implementation of 

process improvement in their worhcplaces? and (c) What factors affect the successful 

practice of process improvement in various health-care settings? In order to addreu these 

questions 1 conducted an extensive needs assessment; developed a structured workshop 

that included both a theory and practical application component on continuous process 

improvement, using examples &om health care; implemented the workshop; and 

conducted a post-evaluation process to detemiine if there had been a transfer of learning 

from the classroom to the heaith-care workplace. 

My intent was to develop a structured approach that could assist other health 

educatoa in facilitahg the strategy of continuous process improvement into various 

health-care settings. In order to collect data for the study, 1 circulated an evaluation 

questionnaire to the program participants at the end of the educationai session in order to 
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identify the effectiveness and appropriateness of the workshop. 1 held intewiews with the 

site managers, and some of the participants, six months after the workshop had been held 

to determine if the skills that had been learned during the sessions had resulted in change 

at the workplace. 

Scope and Limitations 

This study is in the area of human resource development, specifically on the topic 

of continuous process improvement for on-site quaiity management team members who 

are responsible for monitoring and improving health services ofEered to clients at their 

respective sites. The aspect is prograrn planning with emphasis on planning for transfer of 

process improvement strategies to the health-care workplace. The study took place over a 

6-month penod and involved members of quality management teams from four rural 

health facilities within the Northem Region. I delivered four workshops for these team 

members; these were held at the individual heaith-care facility sites. The fint two 

workshops were 6 hours in length and following a revision to the workshop content, 

workshops three and four were 3 % hours in length. 

I held these workshops over a time span of 5 months. Sessions for Site 1 and Site 

2 were held in the late spring, and sessions for Site 3 and Site 4 were held in the fall of 

the same year. 1 scheduled the educational sessions around the surnmer vacations of 

quality tearn members. 1 asked the workshop participants to complete an evaluation 

questionnaire at the completion of the workshop and 1 held follow-up interviews with the 

site managers 6 months following the sessions. These interviews were intended to 



determine if changes had been made to work processes at the health facilities and if 

ûansfer of leaming had taken place. 

The study was lirnited to those on-site quality team members who had 

demonstrated an interest in leaming the strategies of continuous process improvement 

and whose on-site quality program had developed to the point where process 

improvement activities could enhance their program. The study did not include quality 

team memben who had previously participated in process improvement workshops or 

those teams members who demonstrated no interest in this topic. The study did not 

include quality teams whose individual quality programs had not advanced to the point of 

needing to incorporate process improvement activities into their program. Each of these 

sites had a different mode of service delivery, and varied in the number of beds available 

for clients and the number of employees working within the sites. All on-site quality 

management teams were comprised of a multi-disciplinary group of health providers; not 

al1 health disciplines were represented equaily on each team at each site; and these team 

memben belonged to either professional or non-professionai working classifications. 

There were 44 quality team members who participated in the shidy. 

Assumptions 

In designing the workshop on continuous process improvement for on-site quality 

management team members, I made four assumptions. The first assurnption is that the 

members of the on-site quality tearns participated in the workshop sessions because they 

had a genuine interest in the CQI strategy. Their interest in learnhg process improvement 
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strategies, could increase the odds of process irnprovement projects king implemented in 

their health-care workplace. The second assumption is that the on-site quality 

management team mcmbers recognized the potential that continuous process 

irnprovement could have for the delivery of a superior service to their clients. 

Consequentiy, they would work diligently to overcome workplace obstacles impeding the 

irnplernentation of the process such as tirne restraints, attitudinal barriers, and 

organizational roadblocks. The third assumption is that the team members couid utilize 

the process improvement strategies as a means to improve their standard ratings as 

established by the Canadian Council of Heaith SeMces Accreditation (CCHSA). This 

could ensure that the health service their site offers to the client meets or exceeds the 

minimum expectation set by this council. 1 also operated under the assumption that the 

on-site quality team members could transfer their learning from the classroom setting to 

the workplace once given the basic theory and practical application skills required. 

Definition of Terms 

Several terms used in this thesis have meanings that are more restricted than those 

that occur elsewhere in the literature. For clarification purposes, my use of these terms is 

defined here. 

Client refea to a person (or group) who is the recipient of the service. This could 

include patients, CO-workers, agencies, or professionds. 

Continuous aualitv imarovement refers to a quality management approach that 

stresses the importance of throughly reviewuig work processes as a means for improving 



seMces being offered to the client. The emphasis is placed on the way work is being 

done rather than on the individual actually performing the work. 

Feedback refers to the information that is communicated back to an individual or 

group foilowing a group discussion about a certain topic or question. 

Multi-disci~linarv refers to the members of the quality teams. It means the team 

members nomally work in various departments. Muiti-disciplinary does not mean merely 

the traditional professional groups of nurses or physicians, but includes dieticians, 

housekeepers, technicians, and other personnel who work within heaith-care settings. 

A health ~rovider refers to an individual who works within a health-care setting 

and who provides a direct or indirect service to patients and their families. 

Ouality mana~ement refers to a process used in industry and health care to 

measure the efficiencies and effectiveness of services offered to clients. 

Plan of Presentation 

This thesis is divided into four chapters. Following fiom this introductory chapter, 

in chapter 2 1 review the literature about continuous process improvement in health care 

as it relates to human resource development, program design, transfer of leaming to the 

workplace, and relevant adult education concepts. This chapter also discusses the 
* 

importance of ident-g the leaming needs of participants, establishing leaming 

objectives, planning and evaiuation methods, and determining if transfer of learning has 



In chapter 3,1 describe the design of a workshop that focused on continuous 

process improvement for site-based quality management tearn members working in health 

care. The workshop involved conducting a needs assesment, planning, designing, 

implementing, and evduating a continuous process improvement workshop for these 

t e m  members in four health-case senings within the Northem Region. This study 

provided important information about the appropriateness of this session and the factors 

that influenced the workshop's outcomes. 

In chapter 4,1 oEer a discussion and explmation of the outcomes described in 

chapter 3.1 also link the theoretical foundation noted in the literature with the practical 

application to the adult education workshop described in chapter 2. Chapter 4 also 

answers the questions posed in chapter I and addresses the issues and ethical challenges 

ba t  were noted during the study. This chapter ends with my conclusions about facilitating 

an approach for continuous process improvement in health care and my recommendations 

to other health educators interested in facilitating continuous process improvement for 

health-care providers. 



C W T E R  2 

A REm-Ew OF THE LITERATURE 

The health educator, in the present health-care environment, is constantly 

challenged when trying to assist hedth-care employees with an ever evolving and 

changing workplace that is directed toward continuous quality and process improvement. 

To facilitate this movement effectively, health educatoa mut  have a sound knowledge of 

the principles of adult education, the skills necessary to plan programs for adult leamen, 

the ability to identiQ workplace bmiers to change, and the strategies required to motivate 

health organizations that are presently in transition. 

In this chapter 1 review relevant literature in ordrr to provide a theoreticai 

framework for the study. Hurnan resource development is concemed with the intellectual 

growth potentid and competency development of employees on a personal and work 

related basis. The facilitation of a process irnprovement workshop for the memben of on- 

site quality management tearns should be based on relevant adult educational principles 

and practices. For these reasons five bodies of literature have been selected for this 

chapter: adult learning perspectives, program planning and development, continuing 

education for health-care providers, facilitation of leaming in the workplace, and 
L 

continuous process improvement. The various viewpoints represented in this survey of 

the literature provide a wide variety of ideas that cross the boundaries from education to 

work and fiom instruction to action. 



Adults as Leamers 

Educators in heaith-care settings within the Northem Region are working with 

mature adults who have a great deal of life experience. It is essential for these health 

educaton to comprehend the characteristics of the adult leamer if they wish to be 

effective facilitators in continuhg leaming activities. In this section 1 discuss adult 

leaming perspectives, factors iduencing adults' participation in leamhg events, and 

barrien to leaming. 

Adult Lesrnino Persaectives 

To appreciate the field of adult leaming, ad& educators must comprehend the 

structure and nature of the typical adult participant. The educator can use this knowledge 

to facilitate adult learning sessions. A great deal of research has focused on profiling the 

typicai adult learner. According to Memam and CaEarella (1 99 1): 

The adult education participant is just as often a woman as a man, is typically 
under forty, has completed high school or more, enjoys an above average income, 
works full-time and most often in a white-collar occupation, is mamed and has 
children, lives in an urbanized area but more likely in a suburb than a large city, 
and is found in al1 parts of the country, but more fiequently in the West than in 
other regions. (p. 64) 

This description of the typical adult leamer has changed very little since Johnstone and 

Rivera (1965) profiled it more that 30 years ago. O'Keefe (1 977) estimates that rising 

levels of education for the baby boomers wiiI result in a 17.5 % participation rate for 

adults in the United States h m  1980 and onward. This estimate is also supported by 

Chimene (1983) who calculated that well over 16% of al1 Americans would be involved 



in some fonn of adult leaming by 1996. Although no curent Canadian statistic is 

available, 1 believe the Canadian population is not very dBerent fiom the Amencan 

population in regard to adult educational activities. 

If adult educators accept the following basic assumptions and practice sound 

principles relating to adult leaming, participants may be more willing to take part in 

leaming activities. According to Knowles (I987), several assumptions c m  be made about 

adult learners. These assumptions are: (a) adults have a need to know why they shouid 

learn sornething, (b) adults have a deep need to be self-directed, (c) adults have a greater 

volume and different quality of experience than children, (d) adults become ready to learn 

when the experience in their life situations demand a need to know in order to do 

something to perform more effectively and more satisfactorily, (e) adults enter into a 

leaming experience with a task-centered, problem-centered, or life-centered orientation to 

leaming, and ( f )  adults are motivated to l e m  by both extrinsic and intnnsic motivators. 

Knowles (1 992) recornmends that lemers should be active participants in the 

process of inqujr, and that this process should start with and build on the background, 

needs, interests, problems, and concerns of the adult. He also suggests that the learning 

experience will be enriched if there is interaction among the learning participants. Vella 

(1994) supports ffiowles' viewpoint about addt  interaction. In her words, "One basic 

assumption in al1 this is that adult leaming is best achieved in dialogue" (p. 3). Vella has 

identified 12 principles to enhance this dialogue, and believes adults may find prograrns 

more appealing if these principles are foilowed. They include: (a) listen to leamers' needs 

and wants; (b) create a safe and respectful leaming environment; (c) build sound 



relationships between teacher and leamer; (d) pay carefûl attention to content and 

reinforcement; (e) facilitate leaming by doing; (0 be respecthl of leamen as decision 

makers in their o w n  leaming; (g) consider the ideas, feelings, and actions of participants; 

(h) help aduit leamers see the imrnediate results of their learning; (i) provide clear roles in 

communication between learner and facilitator; (j) foster an atmosphere of tearnwork; (k) 

support engagement in leaming; and (1) design the leaming events to be accountable to 

the leamers. 

BrooMeld (1986) has identified other principles. He proposes what he refen to as 

underlying guidelines to assist in facilitating adult leaming which address self-direction, 

respect, reflection, collaboration, and praxis. Although many sets of pnnciples identiQ 

factors that influence adult participation, some adults, nevertheless, choose not to 

participate. 

Factors Influencing Adult Participation 

Why do adults participate in leaming? Vella (1 994) speculates that people are 

nahirally excited to leam anything that helps them to understand their own lives. 

Similarly, Knowles (1 992) theorizes that adults become ready to leam those things that 

are relevant to their life tasks and problems. Caffarella (1 994) believes adults participate 

in learning programs because leamuig encourages their ongoing growth and development 

as  individuals, assists them when responding to practical problems and issues relating to 

adult life, helps them to prepare for curent and hture work opportunities, assists them 

when they need to adapt to change, and provides them with opportunities to examine 

cornmunity and societal issues. 



Participation factors for adult leamers have been the focus of much adult 

education research. One researcher of this topic, Courtney (1992), notes: 

Those who appea. eager and willing to participate in organized leaming activities 
are distinguishable fiom those who arr: not by an underlying attitude which sees 
education as a positive force, to be equated with happiness, and h d s  in it also a 
mechanism for solving acute problerns. However. . . the person mut be in a 
situation calling for the solution of a particular problem. (cited in Memam & 
Caffarella, 1991, p. 83) 

Smith (1991) cites multiple factors that have stimulated adults to learn. Some of 

these are: (a) accelerating social change, which has revealed the importance of life-long 

leaming; (b) breathtaking increases in available knowledge and technology; (c) new 

perspectives on teaching, leaming, and the purposes of formal and nonformal education; 

(d) school reform, educational equaiity, and learner empowerment, which have emerged 

as highly controveaid issues; (e) new institutional forms and delivery systems, each with 

special methodologicai demands; and ( f )  more diverse and sophisticated approaches for 

investigating leaming processes. Adults will participate in educational activities if they 

identify a need, and if the activity will assist them in resolving real life problems. The 

heaith educator must develop the skills necessary to assist organizations and individual 

employees to identiQ their learning needs. However, not all adults will be receptive to an 

educator helping hem to address leaming needs, and the adult educator must recognize 

the baniers that some adults face regarding participation in continuhg education 

activities. 



Barriers to Adult Learning 

Vanous deterrents to continuing education affect the behaviour and willingness of 

adults to participate in leaming activities. It is important for educators to understand the 

difficulties and barriers adults face with regard to participating in educational 

oppomuiities. 

Adults usually approach learning with a wide variety of past and present 

emotional experiences relating to school and current roies in their life and work 

environments. Memarn and Caffarella (1991) identify nine areas of difficulty adults face 

that might hinder them fiom participating in educational courses. These difficulties 

include: (a) insufficient time, (b) personal problems, (c) social noms, (d) past negative 

feelings about institutions, (e) negative feelings about leaniing, ( f )  attitudes about the 

value of education, (g) an indifference to learning, (h) the levei of course diffculty, and 

(i) a lack of information on educational activities available. Similady, Darkenwaid and 

Valentine (1 986) suggest that adults do not participate because of a lack of confidence, a 

lack of course relevance, a concem with time restraints, a Iow personal pnority for 

learning, a problem with cost, and difficulty with personal problems. 

Even though time constraints represent the primary and universal factor that adults 

report when asked why they do not participate in continuing leaming activities, other 

major issues dso influence their decision. Kersaities (1997) notes that young women are 

ofien faced with the trouble of arranging for child care. Lack of information on the cost of 

programming and the accessibility of courses have also been cited as deterrents to adult 

participation. Another factor is the tack of relevant educational offerîngs; some people 
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caanot fïnd a program or an educator who sui& their needs and expectations. Yet, other 

adults do not participate in educational activities because they have no desire and no 

perceived need to enroll in organized learning. Educators must understand these problems 

and attempt to assist the leamer in overcoming these obstacles through creative program 

planning. The adult educator must always respect and understand those individuals who 

choose not to participate for whatever reasons. Courtney (1992) believes many adults 

have been contaminated by their previous schooling. hdividuals in some schools may 

have had knowledge presented to them merely as theory. Inasmuch as these ideas seemed 

to have no relevance to the students' lives and the everyday problems they faced, some 

grew to resent and avoid educational activities. Thus, the addt educator m u t  be skilful in 

planning the program so that the educational expenence is both meaningfid and 

rewarding for the individual who has chosen to become involved in the learning activity. 

Program Planning 

Program planning for adults can be a rewarding, creative, and Wghtening 

experience for the adult educator. The aim of the educational experience should be to 

meet the participants' leaming objectives effectively. This section addresses participants' 

needs, processes for planning, learning intents, and effective evaluation. 

Models of Promm Planning 

MUS, Cervero, Langone, and Wilson (1995) suggest that adult educators should 

constnict programs intended to improve some situation in the world of the participant. 

M a s  et al. ask some basic questions about program planning such as: "What kind of 



programs can best bring about the desired outcomes, and what is the purpose, the 

audience, the venue, the content, and the cost of these programs" (p. 1). These are 

fundamental issues that are identified in various program planning models. A clear 

understanding of the issues involved in planning effective prognuns for adult leamers is 

required if the leaming outcomes are to be positive. Many program planning models have 

been identified in the literature, and there are common threads that bind ail of these 

models together. Caffarella (1994) identified the following commonalities: the 

importance of the context in which prograns are planned, and the idea that there are 

identifiable components and tasks that are important to the planning process. Colgan 

(1 993) reviewed many models and notes that most emphasise program design, planning, 

positioning, culture, leaming, and environments. 

Caffarel la's Mode! 

Caffarella's (1994) model of program planning for adults is an interactive model. 

This model is drawn fiom the work of other authors such as Sork (1 990), Cervero and 

Wilson (1992, 1994)' and is based on six assurnptions. These assurnptions include: (a) 

adult education shouid focus on what the participants will actually learn and how the 

leaming will effect change; (b) planning adult education programs takes both advanced 

preparation as weli as last-minute decisions; (c) program planning is an ongoing process 

of organizing, evaluating, and re-organizing; (d) the planning process is a joint effort of 

program sponsors, organization of human resources, and the planners thernselves; (e) 

there is not one recipe that guarantees successful programs every tirne, and much depends 

on the individuals involved in the planning, and results Vary accordingly; and (f) program 
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planners m u t  become versatile through practice, success, and failure. Careful evaluation 

of the planning efforts cm help to identiQ strengths and weaknesses in a program. 

Caffarella speaks of program planning as an interactive process, rather than as a linear 

progression of planned events. This idea of program planning as a process is also 

supported by others. Kannel(1989), for example, believes educators should recognize 

that the traditional step-by-step models need to be replaced and changed; the process of 

program planning should be a group of activities or tasks d l  fûnctioning in sequence but 

not isolated h m  each other. Prograrn planning must include the identification of 

participants' needs and the adult educator should reflect upon the strategies required to 

assist the programs' target group in assessing their learning needs. 

Partici~ants' Needs 

An integral component of successful program planning is determining what 

participants already know and what they hope to accomplish. Davis (1 986) points out that 

validating bodies fiequentiy urge course providen to make deliberate provisions for the 

needs of adult learners. He believes the reason for this directive is that adult Ieamers have 

a distinct perspective on the learning process and environment and have well defined 

expectations regarding the outcomes of their expenence. These identified needs can assist 

the educator in developing learning objectives that later cm become an outcome 

rneasurernent to determine the quality of the program. These needs cm be uncovered in 

rnany ways. 

Kannei (1989) cautions that the traditional needs analysis can mislead educators. 

Instead, they should ferret out needs by listening with a third ear, and should form 



informal listening networks. She goes on to explain that the traditional style of needs 

assessment asks participants to fit answers hto  an outline that is provided for them. Other 

authon, such as Vella (19941, suggea that recognizing needs should be a continuous 

process. Even after participants' needs are identified M e r  needs are ofken discovered. 

Designing innovative ways to do needs assessment is a constant challenge for educators. 

Vella highlights three methods which she has found usetùl; ask, study, and observe. 

Similiarily Mills et al. (1995) note that needs are quite often not identified in a formal 

needs assessment process. In their paper, they quote one educator who says, "1 feel a lot 

of times one of the most valuable planning tools is just to talk to people, maybe on the 

tailgate of the truck" (p. 1 1). 

O'Neil et al. (1 995) agree with Vella and describe needs assessment as a 

continuous process rather than a discrete step, as one finds in most program models. 

Needs identification ensures that the linkage between the program developers and the 

customers and stakeholders is ongoing. Caffarella (1994) confimis the fact that one of the 

most important outcomes of a needs assessment is a comrnitment by those involved in the 

process to ensure that the ideas fkom the analysis are actually used in the development of 

the program. She cautions educators not to raise false hopes in people who participate and 

contribute to a needs assessment. 

Once the leaming needs have been identified, the adult educator must reflect on 

these needs and decide on the best approach to fûlfill the expectation of the participants. 

Many decisions must be made regarding the creation of this new learning environment. 

The progra.cn and the participants' objectives, the educational content, the practicai 
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application of leaming, and the evaluation process must share equal importance and 

consideratio~because al1 factors will have a direct impact on the outcome of the program 

plan. The adult educator should choose a program planning model that incorporates al1 of 

these components in it. 

Process for Planning 

Many program planning models have been identified in the literature. Caffarella 

(1994) suggests that an adult educatnr should choose the model that best fits his or her 

own beliefs and values. Educators must reflect upon their personal and ethical issues 

when selecting a planning model that they are cornfortable implementing. Once the 

appropriate model has been selected, formalized planning c m  begin. A program planning 

model that O'Neil et al. (1995) developed is calied the "Best Practice Model." They 

believe their model is effective in a fast-paced world of non-stop learning, change, and 

transition. They have incorporated five previously existing models and have addressed the 

new challenges facing adult educators beyond this century. This model has nine discrete 

steps which challenge educators to focus on organizational requirements, performance 

expectations, training requirements, program design, content, evaluation strategies, 

delivery strategies, and mesurable results that include a feedback loop. The 

incorporation of the feedback loop provides a continuous rnechanism to evaluate changes 

within an organization and helps to ensure the goals of the program are being met on an 

ongoing basis. This ongoing process of feedback is advantageous not only to 

organizations, but also to the individual adult leamers, who have been active participants 

and may wish to evaluate their progress on the bais of their individual leamhg 



objectives. These leaming objectives are based on the participants' needs and naturally 

flow £iom those needs, once they have been identified. 

Learning lntents 

Participants gain a sense of control and direction when leamhg objectives are 

clearly stated and communicated. Abn i~ese  (1 992) describes three types of objectives: 

program objectives, course objectives, and class objectives. Program objectives identify 

outcomes that are expected to be accomplished at the completion of an entire series of 

classes; course objectives are the means by which program objectives are completed; and 

class objectives are specific instances of action. According to Abnizzese, these objectives 

m u t  be stated in measurable, valid, and observable terms that clearly indicate to the 

learner the content to be learned, how the content is to be learned, and what behaviour is 

necessary to demonstrate that learning has taken place. 

Caffarella (1 994) emphasises the need for leaming objectives to be written so the 

participants can clearly understand what is involved in the program. In her view, the 

objectives can be used to increase intemal consistency, to help ensure transfer of leaming, 

and to formulate evaluation questions. Vella (1 994) also addresses the importance of 

achievement-based objectives as a method to assure accountability and to honour the 

leamers as decision makea in their own learning. Each objective m u t  be related to a 

Iearning task that involves cognitive, affective, and psychomotor activities and content. 

VeIla cautions that the sequence of the objectives should be related to the sequence of the 

tasks, and each task should reùiforce the previous 1earaiD.g. If these objectives are 

understood by the participants, then their ability to evaluate the outcomes of their leaming 



can be enhanced. The adult educator can assist leamers to evaluate thek leaming 

expenence and progress by prornoting techniques that enhance effective evaluation. 

Effective Evaluation 

Feedback from participants during and d e r  an educational session can provide 

the learner and the adult educator with insight into an area of the program content 

requiring prograrn modification. Successful training should rely on the educator's ability 

to make adjustments in the program, based on this feedback. Merwin (1 986) proposes 

that adult learnen, as well as organimtions, need to know whether their investment of 

time, money, and effort for training is worthwhile. A process for evaluation rnay provide 

information about the effectiveness of the training, and may act as a stimulant to further 

motivate participants to perform at a higher level. This evaluation process also can act as 

a positive reinforcement for participants' achievernents and cm strengthen the educator's 

sense of self-worth. 

Pancer and Westhues (1989) note that many educators approach evaluation as a 

final stage of program planning. They suggest that the evaluation process should begin in 

the early phase of the prograrn design and should be integrated as an ongoing rnethod of 

prograrn development. If this suggestion is followed, the learning sessions could be 

modified or revised according to the participants' feedback. Once the leaming objectives 

are established and the content of the leaming expenence is determined, the evaluation 

process should begin and continue periodically throughout the program. 

Abnuzese (1992) describes the evaluation process as a hierarchial triangle which 

begins simply and evoIves to complex levels of evaluation. This evaluation triangle 



identifies fiequemies of implementation, and establishes cost factors. The fint level, 

termed the process evaluation, is referred to as "the general happiness with the leamhg 

experience evaluation" (p. 239). It focuses on the program, the objectives, the faculty, the 

teaching and the learning methodologies, and the physical facilities. The second level is 

the content evaluation, which consists of evaluating a change in knowledge, affect, or 

skill, by using seKrating scales, pre and post tests, or demonsûations. The third level is 

outcome evaluation, which identifies a change in practice or behaviour following the 

learning sessions. This outcome for the individual might be the integration of a new 

value, a new skill, or a new process. Continuing up the level of complexities is the impact 

evaluation, which highlights institutional results attributable in part to the learning 

expenences. Examples of this evaluation result rnay be improved quality in a service or 

product, a cost benefit, or the level of participants'effectiveness demonstrated at the 

workplace. The final level in the mode1 is termed total program evaluation, which is 

demonstrated in the outcomes of an organization in terms of overall global goals and 

objectives for a year (or their designated period of time). 

CafEarella (1 994) refers to the evaluation process as the "heart" when judging the 

value or worth of an educational program. Evaluation rnay be a challenge because it is 

sometimes diEcult to demonstrate that program outcomes are really tied to what happens 

in a prograrn. Unusuai or unplanned occurrences rnay have an impact on the outcorne of a 

well-planned program. Measurable outcomes rnay be difficult to determine and rnay be 

clouded by poor or unrealistic judgement calls. Some educatoa rnay be reluctant to have 

judgements placed on their ability to develop and present a program, especially if their 



job performance is rated on the results of these evaluation outcornes. Caffaella also 

acknowledges that despite the challenges and problems faced with evaluation, there are 

many benefits that accrue from integrating evaluation into prograrn planning. Some of the 

positive benefits of evaluation are: (a) helping to keep staf f  focused on the goals and 

objectives of the prograrn, (b) providing information for decision making on ail aspects 

of the program, (c) ident iwg improvements for the design and delivery of individual 

leaming events, and (d) allowing for accountability. Once the evaluation process is 

developed, the information obtained fiom the data can help to set ground rules, 

summarize achievements, determine leaming, transfer knowledge and skills, and reveal 

areas of training effectiveness and improvement. 

Vella (1 995) advocates evaluating whether the participants in an educational 

prograrn have experienced a transfer of learning. She proposes evaluating transfer of 

learning through the development of action indicaton. If a problem has been identified, 

which has resulted in the need for learning to resolve the problem, then educators should 

look for a reduction of those problems after the leaming has taken place. If adults 

participate in an educational session to advance their careers, to perform their job more 

efficientiy, or to become more competitive in the workplace, these action indicators can 

be developed to measure the outcome of the education. Vella argues that, "Such 

qualitative indicatoe-human signs-speak to the success or failure of adult leaming 

efforts" (p. 147). The adult educator needs to develop measurable indicators during the 

program planning phase that c m  assist in the evduation of both the participants' leaming 

objectives and the overall program purpose. 



Continuing Education for the Health Provider 

Health-care service delivery in this decade is becoming focused on the quality of 

service provided to the clients and their families. Consequentiy, the service needs to be 

dnven by client satisfaction. Continuing education for health-care providers is one avenue 

that supports quaiity improvement and promotes change and improvement in services. In 

this section, I discuss participation in health-care education, continuing education, and 

barries to participation in health-care settings. 

Overview of Continuin- Education 

The purpose of continuing education is to build upon the knowledge base the 

health provider presently has and to enhance the skills, techniques, and attitudes that are 

practised in the workplace. As Huntley (1 989) explains, "Tertiary institutions do not, 

indeed c m o t ,  educate and train people for a career that spans a lifetirne" (p. 19). She 

believes that the fomal education of health providen only prepares them to begin to 

practise, but to continue this task over their lifespan requires continuing education, which 

means lifelong education. 

Kersaitis (1997) refen to continuing professional education as the study of, or the 

educational activities relevant to, a given profession. Except where otherwise specified, 

continuous professional education refers to both selfdirected and other-directed study. 

Cervero (1992) claims that the primary goal of continuing education should be to improve 

professionals' ability to engage in wise action- Momson (1992) suggests that 

professionals have a need to update their knowledge and skills because this updating is 

vitally important in a rapidly changing world. He believes that the very nature of a 
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professional is sorneone who in his or her vocational life is essentially a selfdirected and 

autonomous practitioner licenced to make judgements affecthg peoples' lives. This 

license to make judgements in itself should be a caîaiyst for the health provider to 

participate in continuing educational activities. 

Baskett (1993) says, "The modem professional must learn how to constantly 

evaluate, interpret, and manage changing and often conflicting ideas and information that 

impinges upon his or her practice" (p. 16). He points out that professionals are 

undergoing rapid changes in their work environments and for this reason they must aquire 

the necessary knowledge, competencies, and attitudes required in their changing 

workplace. This is especially tme for health professionals, who fiction in an 

environment expenencing rapid change. 

Houle, Cyphert, and Boggs (1987) define the goals of continuing education for the 

professional as follows: to expand the base of theoretical knowledge they presently have, 

to increase the skills and ability to find solutions to problems, and to build upon the 

experiences they have as professionals. Hewlett and Eichelberger (1996) find changes in 

patient-care delivery to be dependent upon multiple factors, which include continuing 

education for the health-care provider. One of the outcornes of health providers learning 

about process-improvement strategies is a higher quaiity service for the client. 

Maple (1987) has identified commonly held beliefs about continuing education 

for health-science providers; they include: (a) al1 health professionals should continually 

update their knowledge and skills; (b) such updating is ideally achieved on a voluntary 

basis, to ensure the participation of al1 practising professionals; and (c) continuing 
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education should be made mandatory and preferably tied to registration. She believes that 

the public now dernands greater accountability from health providen and that this public 

awareness has been developed through legislative malpractice cases, through agency 

regdation, and through the voices of consumer organizations. 

Participation in Health-Care Education 

A quality irnprovement program should incorporate perforraance reviews for 

those health providers delivering care to the client. Abnizzese (1992) observes that these 

reviews often evaluate and document the Ievel of cornpetence an individual is performing 

or expected to perform in the workplace. She notes that performance development tools 

have proven to be effective when managers are establishing expected levels of employee 

performance. Those tools cm also be used to establish an individuai's goals and 

objectives for future Iearning. She claims that worth and value are measured by the 

bottorn line and results must be worth the investment In this regard, cost-benefit analysis 

is an essential decision-making tool for deciding whether to keep a health service 

operating. Abnizzese concludes from her study that performance review, standards of 

practice, competency certification, and job expectations by ernployers are reasons why 

health providers should participate in continuing education. 

Many health-care organizations provide leaming sessions in the workplace for 

staf f .  The Northem Regional Health Board is such an organization. It not only provides a 

degree of ongoing education delivery for the employees physicians and voluntees; it also 

advocates continuing education in its mission and values staternents. The quality of this 

service varies according to available funding and the education personnel available. 
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Marsick and Watkins (1 992) explain that improvements in the workplace cannot 

succeed without the employees taking a greater role in decision making about their 

immediate work. In their view, employees shouid support the concept of continuous 

leaming in the workplace, but they sometimes view leaming as taking place only in the 

forma1 structure of courses and training programs. Therefore, it is dificult for some 

employees to think of their own jobs as a method of Leaming and development. On this 

topic, Marsick and Watkins (1 996) note that informai and incidentai leming often takes 

place from experience, and occurs outside the classroom. They define a Iearning 

organization as one wherein continuous learning runs parallel to work and is integrated 

within work processes. When this happens, employees constantly seek out ways to make 

things better at the work site, and the organization can support this type of lelming 

through the integration of stated beliefs, values, strategies, policies, and procedures into 

the workplace. The result can be a continuous journey of leaming and improvement. 

continu in^ Education in the Health-Care Settinp 

The delivery of an educational service within the health-care system is a challenge 

because the employees practice in a variety of clinicai settings. These settings include 

acute care hospitais, long term care facilities, comrnunity health, addictions seMce 

settings, and restorativeîare delivery settings. The diversity of clinical settings means the 

health provider must be prepared to develop their skills and knowledge in order to meet 

the demands of this changing health care environment. Cooper (1 997) proposes: 

Concurrent with the shift in hedth care reform is the realization that 
employees need a working knowledge of the corporate mission and 
goals to enable organizations to service and remah cornpetitive. As 



a result, nursing education departments today provide ski11 training, 
diversity training, individual development and organizational change 
education for their nurses. (p. 27) 

O'Grady and Wilson (1995) suggest that integrated learning in the workplace is 

based on the workers' combined thoughts, feelings, feedback, and experiences, and 

without al1 these components, real understanding does not occur. They regard learning as 

a part of the fabnc of how work is performed for everyone in a heaith-care organization. 

A cornmitment to leaming means excuses for not Ieaming are unacceptable. 

If a health-cate organization provides educational oppomuiities for individuai 

employees who support the mission and values of the organization, then the organization 

m u t  also understand that there are many factors that influence the ability of the health- 

care provider to participate in continuing educationai activities. Health educators can 

greatly assist individuals and organizations with the identification of barriers to 

continuing education and develop strategies to overcome those barriers. 

Health educators can assist employees as they explore various educational 

program options that offer the learner the content, the delivery method, and the 

competency level that suits the leamers needs and lifestyles. 

Continuing education programs that are considered mandatory for a hedth 

provider can offer the greatest challenge for the educator. These programs are frequently 

mandated by law (for example the Workplace Hazardous Materials Information Systems), 

and the content is often very structured. The health educator can reduce the monotony of 

these programs by using leamer-centered methods and involving the participants in the 

choosing of those methods. Employees ofien resent mandatory educational programs 
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because the content can be repetitious; offering a variety of leaming methods fiom board 

games, video presentations, or self-learning modules, seems to improve participation 

(Brookfield, 1986). 

Barriers to Partici~ation in Health-Care Settinps 

Although health-care providers often are urged to participate in educational 

activities, there remains a relatively large percentage who do not participate in planned 

sessions or other forms of ski11 uppding. If hedthcare educators are expected to 

facilitate a process of Ieaming in the workplace, they need to be familiar with the 

problems that the care providers face that may impede their participation in continuing 

education programs. 

In a snidy involving 300 randomly selected nurses, Cooper (1 997) found that 

several factors impeded their ability to participate in continuing education programs. 

These factors include: (a) a changeable work situation, (b) a high ratio of staff to clients. 

(C ) heavy workloads, (d) severity of the client's illness, (e) unpredictability of client 

heaith status, ( f )  lack of money, and (g) under-staffing. She also points out that many of 

the nurses cited their nurse manager as an obstacle to their participating in education 

sessions, because the manager failed to approve an educational request or to plan for extra 

replacement staff, or to design an alternative client assignrnent that would allow the 

nurses to participate. Waddell(1993) notes that many aspects of the educational 

programming itself are barrÏers to the participation of health providers. Problems with 

program planning-the program schedule, the location of the program, the marketing or 

publicity of the event, the costs or regishrition fees involved, and the relevance of the 



topic being presented-are cited as obstacles to participation. Because these barriers have 

an impact on program planning, program planners need to Nly  appreciate this influence 

on the target audience. 

The employer cm create barriers which affect the ability for the health provider to 

fiequent instructional sessions. Some facilities are staEed with ody one speciaiist per 

department, and the employer must decide whether the care provider can attend an 

educational event or must provide a needed service to the public. Interruption in service 

can result in longer waiting times, in delayed diagnosis, and in unhappy clients. The 

sentiments of one health provider working in a small facility is recorded by Huntley 

(1 989): 

ïh is  t o m  does not have another radiographer to act as locum. If 1 go 
away, the patients have to be taken by ambulance to the next t om,  
or the operations have to be cancelled. It used to wony me that 1 don? 
go to courses, but it doesn't now. The equipment hasn't changed 
anyway. (p. 22) 

Rural heaith settings such as those within the Northern Regional Health Board are 

a particular challenge for the health educator attempting to provide an education service 

to employees in these remote facilities. The geographical location of these sites can be a 

problem for the staffwho need to travel to work, thus making them reluctant to travel 

again for educational activities. No matter what the size of an organization, problems can 

result fiom both interna1 and extemal sources. Cherry (1 987) identifies several of these 

problems as they relate to organizationd program planning. One of these problems is the 

difficulty in obtaining experts to provide adequate instruction for the heaith-care provider. 



Many of the advances in health care involve highly techaical and computerized 

procedures. Some speakers have their presentation timetables booked months ahead, 

ofien making the procedure or the topic out-of-date by the time they can present. Cherry 

also notes that the willingness for management to support and encourage staff to 

paaicipate as a bamier. Management is frequently involved in the day-to-day operations 

of the service, so little time is spent in long-term planning, goal and objective setting, or 

fituristic thinking. Very little pldg for the educational needs of the health-care 

provider often results in inadequate allocations in the budget for replacement staffing. 

Facilitating Workplace Learning 

In 10 years, my role as an educator within the Northem Region has evolved 

primarily into a consulting role. 1 promotr the principles of adult education and assist 

others with the development of educational programs whether it is to introduce a new 

ski11 into the workplace, or to M e r  develop an employee competency. The 

environment 1 have been attempting to create within the health-care facilities, that 1 have 

been associated with, is one of continuous and a life-long cornmitment to leaming. The 

literanire shows that my colleagues in other settings have been involved in similar 

initiatives, 

pro mot in^ a Learnin~ Climate in the Omanization 

Health-care providers c m  leam in varied ways which include peer coaching, 

mentoring, self-leaniing activities, hands-on practice, and workshop instruction. Heaith 



educaton c m  assist managers to develop a leaming environment for their staff. The 

introduction of preceptor programs into the workplace often gives employees an 

increased sense of pride and renewed interest in their work. Professional journals made 

readily available at the worksite may stimulate discussion about certain health-care topics. 

The introduction of research studies within the service or the use of the Intemet to explore 

health-care to pics are methods of promo ting learning in the health-care workplace. 

Marsick and Watkins (1 996) explain that organizations can create a learning culture in 

the workplace. They suggest leadership that distinguishes offehg courses h m  

promoting learning: 

Leadership for learning means understanding the difference between 
providing courses for their own sake and building long term learning 
capacity that transforms people and organizations. Strategic leadership 
includes knowing when structures promote or inhibit learning. For 
adult educatos in organizations, strategic leadership usually involves 
partnering with managers and other change agents. (p. 20) 

Nonaka (1991) believes that few managers grasp the tme nature of the knowledge- 

creating organization In North Amenca, a more traditional approach to knowledge in the 

workpiace involves the processing of information only. Data, codified procedures, 

universal principles, and other quantifiable information have been the key to eficiency, 

cost control, and improved customer satisfaction. Nonaka suggests there are other 

avenues that organizations should use to help improve service and to stimulate the staff to 

participate in leaming activities. He thinks the key factors to organizational success are 

personai commitrnent, the employees' sense of identity wïthin the enterprîse, and the 

organization's mission and vision. These factors represent an approach that puts 
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knowledge creation at the center of the organization. Expertise in practice is shared with 

others at al1 levels within the organization, and new ideas for change and innovation are 

discuçsed, fostered, and created. The main focus in this type of approach is to 

continuously challenge employees to examine and then to re-examine what they take for 

granted in the workplace. For exarnple, durhg a t h e  of rapid refonn in heaith care, this 

process of examination may be an alternative not ody to survive the transition but to give 

birth to new knowledge and ideas. 

Both care providers and organizational managers have roles in promoting a 

leaming climate. O'Grady and Wilson (1995) observe, "People do not get involved in 

activities that have no rneaning for them. Leaders must set the time aside to have the 

kinds of conversations that lead to high involvement" (p. 57). They note, however, that if 

the health providers' personai goals coincide with the organization's goals, the 

management is more likely to embrace educational participation and other efforts that 

result in personal and organizational effectiveness. Health providen in the workplace 

need to have a clear understanding of the mission, vision, and values of the service so 

they cm evaluate their own effectiveness in the organization. Once these learning needs 

have been identified, the care providers can then select the avenue that best assists them 

in obtaining the skills required to effectively meet whatever is expected of thern. 

Health-care managers need to reflect upon the development activities their service 

providers are involved with in order to determine if the workshops, serninars, and other 

training opportunities are resulting in a good retum for their investment of  time and 

money. Parry (1990) suggests that manages begin to ask themselves whether the 



employees want to be involved in the educational session, what is included in the 

program design, what foiiow-up is necessary with the employee, and whether the 

organizational factors such as climate and culture suppoa the transfer of the leaming back 

to the workplace. Georgenson (1982) notes that of the many elements that influence the 

skills an employee demonstrates at the workplace none has more impact than that of the 

immediate manager. He explains that most employees work hard to meet the expectations 

established by their employers. Sometimes when employees attempt to implement the 

ideas gained at an educational program, they meet resistance fiom both their supervisor 

and their peers. Sening objectives and learning goals between the manager and the 

employee is essential if the learning climate is to be successfûl. Georgenson writes that 

managers should provide employees with immediate feedback regarding the training, and 

this means the managea must be farniliar with the program content. Continuous 

evaluation and feedback regarding the employees' performance objectives in relation to 

the leaming is necessary for both a learning climate and the transfer of leaming. 

Sunaortin~ Transfer of Learnin~ to the Workplace 

Parry (1990) highlights many practices that educators can use to help ensure 

transfer of leaming to the workplace. These include: (a) have the employee fil1 out an 

action plan explaining how they will integrate their newly acquired knowledge back to the 

workplace, @) bnng managers together before a couse, to set objectives and expectations 

they want to be demonstrated when the program is completed, (c) create a performance 



contract in which each participant agrees to meet certain criteria, and (d) evaluate 

periodicdly the employee's ability to change their behaviour at the workplace following 

the training. 

Similarly, Georgenson (1982) summarizes tmnsfer of learning to the workplace in 

the following five steps: (a) set the proper stage, (b) jointly identiQ a work project to be 

completed during the course, (c) provide proper feedback, (d) be supportive, and (e) 

integrate the course procedures into daily work. 

In the present world of health care, considerable time and effort are being spent 

developing and tracking measurable indicators. Garavaglia (1 993) believes in measuring 

training transfer through evaluation, having the employee demonstrate ways the training 

improves productivity, measuring changed behaviour through reports from supervisors, 

conducting surveys using questionnaires to indicate if training has improved service, 

having employees complete action plans and send copies tu the manager, interviewhg 

employees following the educational program, o b s e ~ n g  the employee in the workplace 

following the training, and asking the employee for a written report of how they are 

implementing change at work as a result of the program. Garavaglia advocates that 

managers spend less time concentrating on improving training design and more time on 

supporthg training on the job. He also suggests that there are two reasons for the failure 

of leaming to transfer to the workplace: the work environment does not support the 

learned behaviour, and the participants think the training was irrelevant. Garavaglia 

emphasizes "Successful training involves two phases, the acquisition of skill or 

knowledge and the maintenance of behaviour when the trainee returns to die worksite" @. 



Preparing a transfer of learning plan is one aspect of program planning that 

CafEarella (1 994) believes has been neglected in the past. She explains, 

It has been assumed that this application of what was leamed at 
the educationai program would somehow just happen and that the 
proposed changes as a result of this leaming were the worry of someone 
oher than iriose responsible for pl&g the program. (p. 1 15) 

She advocates that educators who are planning programs shouid consider the transfer of 

leamhg as an integral part of theïr program design. Several strategies Caf%arella identifies 

as assets when planning for the transfer of learning are: (a) determine the key players who 

need to be part of the process; (b) provide mentors or coaches, start self-help or support 

groups, or develop individualized leaming plans that can assist participants to apply what 

they have leamed; and (c) decide when the strategies for the transfer of learning should be 

employed. Health educators need to develop a clear understanding of the competencies 

that an employee is expected to demonstrate in the workplace and assist the employee in 

developing these competencies. These competencies should strive to meet the mission, 

values, and goals of the organization. Managers should establish and evaluate job 

expectations for the employees that are in concert with the mission, values, and goals. 

Quality Management 

The Northem Regional Health Board is undergoing a reform of the seMces it 

offers. The focus is on the appropriateness and effectiveness of seMces to clients based 

on the expressed needs nom those clients and their communities. There is greater 
t 

collaboration between the clients and the health-care provider through dialogue with 



collaboration between the cIients and the health-care provider through dialogue with 

comrnunity health boards and client focus groups. This dialogue attempts to identiQ the 

health-care needs of the clients and how they wodd like those needs met. There is also an 

increase in the search for current health-care modeis that have proven to be successfbi to 

assist health providers interested in re-aligning seMces for their clients. It is hoped that 

these modeis cm provide the structure and the evidence required for health providers to 

make better decisions. 

The Nature of Process Improvement 

Larson (1998) states, "In the current heaidi-care environment, process and 

outcome standards are the basis for continuous quality improvement programs" (p. 34). 

Larson suggests that the processes and outcome standards need to be client focused and 

require a high prionty in any quality management program. 

Sasala and Jasovsky (1998) refer to a continuous quality improvement prograrn 

implemented at Raritan Bay Medical Center (RBMC), where a cornmittee was assembled 

to irnprove the patient education documentation process. Following a complete detailed 

investigation of the present process and through competent problem-solving and decision- 

making skills, this cornmittee revised the documentation process. The cornmittee found 

that patient education is now truiy integrated at RBMC, with every pertinent discipline 

involved in decision making throughout the process of continuously improving the 

patient education process and documentation. This is one exarnple of how the integration 

of process improvement into a quaiity management program cm be of benefit. 

Continuou process improvement strategies are aiso advocated by Rosenstein 



(1998), who proposes that opportunities for process improvement must be identifie4 

developed, and implemented if an organktion is to survive in the curent health-care 

environment. Sukati (1995) supports process improvement as the foundation of quality 

improvement. She daims, "Finding a process to improve is a basic requirement for 

quality irnprovement" (p. 1 14). The importance of process improvement in health care 

does not mean it is a complicated, tirne-consuming effort that requires countiess 

investments of time and money to implement. The investment of time is noted by Plsek 

(cited in Sukati, 1995), who states, 

A quality improvement tearn need not solve every problem, nor address 
every issue, in order to make noticeable improvements. Focusing on the vital 
few enables a quality improvernent team to achieve the highest return on the 
investment of its resources and effort. (p. 114) 

Lewis et al. (1998) suggest that organizations that have developed a learning 

culture coupled with an environment open to improvement are organizations where the 

philosophy of quality management flourishes. They state: 

Quality management thrives in flexible organizations with the capacity to 
plan, design, and rehe care processes. Learning organizations, chamcterized 
by openness to innovation and efficient internai dissemination of lessons leamed 
in one arena to other applicable units and settings, have the vital capacity to 
undertake practice and outcome improvements. (p. 19) 

Stratepies that Promote Continuous Process Im~rovement 

If quality management requires an organhtion to adopt a philosophy and an 

entire change in the approach to evaluating s e ~ c e  delivery, how do the employees 

acquire the knowledge necessary to incorporate this new philosophy into their daily 

practice? Fritch and Dolson (1 996) believe that innovative education is the key to re- 



employee's rnind-set toward a continuous process and quality improvement approach. 

They have developed nurnerous short, humorous and interactive activities designed to 

teach hedth-care employees the techniques involved in continuous quality and process 

improvement. These activities were presented at the senior management meetings, then 

offered to the rest of the employees at a later date. This strategy resulted in the full 

integration of a continuous quality and process improvement philosophy into the 

workplace within 4 years. 

Kelly-Heidenthal(1998) suggests, "Accountability for quality improvement is a 

hallmark of the professional" (p. 294). She believes strategies for the integration OF 

quality improvement into care must include theory building, classroom discussion, skill- 

building exercises, and exercises to strengthen a positive attitude and cornmitment to 

quality improvement practices. She also States that professionals should act as role 

models to health-care students and that these professionals should demonstrate 

accountability for monitoring and improving the quality of the services they offer. 

Summary of the Literature 

Five bodies of literature have been selected and reviewed in this chapter. Various 

viewpoints have been presented regarding adult education perspectives, program 

planning, continuing education for health providers, facilitating learning in the workplace 

and continuous process improvement. This brief literature survey included various 

researchers' reflections about the typical aduit leamer. Many authos agree that adults are 

competled to participate in continuing education activities in order to solve a problem in 
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their lives. The need for information, the need to acquire a ski11 or competency, or the 

need to change some facet in their lifestyle are reasons why adults participate in 

continuing education sessions. The factors influencing adult participation in educational 

programs were reviewed. These factors also included the barriers to adult learning: 

disinterest, fear of failure, lack of resources, family commitments, and inability to locate 

the course or instnictor to meet the adult's expectations. 

A review of the literature on program planning and development identified the 

importance that educatoa must take to ensure the leaniing needs of the participants are 

met or exceeded. Emphasis was placed on the identification of adult learning needs, 

development of measurable learning objectives, delivery of program content that fulfills 

the learning objectives, variation of the methods of content delivery, and planning for the 

program evaluation process. 

The review then focused on continuing education for health providers and the 

factors that influence their participation in educationai activities. These factors include 

the expectation that health professionals acquire curent knowledge and skills in order to 

make wise c l in id  decisions. Barriers that have an impact on the heaith providers' ability 

to participate in continuhg leaming programs were discussed. These barrien include 

workplace conditions such as heavy workloads, the lack of replacement staffing, the lack 

of planning to free time for the health provider to attend learning sessions, and the 

absence of management expectations for the health provider to attend. 

The review also discussed facilitation of workplace learning and the need for 

organizations to create a leriming environment where dl employees embrace continuous 
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Learning through various means. Learning can take the form of journal clubs, coaching 

and rnentonng sessions, preceptorship prograois, self-directed programs, on-the-job 

practice, and formai workshops with an instnictor. The organization must develop the 

potential of its employees by creating a culture where continuous learning in planned, 

integrated, and expected in every facet of the workplace. 

The finai section in this review of the literature focused on the need for quaiity 

management in health-care settings. The role that quality management plays in heaith 

care was noted, as was the role of quality indicators in identifj4ng the need for process 

analysis. The application of process improvement strategies was bnefly discussed. Some 

of these strategies included the theory of quality management, interactive exercises 

demonstrating the application of process improvement into the workplace, and skill- 

building activities that incorporate the various components of a continuous quality and 

process improvement approac h. 

In the next chapter, 1 describe the workshop 1 designed and delivered in an effort 

to create change in the workplace and improve services offered within the Northem 

Region. 



C W T E R  3 

DESCRIPTION OF TWE STUDY 

In this chapter I descnbe a continuous process improvement program 1 planned 

and implemented for the quality management tearn members of four heaith-care facilities 

under the leadership of the Northern Regional Heaith Board. This educational program 

consisted of a one-day workshop that covered severai aspects of process improvement. It 

was offered to the quality management team members at each site that had identified an 

interest in this topic and whose quality program was developed to the point where process 

improvement strategies could be an asset. 1 began with the assessrnent of participants' 

needs, then I describe the planning and the design of the program. Next, 1 descnbe the 

implementation of the program for each of the four health-care sites, including the 

findings from the evaiuation questionnaires of each session. Finaily, I present the 6-month 

follow-up interviews with site managers during which we discussed outcomes that the 

participants had contracted to accomplish upon returning to the workplace. 

Assessrnent of Need 

1 fmt recognized the need for some type of educational support for continuous 
4 

process improvement in my health region. Quality improvement teams had been set up at 

each site, and 1 wanted to expand their function to include process improvement. Thus, 

my first task was to assess the reaf and perceived needs of tearn memben. This needs 
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assessrnent consisted of three components: (a) the review of reports by Racine and Varin 

(1995) and The Canadian Council of Health Services Accreditation (1997) and a report 

from Whiting et al. (1998), (b) the coordination of focus groups for the quality 

management team members of two sites to discuss the need for a process improvement 

program, and interviews with the site managers of the other two healthcare facilities; and 

(c) the setting of my own learning intents. 

Reports of External Evaluators 

In 1995, Racine and Varin, surveyors with the CCHSA, conducted a review at one 

of these four sites within the Nonhem Region. Their report states, "The transition to a 

quality irnprovement prograrn, along with a change of ernphasis fiom structure to process 

and outcornes, are encouraged. A formalized method of reporting medical quality 

improvement activities to the board is also required" (p. 1). In 1997, another report from 

the CCHSA recornmended that the Northem Regional Health Board assume overall 

accountability for the development and implementation of a quality improvement 

approach throughout the organization. This report also urged the staf'f to iden* 

performance indicators to assist with the quality monitoring and improvement projects, 

and to communicate those improvements to the Northem Regionai Health Board. These 

recommendations gave clear direction for the need to impiement a continuous process 

improvement approach within the Northem Region. 

Whiting, Peczeniuk, and MacLean, a group of independent extemal m e y o r s ,  

conducted a survey at another Northern Region hedth-care site; their 1998 report stated, 

"Provide recommendations for establishing a framework to enmre total quality 



"Provide recommendations for establishg a fhmework to ensure t o d  quality 

management within a regional context. Provide educationd resources to support change 

in develophg a framework for CQI within a regional context" @. 39). As the scope of 

these recornmendations is very broad and involves the entire Northern Region, I focused 

on four health-care facilities within the Northem Region to conduct this study. These four 

sites were selected because their qudity programs were well developed and the team 

members had expressed an interest in expanding their quality programs to include process 

improvement. Because the site-based quality management team members are responsible 

for quality activities within their facilities, the recomrnendations noted in the reports are 

directly applicable to them. 

Focus Grouos for Memben of Ouality Manaeement Teams 

To M e r  assess the need for a continuous process improvement prograrn 1 

conducted two focus group discussions with the members of two of the on-site quality 

management tearns. The first focus group (at Site 1) involved the site manager, 

physiotherapy manager, nurse manager, and Iaboratory technician ( one male and three 

fernale employees). The second focus group at Site 2 consisted of an employee fiom plant 

operations, the supervisor of environmental services, a Iaboratory manager, two nurse 

managers, and an administrative secretary (three male and three female employees). For 

each of these focus groups, 1 wanted the quality management tearn members to express 

their perceived need for such a program, to assess their present knowledge of process 

improvement, to identi& their preferred leaming style, to indicate their t h e  cornmitment 

to this activity, and to establish their learning intents. 
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The focus group meetings lasted approximately 45 minutes and the team members 

spent the fkst 25 minutes discussing the structure of their quaiity program and the quality 

activities they were presently involved with. This discussion also included the monitoring 

of established quality indicators that the teams were in the process of tracking. 3 used an 

interview questionnaire to focus the remainder of the discussion on the needs of the 

quality management team members. This questionnaire consisted of seven questions (see 

Appendix A), which used both a narrative format and a rating scaie. 

FoUowing my discussions with these focus group members and after completion 

of the questionnaire, the members of these two health care facilities' quality management 

teams detedned there was a definite need to implement an educational program on 

continuous process improvement within their sites. Both groups, by consensus, chose a 

one-day, 6-hour workshop with a facilitator. 

Quality management team memben from Site 3 and Site 4 did not participate in 

focus group discussions because convening focus groups would ixiterfete with the 

services offered to the clients due to their limited staffing numbea. 1 chose instead to 

conduct personal interviews with the managers at Site 3 and Site 4. Based on the resdts 

of these interviews, the site managers decided that a process improvement program could 

benefit these facïlities. These managers are members of their on-site quality management 

teams, and they were able to provide a global perspective and to identify the direction the 

teams needed to develop, in relation to quality improvement stnitegies. 



Settine the Learnin~ Intents - 

Based on the input from the focus group mernbers, and the interviews with the site 

managers, 1 established eight leaming intents. These learning uitents were then referred 

back to the site managers and the focus group mernbers and were vaiidated as presented. 

If the workshop met the participants' leamhg needs, then following the education session 

the leamers should be able to: (a) visualize and explain work in terms of processes and 

systems, (b) constmct flow charts to represent a work process (c) monitor a work process 

and compare its performance to the expectations of the client or customer, (d) descnbe 

the value of throughly analysing a work process before making improvements or changes 

to it, (e) explain the need to rneasure and monitor the performance of a work process in 

order to make improvements, (f) identiQ the oppomuiities for improvement in work 

processes in order to better meet or exceed customer satisfaction, (g) demonstrate 

successfully the above skills in a practice setting, and (h) develop a plan to utilize these 

skills to improve the quality of work processes at the worksite. 

These leaming intents were used during the planning phase for designing the 

workshop. These intents were constnicted to meet the participants' needs and to be 

measurable and achievable. These learning intents provided the necessary framework for 

the design of the workshop because the workshop content was structured to meet these 

intents. 

Planning and Design 

1 approached the planning and design of this workshop from the desired outcome 

perspective. The worksho p was intended to htroduce the s kills of continuous process 



improvement to the quality tearn members so they could recommend and implement 

change and improvement. in their workplace. In order to achieve the best possible 

outcornes fiom this workshop, I reaiized that a detailed plan and design were necessary. 

In this section 1 discuss the various activities and decisions required during the pre- 

planning phase, then 1 discuss the format and content of the educational workshop. 

Pre-Plannin~ Activities and Decisions 

There were many issues I needed to reflect upon before 1 began the actual 

development of this workshop. The fint decision was who would facilitate the session. 

The focus group members had expressed their preference for a workshop format with a 

facilitator. Thus, I needed to locate someone with knowledge, background, and 

experience in continuous process improvement. The person had to be familiar with health 

care and its challenges and be someone who would be available for ongoing support 

following the education session. Based on a self-evaluation of my own skills and abilities, 

I offered to act as the facilitator for the workshops and the Regional Quality Management 

Advisory Group and site managen agreed. 1 recommended that the workshops be offered 

once at each of the four heaith-care sites, with each session lasting 6 houn. 1 prepared and 

reviewed with the site managen a budget available for these workshops, and we jointly 

decided to hold the sessions on the premises of each health facility (this eliminated the 

cost of renting space). 

I also discussed the rneans of meeting the learning intents with the site managers. 1 

explained 1 had accumulated a large number of resources about the topic. We agreed that 

my challenge was to incorporate enough theory of quality management into the workshop 
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to provide the participants with adequate background information, and to focus mainly on 

continuous process improvement, and the application of its principles to the workplace, 

using practical examples of health-care work processes. 

I considered methods very carefully. To incorporate the various leaming 

preferences of the participants would take time and skill, but would help to ensure that al1 

the participants would be exposed to a variety of their preferred Iearning styles. Equally 

important was the method 1 used to evaluate this workshop. The evaluation I decided 

upon consisted of two parts: (a) a post-session participant questionnaire, and (b) 

interviews with site managers 6 months after the workshop, to determine if the 

participants implemented process changes that improved the services offered to their 

clients in their individual work sites. During the pre-planning phase 1 also pondered 

whether 1 was prepared to make adjustments to the workshop content or approach during 

the implementation based on the responses fiom the post-evaluation questionnaires at 

prier sessions. I decided that I would vary the workshop according to the information and 

suggestions obtained fkom the evaluations of pior learnea. 

The workshop content included a short lecture about the theory of quality 

management and continuous process improvernent. Case studies were discussed in small 

group sessions and questions that were included with the case study were explored by the 

group. Video segments were shown to demonstrate a quality team andysing a work 

process and developing recommendations for change. Examples from the health-care 

workplaces were used during the workshops to demonstrate the steps involved in 

analysing the work processes that employees m u t  compiete everyday. As I developed 



this workshop 1 considered the participants' various leaming styles, their present 

knowledge of the topic of continuous process improvement, and their need to apply their 

newly acquired knowledge in the workplace. In the next sub-section 1 give an overview of 

the workshop format and content. 

Format and Content for the Workshops 

Information fiom the focus group questionnaires indicated that the various team 

members had varying educational backgrounds and preferred Ieaming styles. Thus, one 

challenge I faced was to deliver the information so that everyone in the group could 

expenence at least one delivery method they were comfortable with. Therefore, I 

incorporated a combination of short lectures, group practice exercises, video 

presentations, individual reading, and small group discussions into the workshop. A short, 

humorous ice-breaker was selected to help the learners relax and assist them to focus their 

attention away fiom the problems and challenges of their work settings and ont0 the topic 

to be presented. Following this introductory exercise, 1 used a short lecture to provide a 

brief history of the origins of quality management use in private industry and how it 

relates to our present-day, health-care system. 1 used the information fiom a workbook by 

Zenger Miller Inc. (1997) called Analvsin~ Work Processes as part of the workshop 

content because it incorporated examples of processes I thought the participants could 

relate to their everyday living experiences. The case study included in this workbook 

focused on a recniitment and selection process, an example with which the participants 

could easily iden ta  from their workplace. This information gave the learners a practical 

step-by-step review of a simple work process which could later be compared to examples 



fiom health care. After researching many resources 1 selected a video; 1 made my 

selection because the video's demonstration of concrete examples of work process 

illustrated effectively to the participants the importance of understanding their present- 

day process in detail before any changes are made. 1 designed group discussions to give 

the participants tirne to be together as a tearn and to select a work process they are 

presently involved with at their work site. In addition to scheduiing content activities, 1 

had to consider various facilitative process factors. For example, because of health 

providers' habituai use and reliance on cellular telephones or pocket pagers, 1 had to 

consider how to reduce the number of distractions fiom these instruments during the 

workshop. 

At the completion of each workshop each participant was asked to complete an 

action contract (see Appendix B), which was used to encourage the learners to make a 

persona1 commitment to take the information they had learned during the session and 

apply it to the workplace. This contract prompted the leamen to document four actions: 

(a) a work process they would focus on at their worksite, (b) a date when they shouid 

begin their review of the process in a formal manner, (c) a colleague to whom they could 

report their progress, and (d) an anticipated date of completion. In the next four sections 1 

describe the implementation of that workshop and its modifications at each of the sites. 

Site 1 Implementation 

The workshop for Site 1 took place on a Friday in the middle of May. The 

participants consisted of 14 membes of the site-based quaiity management teams. The 



manager of physiotherapy, an occupational therapist., a social worker, a dietician, a 

Licenced practical nurse, the site manager, two laboratory technicians, a housekeeper, and 

a diagnostic irnaging technician. 

Flow of the Workshor, 

1 began the workshop with a review of the agenda and the leaming intents. 1 gave 

the participants the oppominity to add or delete items fiom the agenda or to enhance the 

leaming intents. This group agreed to accept the agenda and intents as stated but asked if 

the workshop could be shortened by 30 minutes to allow staff to attend another organized 

fünction; in compensation, the group agreed to shorten the nutrition breaks. A blank 

flipchart was provided for the learners to write down topics of interest which arose during 

the group discussions, and 1 explained that these would be addressed before the workshop 

was over. Following a short humorous activity which resulted in laughter and jokes being 

passed among the group, I took the opportunity to inforrn the leamers that this session 

had been planned for them and if they had questions about any aspect of the content they 

were encouraged to ask immediately. It was my intention to keep the workshop 

environment cornfortable and relaxed in order to encourage the leamers to add their 

expertise to the content, to ask for clarification when needed, and to make general 

comrnents as the day progressed. 

A group activity titled "What is a Process" was initiated to help identiQ three 

processes the participants have in their pesonai lives. They were asked to write these 

processes on a piece of paper supplied on the tables and then asked to pick one of these 

m e n  processes, give it a narne, state its beginnùig and end point, what its purpose is, 



written processes, give it a name, state its beginning and end point, what its purpose is, 

and who the main consumer of this process is. 1 spoke to the participants about an 

example of a personal process fiom my life and then they were given 5 minutes to 

cornplete their own work. 1 asked for two volunteen fi-orn the participants to each share 

their example processes with the large group. The laboratory technician gave the example 

of doing the laundry, indicating that the dirty laundry in the hamper was the beginning 

point of the process; the end point of the process was clean, folded clothes in the dresser 

drawers; the main output was clean clothes; and the consumer were the family members. 

The registered nurse used the example of making the rnorning coffee as a simple process 

she is involved with. The beginning point is an empty coffee maker; the end point is 

freshiy-brewed coffee in her cup; the main output is the coffee; and both she and her 

husband are the consumers. These exarnples were helpful, and the rest of the group 

indicated they had similar types of examples. When asked if they understood this simple 

concept, they agreed that they did. 

The next item on the agenda was a short lecture on the components of continuous 

quaiity and process improvement. 1 started this lecture with the definition and main steps 

in a work process. A helpful tool for me when I described process to this group was the 

use of the overhead projector and a transparency to illustrate a simple work process flow 

chart. When the participants were asked if they understood this concept, the diagnostic 

imaging technician said, "It seems like a pretty simple concept to me." The rest of the 

group agreed, then 1 continiied to share with them some of the simple work processes 

fiom their health-care facility . 



The focus of the lecture shifted to the four stages of team development and the 

factors that help teams succeed with projects. I thought this topic was important because 

these participants were expected to retum to their workplace and begin reviewing 

processes as a team. Understanding team development could be helpful for these 

participants to reflect upon, because it might increase their probability of success when 

attempting to complete their projects at their workplace. 

I reviewed traditional organizational structure and described the Northern Region 

health-care service delivery as a senes of work processes, each involving several 

departments. I asked the group to narne a complex organizational process and the site 

manager responded by identifjhg the recruitrnent, hiring, and selection process which is 

coordinated by the human resources department but also invoives any service department 

seeking to hire a new employee. When the entire group was asked if this was a good 

example of a complex work process the participants ail agreed, and this reply confhned 

for me that this group seemed to have grasped one more concept of process improvement. 

I then continued to ask the group what would happen if one department were to make 

changes to their part of the work process without consulting the other seMces involved in 

the entire process. The occupational therapist replied, "People would get ugly because it 

may change what they have to do with their part of the process," and the others agreed. 

Scholtes (1 988) believes the 85/15 Rule developed by the quality expert, Joseph 

Juran, who suggests that 85% of quaiity problems can be traced to work processes and 

only 15% can be traced to people. I presented this theory to the group and during the 

discussion that followed, the site manager then asked, "What about the 15 % that don't 



want to do a good job"? 1 responded by saying, "From my experience, that group of 

employees are the ones who consume the majority of the managers' time and create about 

80% of the work problems. They are your challenge"! The rest of the group agreed. The 

group was asked to consider whai cues or warning signs might be identified at a work 

place to indicate that a work process was in trouble. The participants cdled out their 

responses which I recorded on a flip chart. The responses included: increased customer 

complaints, increased employee sick t h e ,  increased staff turnover, decreased staff 

morale, and an increase in missed deadlines and work mors. These were al1 helpfùl 

responses. A short discussion followed regarding the difference between analysing a work 

process and solving a problem. It is my expenence that health providen like to jump right 

into problem solving before they analyse the present work process in detail and study 

every aspect of it. I mentioned to these participants that 1 have witnessed process 

improvement projects fail because team members assume they know the problems and 

give solutions before a full investigation of the work process is completed. A nurse 

manager replied, "Yes but we're such good problem solvers, we always think we have al1 

the answers!" The rest of the group laughed and one participant replied, "That's why we 

keep making the same mistakes over and over; we don't take our time." 

After a nutrition break we viewed the video of a work process being anaiysed by 

a team. When the video was finished, 1 divided the participants into three small working 

groups and asked each group to choose one of the work processes they had listed earlier 

in the session, then to select d l  of the customen involved in the process and what 

expectations the customer might have for the service being offered. The laboratory 
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technician remarked, "Oh, our client wants it aii, immediate service every t h e ,  nobody 

wants to wait!" The rest of his group chuckled then began to clearly identify the process, 

the clients, and the client expectations. One participant said, "It's hard to imagine what 

their expectations are." 1 agreed and suggested that they think of themselves as clients 

and decide what they would want fiom the service. The group agreed to try to do this 

during the iunch break. 

After lunch I asked the participants if this educational experience was meeting 

their objectives. The nurse manager responded, "I've never thought about looking at work 

this way; it is interesting to think when something goes wrong it's not aiways someones' 

fault." Another leamer stated, "This is better now for me, 1 like to get to the practical side 

of things." Next, 1 reconvened the three small groups and asked them to explore their 

chosen processes relating them to steps 3 and 4.1 asked the group members to role play or 

imagine themselves as the client and to identiQ the expectations they might have fiom a 

service. One participant moaned and said," Not role playing, I'm no good at that." 

Another member of her group said, "You be the client and tell us what you want, you've 

always been good at that!" Again the group laughed and began role playing as the client 

or identifjhg client expectations. Following this group exercise, 1 reviewed an actual 

work process which 1 had previously analysed in detail, in order for the participants to 

view another health-care process improvement activity. 

Before the participants left the workshop, 1 asked each of them to reflect upon the 

information presented to them during the session and to think about how they could apply 

the knowledge they had gained to their individualized work settings. 1 introduced the 
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participants to an action contract. I explained that the contract's purpose was to obtain a 

cornmitment f?om them to take the skills they had leamed during the workshop and 

transfer them to the workplace. The contracts were circulated to the lemers and I asked 

them to complete and r e m  them to me at the end of the session. One of the participants 

asked if the site manager would get these and another wanted to know about their 

purpose. The entire group appeared uneasy, and 1 could sense theu apprehension. 1 

assured them that these contracts were for their own use as a means of self-direction and 

self-commitment and would not be given to the manager. 1 did ask if 1 could obtain a 

photocopy of the contract for my records and the group agreed. At this point, the 

participants seemed to relax, began to complete the contracts, and gave me permission to 

use the information as part of my evaluation. 1 reviewed each of the workshop learning 

intents with the group and asked if the leaming needs of the group had been addressed 

during the workshop. Al1 of the participants agreed that they had been achieved. Next, I 

asked the participants to cornplete a short evaluation questionnaire and to Ieave the foms 

on their tables for me to collect. I explained that they did not need to sign their names to 

these evaluations. The session ended within the 6-hour time-frame and many of the 

participants stayed behind following the session to tell my that they had enjoyed the day 

and to ask me about ongoing support to help hem with their process review activities. 1 

told them 1 was available for ongoing support and gave them my office telephone 

number. Each participant had been given a set of handouts throughout the workshop 

summarizing the key elernents covered during the day. I also Ieft a cornprehensive 

workbook with the site manager that the participants could use for fùture reference. 



Observations and Informal Peedback 

As the facilitator 1 was pleased with the outcome of this fht session. The 

activities foilowed the agenda order, seemed to flow logically and smoothly, and were 

completed in the allotted time. Although 1 found components in my presentation difticult 

to explain to the participants, for example the idea of process analysis versus problem 

solving, they did not comment on this fact in the questionnaire. There was active group 

participation during the small working sessions and 1 found the participants very eager to 

ask questions and seek clarification as required. The resources that were given to the 

participants (which included copies of the key elements of the workshop) were well 

received. The examples of work processes the participants had selected were appropriate 

and they were able to work through these exercises with little difficulty. 

There were several challenges that 1 had to overcome during the session. In an 

attempt to accommodate the participants, 1 had agreed to conduct the session on a Friday. 

From my past experience as a facilitator working with health providers, a Friday is not 

usually the best day of the week to plan educational events. 1 leamed once again fiom this 

experience, that health-providers usually become tîred and restiess on a Fnday aftemoon 

and this group was no exception. The participants were anxious to get to their next 

fùnction and 1 was aware of the pressure the group put upon me to fînish the session 

early. The pocket pagers and cellular cdls were a constant source of interruption during 

the session and on several occassions disrupted the entue group. When the participants 

asked me questions about the action contract 1 had asked them to complete, 1 realized that 
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this may have been their first time to use a self-contract. This task seemed to raise their 

anxiety level until 1 explained the putpose of this contract, after which they seemed to 

relax and complete the contracts without m e r  questions. 

The action contracts had prompted the participants to identiS the processes they 

were willing to review once they retumed to their regular work area As the facilitator, 1 

asked the participants to reflect on the obstacles that might impede their progress as they 

atternpted to complete their process review activities and the steps they may need to take 

to overcome these obstacles. They cited potential barriers, such as the lack of tirne, an 

increase in employee apathy, and the lack of people knowledgeable in process 

improvernent. These participants also expressed concem about factors having a negative 

effect on thern like low staff morale, their lack of motivation, and the lack of cooperation 

From other staff on their work teams who may not have an interest in changing the way 

things are done at work. The group noted that the obstacles they had listed could be 

strong deterrents to their success in completing their process reviews. The group also 

identified several steps they could take to overcome these obstacles, including: (a) 

attempting to cornmunicate with other employees in the workplace about the benefits of 

process improvement, (b) explainhg to other staff how looking at work process in detail 

might improve outcornes for al1 of them, and (c) rescheduling work so time could be 

arranged to start process reviews and develop flow charts that would help support the 

revised and improved work processes. 

This group identified severai work processes at their site that needed to be 

improved. These included the processes for performance appraisal, f i  safety, reporthg 



laboratory results to physicians, blood collection, and reporting x-ray results. The 

manager at Site 1 established and cornrnunicated to the workshop participants the 

expectation that these work processes could be improved upon through a series of process 

review projects which they could conduct. 

Partici~ants' Evaluation Results 

The evaluation questionnaire I distributed at the end of the session had a mixture 

of rating and open-ended comment sections. It was one page in length (see Appendix C). 

The results were favourable in that the majority of participants agreed that their learning 

intents had been met. Aithough meeting the participants' leaming needs did not guarantee 

that process improvernent projects would be implemented at the worksite, it was an 

indication to me that these participants had gained some of the skills necessary to 

implement their projects. 

One participant noted she had a problem with some of the workshop content and 

sumrned it up with the statement, "This material is a bit dry, difEcult to grasp after only 1 

session, needs to be reinforced. Use of wall charts a bit ovenvhelming, too much info." 

In my role as the workshop facilitator, 1 did not sense that the majority of participants felt 

this way nor did the evaiuation questionnaires reflect this opinion. The participants 

indicated that they liked the skills practice and group discussions, and one individuai 

noted, Y enjoyed the hands-on sessions, group/small sessions, hand-outs, group 

discussion and application ta some on-site issues.'' These were the aspects of the session 

that most participants found most worthwhile. My past expenence of facilitating 
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workshops for health-we providers c o n f i e d  the fact that they enjoy task-oriented work 

and prefer practicd procedural activities, action lists, and interaction and collaboration 

with others. 

1 was keen to review the participants' remarks about the areas of this workshop 

that needed to be improved because 1 intended to use the feedback for revising the 

session. One respondent suggested that I Iink the theory and ides  directly to health care 

and not attempt to use other topics and examples. Another participant suggested that there 

was too much material presented for one session and that each participant needed more 

feedback about their own individual processes. Still another learner remarked that 

"another workshop is needed to elaborate on some of the finer points." When asked to 

rate the overail session, al1 of the participants rated the workshop as good, very good, or 

excellent. Because this workshop had received a positive overall rating, I decided to 

implement it in its current format another t h e  and then decide upon the modifications to 

be made, based on the feedback nom both groups. 

Site 2 Implernentation 

The session at Site 2 was held 3 weeks following the presentation at Site 1. The 

group consisted of 1 1 members of this site's quaiity management teams, and included a 

nurse manager, a registered nurse, the coordinator of the diabetes education center, two 

dieticians, the manager of Iaboratory services, an administrative secretary, a maintenance 

worker, the manager of housekeeping services, and an x-ray technician. The session was 

held on a Wednesday and the group seemed eager to work. They did not request to have 



the session shortened, although the nurse manager was summoned to a crisis within the 

facility and the administrative secretary left a half hour early due to a pesonal 

commitment. The remainder of the group completed the full workshop. 

Flow of the Workshop 

I presented the same agenda to Site 2 as 1 had followed with Site 1 and the flow of 

the presentation was also similar. Once again, 1 found the content of my short lecture 

difficult to explain in simple tenninology. Although I had attempted to simplify and 

clariSr the information, I noticed the reaction from these participants was sirnilar to that 

of the participants who had attended the Site 1 session. These leamers became restless 

and weary by the end of this short lecture. 

The resources for this session were distributed to the group in file folders at the 

b e g i ~ h g  of the workshop. A participant in the first session had given me this 

suggestion. These participants were able to follow the matenal in their folden without 

difficulty, as I reviewed the content. The group practice session was well received. One 

participant said, "1 can see where these steps could have great benefit in al1 areas of the 

hospitai if we had the time to actually sit down and study the work steps involved in the 

processes." One of the dieticians added, "Maybe if we took the tirne to do this we would 

Save ourselves a lot of time in the long term on wasted steps we do now!" 1 was very 

pleased to hear this comment since it was an indication to me that the main purpose of 

process improvement had been understood. The group exercise which required some 

abstract thinking was difficult for some of the participants in this gmup to grasp. The 

housekeeping manager remarked, "How are we going to know what people expect us to 



do; our job is to keep the building clean and that's al1 we're supposed to do." The 

maintenance worker added, "Yeah, if something here gets broken then we fix it, how can 

we imagine what the othcr employees in this building want from us?' These participants 

found it a challenge to imagine wbat their customers expected fiom their service. 

Three membes of this group did not receive the action contracts favourably. They 

engaged in approxirnately 15 minutes of heated discussion regarding the need for these 

contracts. They were very reluctant to even discuss the contracts and one of the three 

stated, "We don't see why we have to cornpiete these, we have never had them before." 

Another participant who was familiar with self-contracts said, "These are for us to 

seriously do something with the information we learned today." Another asked "Well, 

where do they go to then?' At this point I reaiized that the participants were afraid to 

commit to h twe work, and this fear was expressed in their fiutration with the forms. 

One participant wrote on his contract that he did not agree with these action contracts, 

and so he refused to complete one. The rest of the group completed hem after 1 reassured 

them that they were for their own use and would not be given to their superiors for review 

or as a cornmitment to action. 

Evaluation Results 

Ten evaluation questionnaires were completed by the participants. All of them 

agreed their learning intents had been met. One person commented, "I felt quite 

unfamiliar with this until today's session." Another participant was undecided whether 

the presentation had met his or her expectation, but the rest of the group agreed it had. 

Once again, the positive comments I received vaiidated for me the need for this 



workshop, and that the health-care providen who had attended gained meaningful and 

practical information that wodd assist them in the workplace. These participants noted 

that they had enjoyed working with the examples presented during the session. One 

participant said, "Actuaily working un the information, not just listening, was the aspect 

of the session most worthwhile." Once again, 1 noted that health-care provides are 

usually a highly motivated group of individuais who are able to accomplish projects well 

in a group setting when given the time, direction, and the support they needed. 

One participant suggested the workshop could be impmved upon by making the 

session longer, whereas two others commented it was well done. Overall, the participants 

found the workshop to be very good. Two participants suggested that 1 follow up this 

session with M e r  information. and another stated, "This was effective in that 1 feel 1 

have the knowledge now to analyse and look at work processes and watch for the results. 

Thanks, Rosemary, a difficult, yet worthwhile, task." 

Mv Reflections and Chan-es for the Process 

As 1 reflected on the events of the first two sessions, I began to re-focus on the 

main purpose of the workshops. Despite one participant's comment that 1 make the 

workshop longer, I questioned whether I had included too much information in the 

agenda and whether 1 had lost sight of the articulated participants' need, which was to 

leam how to improve work processes in order to irnprove client services. Had 1 attempted 

to make these participants facilitaton of process improvernent? Had I given too much 

detail for the task they needed to accomplish? After much reflection, 1 concluded that the 
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workshop could be modified to meet bettcr the needs of the participants in Site 3 and Site 

4.1 proceeded to shorten the workshop to 3 % hours in length. 

For the revised workshop I concentrated soleely on the steps to improve a working 

process and 1 eliminated a great deal of the theory and history about continuous quality 

improvement that 1 had presented in the first two sessions. With the agenda changed and 

a shorter version of the lecture that focused on process improvement only, 1 re-focused 

the opening exercise, the examples of working processes, the implementation steps of 

analysing a process, and the practical components of utilizing process improvement steps. 

As well, 1 eliminated the segment on problem solving and the demonstration of an 

improved process. 1 measured the impact of these changes by comparing the participant 

evaiuation questionnaire results and the findings at the 6-month post-evaluation phase. 1 

had adjusted the workshop to refiect better the stated learning needs of the participants 

without compromising their leaming intents. In eariy autumn the Site 3 manager and 1 

met and we decided the next workshop would be in October fiom 1230-1600 hours, at 

that site. 

Site 3 Implementation 

The 10 participants who took part in this revised workshop agenda were members 

of the Site 3 quality management team. They included a physiotherapist, a dietician, a 

laboratory technician, two registered nurses, a licenced practical nurse, a receptionist, an 

office worker, an x-ray technician, and a general worker. 



Flow of the Workshop 

This group proved to be a highly motivated group of health-care providers and 

were aavious and enthusiastic to participate. I knew this because they responded quickly 

and logically to the questions 1 asked during the session, and their examples of work 

processes were appropriate. The lecture was shorter and 1 found the flow and content to 

be much improved. 1 did not sense that this group was feeling ovenvhelmed by too much 

information, because they did not appear tired or restless during the presentation, as 

compared to the participants from Site 1 and Site 2. When 1 asked the group if they 

needed any points clarified, the laboratory technician said, "It's pretty clear to me, but lets 

get on with the exercises and we'll let you know if we get stumped with anything along 

the way." 

As the leamers began to discuss and implement the steps of analysing a work 

process 1 noticed that two participants, the housekeeper and the receptionist, were having 

dificulty applying the action steps to an actual work process. I had also noted this 

problem at Site 1. The remainder of the participants were able to work through the 

exercise without difficulty and began helping the two participants who had the problem. 

This was an important group behaviour for me to observe, because it demonstrated 

teamwork and the participants' willingness to assist others in a ream effort to accomplish 

a task. Later the housekeeper stated, "It is really hard to pick apart each little thing we so 

on the job when it al1 cornes so naturally, these are not things I have to think about 

because they are part of my routine." 1 agreed with her that most people fmd it a challenge 
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to reflect on each step in a work process in order to draw a detailed pichire of how the 

work is presently being done. 

When the participants at Site 3 were presented with the action contracts they did 

not question the need to complete them.This was a notable difference fiom the 

participants at Site 1 and Site 2. These Site 3 participants, however, asked if they could 

complete the contracts as a team because they would be working on the process review 

projects together. This seemed Iike a sensible idea to me, so the team members selected 

two work processes they would attempt to irnprove at the workplace and they signed two 

action conûacts. 

Evaluation Results 

These participants agreed that the workshop was redistic and the leaming intents 

had been met. Overall, they noted that the workshop was good or very good, and that they 

learned most fiom the flow chats, the group work, and the team work. They found the 

workshop format to be satisfactory and one participant suggested the workshop be held 

away from the workplace whereas the other participants did not make any improvement 

suggestions. 

Site 4 Implementation 

Following a telephone conversation with the site manager of Site 4, we agreed to 

hold the final workshop in late October fiom 1300-1630 hours in the workplace. Eight 

members of the quaiity team attended and they consisted of the site manager, two 

registered nurses, the recreation director, two cooks, a housekeeper, and the accounting 

clerk, 



Flow of the Workshoo 

The agenda for this workshop was the same as presented at Site 3. During this 

workshop the site manager asked if the entire group could select one work process ody 

and use it as an example for the entire team to practice the steps of process improvement. 

This request seemed to me to be a logical approach because the team would be analysing 

work processes together in the future. The process they al1 selected was client 

documentation. 1 expressed surprise that the housekeeper and cooks were interested in 

this exarnple. One of the participants explained to me that this facility was hoping to take 

a new approach to documentation whereby anyone having contact with the client could 

document care episodes on the chart. In order for the whole team to have input into the 

chart, they must have explicit knowledge of the present working process. 1 then focused 

the steps of analysing a work process around this documentation example, in an effort to 

assist the participants with their future work. 

As the participants discussed the action steps to process improvement they began 

to help each other understand the importance of identiQing each work step in their 

process. As 1 had noted with the other three workshops, some participants had greater 

difficulty understanding the need to detail the work process and to create a flow chart. 

The team progressed through the session, asking questions and coaching each other when 

necessary. One of the registered nurses said, 'Wo one could have told me how incredibly 

difficult it is to pick out every step of our charting. We just take this stuff for granted and 

don't think about how to show other people what we do." The recreation coordinator 

stated, "It's a good time to look at dl the steps in charting now if we're al1 expected to do 
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it some day soon." The agenda was finished with the cornpletion of the action contracts 

and the evaluation questionnaires circuiated to the group. The participants at this site 

completed the action contract as a team and al1 of them signed  the^ names to one contract 

with no questions asked about the need for the contract. 

Evaluation Results 

These evaluations indicated the participants agreed or strongly agreed that their 

leaming intents had been achieved. They also noted the workshop was satisfactory or 

above average. These participants stated that they had enjoyed the hands-on work. One 

participant suggested that more information could be made available to the participants 

before the workshop as a way of improving the workshop. This group did not hesitate to 

do the action contract, neither did they ask questions about its purpose. The participants 

discussed the start date for the workplace process review project and as a group reached 

consensus about the start date. The mood of the group was positive and one member 

cornrnented, "YOU know, I think this may actuaily work." 

Follow-Up Interviews With Site Managers 

Several months following the Iast workshop 1 held telephone interviews with the 

site managers at each of the four health-care facilities that had participated in this study. 

The purpose of the interviews was to determine if the participants had been able to 

transfer the skills they had learned at the workshops and put them into practice by 

irnplementing process changes in the workplace. The results were determined after the 



site managers and 1 reviewed the number of process improvement activities that the 

participants at each site had agreed to and compared them to the actual number of 

changes implemented at the workplace. 

The participants fiom Site 1 had identified 6 work processes which were in need 

of detailed review. Improvement to 3 of the 6 process projects had been initiated, and 1 

had been successfully completed. Of the remaining 3 process projects, 1 was identified as 

needing to be reviewed on a regional bais  and the other 2 had not been attempted. Site 2 

had identified 5 processes which the participants agreed to pursue actively when they 

retumed to the workplace; 6 months after the workshop was held, 4 processes had been 

successfully reviewed and changed. The participants at Site 3 had identified and agreed 

to review 2 work processes, and at the t h e  of the intewiew with the site manager both 

projects had been initiated, but changes to the processes had not resuited. When 1 

contacted the manager of Site 4, she indicated that nothing had been initiated for the 

process the participants had selected. 

At the sites where process improvement projects had been initiated, the managers 

clearly informed the staff of their expectations; they had been given the time to 

accomplish the work; and they had received clerical support to collate the data. The 

managers also stated there were reasons why some of the projects had not been &uted or 

completed: (a) lack of staff to sit on the process review project teams, (b) intemal 

problems that prevented the tearns fiom meeting, (c) Iack of adequate information 

systems to gather the data, (d) lack of on-site resource people to supply tearn nippott, (e) 

lack of trained facilitators to assist the te-, ( f )  lack of practice time and too few 
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examples of work processes, (g) lack of clear expectations fkom management to complete 

the projects, (h) lapse of time between the workshop and the projects starting, (i) 

difficulty in grasping a new concept after one session, and 0) feeling overwhelmed with 

the amount of work they were expected to accomplish. 

In the next chapter 1 review the purpose and intent of the study. I also include a 

discussion about implementing adult leaming principles, overcoming baniers to 

participation, and the imporiance of creating a positive environment for leaming. 1 dso 

explain the use of a program planning mode1 and how to increase leamer participation 

and cornmitment. In addition, 1 discuss the continuous process workshop and the role of 

the health educator when facilitating the workshop. I conclude with my recommendations 

based on the results of the study and make comments on M e r  research possibilities. 



CHAPrnR 4 

DISCUSSION, CONCLUSIONS, AND RECOMMENDATIONS 

The purpose of this study was to examine how continuous process improvement 

can be taught to, and pmctised, by health providers. My intent was to answer the 

foilowing three questions: (a) What changes can be demonstrated in health care as a result 

of educating staff on process improvement? (b) How can health educators facilitate the 

implementation of process improvement in their workplaces? and (c) What factors affect 

the successfbi practice of process improvement in various health-care settings? In the 

first part of this chapter, 1 discuss the study fiom the perspective of adult leaming 

principles, iden* the benefit of foliowing a program planniag mode1 when developing 

programs for aduit leamers, indicate the importance of understanding motivational factors 

and barriers to continuing education in health-care settings, and identify the factors that 

affect the transfer of leaming to the workplace. In the next section, I discuss the three 

questions stated above as they relate to the challenges that I encountered during the study. 

In the final section, I draw conclusions about how to facilitate process improvement 

activities in health care based on the study's results, make recommendations to other 

health educaton based on these conclusions, and suggest topics for future study. 

Implementing Relevant AduIt Leaming PrincipIw 

One aspect of human resource development is employee training. Hughes and 

Mattheis (1998) state, "The key to the success of the organization and the qdity of 
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service is the people who provide service" (p. 423). They continue by noting that 

organizations m u t  ensure their employees are skilled and training must include 

measurable indicators to determine clearly if the employee is competent to deliver or 

enhance a service to the client An educational program that wiil assist members of the 

site-based quality teams in gaining the knowledge and ski11 necessary to improve a client 

service needs to follow adult leaming principles. Here, I examine the study closely to 

assess my use of adult leaming principles and my deliberate atternpts to address barriers 

to participation. 

Imolementing AduIt Learniny Principles 

In order to incorporate adult leaming principles into an educational program on 

continuous process improvement, I reviewed the addt learning literature. Knowles (1987) 

has made nurnerous assumptions about why adults participate in leaming programs. He 

suggests adults need to undeetand why they must Iearn something; want to be self- 

directed in their leaming; will participate if there is a need to know something; and b ~ g  

considerable life experiences to the leamhg program. Knowles (1992) dso  notes that 

adult leamers must be active participants in the process and that this process must build 

on their needs, interests, and problems. In recognition of these principles, I consciously 

established focus groups with membea of several of the site-based quality team members 

in order to gain an appreciation of their knowledge of continuous process improvement 

and to identifi if an educational program was needed. I gave the group members an 

oppominity to discuss the concept of process improvement and the benefits it could have 
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for them in the workplace. This meeting also gave the team members the chance to make 

decisions about their educational program by i d e n m g  for me what they wanted to learn 

and how they wanted to leam it. 

1 also incorporated other adult leaniing principles in my educational planning and 

implementation. Vella (1 994), for instance, includes listening to the leames' needs and 

wants; creating a safe leaming environment built upon sound relationships; giving 

attention to the content; designing the learning events to be responsive to the leamers' 

needs; and fostering an atmosphere of tearnwork. These principles required that 1 use 

active listening skills to grasp the exact views of the focus groups regarding the need for a 

program on continuous process improvement It was necessary for me to understand 

clearly the participants' needs in order to develop the learning intents for the program. 

To create a safe and cornfortable leaming environment, which Vella (1 994) 

recommends, 1 used humour during the workshop's opening exercise. This exercise 

helped the group to relax and encouraged everyone to speak in the group setting. In 

addition, 1 had a well-established relationslip with al1 of the participants at each of the 

four sites, a fact that increased the participants' cornfort level. 

During the focus groups, 1 encouraged open dialogue about the need for team 

work when working with process anaiysis. This approach gave the memben an 

opportunity to tdk about their ability to work as a team, based on their past experiences 

of working on other projects. This was especially relevant for participants fkorn Sites 2 

and 3 who intended to approach their process improvement projects from a team 

perspective rather than as a challenge for individual members. 



78 

1 also offered the participants the oppominity to have input into the agenda At 

the beginning of each workshop session, 1 reviewed the agenda, and asked if it would be 

acceptable and if additions or deletions should be made. The agenda was also revised 

according to the feedback 1 received fiom the evaluation questionnaires. This inclusion of 

their needs and wants is also consistent with Vella's (1994) principle of respecting adults 

as subjects of their own leamiag. 

1 encouraged the participants to write questions on a flip chart so answers could 

be given before the completion of the workshop. This incorporated Vella's (1994) 

principle of meeting the expectations of the leamers. In keeping with that principle, 1 also 

distributed a program evaluation following each session. This information helped me to 

make changes in the workshop that the participants felt were needed. By encouraging the 

focus group members to verbalize what they wanted and needed to leam, to identify how 

they would like their educational program to be structured, and by giving them the 

oppominity to make changes to the agenda during various stages of the program, 1 made 

myself accountable to the leamers and encouraged them to increase ownenhip of the 

workshop. I incorporated the principle of planning appropriate content and providing 

ongoing support by preparing a workbook and handouts that the participants could use as 

resource material following the session. These resources could assist the team members 

when they began the process improvement projects they had planned, thus giving them 

control over their leaming. 

The use of focus groups gave the members of the quality teams an oppominity to 

understaud the direction the quality management program was taking within the Northem 



79 

Region. These focus groups also gave the team members the chance to ask questions and 

make decisions about the future direction of their own site-based quality pro- with 

regard to the benefit of their work at both the regional level and for site-based progmns 

in general. This regional perspective was also included during the workshop in order to 

articulate clearly that the participants' projects would be reported at the regional level. 

Giving the team members an insight into the fiiture direction of the regional quality 

program assisted them in deciding ifa program on continuous process improvement 

would be an asset to them and how it related to the workplace. Caffarella (1994) notes 

that adults have a need to participate in learning programs that help them to prepare for 

current and hihire work opportunities and to assist them when they need to adapt to 

change. 

Overcominy Bamers to Particination 

Some adult educators have researched why adults do not participate in continuous 

learning activities. Kersaities (1997) notes that some adults cannot find a program or an 

educator that suits their needs and expectations. 1 believe that my customized program 

helped overcome some of these barriers. In planning the program 1 took into account the 

participants' current knowledge of continuous process improvement, and their preferred 

learning styles, and 1 also provided a cornfortable environment, in order to meet their 

leaming expectations. Offering to facilitate the sessions myself, following a detailed self- 

assessrnent of my ski11 level, provided the participants with a workshop facilitator with 

whom they had a well established and tnisting relationship. In this way I adhered to 

providing the participants with a credible presenter that they could feel at ease with. 



Courtney (1992) notes that many adults have been af5ected negatively by their 

previous leaming activities and are relucîant to participate in ongoing educational 

sessions. He says that some adults resent having to attend 1e-g programs and try to 

avoid education programs at al1 costs. I was aware that some potential participants might 

feel this way. Therefore, 1 contacted the site managers whom I had identified as possible 

workshop participants; and during these meetings we agreed that the program would not 

be mandatory for the employees to attend. Rather, it would be offered and supported by 

their manager if the employee expressed an interest in attending. Using this approach, I 

was able to facilitate an educational program for employees who were willing to be active 

participants, not merely employees who were mandated to attend and who might resent 

having to take part. In the next section, 1 examine how I used program planning models to 

design this educational program. 

The Importance of Creating an Environment for Learning 

According to Marsick and Watkins (1996), promoting learning in the workplace is 

very different fiom providing courses for employees. Creating a culture that stresses 

continuous learning in the workplace requires an organization to embrace leaming at al1 

levels and to utilize numerous learning methods. 

Increasing Leamers' Interest 

In this section i examine my efforts to mate an environment that was supportive 

of learning. Over the past several years I have watched the role of the educator in the 



health setting shift £iom coordinator of inservice sessions to facilitator of continuous 

leaming based on the organkation's strategic goals and objectives. In keeping with the 

strategic direction of the Qualiv Management Advisory Group of the Northem Region, 

and realizing that the public is dernanding p a t e r  accountability fiom the health 

providers, I promoted the need for health providers to learn about the concept of process 

improvement. Nonaka (1991) notes that few managers t d y  understand the importance of 

stimulating employees to learn within an organization. Recognizing that this view existed 

in my own region, 1 focused a great deal of t h e  in meeting with the managers and the 

key stakeholders in the four sites in which the workshop was to be held. Nonaka also 

believes that it is essential that expertise be shared at al1 levels of the organization, in 

order to increase the chances of success. Based on the assumption that the fiont-line 

employees have the ability and desire to leam about process improvement, 1 designed the 

workshop with this group in mind. 1 operated on the belief that by empowering the non- 

management employees to affect change within their workplace, they could bring about 

positive results and begin to meet the expectations of both the public and the 

organization. 

In recognition of the importance of management's involvement in program 

design, 1 engaged the site managers in the process of validating the learning objectives for 

their ernployees. This approach is consistent with Parry's (1990) belief that managers 

should become involved in establishing the leaming objectives, or intents, for the 

employees in order to support them adequately and to promote the transfer of leaming in 

the workplace. A manager who has an intirnate knowledge of an educational program's 



leaming intents can better evaluate the success an employee has in tramferring the 

knowledge to the worksite. On this subject, Garavaglia (1993) encourages managers to 

evaluate the transfer of leaming. He recomrnends a method of performance measurement 

and behavioural change that encourages employees to cornpiete action plans and send 

copies to their managers. in keeping with this recornmendation, I incorporated action 

contracts in the workshop design. My expectation was that the contracts would create 

greater employee accountability and would foster a willingness on the part of the 

participants to take the idormation presented during the workshop and implement it in 

the workplace. 

Using a Program Planning Model 

Creating an educationai program that will best meet the desired outcomes of the 

participants is a challenge for health educators. in this section, 1 discuss choosing a 

program pianning mode1 that would encourage participation and cornmitment, help 

transfer of learning to the workplace, and create an environment conducive to adult 

leaming . 

Choosing a Model 

In this section 1 examine my use of program planning principles to increase 

participant's learning. Shce the Northem Region has adopted a continuous quality 

management philosophy, the on-site quality teams are expected to participate actively in 

quality improvement activities and submit reports on these activities to the regional 

director of quality management. The need to participate in continuous irnprovement 



activities had been identified as a workplace goal, so 1 focused my attention on 

stnicturing a workshop that would assist the quaiity team members in realizing this goal. 

Mills et al. (1995) suggest that programs should be designed in such a way that they make 

an improvement in the life of the participant. This was my intention in choosing a 

program planning model. 

I deliberately used elements of Caffarella's (1994) model because of its flexibility 

and inclusiveness. One of the more challenging aspects of Caffarella's mode1 is designing 

instructional plans. This was my greatest challenge because health-care providen are a 

diverse group of nurses, therapists, technicians, physicians, and support providers. 

Another challenge relating to the fust one was 1 wanted to choose the appropriate leaming 

strategies to best suit the learning styles of those who were participating in the workshop. 

In this regard, Caffarella describes many different instructional techniques to enhance 

adult leaming and participation. She suggests using group discussion to enhance 

knowledge and attitude, simulation exercises to teach psychomotor and thinking skills, 

and games or reflective exercises to relate values and feelings. Caffarella also stresses the 

fact that the addt educator must be comfortable in using the strategies or techniques. if 

the adult educator is not comfortable, these toois can become distracting for the leamer. 

Based on Caffarella's suggestions 1 incorporated short lectures, group discussion, case 

study review, practice, and independent work into the workshop. In addition to the 

different approaches ised during the workshop, 1 dso varied the content presentation with 

video tapes, overhead tramparencies, flip charts, and handouts that included information 

on continuous process improvement. The group work included brainstorming sessions, 
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practice rounds, discussion, and scenarios requiring group problem solving and decision 

making. Varying the approaches to instruction facilitated the principle of incorporating 

multiple l e d g  styles into the educational program. 

Many of the adult educaton who addressed the topic of program planning stress 

the importance of identifying and validating leamer needs. In addition to Caffarella's 

(1994) model, 1 consulted other program planning literature. For example, Colgan (1 993) 

in his work emphasises the need to consider the culture and the environment in which the 

participants work. Because the work environment within the Northern Region had been 

changing very rapidly pnor to this study, 1 was fblly aware that too much change for the 

employees could possibly cause a negative outcome for this educational endeavor because 

of poor timing. Fortunately, at the time of this shidy there was a penod of stability from 

the tirne the study was proposed until the acnid workshop for the employees took place. 

This fact conwiced me that the memben of the quality teams would be ready and willing 

to learn this new approach to quaiity management and that the outcornes would be 

positive. When I shared this conviction with the site managers, they agreed. 

O'Neil et al. (1 995) describe needs assessrnent as a continuous part of the 

planning process rather than as a linear planning process. Initially 1 approached the 

identification of program needs through a series of personal interviews. First, I assessed 

needs at the regional level when 1 discussed the topic of continuous process irnprovement 

with the Quality Management Advisory Group for the Northem Region. Second, 1 

assessed needs at the site level with the managers of the four selected health-care 

facilities participating in the study. Third, I assessed needs with the focus group members 
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findly with the workshop participants themselves. Through ongoing discussion at various 

levels of the organirsition and during various stages of the program design, 1 continuously 

assessed the learning needs of the target group and incorporated their feedback ïnto every 

stage of the planning process. 

Abnuzese (1 992) stresses the need to establish and cornrnunicate measurable 

leaming objectives and to cornmunicate these to the participants. These objectives or 

intents must be clearly understood and validated by the participants so the tme purpose of 

the program is well articulated and participants' expectations are met. In keeping with 

this concem 1 held interviews with the various stakeholders involved with this leaming 

experience and I developed realistic and measurable leaming intents for the workshop. 

These learning intents were then communicated to the stakeholden, who confïrmed their 

accuracy. 1 related each learning intent to a learning task, as Vella (1994) suggests, so that 

the participants could identiQ easily if the objectives would result in their desired 

outcornes. During the workshop 1 provided practice exercises whenever I introduced new 

content because 1 knew retention and recall are both enhanced if there is an opportunity to 

practice and discuss the information introduced. 

PIannin~ for Transfer of Leaming 

Another aspect of my program design was planning for the transfer of learning to 

the workplace. MeMrin (1986) proposes that organizations should be concemed with the 

results they are getting fiom their investment of the tirne and money allocated for training 

programs for their employees. The process of evaluating leaming programs for 

organizations is a good way to determine if positive resuits are achieved. In keeping with 



this idea, 1 incorporated a two-stage evaluation process into the workshop. The 

participants were asked to complete a questionnaire following each workshop and the 

responses were used to revise aspects of the agenda that the learners suggested needed 

changed. The second element of the evaluation phase involved interviews with the site 

managers severai months following the workshop. Pancer and Westhues (1 989) note that 

many educators choose to evaluate learning pro- at the end of the prograrn, but they 

suggest that a better way to evaluate is to include evaluation periodically throughout the 

prograrn. 1 integrated this ongoing evaluation concept into the workshop asking 

participants intermittently throughout the session if what i was presenting was meeting 

their leamhg intentdobjectives, and if they wished to modie the agenda for any part of 

the session. 

Consistent with Vella's (1 994) recommendations, 1 wanted to increase the 

potential for transfer of learning back to the workplace. During the workshop I introduced 

concrete workplace examples of process improvement projects as a way to give the 

participants information on how the concept of process improvement can be implemented 

at their workplace. I also included learning contracts as a component of the workshop. I 

asked each participant or team to complete this contract, which took the form of a wiitten 

cornmitment to take the information they had leanied during the workshop and implement 

it in the workplace. This type of self-directed contract can often motivate learners when 

they return to the worksite. 

1 am aware of the fact that the world of health care is changing rapidly due to 

advances in research and technology. 1 agree with Hewlett and Eichelberger (1 996) that 
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one factor that has had a signincant impact on the changes in patient Gare delivery is the 

continuhg education of health providers. It is conceivable that a program that teaches 

health providers the skius of process improvement could have a major positive impact on 

the hedth and well-being of the clients within the catchment population of the Northern 

Region. This Northem Region program also has the potential to increase staff morale if 

work processes are revised in such a way as to give the health providers greater 

satisfaction and control of their work life. 

lncreasin~ Leamer Participation 

In this section, I discuss my attempts to increase participation. Memam and 

CafTarella (1991) suggest the reason why adults participate in learning activities is to 

achieve a goal. 1 agree. In this study the participants'goal was to leam about process 

improvement in order to incorporate the ski11 into their site-based quality progmms. The 

workshop 1 planned and implemented was consistent ~ i t h  meeting their goal. Actually, 

the main focus of this quality management concept, the subject of the workshop, is to 

empower the health provider with the skills necessary to analyse the way care is being 

delivered and to establish a dinerent approach in order to brhg about an improvement in 

senrice outcomes. By reviewing the way health-care worken are providing their services, 

they were participating in informal learning sessions on a regular basis. 

Unfortunately, in many health-care environrnents, there is little opportunity for the 

heaith provider to participate in learning sessions. During the planning phase of this snidy 

1 gave organizationd barrien a great deal of consideration because these barriers could 

have a negative impact on the educational outcomes if not addressed. Similady, Cooper 
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(1 997), reports that heavy workloads, lack of financial resources, and manager apatby are 

barriers to health providers attending leaming sessions in the workplace. An 

understanding of these problems that may irnpede the participation of health-care 

employee, is important. For this reason, 1 engaged the site managers as partners in the 

leamhg experience. They participated in the focus groups, reviewed and assessed the 

leaming intents, and agreed to attend the workshop sessions thernselves in order to 

understand and assist the participants who took part in the workshop. 

1 was aware also of Waddell's (1993) concem that the educational program itself 

cm present barriers to the heaith providers' ability and willingness to participate in 

continuing leamhg activities. Deterrents caused by program location, cost, work 

schedule, or relevance of the topic al1 impact on health-care employees' attendance. i 

incorporated severai questions during the focus group meetings and the site manager 

interviews that addressed the structure of the program. This input into the type of session 

they would like to participate in was intended to increase their willingness and ability to 

attend. Giving the participants options for the structure of their program enhanced their 

control of the program. 

Increasin~ Learner Cornmitment 

The need for an educational program to have credibility in the eyes of the learners 

was of utrnost importance for me. Cherry (1987) identifies problems in program planning 

that often involve finding the appropnate expert for a paaicular topic. Because I was 

aware that it wodd be dificult to find presentea on the topic of continuous process 

improvement because it is a relatively new concept in the world of health care and quality 
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management, and because of our limited budget, 1 decided after assessing my own levels 

of expertise and examining the pros and cons of filling the presenter role myself, to 

volunteer for the task. 1 consulted with the Regional Quality Management Advisory 

Group and they agreed 1 was qualified to act as the presenter. M e r  taking on the role, 1 

began to feel the pressure of providing expert advice and guidance, the key components 

in the success of any educational program. 

Transfer of Learnine to the Workplace 

Nonaka (1 991) believes that organizational success is based on a personai 

cornmitment from the employer to create an environment conducive to learning and one 

that values the transference of knowledge. Managing change within an organization and 

providing support to assist employees with the change process c m  be an essentiai 

component in easing transition during a change. From the outset of this study I 

recognized the importance of being an available resource for the participants following 

the workshop sessions in order to answer the questions or concems they might have when 

attempting their own process improvement projects. 

Caffarella (1 994) recommends that the program plan should integrate a method 

for the transfer of leaming. Providing a support system or mentors can be effective 

strategies that can assist with the transfer of leaniing. For this reason I offered to act as an 

ongoing resource so 1 could help the participants apply what they leamed during the 

workshop to the workplace. 1 encouraged the managers who also attended the sessions to 

act as coaches for the teams when problems arose. My follow-up with the tearn members 

indicated that this type of help did occur. 



The Continuous Process Irnprovement Program 

The key focus of the study was the continuous process improvement program. In this 

section 1 address thtee questions about its effectiveness. These questions concern changes 

in the health-care system, changes in the role of the health educator, and factors that affect 

the successful practice of process improvement in various health-care settings within the 

Northem Region. 

Assessine Changes in Health Care 

The first question I sought an answer for was, "What changes can be demonstrated 

in health care as a result of educating staff on process improvement programs?" In 

facilitating a workshop on continuous process improvement for health-care facilities 

within the jurisdiction of the Northem Regional Hedth Board, my goal was to benefit the 

client, the organization, and the employees. According to Dianis and Cummings (1 998), 

quality is an essential component in health care and the clients and accrediting bodies 

expect quality activities to be a pnority for health services. Continuous process 

improvement is one quality activity which Rosenstein (1998) suggests must be developed 

throughout heaith w e  in order for services to suMve in our present social environment. 

Sukati (1995) refers to the concept of continuous process improvement as the foundation 

of quality improvement. I agree with these assertions. 

During the development of the workshop, 1 operated on the assumption that the 

approach taken, and the content included, would enable the members of the on-site 

quality teams to embark on projects to improve the seMces they offered to clients. The 

r e d t s  were not as positive as I had anticipated; only 9 of the 14 processes that the 



participants had identified as needing improvement were analysed, and of these, ody  5 

had resdted in change. I anticipated a greater completion rate afker a 6-month period 

although I had not established a bench-mark for determining the success ratio. That being 

said, the five processes that had resulted in change should in time b&g about an 

improved service to the client. The processes that were Unproved included a £ire response 

procedure, a method for registering clients through the emergency and admitting 

departments, a process for rotating patients through the operating room, a system for 

reporting laboratory and x-ray results to the farnily physicians, and a procedure for 

ordenng stock and pharmacy items fiorn a central distributhg site. Although the actual 

benefît to the client as a resuit of the changes may not be realized for severai months, the 

central issue remains that the work processes were analysed by the quaiity team members. 

The intent of changing the processes was to improve client service; the results should be 

enhanced services. 

Some of the on-site quality teams who successfully analysed their work processes 

and made changes, have continued to identiQ other processes that are in need of 

improvement. I have noted a change in their approach to quaiity problems that &se in 

their facilities, as well as their ability to focus on the process and not the individual. 

Although this change has not occurred with al1 the teams who participated in the 

workshop, 1 have identified it in two of the four facilities involved. There has also been 

increased interest in leaniing and participation in process improvement activities fiom 

other services within the Northem Region. The managers of other sites and departments 

are beginning to see the positive resdts of the changes made by the team members 
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involved in my study, and are now identiQing their needs through the formalized needs 

assessment process that 1 coordinate in my present position. Brooks (cited in Brooks and 

Verhey, 1994) suggests that an organization that has a cornmitment to quality will 

develop a formai training program for staff. They recommend that this program should 

focus on involwlg staff in problem solMg and decision making. The added benefit of an 

educational program about continuous process improvement is the awareness it creates 

within heaith-care services through the sharing of knowledge on process improvement 

among CO-workers. There has also been an improvement in staff morale in places where 

on-site quality teams are active because of employee involvement in the decision-making 

and problem-solving process within their service and because these employees feel they 

have greater control over their work environment. 

as ses sin^ the Role of the Health Educator 

The second question I wanted to answer wax "How cm health educators facilitate 

the irnplementation of continuous process improvement in their workplaces?" As a result 

of the evduation questionnaires fkom the first two sessions, it becarne very clear to me 

that I needed to alter the workshop agenda without compromising the participants' 

learning objectives. In planning the educational program, 1 had shifted unintentionaily the 

focus of the workshop from assisting the on-site quality team members to learn about the 

concept of process improvement to the development of these team members as process 

improvement faciIitators. Consequently, the participants in the first two sessions were 

overwhelmed by the amount of content and suggested a series of sessions be held to 

accommodate dl the content. Once I recognized what 1 had inadvertently done, 1 revised 
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the workshop agenda to reflect better the tnie needs of the participants and to focus their 

leaming and practice on the skills of continuous process improvement. In this regard 

adult educators must be very sure they understand the desired outcome of an educationd 

program from the participants' perspective. As Vella et ai. (1998) point out, "The content 

should be learner focused, action onented, and related to applications the learner will 

make after the training" (p. 36). My enthusiasm with continuous process improvement 

had resulted in my hijacking the agenda for a pater purpose. 1 wanted this new and 

exciting quality management concept to be embraced and practised at dl levels of the 

organization, and in doing sn 1 offered more than the participants needed or expected. 

Communication with the facility managers was an important aspect of the 

planning of the workshop. 1 knew that the benefits of continuous process improvement 

needed to be clearly understood at al1 levels of the organization because a cornmitment of 

time and effort on the part of the quality team members is required if improved service to 

the client is to result. Parry (1990) explains that manages should be involved in the 

decision-making that deals with their employees' training in order to facilitate the 

transference of learning into the workplace. 1 found it very helpfûl to approach the 

Regional Quality Management Advisory Group from the outset of my study and to ask 

them to help me identi& clearly the need for a process improvement approach. 1 wanted 

to ensure that the need for this program existed at the senior level of the organimtion. 

M e r  the need was validated, 1 found the site managers very willing to address this need 

at the individual faciiity level, and in tum at the site quality team level. The managers 

needed to understand that their employees would be asked to participate in a workshop 
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for several hours, a fact which wouid result in lost productivity, decreased client service, 

increased cost due to staff replacement in areas whose seMce must continue, and a shift 

in the approach these teams take in addressing quality issues. 

1 realized that the implementation of continuous process improvement in the 

Northern Region was not a process that could be accomplished in a few short weeks. 1 

was aiso aware of the fact that the results of the workshop, that is transfer of leaming, 

may not be noted for many months, or even years. Change is a slow process and the 

health educator must recognize this fact. Aithough the outcome of continuous process 

improvement should result in changes in the workplace, the implementation of the 

concept also requires change. There have been many books written over the past few 

years on the topic of change and how it shouid be managed (e.g., Bridges, 1991). Health 

educaton should recognize that implementing process irnprovement in a health-care 

setting is in itself a process of change. Vella et al. (1 998) suggest that changes on-the-job 

that have an impact are long-terrn, broad, and focused on the organization. The 

implementation of continuous process improvement can be a lengthy one that will require 

a great deal of patience, cornmitment, and support for success to be realized. 

There has been an increase in quality related activities in health care over the past 

decade and this surge has been noted within Nova Scotia's Northern Region where I am 

employed. With this increased interest in quality issues has corne an increase in the 

resources available in the marketplace on this topic. My organization was interested in 

implementing the concept of continuous process improvement as an integral part of its 

ovedl  quaiity program. Consequently, the organization had to decide if this concept 



could be coordinated by the resources within the organization, or contracted out to a 

consultant firm or other outside resource. Bull (1998) suggests that limited resources are 

available in health care for quality and care management, thus making collaboration 

among members of the heaith-care team increasingly important. As the health-care 

educator, 1 assisted the organhtion in making this decision by throughly assessing the 

leaming needs of the organization and fmding the resource that could best provide the 

skill, competency, and credibility required to introduce and help integrate the continuous 

process improvement concept into our regional health-care system. 

Raether (1998) believes the education of health-care employees should not be 

underestimated when it cornes to the successfbl integration of continuous quality 

irnprovement into the workplace. As the health educator, I assessed my own 

cornpetencies and concluded that 1 had a good working knowledge of the concept of 

process improvement; consequentiy, 1 recommended that I facilitate the educational 

program for the quality team members. 

Once this decision was accepted, I attended a meeting of the Regional Quality 

Management Advisory Group to decide my future role as educator in charge of the 

implementation process. Discussions were held with this management group in order to 

determine my level of working involvernent with the site managers of the four health-care 

facilities involved in the program. Georgensen (1982) suggests that the training 

professional should encourage the participants and the managers to articulate what actions 

or behaviours they expect tu see at the workplace following a program. As the educator, 1 

attempted to facilitate this answer by raising the issue with management, informing them 
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about the skills the employees would need to assist them in the overd implementation of 

process improvement. Whether the resources are found within an organization, or must be 

contracted, the educator's task is to coordinate the entire implementation and ensure that 

the integrity of the process is rnaintained. 

Selecting a program planning model was helpful for me during the developmental 

phase of this study. It was important for me as a health educator to review and include 

various pruiciples of adult leaming and to select a program planning model that would 

help me in carrying out the task of coordination. I chose Caffarella's (1994) model 

because of its flexibility and sensitivity to adult leaming principles. Even through the role 

of the educator may Vary depending on what resources are to be used, the educator should 

always ensure that the basic adult education principles are incorporated into a program 

and that the learning needs, objectives, and evaluation phases of the process are 

coordinated into the plan. 

The health educator may need to plan for ongoing support and assistance that the 

organization will need for the complete implementation of continuous process 

improvement. Iden t img the resources that will be needed for the employees, and what 

the cost will be for those resources, are issues which the health educator could include in 

the plan. The educator can begin to assess the need for ongoing resources based on the 

evaluations received fiom participants during the educational sessions and suggestions 

received fiom follow-up interviews with the participants, managers, and other key 

stakeho lders. 



Identifying Influential Factors 

The third question 1 wanted to answer was, "What factors a e c t  the successful 

practice of process improvement in various health-care settlligs?" Several factors should 

be considered in order to implement successfully a continuous process program into a 

health-care setthg. These include: culture, timing, expectations, and resources. Each of 

these factors can have a major impact on the implementation of continuous process 

improvement. 1 discuss each of these individuaily. 

The work~lace culture. 1 was aware that the goal of a continuous process 

improvement activity is to examine a problem in the workplace and make changes to the 

process. I also knew that there are several steps necessary to complete before changes to a 

process c m  be made. These include: the identification and review in detail of al1 the 

elements of a work process, the identification of the steps in the work process that are 

creating the problem, discussion and recommendation for changing the process to 

eliminate the problem, implementation of the recommended changes, and evaluation of 

these changes based on the outcornes. This is consistent with Smeltzer and Pfeiffer's 

(1998) assertion that the ability to select and implement planned change strategies is 

integrai to a quality improvement program. Because the anticipated change will be the 

result of process analysis, the organizational environment or culture must embrace change 

as a integral part of its existence. Any history of resistance to change needs to be 

discussed at d l  levels of the organization before the Unplementation of continuous 

process improvement is attempted. Change needs to be a managed process, and the 
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progression of the changes needs to be communicated regularly to the employees aec ted  

by the change. 

Meisenheimer (1 998) points out that one of the challenges of continuous quaiity 

improvement is cultural. ?ais cultural dimension includes the beliefs and values that are 

displayed in the workplace to meet a shared purpose. The Northem Regional H d t h  

Board has included a cornmitment to quality care and service in its value statements. 

Because 1 knew this organization had a strong quality management program in place, I 

was sure the concept of continuous process improvernent would be welcomed as a means 

of expanding the existing quality approach. My sensitivity to the culture of the health-care 

region aided me greatly in the implementation. Knowing that the members of the 

Regional Quaiity Management Advisory Group endorsed the introduction of an 

educational program on continuous process improvement into the Northern Region, 1 felt 

sure that the organizational culture was ready to have this quality concept made availabie 

to hem. 

The timing of implernentation. Although it is difficult to imagine a stable 

environment in the health-care system of today, the less chaos there is in the workplace, 

the more likely the focus can be on process improvement. In my shidy, timing may have 

negatively afTected the transfer of learning. As one site manager explained to me during a 

follow-up interview, ''1 thuik the lack of practice tirne, and the lapse of time between the 

workshop and the projects starting were factors why the staffdid not analyse their work 

processes and make changes." Another manager noted, The internai problerns we have 

been facing for the past several months may have contributed to the tearns not meeting 



their goals." Consideration also needs to be given to the calender months in which the 

educationai program is introduced to health providers. There may be too great a time 

lapse between the workshops and the participants' ability to begin their process analysis if 

the sessions are held near vacation times when attention is focused on the upcoming 

holidays. 

The expectation. During the several years 1 have been employed in health care 1 

have observed that most employees want to do a good job. Personally, I find it much 

easier to perform my work-related duties and to do a good job when I am given clear 

direction and the expectations are well defmed by my irnmediate manager. This is 

consistent with Vella, Berardinelli, and Burrow's (1998) statement that "the 

accountability process begins with a clear identification of the purpose or results expected 

from the education program" (p. 20). The lack of clear managerial expectations before the 

workshop on continuous process improvement began may have contributed to the lack of 

change in two of the health-care sites participating in the program. 

My smdy showed that clear direction must be given to the purpose of the process 

improvement project. It would be helpfid also to formulate a short terms of reference to 

help the participants rernain focused on the expected outcome. Participants needed to 

have an understanding to whom they are accountable and what authorîty they have for 

implementing any recommended changes to the work processes. As a site manager stated, 

"The lack of clear expectations fiom management led to the unsuccessful completion of 

the proposed process improvement projects at our facility." 
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The resources. Resources may be the most important factor in the successful 

implementation of continuous process improvement into health-care settings. Raether 

(1998) stresses the importance of an organizational commitment to quality improvement. 

She suggests that organizations need to invest both human and hancial  resources into an 

educational program for emplo yees, if an organization wants to implement successfully a 

quality improvement approach in the workplace. Because I knew resources were 

important, 1 included a number of material and financiai resources in the workshop. The 

material resources included videos demonstnting exarnples of continuous process 

improvement project teams actively analysing work process. 1 also included workbooks 

outlining the details of establishing and conducting process improvement project 

meetings that could be very helpful for teams participating in this initiative for the first 

time. The other material resources were examples of process improvement projects in 

health care that have resulted in changes and an improved outcome for the client. 

Financial resources must be available if changes to work processes are to result. In 

my region there are some hancial  resources available but not a great number. These 

fmancial resources were used to compensate employees who are expected to participate in 

process analysis during their non-working time or to provide replacement staff for the 

members of the process improvement groups. Financial resources were also used to 

purchase textbooks and workbooks about quality management techniques. 

Another resource necessary to successfully implement process improvement into 

health care is adequate information systems to gather, collate, and interpret data. The 

information gleaned fiom this data could be used by the process improvement project 
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members to identify trends in their service and to help recognize areas where problems 

are occurring. In my region we have an information system that c m  produce reports that 

are helpfd in the anatysis of statistical data During the workshop, 1 suggested that these 

quality team memben monitor their q d i t y  indicators as a means of deciding what work 

processes may be in need of analysis. The financial resources allocated to implement the 

quaiity management concept into health care could be used to purchase information 

systems and software that the project groups deem necessary to provide a clear picture of 

the issues and trends developing in their service. 

During my study, it became obvious that the most important resource for the 

successfid implementation of process improvernent into health settings is the human 

resource. As a site manager explained to me during a follow-up i n t e ~ e w ,  

The lack of trained facilitators to assist the teams, the team memben' feeling 
of being overwhelmed with the amount of work they were expected to 
accomplish with their present manpower, and the lack of an on-site resource 
person to supply team support were the factors which resulted in the process 
irnprovement changes not occum*ng. 

The members of the site-based quality management teams required help following 

the workshop to assist them in their process analysis. Even though they had an 

opportunity to practice the techniques of process improvement during the workshops, 

there was a lapse in tirne between the workshop and the workplace team meetings for 

sorne tearn membes. The time lapse resulted in difficulty in re-grouping and revisiting 

the basic seps in the concept. Also, not aii members of the on-site quality teams could 

attend the workshops. Therefore, they had to rely on the other team members that had 

attended to teach them the skills. This did not occur. Although 1 had offered to assist the 
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teams with their process analysis, not al1 the teams asked for help. The teams that did ask 

for assistance were within the building where my office is located, so 1 was easily 

accessible to them. My availability may have been a contributing factor to the teams 

calling me. One on-site quality management tearn that was able to impiement changes in 

their work processes also had additionai assistance h m  internal resources within the 

facility. These added resources proved to be a great asset. 

Conclusions 

The implernentation of a continuous process improvement approach into health 

care has the potential to influence positively the entire organization. It is conceivable that 

all work processes within the organization could be anaiysed, resulting in massive 

change, depending upon the extent to which this quality management concept is 

practised. 1 am excited that some of the problems that have plagued health-care providers 

for years can be resolved through the detailed analysis of work processes, identification of 

the problem process steps, recornmendation for change to the process steps, 

implementation of the recommended changes, and evaluation of the results. This method 

of problem-solving and decision-making is based on carefbl anaiysis and the involvement 

from ail levels of the organization that have a stake in the process. This approach helps to 

elirninate the quick-fix methodology sometimes used by managers to resolve ongoing 

challenges in the workplace. 

Over the course of this study, 1 observed many changes at Site 2 which was 

involved with the workshop on continuous quality improvement. 1 believe that the 
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participants' ability to make significant changes to various work processes is directly 

related to three factors: (a) the participants' pst expenence and ongoing cornmitment to 

their quality program; (b) the additional resources within the facility assisting the 

participants with their projects; and (c) the ability of participants to contact me directly 

on-site with any questions they may have about work process analysis. 

Site 1 was able to make severai changes to their work processes with very little 

assistance following the workshops. This facility dso has a keen interest in quality 

management issues, the site manager is an active member in their quality program, and 

integrated team work is practised at this site. Also interesting to note is that the 

participants fiom Sites 1 and 2 had the greatest resistance to the action contract presented 

to them at the completion of the workshops, and that these two sites had participated in 

Phase 1 of the study prior to the changes made to the content of the workshop. 

Sites 3 and 4 have fewer resources to draw on than those of the other two sites. 

There are fewer human resources to complete the tasks and therefore fewer participants to 

perform work process anaiysis. These two sites did not successfully recommend or 

implement any changes to their present processes; this may be linked to the fact these 

sites received the revised and shortened workshop agenda. Another observation worth 

noting is the different response the participants fiom these sites had to the action contract 

presented at the workshop. These participants did not have concems or ask as many 

questions about the relevance of the contract, as did the participants at Site 1 and Site 2.1 

have not been able to determine if there is a connection between the participants' reaction 

to the action contract and the ability for changes to be made to the work processes. 
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As an adult educator employed in health care, 1 was well prepared to assume roles 

that proved effective in the promotion, facilitation, and implementation of continuous 

process improvement into various health-are settings. My knowledge, experience, and 

understanding of continuous process improvement as a component of a quality 

management program were valuable assets. I was aided by my understanding of the 

principles of adult leaming, knowledge of the barriers to participation in educational 

activities in the workplace, and appreciation for the impact that culture, timing, resources, 

and management expectation have on the implernentation of change. 

The implementation of a continuous process improvement prograrn into health 

care can be a very long and complicated endeavour, which sometimes requires an entire 

shif t  in the problem-solving and decision-making style of an organization. It is important 

for health educators to fully appreciate the sensitivities, factors affecting success, and the 

impact this concept of quality management can have 011 an organization. Once the health 

educator is aware of the factors involved in facilitating a continuous process improvement 

approach, the greater the chances are that the implernentation of this program will result 

in improved service to the client and greater job satisfaction for the health-care provider 

at d l  levels of the organization. 

Recommendations 

Based on the conclusions of this audy, 1 offer some recommendations to health 

educators interested in facilitating process improvement in health-care settings. These 

recommendations may also be of interest to quality managers and senior health-care 
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executives considering an expansion of their organizational total quality management 

Pro gram- 

1. Health educators have the opportunity to be major contributors to the successful 

implernentation of process improvement in health care. They must demonstrate 

excellence in communication, organization, facilitation, and interpersonal skills. The 

ability to view the organization firom the macro perspective is essential. Therefore, I 

recommend that health educators build strength in al1 of these areas. 

2. Health educators must demonstrate excellence in assessing organizational 

culture and the ability for the organization's health providea to change their style of 

problem-solving and decision-making. They must also be sensitive tu the barriers facing 

the heaith providers, the degree of change an organization is experiencing, and its 

receptiveness to accept a new continuous change process. Quality indicators must be well 

established and monitored within these facilities. Therefore, 1 recommend that health 

educators ensure that the quality tearns establish quality indicators that are monitored on a 

regular basis. It is difficult to implernent process improvement into heaith care uniess the 

indicators are in place. 

3. The health educator rnust ensure the learning needs of the health-care providers 

are congruent with the mission, vision, and values established by the organization. Once 

the learning needs are identified, the educator must incorporate the principles of adult 

education and use a program planning mode1 in the development of any educationai 

program offered to the employees. Therefore, 1 recommend that health educators become 
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farniliar with and practice adult learning skills and use a program planning rnodel to 

develop employee programs. 

4. The health educator must ensure there are sufficient financial and human 

resources available for health-care provides who require ongoing support for the 

successfid integration of continuous process improvement into their quality management 

program. This can be accomplished through the development of a detailed 

implementation plan containing an explanation of the need for these resources and 

presented to the senior management group of the organization. The ability to lobby may 

be an asset. Therefore, I recommend that health educators develop detailed 

implementation plans and share these plans with management pnor to the educational 

intervention. 

5. The health educator needs to act as an ambassador for continuous process 

improvement by constantly practising the skills of process analysis with his or her own 

work processes. By demonstrating the steps in process improvement, other health 

providers may notice the benefits of Iearning detailed process anaiysis and note its ability 

to positiveiy influence their work environment and the seMce offered to their clients. 

Therefore, I recommend that health educatoa mode1 the use of continuous process 

improvement in their everyday practice. 

6. Health educatoa should clearly communicate with the managers and discuss 

the need for them to establish clear performance expectations for their employees to 

follow. This direction will be the foundation for the ongoing implementation and 

integration of continuous process improvement pnctices in the workplace. Therefore, 1 
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recommend that hedth educators encourage managers to establish clear performance 

expectations for their employees to follow. 

Further Research Possibilities 

This study has left me with two unanswered questions that I believe need to be 

studied further. They are: 

1.1s there any connection between the health-care facilities that were able to 

change their work process, and the length and content of the educational program offered 

to them? 

2.1s there a relationship between the degee of resistance the participants had to 

the action contracts presented and the transfer of learning back to the workplace? 

An outcome of engaging in this study is the irnproved appreciation it gave me for 

the principles of adult learning and program planning and how these are essential 

components of any educational program being developed for health-care providers. 

Another signifiant learning is the importance of assessing factors that may act as 

deterrents to the successful implementation of continuous process improvement into 

hedth-care settings. A third leaming is the recognition that materid, financial, and human 

resources must be established as part of the implementation plan. This is essential for the 

ongoing support required by the qudity team members charged with improvhg their 

client service through detailed work process analysis. A fourth learning, and very possibly 

the most important one, is my recognition that an organization m u t  embrace the concept 

of process improvement and integrate this approach to quality management into the daily 
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practice of problem-solving and decision-making. The practice of continuous process 

improvernent cm influence greatiy a health organizations' culture, employee morale, 

senrice delivery, and client satisfaction and can result in a healthier and happier 

environment for both the client who is seeking service and the employee who is searching 

for job gratification. 
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APPENDIX A 

FOCUS GROUP QUESTIONNAIRE 

1. How important is irnplementing a Quality Management program for your facility? 

2. What format would you iike to use to l em about process improvement? Please 
pïioritise the follouing accordhg to your preference, with I being your firsr choice. 

a. A book on the concept 
b. Take home self-leaming modules with video examples 
c. Attend a workshop with an instnictor 6-8 hours 
d. Use a combination of self-study and instnictor-4 hours 
e. Do not want to leam about process improvement at this time 
f. O ther suggestions not mentioned. S peci fjc 

3. Describe what you think a system is. 

4. How would you describe the 8511 5 rule. 

5. Which of the following strategies does the group presently use for improving things at 
work: brainstorming sessions, cause and effect diagrams, histograms, Pareto analysis, 
scatter diagrarns, or data entry and collection? 

6. Please rate the ski11 level the team presently has for the following work processes, 
using a rating scale of 1-5 (1 being the lowest). 

a. 
b* 
C. 

d. 
e. 
f. 

7. Please 

Develop work policies and procedures 
Revise the work policies and procedures 
Dealing with client and staff complaints 
Reviewing work processes 
Irnproving client relations 
Improving the way you do things at work 

rate the importance of the following processes as they reiate to your workplace, 
using a rating scale of 1-5 (1 being the lowest). 

Develop work policies and procedures 
Revise the work policies and procedures 
Dealing with client and staff complaints 
Reviewing work processes 
Improving client relations 
Irnproving the work you do things at work 



8. As it takes approxirnately 6-8 hours to review and practice the skills of process 
improvement, please indicate your preference for a workshop format, with 1 being your 
first choice: 

a. Full day workshop fiom 0830-1600 hours 
b. 2 half day sessions 2-3 days apart 
c. 3 sessions 2 hours each over a 2-week period 
d. Another format not mentioned above. Speci fy . 



APPENDIX B 

ACTION CONTRACT 

The process 1 will work be 

I will begin working on this process project on 

1 will have this process project completed by 

1 will report progress with this process project to 

1 wiIl be accountable to for cornpletion of the 
process improvement project. 

Signature 

Date 



APPENDIX C 
POST-SESSION EVALUATION QUESTIONNAIRE 

Please complete the foiiowing, as your feedback is important in helping plan future 
sessions to meet leamers' needs. 

Using the scale of 1-5 with 1 being strongly disagree and 5 being strongly agree to rate 
the session: 

The session: 
Met its objectives I 2 3 4 5 
Met my expectations 1 2 3 4 5 
Contributed to my knowledge 1 2 3 4 5 
Raised my awareness of the issue 1 2 3 4 5 
Provided me with usehl resources 1 2 3 4 5 

Comments 

Please rate the overall session: 1. 
2. 
3. 

Needs major improvement 
Needs minor improvement 
Satisfactory 
Below average 

Please comment on those aspects of the session you found most worthwhile. 

How codd the presentation be irnproved? 

Overall I found the presentation to be: 

Excellent Very Good Good Fair Poor 

Do you have any suggestions for future sessions? 

Thank you for your input! 




