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Objective. To describe the performance interests of multiple stakeholders associated
with themanagement and delivery of emergency department (ED) care, and to develop
a performance framework and set of indicators that reflect these interests.
Study Setting. Stakeholders (1,100 physicians, nurses, managers, home care
providers, and prehospital care personnel) with responsibility for ED patients in
hospitals in the Canadian province of Ontario.
StudyDesign. Sixty-two percent of stakeholders responded to amail survey regarding
the importance of 104 potential ED performance indicators. Descriptive and inferential
statistics are used to explore the interests of each stakeholder group and to compare
interests across the five groups.
Principal Findings. Emergency department stakeholders are primarily interested in
indicators that focus on their role and capacity to provide care. Key differences exist
between hospital and nonhospital stakeholders. Physicians mean ratings of the
importance on ED performance measures were lower than mean ratings in the other
stakeholder groups.
Conclusions. Emergency department performance interests are not homogeneous
across stakeholder groups, and evaluating performance from the perspective of any one
stakeholder group will result in unbalanced assessments. Community-based stake-
holders, a group frequently excluded from commenting on ED performance, provide
important insights into ED performance related to the external environment and the
broader continuum of care.

Key Words. Emergency department performance, multiple stakeholders, quality
improvement

The ability of emergency departments (ED) to respond to patient care needs is
an important public policy issue. In the current environment of health system
restructuring and renewal, EDs are challenged to be flexible and to adapt to
changing models of care delivery, while at the same time be stable and have
controlled processes that contribute to the achievement of defined goals and
efficiencies. Despite wide recognition of the importance of health care per-
formance measurement, and the understanding that measurement is crucial
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for quality improvement (Nash 1998), ED performance has not been
systematically evaluated since Georgopoulos (1986) studied the relationship
between organizational structure and performance in EDs.

One of the most striking features of the ED literature is the range of
factors used to understand andmeasure ED performance. For example, one of
the dominant themes in the ED literature is the issue of overcrowding and
access to appropriate care. Much of this literature examines the question of
‘‘appropriate’’ ED utilization (e.g., Chan, Schull, and Schultz 2001; Lucas and
Sanford 1998) and demonstrates the use of process improvement strategies to
increase organizational capacity (e.g., Drake 1998; Espinosa, Treiber, and
Kosnik 1997). Increased access to primary care is also advocated as a
mechanism to reduce overcrowding (e.g., Grumbach, Keane, and Bindman
1993). Alternatively, Babcock Irvin, Wyer, and Gerson (2000) argue that EDs
should expand their role to provide health promotion and prevention
activities (e.g., alcohol screening and intervention,HIV screening and referral)
for high-risk high-prevalence patient populations who do not have access to an
ongoing source of primary care.

Although past research on selected aspects of ED performance such as
that illustrated above provides substantial insights into the processes and
outcomes associated with ED care, and the challenges associated with
assessing ED performance, several gaps remain. First, limited attempts have
been made to place this work within a broader theoretical framework. In the
absence of such a framework, much of the ED literature focuses on the use of
isolated measures to evaluate the responses of individual EDs to environ-
mental demands. Second, while it is widely recognized that improvements in
the organization and management of ED care need to be considered in
relationship to the broader health system, much of the work that speaks to
health system integration is virtually silent on the changing role of EDs (e.g.,
Shortell et al. 1996). Finally, with the exception of performance related to
patient satisfaction, the ED literature is primarily concerned with performance

This research was supported by a Canadian Institutes of Health Research/Health Canada
Doctoral Fellowship to Deborah Tregunno; and by the Hospital Report Project, Department of
Health Policy, Management and Evaluation, University of Toronto. Hospital Report Project is a
joint initiative of the Ontario Hospital Association and the Government of Ontario.

Address correspondence to Deborah Tregunno, R.N., Ph.D., Canadian Health Services Research
Foundation Post Doctoral Fellow, Faculty of Nursing, University of Toronto, 50 St. George Street,
Toronto, Ontario, Canada M5S 3H4. G. Ross Baker, Ph.D., Jan Barnsley, Ph.D., and Michael
Murray, Ph.D. are with the Department of Health Policy, Management and Evaluation, Faculty of
Medicine, University of Toronto, Toronto.

772 HSR: Health Services Research 39:4, Part I (August 2004)



from the perspective of staff dedicated to the ED. Performance interests and
expectations of adjunct providers are not considered.

Organizational scholars remind us that full and balanced evaluations of
performance must consider a variety of indicators and dimensions that reflect
the organization’s functional and environmental uniqueness (Cameron and
Whetten 1983; Sicotte et al. 1998). Moreover, the multiple constituent model
of organizational performance reminds us that conceptions of performance
are inherently subjective and are based on an individual’s values and
preferences (Zammuto 1984).

Notwithstanding wide recognition of the importance of identifying and
responding to a variety of stakeholder information needs when assessing
performance (e.g., Alserver, Richey, and Lima 1995; Slovensky, Fottler, and
Houser 1998), few studies have systematically looked at stakeholder interests
in the selection of evaluative criteria. Jun, Peterson, and Zsidisin (1998)
conducted three homogeneous focus groups with patients, administrators, and
physicians in a singlemidsizeU.S. hospital to define the important dimensions
of quality. The three stakeholder groups expressed divergent perspectives on
the importance of various dimensions of quality: (1) patients emphasized
courtesy, communication, and responsiveness; (2) administrators focused on
staff competence, understanding customers, and collaboration; and (3)
physicians emphasized technical attributes of quality including staff compe-
tence and patient outcomes. Zinn, Zalokowski, and Hunter (2001) used the
Delphi technique with four homogeneous external stakeholder groups
(hospital executives, managed care executives, referring physicians, labora-
tory regulators) and one internal stakeholder group (laboratory managers) to
identify indicators of laboratory performance. While stakeholder priorities
varied across the five groups, stakeholders subjected to common environ-
mental pressures had overlapping performance priorities.

Despite evidence that the performance interests of stakeholder groups
vary, in reality, the selection of performancemeasures has been dominated by
data feasibility (Oakley Davies and Marshall 1996). Furthermore, most
performance reports are created for multiple users (providers, payers,
consumers, administrators) who are viewed as one big cluster, rather than
different stakeholder groups with unique performance interests and expecta-
tions (e.g., Marshall et al. 2000).

In response to calls to pay more attention to the ways in which
performance measurement activities can meet a diversity of ED stakeholder
interests (e.g., Scanlon et al. 2001), this study contributes to the health care
performance measurement literature by (1) providing insight into the
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performance interests of multiple stakeholders associated with the manage-
ment and delivery of ED care, and (2) developing an ED performance
framework and set of indicators that reflect these interests. The study draws on
the Competing Values Framework of organizational effectiveness (Quinn and
Rohrbaugh 1981, 1983) to describe and analyze ED stakeholders’ perspectives
(physicians, nurses, managers, home care providers, and prehospital care
personnel) on the indicators necessary to evaluate ED performance.

As illustrated in Figure 1, the Competing Values Framework (CVF)
consists of four quadrants created by the intersection of two axes. The
horizontal axis is related to the focus of the organization, and ranges from an
internal micro-emphasis on people in the organization, to an external macro-
emphasis on organizational survival. The vertical axis is related to the structure
of the organization, and reflects preferences for flexibility versus control in
organizational structuring. Each of the four quadrants represents a dominant
conceptual model of organizational performance: rational goal, human
relations, open systems, and internal process. The rational goal model reflects
the view that organizational performance is related to goal achievement——
clear direction will lead to desired outcomes. The human relations model
reflects the view that organizational performance is related to the participation
and involvement of staff. The open systems model emphasizes adaptation to
economic, social, and political environments. The internal process model
reflects the view that organizational performance is related to stability and
control. In this study, the CVF is used as a structure to articulate the explicit
performance perspectives held by various ED stakeholders.

Figure 1: The Competing Values Framework of Organizational
Effectivenessn (adapted from Quinn and Rohrbaugh [1983])
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METHODS

Sample and Questionnaire Administration

Cross-sectional survey methods were used to describe and analyze
stakeholders’ perspectives on the indicators necessary to evaluate ED
performance. Two groups of stakeholders were surveyed: hospital stake-
holders (physicians, nurses, and managers) and community stakeholders
(home care and paramedics). To identify the internal stakeholder sampling
units, EDs were stratified into three groups (teaching, community, and small)
based on the Joint Policy and Planning Commission (1997) definition of
hospital type.1 Estimates of the sample size and design effect were used to
determine a realistic number of sampling units (EDs) and the corresponding
stakeholder group sample size. The sampling units (15 teaching, 20 communi-
ty, and 20 small) were randomly selected from the three strata. In the winter of
2001 a contact person at each hospital received a letter describing the project
and asking for the names and role title of ED nurses, physicians, and frontline
and program managers. The physician and nurse sample (teaching n5 80,
community n5 60, small n5 60) was randomly selected from the list of
potential respondents for each hospital type. Because the population of
frontline and senior managers was only nine more that the required sample
size, the population was sampled.

The community sample was identified from two sources. In the winter of
2001, Community Care Access Centre2 (CCAC) administrators were sent a
letter outlining the purpose of the study and asking for the names and
workplace addresses of frontline ED home care case managers. The home
care sample included the entire population of CCAC seniormanagers (n5 40)
and home care casemanagers (n5 209) within the 40 (93 percent) CCACs that
responded to the request to participate in the research. To compile the
prehospital sample, the Ontario Paramedic Association provided a random
sample of paramedics from their list of active members (n5 200). The sample
also included full-time clinical program directors (n5 7) and administrative
staff (n5 45) from Ontario’s 26 base hospital programs. Survey data were
collected between March and May 2001. Questionnaires were mailed along
with a cover letter. A follow-up reminder was sent two weeks later and a
second mailing was sent to all nonrespondents four weeks after that. Six
hundred and eighty-five stakeholders returned a study questionnaire for an
overall response rate of 62 percent. The physician, nurse, and manager
response rates were 47 percent, 61 percent, and 66 percent, respectively. The
home care response rate was 76 percent and the prehospital care response rate

Competing Values of Emergency Department Performance 775



was 59 percent. The difference in response rate by hospital type is not
significant (w5 5.93; df5 2; p5 0.051); however, the physician stakeholder
group had a significantly lower response rate than the other four stakeholder
groups (chi-square5 36.404, df5 4, p o .001).

Measures

A three-step modified nominal group process was used with a multi-
disciplinary expert panel to develop the study questionnaire. In step one, a
pre-meeting questionnaire was used to obtain panelist feedback on 187
potential ED performance indicators derived from the ED and health services
literature. Step two involved a one-day meeting in which panelists provided
assessments of the usefulness (Turpin et al. 1996) and feasibility (McGlynn
1998) of the indicators. In step three, panelists selected a subset of 104
indicators for inclusion in the study questionnaire.3 The questionnaire was
pilot-tested and revised before distribution.

Respondents were asked to rate the importance (i.e., the extent to which
the indicator raises important questions related to EDs ongoing ability to
respond to patient needs) of each indicator using a seven-point Likert-type
response scale (Lipsey 1990). Response options ranged from not very
important (1) to extremely important (7).

Analysis

The data are collected and analyzed at the level of the stakeholder group. The
Intraclass Correlation Coefficient (two-way random effects model) for each of
the five stakeholder groups ranged from 0.92 (nurses) to 0.99 (home care)
supporting analysis at the stakeholder level.

Because the primary goal of the study was to provide information at the
most relevant unit possible to guide improvement activities (Donaldson and
Nolan 1997), the analysis focused on individual indicators.4 Descriptive
statistics were used to analyze the sample characteristics, and to compare the
relative importance of the indicators across the five stakeholder groups and
identify a subset of the most important indicators for detailed analysis. The
16 indicators (39 indicators in total, or 38 percent of the indicators included in
the survey) receiving the highest mean importance rating within each of the
five stakeholder groups are defined as the keyEDperformance indicators. The
ranked lists were closely examined to consider the effect of selecting a different
number of indicators and whether there was a logical breaking in the data that
would appear less arbitrary. In the absence of such a break point, selection of
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the top 16 indicators is consistent with previous reports of stakeholder interests
(e.g., Cleary 2000; Cullen and Calvert 1995). Moreover, in the absence of
evidence about the optimum number of indicators to be included in
performance reports, selection of the top 16 indicators balanced the tension
between comprehensiveness and parsimony.

Analysis of variance is used to compare the mean for each of the 39
indicators across the stakeholder groups. Prior to conducting the ANOVAs,
the data were examined to assess the assumptions of normality and equality
of variance.5 Dunnette’s C procedure was used for post hoc multiple com-
parisons. Confidence intervals are set at the 95 percent level, and p-values of
less than .05 are considered significant.

RESULTS

For the 685 respondents, the average tenure in their current role ranges from a
minimum of about six years for home care respondents (range from 1 year to
19 years) to the maximum average tenure of almost 10 years for physician
respondents (range from 1 to 34 years). Prehospital care respondents have the
shortest average tenure in health care (14 years with a range from 1 to 28 years)
while managers have the longest average tenure in health care (23 years with a
range from 1 to 31 years). Just over one-quarter of physicians (28 percent) are
certified in emergency medicine. Fewer than one-third of the managers (32
percent) and 12 percent of the community respondents are prepared at the
Masters level or higher; 37 percent of nurses and 34 percent of prehospital
care respondents are prepared at the baccalaureate level or higher.

Table 1 provides mean importance ratings and zero-order correlation
coefficients across all 104 indicators for the five stakeholder groups. Physician
stakeholders have the lowest mean importance ratings and the greatest
variation for the 104 indicators. While physician ratings were the lowest for
approximately 70 percent of the indicators, their ratings were not lower on all
indicators. Nurse and home care stakeholder ratings were the highest for
approximately 76 percent of the indicators. The highest correlation is between
nurse and the manager stakeholders and the lowest correlations are between
home care stakeholders and the other four stakeholder groups.

Stakeholder Performance Interests

Table 2 shows the mean importance rating, standard deviation, and rank for
the 39 indicators for each stakeholder group. In addition, shading in the
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corresponding column indicates the top 16 indicators for each stake
holder group. Analysis of each stakeholder group’s list of key indicators
suggests that stakeholders are primarily interested in indicators that focus
on their role and capacity to provide ED care. Nurse and manager
stakeholders place high priority on indicators that focus on critical processes
of care as well as on indicators that focus on workplace capacity and
patient satisfaction. Managers are also interested in ED utilization and the
cost of ED care. While interested in critical processes of care and patient
satisfaction outcomes, home care stakeholders place highest priority
on indicators that focus on ED linkage with community-based primary
care and home care providers. The prehospital stakeholders place a strong
focus on indicators associated with monitoring and controlling critical
processes of care, including several ambulance-related indicators. Physician
stakeholders are primarily focused on indicators that reflect critical processes
of care and workplace activities and costs. Like prehospital stakeholders,
physicians did not include patient satisfaction indicators in their top 16
indicators.

Table 2 indicates that significant stakeholder effects were detected for 33
of the 39 indicators. Three key patterns emerge when examining the ANOVA
differences between the stakeholder groups reported in Table 2. First, while
the importance ratings are not consistently higher for any one of the five
groups, a systematic pattern of stakeholder subgroups does not emerge from
the data. The second key finding is that physician stakeholder ratings of
importance were significantly lower than at least one other stakeholder group
on 32 of the 39 indicators. Third, 8 of the 17 indicators that were identified by
only one stakeholder group were significantly more important for that one
stakeholder group. This finding suggests that the 8 indicators represent unique
stakeholder priorities.

Table 1: Mean, Standard Deviation, Range, and Pearson Correlations for
Stakeholder Groups

N Mean SD Range Physicians Nurses Managers Home Care

Physicians 91 4.97 .63 3.20
Nurses 120 5.58 .54 2.46 .801n

Managers 133 5.35 .56 2.50 .809n .815n

Home Care 187 5.55 .50 2.20 .621n .638n .588n

Prehospital 138 5.25 .56 2.60 .814n .769n .668n .626n

nCorrelation is significant at the 0.005 level (two-tailed).
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Emergency Department Performance Framework

The second objective of this research was to propose an ED performance
framework and set of indicators that effectively integrate stakeholder
perspectives. The proposed ED performance framework and set of indicators
is presented in Figure 2. Shading in the corresponding column indicates the
top 16 indicators for each stakeholder group.

The ED performance framework maintains continuity with the
Competing Values Framework (CVF) by organizing the top 39 indicators
into the four effectiveness models depicted in the CVF in Figure 1. Consistent
with the CVF, the proposed ED performance framework has four quadrants

Figure 2: ED Performance Framework
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that reflect the four theoretical models of organizational performance:
(1) Critical Processes of Care; (2) Workplace Activities and Outcomes;
(3) Outcomes of Care; and (4) Linkages with Community Providers. The
Critical Process of Care quadrant, which represents the internal processmodel
of effectiveness, places a great deal of emphases onmonitoring and controlling
processes of ED care. This quadrant also includes indicators that reflect
ED access to hospital resources that influence ED capacity. The Work-
place Activities and Outcomes quadrant, which represents the human
relations model, emphasizes workload, costs, and outcomes. This quadrant
also includes indicators that focus on staff development, recruitment, and
retention. The Outcomes of Care quadrant, which represents the rational goal
model, focuses on two approaches to assess outcome quality: patient
perspectives and adverse events. Finally, the Linkages with Community
Providers quadrant, which represents the open systems model, places
emphasis on the links between the ED and the postacute environment.

DISCUSSION

The goal of this study was to gain an understanding of the performance
interests of multiple stakeholders associated with the management and
delivery of ED care, and to develop a performance framework and set of
indicators that reflect these interests. Overall, the results indicate that
evaluation of performance from the perspective of any one stakeholder group
will result in an unbalanced assessment of ED performance. Moreover, the
results suggest that the key differences in stakeholders’ perspectives of
important dimensions of ED performance are between hospital and
nonhospital stakeholders. Although previous work has acknowledged the
need to balance the dimensions of performance (e.g., Baker and Pink 1995),
none has actually explored opportunities to balance multiple dimensions and
multiple stakeholder interests in an integrated framework. Organization of the
39 most important ED performance indicators within the CVF provides a
useful and coherent model that demonstrates the complex nature of ED
performance, and a structure to articulate the explicit performance
perspectives held by multiple stakeholders. The integrated framework
illustrates the potential paradoxical nature of ED performance by illustrating
how emphasis on improving performance from any one perspectivemay have
an impact on ED performance from another perspective.
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As illustrated in Figure 2, a major focus of the key indicators is internal
ED operations and outcomes of care. This finding is highly consistent with the
primary role of emergency medicine that is widely described in the
literature——the initial reception and earlymanagement of patients in emergent
or urgent conditions (Dailey 1998). The study questionnaire also included four
indicators that focused specifically on an expanded ED role (health
promotion, community-based advocacy, regional advanced directives,
collaboration with long-term care facilities), which were a low priority for all
five stakeholder groups. These results suggest that relative to the other
indicators, the stakeholders in this study did not place a priority on expanding
the role of EDs suggested by Babcock Irvin, Wyer and Gerson (2000).

More generally, the findings have important implications for the
development and use of performance reports for quality improvement
activities. Marshall et al. (2000) recently asserted that provider organizations
might be the most responsive to the use of performance data for quality
improvement. However, provider organizations are often viewed as one big
cluster, rather than as shifting coalitions of interest groups who are engaged in
constant negotiation and renegotiation of the conditions of their participation
(Cyert andMarch 1966). This research provides empirical evidence to support
the suggestion to break apart the ‘‘provider’’ stakeholder group when
considering the development and use of performance measures (Soberman
Ginsburg 2003).

Clinical andmanagerial leaders can use the ED performance framework
advanced in this study to respond to the challenges inherent in multi-
disciplinary quality improvement activities in three ways: (1) as a structure to
explore convergent stakeholder interests; (2) as a structure to explore
divergent stakeholder interests; and (3) as a structure to reconcile stakeholder
differences. Each of these is briefly addressed.

Exploring Convergent Stakeholder Interests

The proposed framework illustrates considerable overlap in stakeholder
interests, especially in relation to internal process indicators, which are often
the focus of process improvement activities. Teams of organizational
employees are the primary medium through which process improvement
takes place (Berwick, Godfrey, and Roessner 1991) and the performance
interests of the team members can influence the degree to which quality
improvement teams are successful (LaVallee and McLaughlin 1994). How-
ever, successful quality improvement activities require a strong commitment of
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upper management through direct involvement in quality management
activities. Despite the need for senior management support, the involvement
of senior managers in defining improvement objectives can be problematic
when workers and managers view quality differently. This reality is reflected
in the comments of one nurse respondent who stated:

Generally speaking, frontline workers are expected to follow direction only, not
have input into the direction the hospital is going. While I may consider quality of
care to be important, my supervisor has a different slant on the type of quality care
that is expected. Both are important, but it appears themanager’s slant to quality is
what is chosen, not the frontline worker.

Thus, the integrated framework provides a means to move beyond the
managerial view of ED performance by reflecting interests of multiple care
providers. By identifying common stakeholder interests and performance
values, the framework provides a starting point for the development of
improvement teams and a unifying focus for improvement activities.

Exploring Divergent Stakeholder Interests

The framework illustrates how evaluation of performance from the
perspective of only one stakeholder group would result in an unbalanced
evaluation of ED performance, which may limit the EDs ability to adapt to
changing environmental demands. Because stakeholders may be constrained
by their mental models, and depict a tendency to exploit well-established
routines rather than explore new schemes (Miller 1993), stakeholders may
develop myopia in relation to their perceptions of important aspects of ED
performance (e.g., Levinthal and March 1993). The identification of unique
and divergent stakeholder interests in an integrated framework may enhance
organizational learning and change by enabling stakeholders to see different
conceptions of performance, thereby helping them to discover new adaptive
opportunities. Moreover, the integrated framework provides legitimacy for
the assessment of ED performance from the perspective of other stakeholders,
and provides an opportunity for stakeholders to consider the important
measures together and to see how performance in one area may impact, or
be achieved at, the expense of performance in another. For example,
assessment of ED performance from an isolated perspective of home care
stakeholders would focus on linkages with external providers, but exclude
indicators that focus on internal workplace activities that are an integral part of
an ED’s capacity to respond to patient needs. By including performance
measures that are valued primarily by home care stakeholders in their
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comprehensive assessment of ED performance, hospital stakeholders would
gain a greater understanding of how the roles and functions of the ED are
influenced by events that happen in the community prior to the patient’s
arrival, and thus target activities to improve the ability to effectively discharge
ED patients into the community.

Reconciling of Stakeholder Differences

The finding that physician stakeholders had lower ratings on many of the
indicators highlights the need for a structure within which stakeholder
differences can be reconciled. There are two plausible explanations for the
relationship between physician stakeholder ratings and those of other
stakeholder groups. First, the low physician ratings may reflect physicians’
skeptical views about the collection and use of performance data (Marshall
et al. 2000).

Second, physicians may think that there is insufficient evidence to link
many of the indicators included in the study to high quality ED care.When the
indicators in the study are assessed against the criteria proposed by McGlynn
(1998),6 it could be argued that only two study indicators meet these criteria:
time to thrombolysis for acute myocardial infarction (AMI) and time to
thrombolysis for stroke. Time to thrombolysis for AMI was rated as the most
important indicator for physicians, nurses, managers, and prehospital
stakeholders, and third for home care stakeholders. Time to thrombolysis
for stroke was ranked as the second most important indicator for prehospital
and home care stakeholders, third for nurses, twenty-third for managers, and
sixty-ninth for physician stakeholders. How might these perceptions be
reconciled? Treatment of AMI with intravenous thrombolytic agents is a
widely recognized standard of emergency care for the treatment of AMI based
on the strong body of evidence linking timely treatment to enhanced patient
outcomes. In contrast, there is an ongoing controversy about the treatment of
acute strokes with thrombolytic agents, which is reflected in the low rating of
this indicator by physician stakeholders (69th out of 104). The results suggest
that low physician ratings might reflect specialized technical knowledge,
which is not shared by the other stakeholder groups, and a greater interest in
evidence-based clinical decision making. The higher ratings of importance by
the other stakeholder groups may reflect importance on the timeliness of care
rather than the clinical efficacy of care. The dramatic difference in stakeholder
rating on the importance of thrombolytic therapy in the care of stroke
patients illustrates the value of displaying divergent stakeholder viewpoints.
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Ultimately, exploring and reconciling differences will require closer exami-
nation of the influence of clinical knowledge and evidence on stakeholder
assessments of the performance indicators.

Certain limitations of the study should be kept in mind when
interpreting the results. First, although an overall response rate of 62 percent
was achieved across the five stakeholder groups, physician stakeholders are
underrepresented in the full respondent group. Moreover, physicians
reported the lowest mean scores and the greatest variation in ratings for the
104 indicators. One possible explanation for this variation in responses could
be the result of a different understanding or interpretation of the response
scale. Another is that the lower physician mean scores may reflect the true
value of importance that physicians place on the study indicators. As discussed
above, the health care performancemeasurement literature has focused on the
importance of identifying causal antecedents of quality and the importance of
establishing empirical links between performance measures and outcomes of
care. Perhaps physicians believe that there is insufficient evidence to support
linking many of the survey indicators to high-quality ED care. Perhaps the
absence of a strict clinical outcome focus may have contributed to a lower
response rate by physicians, and to lower physician ratings of importance for
many of the indicators. Moreover, this study relied on self-report ques-
tionnaire data, which are subject to common method and social desirability
biases. As we try to learn more about stakeholder interests in performance
measurement, and physician interests in particular, future studies will need to
examine factors that influence physician attitudes to performance measure-
ment, including the influence of evidence-based practice.

The approach to select the 16 highest rated indicators (highest mean
scores) for each stakeholder group as the subset of indicators for detailed
analysis represents both a strength and a weakness of the study. The top 16
indicators allows us to examine the most important indicators for each
stakeholder group, compare the rankings of importance among the groups,
and explore stakeholder priorities independent of the concerns raised about
respondents’ use of the response scale. However, because this approach to
indicator selection involves the use of an arbitrary cut-off point, the difference
in the means between the 16th and 17th item in each group’s list may be very
small, and conclusions cannot be made about differences between these two
performance indicators. Thus, the results of the analysis must be interpreted to
reflect this methodological limitation.

Another threat to generalizability of the findings is related to the
organization and management of home care services for ED patients. In
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Ontario, access to in home care ismanaged through a designated organization,
which may not be the case in other jurisdictions. While there may be
jurisdictional differences in access to in-home care, the implications of the
findings for incorporating the perspectives of home care and other community
stakeholders to obtain balanced assessments of performance is generalizable
to other jurisdictions.

Finally, as noted in the performance measurement literature, issues of
feasibility are important aspects of indicator development. The degree to
which stakeholder ratings were influenced by perceptions of feasibility is
unclear.

In summary, the unique contribution of the proposed ED framework is
that it balances stakeholder interests as well as multiple dimensions and
indicators of performance. The results demonstrate that ED performance
interests are not homogeneous across stakeholder groups, and evaluating
performance from the perspective of any one stakeholder group will result in
unbalanced assessments. Moreover, external stakeholders, a group whose
interests are frequently excluded from efforts to measure performance,
provide important insights into ED performance related to the external
environment and the integration of EDs with other components of the health
care system. By integrating multiple stakeholder interests, the performance
framework recognizes the interrelationships between the ED and its internal
and external environments, and contributes knowledge of how ED
performance is related to performance at other levels in the system.

The literature establishes that performance data have to be rigorous
developed, effectively disseminated, and widely used in practice to have a
positive impact on quality of care. But less emphasis has been placed on the
role of managers in fostering reflective conversation as to how people at all
levels interpret ‘‘ED quality care’’ and what influences those interpretations.
When stakeholders understand not only what matters to other stakeholders,
but why it matters, the stage is set for fruitful and constructive interdisciplinary
learning and cooperation. Clinical and administrative leaders can create work
environments in which respect, courtesy, and listening flourishes as
stakeholders engage in these vital conversations. More immediately,
managers and clinicians can use the proposed framework to examine the
data they currently use to assess ED performance, and the extent to which
these data balance both stakeholder interests and multiple dimensions of
performance.

Finally, while the proposed framework incorporates different points of
view, ultimately it does not provide a mechanism for resolving persistent
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differences in stakeholder perspectives. Moreover, the proposed framework is
provider-centered, and does not incorporate the interests of patients and
consumers——the ultimate arbitrators of performance. An important topic for
further investigation is the examination of patient and consumer ED
performance interests and the extent to which they dovetail with various
stakeholder interests. In the end, integrating consumer interests into
performance frameworksmay provide amechanism for arbitrating competing
values.

NOTES

1. Teaching hospitals include acute and pediatric hospitals that belong to the Ontario
Council of Teaching Hospitals. Small hospitals includes hospitals that generally
admit fewer that 3,500 weighted cases, have a referral population of fewer than
20,000 people, and are the only hospital in their community. Community hospitals
include any acute care hospitals that do not fit the definition of a small or teaching
hospital.

2. Home care in Ontario falls under the jurisdiction of the Ministry of Health and
Long-Term Care (MOHLTC). In 1996 the Ministry established 43 Community
Care Access Centers (COMMUNITY) across the province to provide a single point
of access for home care and long-term placement services.

3. A copy of the questionnaire is available from the author.
4 Exploratory factor analysis (EFA) was conducted to determine the factor structure

that underlies stakeholder perceptions of the importance of indicators of ED
performance. The EFA support a 10-factor structure of ED performance (i.e.,
Workplace Skills and Support, Community Linkages, Ambulance and ED
Response, Activity and Costs, Patient Outcomes, Patient Disposition, Staff Costs
and Outcomes, Services and Resources, Patient Directed Discharge, and Process
Time). The Competing Values Framework was used as a structure to interpret the
meaning of the ten factors, and to group the indicators in one of the four models of
performance. Detailed results are available from the author.

5. Although histograms of each of the 39 variables for each stakeholder group
suggested that several of the distributions were left-skewed, given the robustness of
the F-test it is assumed that the departure from normality are not sufficiently large
enough to warrant transformation. To address concerns about the distribution of the
data, Kruskal-Wallis tests (nonparametric equivalent to one-way ANOVA) were
conducted and the results were compared to the ANOVA results. The findings
between the two tests were consistent for all but three indicators (which detected
significant ANOVA results).

6. McGlynn (1998) proposes that: (1) performance measures should have a significant
impact onmorbidity and/ormortality; (2) the link betweenmeasured processes and
outcomes of care should be established empirically; (3) quality in the area measured
should be variable or substandard; (4) providers should be able to enhance
performance on the measure.
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