Arab American University

Faculty of Graduate Studies

"Investigating the Role of Total Quality Management in
Enhancing Patient Safety: A Case Study of the Palestinian
Medical Complex and Hugo Chavez Hospital in the West Bank"
By

Haneen Ahmad Atta Nimer

Supervisor

Dr. Mohammad Abu Zayed

This thesis was submitted in partial fulfillment of the requirements for
the Master's degree in Quality Management in Health Institutions.

12/2024

© Arab American University-2024. All rights reserved.



Thesis Approval

"Investigating the Role of Total Quality Management in Enhancing
Patient Safety: A Case Study of the Palestinian Medical Complex and
Hugo Chavez Hospital in the West Bank"

By

Haneen Ahmad Nimer

This thesis was defended successfully on 21\12\2024 and approved by:

Committee members Signature

1. Dr Mohammad Abu Zayed: Supervisor

2. Dr Yousuf Mimi: Internal Examiner .....

3. Dr Samir Baidoun: External Examiner ..... g ...... o T




I1

Declaration

The work provided in this thesis, otherwise referenced, is the researcher’s work

and has not been submitted elsewhere for any other degree or qualification.

Name: Haneen Ahmad Nimer
ID: 202216358
Signature: Haneen Nimer

Date: 19/04/2025



III

Dedication

To my dear father and mother, whose unwavering love, sacrifices, and
encouragement have been my foundation and strength. Your guidance and support

have inspired me every step of this journey.

To everyone who stood by me—mentors, friends, and family—thank you for your faith,

encouragement, and kindness.



IV

Acknowledgment

First and foremost, I am deeply grateful to Allah for his boundless blessings,
strength, and guidance throughout this journey. Without His grace, none of this

would have been possible.

I would like to extend my sincere gratitude to my supervisor, Dr Mohammad Abu
Zayed, whose expertise, guidance, and patience have been invaluable. His support
and belief in my abilities have encouraged me to reach my highest potential, and

I am truly thankful for his mentorship.

To my dear mother and father, I want to express my deepest gratitude and promise
that I will continue to make you proud. Every step forward in this journey is a
reflection of your guidance and belief in me, and I am forever grateful for

everything you have given.

To my family, thank you for being my foundation and my constant source of
strength. Each of you has played a unique role in this journey, surrounding me
with love, encouragement, and inspiration. I am grateful for your patience,

sacrifices, and faith in me.

And to all my friends, colleagues, and mentors who stood by me and supported me,

thank you for your faith in me.



Abstract

Patient safety is an important aspect of healthcare quality, despite many challenges
to achieve optimal outcomes worldwide (Slawomirski & Klazinga, 2022). This
study investigates the role of Total Quality Management (TQM) in Enhancing
Patient Safety: A Case Study of PMC and HCO Hospitals in the West Bank, with
a focus on the mediating effect of perceived service quality. A cross-sectional
design collected data from 120 employees at the Palestine Medical Complex
(PMC) and Hugo Chavez Ophthalmic Hospital (HCO). A high response rate of

88.3% was achieved with 106 surveys completed.

Data analysis using SmartPLS 4.1.3 software shows TQM has a significant beneficial
effect on perceived service quality significantly impacts patient safety (f = 0.550, p <
0.001) and mediates the relationship between TQM and patient safety (B = 0.454,

p < 0.001). These findings align with previous research that has highlighted
TQM's role in improving healthcare outcomes (Talib & Azam, 2010; Dey et al..,
20006). Barriers such as work stress and limited resources underscore the necessity

of implementing comprehensive, targeted solutions. (Mosadeghrad and Ferlie,

2015).

This study offers different perspectives by focusing on Palestinian public
hospitals, which face unique political and financial limitations. It covers a critical
gap in the literature by providing tangible proof of TQM's effectiveness in a
resource-constrained healthcare environment. These findings have significant
effects on policymakers and administrators working to improve healthcare quality

and safety in similar environments. This study provides practical strategies for
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driving global continuous improvement and patient safety by addressing structural
challenges and promoting effective TQM implementation (Berwick, 1989; Tsai &
Lee, 2017). Future research should expand on these findings by looking into

longitudinal effects and conducting comparative analyses across areas.
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Chapter 1

1.1 Overview
This chapter introduces the key elements of the research, including the problem

statement, primary and secondary objectives, research questions, hypotheses, expected
outcomes, the significance of the study, and the structure of the thesis. The overarching
aim of the study is to investigate the role of Total Quality Management (TQM) in
enhancing patient safety, with a particular focus on the mediating effect of perceived

service quality in public hospitals.

The understanding that patient safety, clinical outcomes, and general public health
are all directly impacted by healthcare quality has long made it a top priority. In the
healthcare industry, quality management affects not just patient care but also
operational effectiveness, financial management, and legal compliance. These
approaches have been modified for the service industry, including healthcare, to
account for the particulars and complexity of medical services. They were inspired by
the effective implementation of quality procedures in the industrial sector (Berwick,
1989). Within this framework, Total Quality Management (TQM) has become
increasingly popular as a complete strategy for raising patient happiness and boosting

healthcare services.

Total quality management (TQM) is defined as “a systematic approach based on
participation in planning and implementing the organization’s continuous
improvement process” by Kaluzny, McLaughlin, and Simpson (1992). To ensure that
customers' (patients)expectations are constantly fulfilled, TQM strongly emphasizes

patient-centered care in the healthcare industry, as this strategy emphasizes problem-



solving, organizational participation, and creating a welcoming atmosphere where staff

members actively participate in decision-making.

Total Service Quality Management (TSQM) is defined as a concept that delineates
and characterizes quality within the context of the customer’s experience in service-
oriented fields. The customer’s encounter and subsequent perception of quality are
influenced by both tangible and intangible aspects of the services provided and post-
service interactions. TSQM begins with the commitment of senior management and

must permeate all organizational levels. (Omachonu. 2004)

TQM establishes systems to prevent administrative and clinical issues, enhance
patient satisfaction, continuously improve organizational processes, and optimally
deliver healthcare services. The goal is to provide high-quality care that meets or
exceeds expectations, ensuring positive outcomes for patients and overall
organizational success.

(Talib& Azam,2010)

TQM in healthcare is simply the use of several analytical tools, like checklists,
statistical charts, and flowcharts, to track and enhance organizational activities. Dey et
al., 2006), focus group brainstorming sessions, and building agreements are just a few

of the production processes.

The research problem "Investigating the Role of Total Quality Management in
Enhancing Patient Safety: A Case Study of Palestinian Medical Complex and Hugo
Chavez Hospital in the West Bank" delves into a critical and multifaceted issue within
the healthcare sector. The West Bank, specifically its Central Governorates, faces

numerous challenges in delivering quality healthcare services to its population.



Ensuring patient safety is paramount, as errors and suboptimal care can severely affect
patients' well-being. Total Quality Management (TQM) is a comprehensive approach
widely implemented in various industries worldwide to enhance operational efficiency,
product quality, and customer satisfaction. However, its application and effectiveness
within the context of governmental hospitals in a region characterized by political
instability and resource constraints, such as the West Bank, remain relatively

unexplored.

This research problem is important due to its potential to address critical gaps in
understanding how TQM principles can be used to improve patient safety in resource-
limited healthcare settings. It raises fundamental questions about the implementation
of TQM methodology in perceived service quality and patient safety in the unique
context of PMC and HCO Hospitals in the West Bank. Furthermore, it prompts
inquiries into the potential cultural and organizational barriers that may hinder the
successful implementation of TQM initiatives in this specific healthcare landscape.
Many public hospitals in Palestine utilize various Total Quality Management (TQM)
methods without necessarily being aware of their impact on service quality or patient
safety. This research will take the initiative to investigate the Role of Total Quality
Management in Enhancing Patient Safety: A Case Study of PMC and HCO Hospitals

in the West Bank.

1.2 Problem Statement
The Palestine Medical Complex (PMC) and Hugo Chavez Ophthalmic Hospital

(HCO) were strategically selected for this study because of their important role in the
Palestinian healthcare system, their diverse services, and their contribution to

addressing public health challenges. Located in the central West Bank, PMC is one of



the largest government hospitals in the region, with 231 beds and serving
approximately 338,383 people. It provides various services, including emergency care,
internal medicine, pediatrics, and surgery. It is an important center for integrated
medical services as well as a leading institution for studying total quality management
(TQM) practices in an integrated healthcare environment (Palestinian Central Bureau
of Statistics [PCBS], 2023). Conversely, the HCO is the first government eye hospital
in Palestine and is located in Turmus Ayya, near Ramallah. The hospital covers a total
area of 7,300 square meters and has four floors designed to optimize patient flow and
service delivery. Focusing on the diagnosis, treatment, and prevention of eye diseases,
filling an important gap in specialty care, the HCO also demonstrated its adaptability
during the COVID-19 pandemic when it was used as an isolation and treatment center
in the Ramallah area. The inclusion of these hospitals covers all types of health
services, from general to specialized, and provides a solid basis for assessing the role
of TQM in improving patient safety and quality of services. Due to their strategic
location and diverse patient populations, these hospitals are important for
understanding the challenges of healthcare in the central West Bank and providing

practical insights for better healthcare management.



1.3 Study Objectives

Aim of the study

Investigating the Role of Total Quality Management in Enhancing Patient Safety: A
Case Study of Palestinian Medical Complex and Hugo Chavez Hospital in the West

Bank.

Secondary Objectives:

1.

To assess the level of implementation of Total Quality Management (TQM) in
the Palestinian Medical Complex and Hugo Chavez Hospital in the West Bank.
To examine the impact of TQM implementation on service quality in the
Palestinian Medical Complex and Hugo Chavez Hospital in the West Bank.
To evaluate how the implementation of TQM contributes to improving patient
safety in the Palestinian Medical Complex and Hugo Chavez Hospital in the
West Bank.

To investigate the relationship between improvements in hospital service
quality and patient safety in the Palestinian Medical Complex and Hugo
Chavez Hospital in the West Bank.

To analyze the mediating effect of service quality improvement on the
relationship between TQM implementation and patient safety in the Palestinian
Medical Complex and Hugo Chavez Hospital in the West Bank.

To identify significant differences in the implementation of TQM, perceived
service quality, and patient safety among participants based on
sociodemographic factors such as place of work, gender, age, job title, social
status, education level, and work experience in the Palestinian Medical

Complex and Hugo Chavez Hospital in the West Bank.



7.

To determine the presence of significant linear associations between the key
study variables (TQM implementation, perceived service quality, and patient
safety) in the Palestinian Medical Complex and Hugo Chavez Hospital in the
West Bank.

To identify the main barriers to the successful implementation of TQM in
healthcare services within the Palestinian Medical Complex and Hugo Chavez

Hospital in the West Bank.

1.4 Research Questions

1.

What is the level of implementation of TQM in the Palestinian Medical
Complex and Hugo Chavez Hospital in the West Bank.?
Does TQM implementation significantly impact service quality in the

Palestinian Medical Complex and Hugo Chavez Hospital in the West Bank.?

. Does TQM implementation significantly improve patient safety in the

Palestinian Medical Complex and Hugo Chavez Hospital in the West Bank.?
Does improved service quality in hospitals significantly improve patient safety
in the Palestinian Medical Complex and Hugo Chavez Hospital in the West
Bank.?

Does TQM implementation significantly influence patient safety through the
mediating effect of service quality improvement in the Palestinian Medical
Complex and Hugo Chavez Hospital in the West Bank.?

Are there significant differences in the study's key variables (TQM
implementation, perceived service quality, and patient safety) among

participants based on sociodemographic factors (place of work, gender, age,



job title, social status, level of education, and work experience) in the
Palestinian Medical Complex and Hugo Chavez Hospital in the West Bank.?
7. Are there significant linear associations among the study's key variables (TQM
implementation, perceived service quality, and patient safety) in the Palestinian
Medical Complex and Hugo Chavez Hospital in the West Bank.?
8. What are the main barriers to the successful implementation of TQM in
healthcare services within the Palestinian Medical Complex and Hugo Chavez

Hospital in the West Bank.?

1.5 Research Hypotheses

The description of the research hypotheses is presented in Table 1.1. Furthermore,
Figure 1.1 also illustrates the research framework with hypotheses that guide the study
design, data collection, and analysis processes to evaluate the effectiveness of applying
total quality management principles to improve patient safety in PMC and HCO
Hospitals in the West Bank, the hypotheses of the study were developed as a reflection
of the research questions and were informed by previous studies and relevant literature.
This approach ensures that the hypotheses are rooted in the objectives of the study and
aligned with existing theoretical and empirical frameworks, providing a solid

foundation for the research.



Table 1.1. Research hypotheses.

Code

Description Hypothesized path

PLS-SEM causal effect hypotheses

H1 TQM a SQ
The implementation of TQM improves the quality of
service provided to patients.

H2 TQM a PS
Patient safety is improved in hospitals through the
implementation of TQM.

H3 SQaPS
Improvements in hospital services result in improved
patient safety.

PLS-SEM mediation effect hypotheses

H4 TQM a SQ a PS

Improvements in hospital services mediate the indirect
effect of the TQM methodology on patient safety.

Other: Comparative and correlations hypotheses

H5
There are significant differences in the mean scores of the study constructs (i.e., the
implementation of TQM methodology, perceived service quality, and patient safety)
among the participants based on their sociodemographic factors (i.e., place of work,
gender, age, job title, social status, level of education, and work experience).

H6

There are significant linear associations between the study constructs (i.e., the
implementation of total quality management methodology, perceived service quality, and
patient safety).




1.6 Research Expected Outcomes

This study will determine how the implementation of Total Quality Management
(TQM) plays a critical role in enhancing patient safety within the Palestinian Medical
Complex and Hugo Chavez Hospital in the West Bank. It will identify the extent to
which TQM practices are currently applied and assess their effectiveness in improving
the quality of healthcare services and patient safety outcomes. Additionally, the study
will examine whether TQM implementation leads to measurable improvements in
safety by enhancing service delivery processes and fostering a culture of continuous
improvement, the study will provide valuable insights into the relationship between
quality management practices and patient safety, offering recommendations for further

improving healthcare outcomes through the effective application of TQM principles.

1.7 Significance of the Study

Patient safety refers to preventing patient harm or injury during their healthcare
experience. It encompasses the strategies, practices, and systems implemented to
ensure the well-being and protection of patients from potential errors, accidents, and

adverse events that may occur in healthcare settings.

Recently, there has been an increasing focus on enhancing the quality and safety of
services delivered within hospitals; Hospital workers often apply Total Quality
Management (TQM) methods without a thorough understanding of its fundamental

principles, methodologies, steps, and expected outcomes. (WHO,2021)

The research on "Investigating the Role of Total Quality Management in Enhancing

Patient Safety: A Case Study of Palestinian Medical Complex and Hugo Chavez
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Hospital in the West Bank" holds significant value and justifications on multiple fronts.
Firstly, within the specific context of the West Bank, where healthcare infrastructure
faces unique challenges stemming from political instability and resource constraints,
understanding how Total Quality Management (TQM) can contribute to enhancing
patient safety is pivotal. The findings from this study can offer a locally tailored
approach to addressing patient safety issues, potentially leading to improved healthcare
outcomes for the population residing in PMC and HCO Hospitals in the West Bank.
This research can assist healthcare policymakers and administrators in making
informed decisions about resource allocation and process improvements to ensure safer

patient care.

The theoretical contribution of this research lies in its exploration of the application
of Total Quality Management (TQM) principles within the context of patient safety in
healthcare. By studying this relationship in a unique and understudied environment,
the research enriches existing theoretical frameworks on healthcare quality
improvement. It extends the understanding of how TQM practices can be adapted and
implemented to enhance patient safety, providing a foundation for future studies and

offering a globally relevant perspective on integrating TQM into healthcare systems.
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1.8 Outline Structure of the Thesis

The arrangement of the thesis appears as the following:

Chapter One includes an Overview of the study, problem statement, objectives,
research questions, hypotheses, expected outcomes, significance, and thesis
outline.

Chapter Two includes Total Quality Management (TQM) Significance,
requirements, ethics, integrity, teamwork, leadership, TQM in the Healthcare
Sector, the Importance of TQM in healthcare, requirements and barriers for
implementation, foundations, and components, the healthcare sector in Palestine,
national health strategy, patient safety, benefits of TQM, and application
elements of previous studies and a summary of TQM.

Chapter Three includes Methodology, Research design, study questionnaire,
validity and reliability, study population and sample, data collection methods,
data analysis, and methodology summary.

Chapter Four includes Results, Presentation of study findings, sociodemographic
characteristics, latent constructs, TQM implementation, perceived service
quality, patient safety, PLS-SEM results, comparative analyses, correlations,
barriers to TQM, and results summary.

Chapter Five includes a Discussion of findings, limitations, overall conclusions,

and recommendations for future research and practical applications.
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Chapter 2
Literature review
2.1 Introduction
This chapter introduces the study, outlining the significance of Total Quality
Management (TQM) in healthcare, its essential requirements, and key concepts such
as quality ethics, integrity, teamwork, and leadership. The chapter discusses the
importance of implementing TQM in enhancing patient safety and service quality in
public hospitals. It highlights the fundamental principles of TQM, the healthcare sector
in Palestine, the National Health Strategy, patient safety, the benefits of TQM, the
application element, and the conceptual framework. Additionally, a review of previous
studies is included to explore the application of TQM in healthcare settings, examining
its effectiveness in improving clinical outcomes, patient satisfaction, and operational

efficiency.

Interest in the topic of quality in the health sector stems from the efforts of numerous
researchers who have worked since ancient times to improve healthcare quality, as it
is connected to human health and safety and the fight against the control of illness.
Given the remarkable results obtained by quality procedures in the industrial sector,
they were implemented. These methodologies are utilized in the service sector, with

modifications to reflect the nature and peculiarities of the health service.

Quality defines the degree to which a set of inherent characteristics of a product or
service fulfills its requirements, ensuring customer satisfaction and adherence to

standards (ISO, 2015).
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Total quality management(TQM) is described as a systematic, organizational approach
for the continuous improvement of processes and products to meet customer
expectations (Kaluzny, McLaughlin, & Simpson, 1992). It also emphasizes employee
involvement, decision-making, and customer-centric problem-solving (Omachonu &
Ross, 2004).

Quality management has evolved significantly over time. In the beginning, the main
focus was on inspection and basic quality control in manufacturing. During the 1920s,
statistical methods for quality control were introduced by pioneers like Shewhart and
Deming, and after World War 2, Japanese industries adopted these methods and
focused on continuous improvement, also known as Kaizen, By the late 20th century,
TQM became a broad strategy applied not only in manufacturing but also in other areas
like healthcare, where it integrated quality into every part of an organization (Oakland,

2014).

TQM'’s Success depends on various factors, categorized as hard and soft elements
Hard factors: These include technical and operational elements, such as process
management, quality tools, and performance measurement systems.

Soft factors: These focus on human and cultural dimensions, including leadership,

employee involvement, and teamwork.

2.2 Significance of Total Quality Management

These principles underscore the importance of holistic quality management practices
across all facets of an organization’s operations. The significance of total quality

management lies in its multifaceted impact (Diamandescu, 2016):
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. Cost Reduction and Profitability: Quality practices lead to cost savings and improved

financial performance.

Customer Needs Alignment: TQM enables management to understand and meet
customer requirements effectively.

Competitive Advantage: Organizations gain an edge in the market by consistently
delivering high-quality products and services.

ISO 9000 Certification: TQM fosters an environment conducive to obtaining
certifications like ISO 9000.

Enhanced Decision-Making: Quality principles facilitate informed decision-making
and problem-solving.

Departmental Cohesion: TQM promotes collaboration and coordination across
organizational units.

Overcoming Performance Barriers: TQM addresses obstacles hindering optimal
human performance.

Group Unity and Pride: It fosters a sense of belonging and mutual pride among team
members.

Employee Clarity and Confidence: Clear communication and feedback build
employee confidence.

Organizational Connection: TQM strengthens employees’ connection to the
organization and its goals.

Excellence: Striving for excellence becomes a shared organizational goal.

Enhancing Organizational Reputation: Focusing on quality management contributes

to a positive reputation among both customers and employees.
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Continuous Improvement Beyond Standards: Quality efforts extend beyond mere
compliance with standard specifications, emphasizing ongoing enhancement.
Internal Process Management: Organizations proactively manage process
improvement internally, rather than reacting solely to customer complaints.

Inclusive Participation: All organizational functions and levels engage in quality
initiatives, not limited to quality-specific roles.

Empowering Employees: Empowering employees to lead improvement processes
drives quality enhancements.

Systematic Quality Design: Organizations prioritize designing quality systems over
reactive defect inspection.

Supplier Collaboration: Suppliers are viewed as positive partners actively

participating in operational improvements.

2.3 TQM Requirements

Total Quality Management (TQM) is a comprehensive strategy for enhancing
organizational performance and customer satisfaction through continuous
improvement. To successfully implement TQM, specific requirements and
components must be established. According to Al-Haddad (2010), these elements

include;

1. Implementing strategic planning processes: To attain total excellence, institutions
need a comprehensive strategy plan that includes vision, purpose, goals, and
required actions and is dedicated to establishing global quality leadership and

enhancing it consistently and permanently.
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2. Prioritize the customer: In a holistic quality approach, the client is the primary
driving force. This applies to both internal and external customers. External
consumers evaluate the quality of the product or service they get, whereas internal
customers contribute to the quality of the people, processes, and environment
linked with the product or service.

3. Understanding the notion of quality: Internal and external clients determine the
concept of quality, and by developing this concept, the business adopts the idea of
meeting or exceeding it. This implies that people at all levels approach every part
of their jobs with the mindset of "How can we do it better?" When the principles
of excellence take control, the foundation will be sufficient.

4. Scientific approach: Applying scientific principles to structure work, make
decisions, and solve issues. Big data should be utilized to create benchmarking
standards, track performance, and improve.

5. Long-term commitment: Few businesses begin adopting total quality with a long-
term commitment to making the necessary adjustments for success, and one of the
most typical mistakes that organizations make when starting to implement the
overall quality strategy is to bring in or throw some money at a particular

department.

Total quality management principles require top management to believe in and
support the idea. The support and commitment of senior management to the philosophy
of total quality management is one of the most important elements of the success of its
application in the organization, because it is a strategy that should emanate from the
top of the pyramid of the organizational structure, and the success of any project cannot

be imagined without the support and endorsement of senior management, The
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organization's management contains leadership traits that allow it to freely influence
people and instill a desire in them to attain the organization's goals or go above and
beyond them. (Alwan, Magzoub, & Elzubeir, 2012)

- Customer focus: The extent to which its beneficiaries are satisfied is the criterion
for success for any firm that delivers products or services to the general public.
From this perspective, the firm must have a thorough grasp of their current and
future demands, meet their criteria, and be cautious to surpass their expectations
(Detrie, 2001, since customers constitute the primary pillar of quality
management). Al-Khalaf (1997) states that the organization strives for customer
satisfaction and happiness by providing exceptional products and services that
meet or exceed expectations. This approach leads to loyalty and success, allowing
for competitiveness.

- Employee participation: Total quality experts regard employee participation as a
fundamental principle of total quality management, and they recognize that every
member of the organization is concerned with providing high-quality goods and
services at the lowest possible cost and that employee involvement in decision-
making is critical and necessary. Given that the worker is the one who appreciates
quality (Al-Sharari, 2011), senior management must provide a training and
qualification program for personnel to implement comprehensive quality. An
adequate reward structure fosters a sense of belonging and motivates people to
operate as a team.

- Continuous improvement: Quality pioneers emphasize the importance of
continuous improvement, which aims to introduce necessary and continuous

improvements to the processes of providing the product or service in light of
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renewed data resulting from the changing needs of the beneficiaries and the needs
of the markets to achieve the desired state of perfection (Al-Samarrai, 2007).

- Quality strategy planning: Total quality management should have a clear future
vision and long-term goals for the firm to attain. Because the use of
comprehensive quality management needs the participation of all members of the
organization, this can only be done if there is a strategic plan that organizes and

unites their efforts. (Al-Khalaf. 1997)

2.4 Quality Ethics

Quality ethics plays a pivotal role in enhancing consumer trust and market confidence
in an organization’s products and services (Lee & Jin, 2019). Here are some key points
related to quality ethics:

1. Internal Dimension of Total Quality:

e Employees’ awareness of the importance of quality is crucial. Their moral
commitment to organizational behaviors and mechanisms that drive quality
fosters loyalty and positive participation.

e Integration between management, workers, and the organization is essential
for a cohesive approach.

2. External Dimension of Total Quality:

e Providing smart, safe, and user-friendly products that adapt to ever-changing

customer needs is part of quality ethics.

3. Human Resources Factors:
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Commitment and Responsibility: Employees should be committed to
maintaining high-quality standards.

Cultural Awareness: Understanding cultural nuances ensures ethical behavior.
Moral Awareness: Upholding moral principles in decision-making and
actions.

Organizational Awareness: Recognizing the impact of individual actions on

the entire organization.

4. Quality Requirements Related to Ethical Behavior:

Performance: Assessing product characteristics and comparing them with
competitors’ offerings.

Appearance: It represents the external appearance of the product and gives
special touches to it through attractiveness, which gives it the appearance and
can attract the consumer.

Reliability: The product performs its function within a certain period without
interruption, and this is a basic requirement for the consumer.

Conformity: means adherence to the design, performance, and formal
specifications when producing the commodity as a single unit as well as its

subsidiary parts.

5. Durability:

The ability of the product to withstand the conditions surrounding it that affect
it and the extent of its ability to continue to perform and not stop when misused.
Maintainability: The product’s readiness to undergo maintenance as quickly
as possible and at reasonable costs through the ease of disassembling and

installing it.
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e Cost: The reasonableness of the cost of production leads to offering it at a
reasonable price to the consumer.

e Safety: Various organizations bear social and legal responsibility for the safety
of products so that they do not cause any material or moral damage to the
consumer. Like children's toys, this must be characterized by high levels of

safety to preserve children's lives.

The dimensions that make up product quality are interconnected and collectively
contribute to the production of high-quality products. These dimensions serve as
standards for judging product quality, linked to ethical and behavioral aspects, and
provide a model of responsibility towards multiple parties rather than a single party.
These standards are not exclusive to the commodity product only but also include the
service provided to the consumer, which constitutes a social interaction and includes
an aspect of behavior and direct relationships between people. Notably, a close
interrelation exists between the production and marketing departments because the
producer of the service is mostly its marketer, a relationship less commonly observed

in the production of material goods.

2.4 Integrity

Integrity is instrumental in curtailing opportunities for infringements, bringing
deceptive practices within establishments to light, and meeting the anticipations of
public affiliates (Odeh, 2017). It warrants special mention that the edification of an

organizational integrity culture within any institution entails various phases.

This includes:
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e (aining insights into the significance and necessity of organizational integrity
as well as understanding its advantages at both organization-wide scale and
individual capacity. Likewise, it calls for a comprehension of potential hazards

and drawbacks linked with deficient manifestation of institutional integrity.

Deeply connected to multiple structures like professional morality, ethical virtue,
educational process accuracy, or personal impeccability; integrity validates itself as

critical across all spheres.

Given the current societal landscape, organizational integrity has emerged as an
indispensable requirement that needs to be fortified across all institutions. It stands as
a faithful manifestation of an organization's core culture, reflective of high ethics and

moral values aimed at achieving their objectives with surety and peace of mind.

The infusion of integrity within organizations brings about a substantial advantage.

Notably, it contributes towards elevating the performance on multiple fronts:

Decision-making processes become more coherent and simplified; individuals

exhibit increased dedication and enhanced satisfaction levels along with

mitigated stress burdens.

e A positive environment is fostered promoting greater opportunities for growth
and reducing employee attrition rates.

e Superior service to members leads to diminished possibilities of internal
dishonest practices.

e The reinforcement of ethical conduct alongside combating corruption results in

boosting the organization's reputation and competitive standing (Irene, 2005).
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An organization dedicated to upholding integrity possesses four distinguishing
characteristics. Firstly, they utilize a language rooted in ethical contemplation. Their
members freely and confidently delve into discussions over potential ethical
consequences associated with business decisions. Secondly, organizations committed
to integrity construct and refine supportive structures and procedures designed to aid

in decision-making processes oriented around ethics.

The third characteristic is the creation of an enriching culture that encourages
openness, responsibility, and loyalty towards objectives; it continually promotes
personal development as well as organizational growth opportunities. These avenues
not only foster professional advancement but also generate a sense of value amongst

the individuals who perceive themselves as integral parts of the organization.

Fourthly, institutional representations of organizational integrity encompass several
dimensions such as personal adherence to values, professional code upkeep alignment
with social moralities, and administrative propriety alongside core business

compliance.

Moreover, crafting policies promoting organizational integrity helps establish it as an
essential component within its institutional culture during task execution. Upholding
any form of integrity; be it administrational or academic requires cognitive frameworks
underlying commitment towards shared values since consistent actions resonate deeply

across all situations (Bauman. 2013).

The enhancement of administrative performance, at both academic and practical

application levels, has gained significant interest globally. Tangible progress
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necessitates the implementation of comprehensive development measures
encompassing all aspects - inputs, processes, and outcomes - of any work system.
These steps are pivotal to uplifting performance quality throughout. The assessment,
measurement, and advancement of institutional performance are a critical matter that

engages every entity linked to the institution.

2.5 Teamwork

Team Collaboration: A fundamental component in the delivery of exceptional service
lies in cultivating a spirit of cooperative teamwork (Rosen et al., 2018). This aspect
carries significant weight within any working group due to the essential nature of
interaction and mutual support among team members, fostering growth and
overcoming challenges. The ultimate provision of service, then, stems from the
collaborative effort of various colleagues, some at the forefront while others labor
behind the scenes. Management must understand that building successful teams or
work clusters in the services sector shouldn't be left to fortune but rather requires a
dedicated focus on their development. Attention must be invested towards nurturing
these groups and making provisions easier by bolstering positive, constructive conduct
both internally among individuals and externally between diverse teams. Within an
organizational framework, it is believed that group cohesion translates into executing
tasks with a united front where each comprehends their unique specializations and roles

that synergize seamlessly with those held by other members.
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2.6 Leadership

It is unequivocally recognized that the efficacy of a holistic quality management
process hinges largely on the cognizance of management concerning the imperative
need for effective leadership. The exclusive responsibility for orchestrating and driving
this comprehensive approach to quality rests with top-tier authority figures within an
organization. The process of determining leaders who will helm this overarching
business strategy should adhere strictly to explicitly defined criteria for different styles
of leaders. Leadership in pursuing quality implementation demands stewardship by
someone with intimate knowledge and understanding about all-encompassing aspects
of corporate functions, signifying that individuals selected as quality leaders must
demonstrate dynamic character traits along with insightful perception towards the

working structure involved.

An essential part of improving the overall caliber lies in setting stellar standards
through relentless persistence and robust determination to attain perfection from
inception. Without such qualities, a leader may struggle to foster aptitude among team
members or inspire them towards developing a profound sense of commitment towards
optimal performance level; thus, building quintessential characters crucial to true-

quality pursuits. (Northouse, 2021).

Leadership as a general characteristic is inextricably linked to experience, and the
stewardship of a quality program necessitates competition, unequivocal integrity,
ongoing consistency, and an unwavering sense of confidence. Moreover, exceptional
leaders are adept communicators with astute flexibility to contend with a diverse

workforce for optimal results tailored to their respective abilities. Efficacy in leadership
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hinges significantly on analytical capacity alongside adeptness in navigating
disagreements, resolving conflicts, and making time-sensitive decisions. (Northouse,

2021).

Tasks must be methodically presented to associates through carefully planned steps;
the scope of these activities should be contained yet clear-cut - each elucidated briefly
but using practical terminology. A meticulously crafted training program could prove
instrumental in achieving superior work quality. The crux of such initiatives lies within
education and ensuing absolute comprehension and acceptance amongst employees

concerning Total Quality Management principles (Bo Edvardsson, 1997).

2.7 Healthcare Sector

Health services are unique services associated with human life and recovery,
possessing characteristics and advantages that amplify the complexity of their provision.
These services have evolved beyond merely offering curative services to encompass
preventive measures and participation in care, awareness, and health-focused programs.
This necessitates a focus on the quality inherent in health services. Health services are
defined as all services rendered by the state-level health sector. These services may be
therapeutic, targeting individuals, or preventive, targeting society and the environment.
They may also involve the production of medicines, medical preparations, prosthetic
devices, etc., to enhance the health status of citizens, treat them, and safeguard them from

infectious diseases. (Nittari et al., 2018)
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Health services are also defined as diagnostic, therapeutic, rehabilitative, social, and
psychological services. These specialized services are provided by therapeutic
departments and support departments, and encompass regular and specialized laboratory
tests, ambulance and emergency services, as well as nursing and pharmaceutical

services. (WHO,2018)

Service, in general, refers to the act of providing assistance, support, or a particular
benefit to customers or clients. In the context of healthcare, service takes on a more
specialized meaning, encompassing the delivery of care aimed at enhancing patient well-
being. Quality healthcare is defined as “consistently delighting the patient by providing
efficacious, effective, and efficient healthcare services according to the latest clinical
guidelines and standards, which meet the patient's needs and satisfy providers”
(Mosadeghrad, 2013). This definition highlights that quality healthcare involves
delivering effective care that not only meets clinical standards but also contributes

significantly to patient satisfaction and overall well-being.

Health services are health-related activities or benefits that hospitals offer to patients
in return for a certain fee. These services utilize auxiliary goods, and the ownership of

these goods does not transfer to the service beneficiary.

As for the concept of health service quality, it is generally agreed upon by many
researchers that the quality of service is determined by fulfilling the desires of the
customer. Given that customer desires vary; the degree of service quality is a relative
measure that differs from one person to another. It depends on comparing the perceived
quality with the expected quality. This comparison results in three levels of quality

(Jenkinson et al., 1997)
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e Regular service: This is achieved when the customer’s perception of the service’s
performance matches their prior expectations.

e Poor service: This occurs when the actual performance of the service falls below
the customer’s expectations.

e Excellent service: This is achieved when the actual performance exceeds the

customer’s expectations regarding the level of service.

At the level of health service quality, the first definition was by Lee Jun in 1933. He
defined it as “the application and provision of all necessary health services by modern
medical sciences and technologies to meet all the needs of the population” (El
Taguri,2008).

Quality in the context of healthcare is viewed from the perspective of improving health
status. However, defining it becomes more challenging when it relates to physical or

physiological aspects, while it is less difficult if it pertains to the general level of health.

The World Health Organization (WHO) defined health service quality as: “Conformity
with standards and correct performance in a safe manner and at costs acceptable to
society, such that it leads to an impact on the rate of morbidity, mortality, disability, and

malnutrition.”

2.8 The Importance of Applying Total Quality Management in Health Institutions

Historically, health institutions have faced a multitude of internal and external
pressures. These pressures include, for instance, the high costs of medical equipment
and devices, and the trend towards specialization in various types of modern health

services. This increase was accompanied by a demand for heightened attention to
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meeting customers’ needs and expectations, intensifying competition between similar

health institutions, the proliferation of medical errors, an increase in the percentage of

legal complaints against the hospital due to medical malpractice, and growing public

responsibility. As a result, most health institutions initiated the implementation of a

quality program or quality management to improve their performance quality and

maintain the reputation of administrative and clinical institutions by focusing on the

quality of care and health service provided. (Al-Hakim et al., 2017)

In general, quality offers both tangible and intangible benefits to service providers

and beneficiaries alike. These benefits include, for example (Bouguira, 2023):

1.

Improved productivity levels: Quality management aims to enhance the quality
of medical care and other services provided by the hospital, as well as the
appropriate use of financial resources, benefit from modern systems in the
medical field, reduce healthcare expenses, and encourage management to
evaluate the quality and quantity of productivity instead of focusing solely on
production quantity until it reaches the optimal level compatible with the
hospital’s goals and standards. This is achieved through systematic, objective
evaluation and follow-up of the quality and suitability of the care provided, and a
constant search for opportunities to improve the level of care and solve
discovered problems.

Increased customer satisfaction: It is known that the fundamental objectives of
quality management are to provide better service to the customer that suits their
requirements and expectations. Thus, the result of the quality improvement

process is customer satisfaction. Organizations achieve customer satisfaction
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through the cohesive efforts made by each individual to gain business and to
increase confidence from customers when they see the fulfillment of their
desires regarding the quality of services.

Improved employee morale: An essential aspect of total quality management is
the employee’s participation in work-related decision-making. Employees are
encouraged to share information and knowledge and suggest appropriate
solutions to problems, which helps unleash the employee’s latent creative

energy, as they feel a sense of improvement in their facilities.

When a health institution begins to implement total quality management efforts, it

needs to provide many coordinated efforts and basic requirements that are considered

the appropriate climate for applying this approach. The most important of these

requirements will be discussed through the components and obstacles of applying

total quality management in health institutions.

2.9 Requirements for Implementing Total Quality Management in Health
Institutions

For the successful application of total quality management in health institutions, a set

of components must be present, summarized as follows (Langabeer et al.,2016)

1.

Senior management in health institutions must be convinced of the importance
and benefits of applying total quality management.

Senior management must convince all employees of the organization of the
benefits and advantages of total quality management.

The organization’s management must anticipate some restrictions, obstacles, and

resistance from some individuals to the implementation of the comprehensive
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quality approach. The more everyone understands its importance, the less the
severity and extent of the resistance.

The costs of implementing total quality management rise initially and then begin
to gradually decline until they stabilize at a certain size, at which point the system
begins to reveal its advantages and benefits.

Implementing total quality management in many aspects requires a change in
policies, concepts, strategies, and organizational structures in health institutions.
Total quality management is not a substitute for traditional management, but it is
a major and essential tool for seeking distinguished high performance from the
beginning of operation until its end and preventing errors or reducing them to the
maximum extent.

To successfully implement total quality management, the organization needs
effective and supportive systems, the most important of which are:

e Promoting and marketing the comprehensive quality system to workers in the
field of health services within the organization or those dealing with it

(patients, external audiences, suppliers... etc.).

e An effective system of human relations that aims to deepen organizational
loyalty and achieve and deepen the concept that high quality is the
responsibility of every individual in the health institution.

e A clear understanding of the methods and methods of statistical control, an
effective system for operating data, and an efficient information system that
supports this system and the decision-making process.

e Effective systems of communication, coordination, and integration between

various departments and sub-units.
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e A clear, specific, and announced system of rewards and punishments

regarding the application of total quality management.

8. The health institution can start applying total quality management in one of its
sub-activities and then progress to the rest of the activities.

9. Good features of applying total quality management appear quickly in private
health institutions, where there is a high potential, effective human elements, and

an appropriate organizational climate.

Before implementing total quality management, it requires intensive training courses

and also benefits from the experiences of institutions that have succeeded in this field.

2.10 Barriers to Implementing Total Quality Management in Health Institutions

Total quality management efforts face a group of human, cultural, technical, and
organizational obstacles that lead to the failure of these efforts during the process of
practicing improvement processes. These obstacles require identifying and diagnosing
their causes, to follow the proper approach and approach to dealing with them, the most

important of which are (Mosadeghrad and Ferlie,2015):

1. Failure to seek assistance from quality experts: Regular meetings and discussions
with quality experts can provide valuable insights and guidance for implementing
TQM.

2. Lack of training: All employees at all administrative levels need training on

quality concepts and methods to effectively implement TQM.
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3. Absence of reliable statistical methods: Reliable statistical methods are essential
to measure the performance of health institutions and assess the effectiveness of
TQM.

4. Inadequate employee selection and development: The use of scientific and
objective methods in selecting employees and attention to developing their
performance is crucial for the successful implementation of TQM.

5. Lack of clarity on teamwork: A clear understanding of the concept of teamwork
and the presence of team spirit are important for the collaborative efforts required
in TQM.

6. Insufficient financial resources: Lack of financial resources can hinder the proper
equipping of health institutions for TQM.

7. Dual lines of authority: The existence of two clear lines of authority, one
administrative and the other medical, can create a barrier between the medical and

administrative sides, limiting the success of the improvement process.

Among all these obstacles, cultural obstacles appear to be the most difficult. For

Example:

e Health institutions tend to focus more on the needs of health service providers
than on the needs of patients.

e Middle managers may resist introducing TQM into their organization,
believing it will limit their authority and affect their responsibilities.

e Most doctors in health institutions may not care about comprehensive quality

management activities, believing they do not apply to their jobs.
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e The lack of doctors’ participation in TQM efforts can increase the total cost of

the change process and prevent the achievement of the desired goals. This is
due to their belief that their work is of high quality and that TQM is primarily

a cost-control mechanism.

These obstacles need to be addressed for the successful implementation of TQM in

health institutions.

2.11 Foundations and Elements

Several factors determine the foundations and quality elements of health

services:(Ramesh et al., 2019)

A.  Quantitative Adequacy: This refers to providing medical services in sufficient size

and number that matches the population. This includes:

1.

Providing sufficient medical human resources such as doctors, nurses,
laboratory technicians, and other assistants. A doctor alone cannot carry out all
the work of medical services.

Providing a sufficient number of doctors, medical centers, and institutions that
provide medical services (health units, hospitals, laboratories, pharmacies,
etc.). There should be justice and equality in their distribution among the
various regions of the country.

Providing medical services at all times. Medical team members must be
available around the clock, as illness does not adhere to official working hours.
Providing methods and means of health education among members of society
to familiarize them with the means of medical care, its availability, the services

it provides, its importance, and ways to benefit from them early.
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5. Implementing financial and administrative systems to provide the services that
the individual is entitled to, and striving for comprehensive medical insurance

for all citizens.

B. Qualitative Adequacy: It is not enough to provide medical care only by increasing
the number of members of medical teams, health units, and hospitals. High-level

conditions for medical work must also be provided. This includes:

1. Establishing standards and foundations that determine the required level to be
provided in each of the medical team members, equipment, and diagnostic and
treatment methods.

2. Working to raise the efficiency and good training of medical team members.

3. Providing financial, administrative, and technical facilities and assistance to all
workers in the medical services sector.

4. Integrating curative and preventive health services.

2.12 Components of Quality Health Services

The elements of quality health services are fundamental components that ensure the
delivery of effective and safe care. These elements encompass various aspects, and
understanding these elements is crucial for healthcare providers aiming to enhance the

quality of care they deliver. and those elements are (Campbell et al., 2000):

1. Effectiveness of Care: This refers to the extent to which health procedures are
used to achieve the desired results. In other words, it measures how well the
objectives were achieved or how successful the strategy was in achieving the

objectives.



35

Appropriateness: This involves choosing health procedures that are suitable for
the patient’s condition.

Acceptance & Continuity: Acceptance by the patient and society to use a
specific health procedure implies the patient’s continued visit to the same
doctor to understand their condition. It may also mean maintaining medical
files, which ensure confidentiality and enable the new doctor to view them and
follow up on treatment.

Access to Health Services: This can be exemplified by waiting lists for
appointments, whether in outpatient clinics, hospitalization, or surgical
operations.

Comprehensive Justice: Equity in providing health care ensures that those who
truly need it have access, and there is no disparity in access between different
segments of society for non-health reasons.

Efficiency: This involves the optimal use of resources and costs, taking into
account other needs.

Public Safety: Safety means reducing the risk of exposure to injury, infection,
or any other dangers related to health services. This procedure is carried out by
both the patient and the medical team, as in the process of blood transfusion,
and precaution against viral hepatitis infection, and acquired

immunodeficiency virus (AIDS).
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2.13 Health Care Sector in Palestine

Health service providers in Palestine are numerous, starting with the Palestinian
Ministry of Health, which is the primary provider of health services in the region. This
is followed by the United Nations Relief and Works Agency for Refugees (UNRWA),
which provides health services to refugees in camps in the West Bank and Gaza Strip.
Additionally, several non-governmental and nonprofit civil society organizations
contribute to the provision of primary, secondary, and tertiary health services, as well

as health care services. (Hamdan et al., 2020).

The private sector also plays a significant role in providing health services at various
levels to citizens, and this sector has been growing rapidly in recent years (Mughli et
al,2021)). The number of primary health care centers in Palestine has reached 749,
including 192 centers affiliated with the Ministry of Health, 65 centers affiliated with

the UNRWA, and 475 centers for military medical services.

The ratio of citizens per health center in Palestine is approximately 5,984. This ratio
varies between the West Bank and the Gaza Strip, with 4,408 citizens per health center
in the West Bank and 11,725 per health center in the Gaza Strip. The number of
government health centers increased by about 134% from 203 at the end of 1994 to
475 in 2020. However, the increase is only 4.1% compared to 2018, when the number

of government health centers was 468 (Palestinian Ministry of Health, 2020).

In terms of government spending on the health sector, the general budget allocated to
the Palestinian Ministry of Health during the years 2009-2021 shows that spending on
the health sector was almost constant. Still, it increased significantly during the Corona

pandemic years due to the need for hospitals and various medical facilities, in addition
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to purchasing vaccines and the accompanying expenses. The 2021 budget was divided
into three basic programs: The health administrative and governance program, a
program for high-quality primary health care services and promoting healthy lifestyles,
and a program for sustainable, high-quality secondary and tertiary health services.
Salaries and wages constitute 38% of the total budget of the Palestinian Ministry of
Health for the year 2021, while capital expenditures, in addition to other development
and operational expenditures, constitute only 8.6% of this budget. The budget included
social contributions worth 65 thousand shekels. The value of purchasing the service
from outside the Palestinian Ministry of Health for the year 2020 amounted to
254,722,825 shekels, and the Ministry of Health estimated it in its report at 4.39% of
its expenses. According to the strategy of the Palestinian Ministry of Health 2017-2022,
the Ministry’s budgets for the strategy period suffer from a financial gap between the
actual need and the allocated budgets, the value of which during the years 2017-2022
reached approximately 407,606.2 thousand shekels. (Palestinian Ministry of Health,

2021).

2.14 National Health Strategy

Over the past decade, the Palestinian Ministry of Health has developed several
strategic plans, including the National Health Strategy 2017-2022 and the Sectoral
Health Strategy 2021-2023. These plans focus on four indicators identified as
dimensions of poverty in the health field: The recent National Health Strategy
developed by the Palestinian Ministry of Health (2021-2023 and beyond) builds upon
previous strategic plans and addresses emerging health priorities and challenges

(World Bank,2021).

National Health Strategy 2017-2022: This strategy is based on six goals:
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1. Ensuring Comprehensive Health Services: The strategy aims to provide
comprehensive and integrated health services to all citizens, focusing on those
most in need of special care, such as children, women, pregnant women, the
elderly, and geographically disadvantaged citizens.

2. Strengthening Noncommunicable Disease Management Programs: The
Ministry of Health seeks to strengthen programs to combat chronic diseases,
including preventive health programs, early detection of non-communicable
diseases, and programs to enhance community awareness about disease
prevention and healthy lifestyles.

3. Institutionalizing the Quality System: The strategy emphasizes the importance
of institutionalizing the quality system in all aspects of health service provision.

4. Strengthening and Developing the Human Resources Management System:
This goal focuses on the development and strengthening of the human
resources management system within the health sector.

5. Strengthening Health Governance: This includes effective management of the
health sector, strengthening laws and legislation, coordination across sectors,
and integration among service providers.

6. Strengthening Health Financing: The strategy aims to strengthen health

financing and enhance financial protection for citizens against health costs.

These goals address many indicators related to the health field. For instance, the first
goal relates to the indicator of access to health services, while the second goal is linked
to the chronic diseases indicator. The strategy expects that by the end of 2020, 50% of

maternity centers will be certified as “Child-Friendly” and that national quality
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standards will be implemented in 100% of laboratories, enhancing comprehensive and

quality health care.

The fourth and fifth goals of the health sector strategy are related to the development
and enhancement of the capabilities of the Ministry of Health. They focus on laws and
legislation that support the provision of quality government health services without
imposing high financial burdens on citizens. These goals indirectly relate to some of
the four health field indicators. The development and strengthening of the capabilities
of the medical staff and the legislative environment can lead to improvements in the
health system. This could be reflected in indicators such as health insurance, especially
if there are amendments to the health insurance law, and the improvement in the
provision of health services, which could alleviate the suffering of patients with chronic

diseases and disabilities (Palestinian Ministry of Health, 2017).

The sixth goal of the health sector strategy is linked to the second indicator in the
health field, which is the health insurance indicator. The Palestinian Ministry of Health
aims to ensure health protection for all citizens without causing financial hardship. This
includes the poor, the unemployed, marginalized groups, and groups that cannot afford
the cost of treatment. This is achieved through several mechanisms, including the
development of the health insurance system and ensuring the implementation of
comprehensive health coverage. This goal underscores the commitment to providing
equitable and accessible healthcare for all citizens (Palestinian Ministry of Health,

2017).

The Health Sector Strategy for 2021-2023 continues the six goals established in the

previous strategy. This plan is a review and update of the achievements made in the
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previous plan, particularly in light of the current government’s directions for cluster

development, disengagement from the Israeli occupation, investment in the local

sector, and available resources. This includes reducing transfers to Israeli hospitals and

promoting the development of local governmental, private, and non-profit hospitals.

The recent National Health Strategy developed by the Palestinian Ministry of Health

(2021-2023 and beyond) builds upon previous strategic plans and addresses emerging

health priorities and challenges (World Bank,2021).

National Health Strategy 2021-2023: This strategy based on:

1.

Enhancing Comprehensive Health Services: The Ministry of Health's strategy
emphasizes providing comprehensive health services to all citizens, especially
marginalized groups such as women, children, the elderly, and geographically
disadvantaged populations. It aims to ensure continuity of care through
integrated health services. This focus aligns with global health strategies to
reduce disparities in healthcare access.

Strengthening the Management of Noncommunicable Diseases (NCDs): The
strategy highlights the need for early detection and prevention of chronic
illnesses, such as diabetes and cardiovascular diseases. Mental health is also
prioritized, with the launch of the Child and Adolescent Mental Health National
Strategy 2023-2028, which aims to integrate mental health services into
primary healthcare to support younger populations(WHO,2019).
Institutionalizing Quality Systems in Healthcare: The strategy places
importance on institutionalizing quality assurance systems in healthcare

delivery. Standardized frameworks and advanced monitoring systems are
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introduced to enhance service quality and measure healthcare outcomes
effectively (WHO,2021).

Strengthening Human Resources in Healthcare: The Ministry has committed to
investing in healthcare workforce development by providing training programs
and addressing shortages. These efforts are part of broader goals to recruit and
retain skilled personnel, particularly in underserved areas(WHO,2023).
Strengthening Health Governance: Health governance improvements include
fostering transparency and accountability in the healthcare system.
Collaborative efforts between public, private, and international organizations
aim to streamline operations and align with global health
standards(WHO.2021).

Strengthening Health Financing: To reduce the financial burden on citizens, the
Ministry has introduced mechanisms to decrease out-of-pocket expenses. The
strategy also seeks to develop sustainable models for financing long-term
health initiatives(WHO,2021).

. Response to Emerging Health Challenges: The strategy includes provisions to
strengthen public health preparedness for pandemics and other emergencies,
learning from the lessons of the COVID-19 pandemic to bolster resilience in
the healthcare system(WHO,2020).

. Focus on Mental Health: A significant component of the strategy is the
expansion of mental health services. The Child and Adolescent Mental Health
National Strategy 2023—-2028 aims to prioritize mental health as an integral part
of primary healthcare, addressing the needs of vulnerable youth (Maharaj,

S,2023).
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9. Technology and Digital Transformation: Digital health systems are being
introduced to enhance efficiency in data collection and service delivery. The
strategy promotes telemedicine as a tool to expand access to healthcare in
remote areas(WHO,2023).

10. Partnerships and International Collaboration: The Ministry actively engages
with international organizations, such as the World Health Organization, to
align its health strategy with global best practices and to foster cross-border

cooperation(WHO,2017).

The strategy emphasizes the principle of achieving universal health coverage as the
general framework of the strategy and the future health vision for the year 2030. It also
reaffirms the importance of reviewing the development of the health insurance system
to make it more comprehensive, necessary, and effective in achieving comprehensive
health coverage (Palestinian Ministry of Health, 2021).

In addition to enhancing the quality of services at the national level and enhancing
monitoring and evaluation systems for quality, the strategy takes into account the
principles of integrity and transparency. This strategy includes new priorities that

emerged from the coronavirus pandemic, especially:

e Strengthening the resilience and response of the health system in the face of
epidemics, global health risks, and emerging communicable diseases.

e Supporting and improving the health sector infrastructure.

e Strengthening the application of international health regulations in the face of

global epidemics.
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e Promoting and supporting the application of e-health and telemedicine
programs.

e Emphasizing the implementation of infection control protocols and instructions
in all health facilities.

e Strengthening the health monitoring system for epidemics and infectious
diseases.

e Strengthening emergency services at all levels.

e Promoting and supporting scientific research in the health sector.

e Enhancing community health awareness.

These goals and priorities aim to improve the health sector’s ability to respond to

current and future challenges effectively (Palestinian Ministry of Health, 2021).

2.15 Patient Safety

Patient safety is a critical aspect of healthcare, and it’s defined as “the absence of
preventable harm to a patient during the process of healthcare and reduction of risk of
unnecessary harm associated with healthcare to an acceptable minimum”

(Slawomirski, L., & Klazinga, N. 2022).

Here are some key facts:

e Nearly one in 10 patients is harmed in healthcare facilities, and unsafe care
causes more than 3 million deaths annually. In low- and middle-income
countries, about 4 out of every 100 people die from unsafe care (Slawomirski,

L., & Klazinga, N. 2022).
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More than 50% of harm cases (1 in 20 patients) are preventable; Half of these
harm cases are due to medications (Panagioti, M et al. 2019).

Some estimates suggest that about four in 10 patients experience harm in
primary and ambulatory care settings, while up to 80% (23.6-85%) of this harm
could be avoided (Auraaen, Slawomirski, & Klazinga, 2018).

Common adverse events that may cause avoidable patient harm are medication
errors, unsafe surgical procedures, healthcare-associated infections, diagnostic
errors, patient falls, pressure ulcers, patient identification errors, unsafe blood

transfusions, and venous thromboembolism.

Harm to patients is likely to reduce global economic growth by 0.7% annually. Globally,

the indirect cost of harm amounts to trillions of US dollars each year.

Investing in reducing harm to patients can lead to significant financial savings
and, most importantly, better patient outcomes (Slawomirski, 2017). Patient
engagement is an example of a good return on investment and, if properly

implemented, can reduce the burden of harm by up to 15%.

The principle of “first do not harm” is the most fundamental principle of any health care

service. However, there is compelling evidence of a huge burden of avoidable harm

globally across healthcare systems in developed and developing countries. This has

significant humanitarian, moral, ethical, and financial implications.

Common sources of harm to patients include medication errors, where drug-related harm

affects 1 in 30 patients in healthcare settings, and more than a quarter of such harm is
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severe or life-threatening. Half of all cases of avoidable harm in healthcare settings are

associated with medications (Hodkinson et al,2020).

Surgical errors are another common source of harm. More than 300 million surgeries are
performed annually around the world. Surgical errors still occur at a high rate despite
awareness of adverse effects. 10% of preventable patient harm in healthcare has been
reported in surgical facilities, with most adverse events occurring before and after surgery

(Rodziewicz et al,2023).

2.16 Some Sources of Harm to Patients

Patient safety is a critical aspect of healthcare. Here are some common sources of harm

to patients:

e Healthcare-Associated Infections: With a global incidence of 0.14% (and
increasing by 0.06% each year), healthcare-associated infections lead to longer
hospital stays, long-term disability, increased antimicrobial resistance, additional
financial burdens on patients, families, and health systems, and preventable deaths

(Raoofi et al,2023).

e Sepsis: Sepsis is a serious condition that occurs when the body’s immune system
overreacts to an infection, causing damage to the body’s tissues and organs. Of all
sepsis cases seen in hospitals, 23.6% were healthcare-associated, and

approximately 24.4% of affected patients died as a result (Markwart et al,2020).
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e Diagnostic Errors: Diagnostic errors occur in 5% to 20% of encounters between
doctors and patients. Harmful diagnostic errors occur in at least 0.7% of all adult
hospital admissions. Most people experience one diagnostic error in a lifetime
(National Academies of Sciences, Engineering, and Medicine, 2015).

e Patient Falls: Patient falls are the most common adverse event in hospitals. Its
incidence ranges from 3 to 5 days per 1,000 hospital bed occupancy days, and
more than a third of these incidents lead to injuries, thus reducing clinical
outcomes and increasing the financial burden on systems (Dykes, 2023).

Venous Thromboembolism: Venous thromboembolism, known simply as blood
clots, is one of the most stressful and preventable causes of patient harm,
contributing to one-third of complications attributed to hospitalization.

e Pressure Sores: Pressure sores are injuries to the skin or soft tissue. They arise
from pressure on certain parts of the body over a prolonged period. It may have
fatal complications if not treated immediately. Pressure ulcers affect more than
one out of every 10 adult patients admitted to hospitals, and they have a major
impact on an individual’s mental and physical health and quality of life, although
they are largely preventable (Raoofi et al., 2023).

e Unsafe Blood Transfusion Practices: Futile blood transfusions and unsafe blood
transfusion practices put patients at risk of serious adverse reactions from

transfusions and infections transmitted through transfusions. Data on adverse
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transfusion reactions from a group of 62 countries show that the average incidence
of serious reactions is 12.2 reactions per 100,000 blood components distributed.

e Errors in Identifying Patients: Failure to properly identify patients can be a root
cause of many problems and have serious repercussions for the provision of health
care. It can lead to adverse and catastrophic effects, such as incorrect surgical
positioning. According to a Joint Commission report published in 2018, 409
sentinel incidents were recorded to identify patients out of 3,326 incidents (12.3%)
in the period between 2014 and 2017.

e Unsafe Injection Practices: Globally, 16 billion injections are administered
annually. Unsafe injection practices put patients and healthcare workers at risk of
infectious and non-infectious adverse events. A study using mathematical
modeling estimates that over 10 years (2000-2010), 1.67 million hepatitis B
infections, 157,592 to 315,120 hepatitis C infections, and 16,939 to 33,877 HIV

infections were associated with unsafe injections (Dykes, 2023).

Factors Leading to Patient Harm: Patient harm in healthcare facilities due to unsafe
practices is widespread and can occur in all settings and at all levels of healthcare delivery.
Multiple, interconnected factors can lead to patients being harmed, and usually more than

one factor is behind any patient safety incident: (Ginsburg et al.,2013)

e Systemic and Organizational Factors: These include the complexity of medical

interventions, inappropriate processes and procedures, disruptions to workflow
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and care coordination, resource constraints, inadequate staffing, and inadequate
competency development.

e Technological Factors: Issues related to health information systems, such as
problems with electronic health records or drug administration systems, and
misuse of technology can lead to patient harm.

e Human Factors and Behaviors: Communication deficits between healthcare
workers, within healthcare teams, and with patients and their families, ineffective
teamwork, fatigue, burnout, and cognitive bias can all contribute to patient harm.

Patient-Related Factors: Lack of health education for patients, lack of patient
involvement, and non-adherence to treatment can also lead to harm.

e External Factors: Lack of policies, inconsistent regulations, economic and
financial pressures, and challenges related to the natural environment can also

contribute to patient harm.

Systematic Approach to Patient Safety: Most errors that lead to harm do not occur as a
result of the practices of one or a group of health and care workers but rather are due to
systemic or process deficiencies that lead those health and care workers to make errors.
Therefore, understanding the underlying causes of errors committed in the context of
medical care requires replacing the traditional blame-based approach with more systems-
based thinking. In this regard, errors are attributed to poorly designed systems structures
and processes, and it is recognized that it is human nature for all workers in healthcare

facilities to be under a great deal of stress in complex and rapidly changing environments.
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This is achieved without condoning negligence on the part of those providing care or poor

behavior leading to substandard medical management (Pronovost et al.,2018).

Patient safety is a critical aspect of healthcare. A safe health system adopts all necessary
measures to avoid and reduce harm through organized activities. Investing in patient
safety positively impacts health outcomes, reduces costs related to patient harm, improves
system efficiency, and helps reassure communities and restore their trust in healthcare

systems (Slawomirski, 2017).

Recognizing patient safety as a global health priority, the Seventy-second World Health
Assembly adopted resolution WHA 72-6 entitled “Global action on patient safety” in May
2019. The resolution requested the Director-General to emphasize patient safety as a key
strategic priority in the WHO’s work across all aspects of the Universal Health Coverage
Program of Action. It also endorsed the establishment of World Patient Safety Day,
observed annually on 17 September, and requested the WHO Director-General to develop
a Global work plan on patient safety with the participation of WHO Member States,

partners, and other relevant stakeholders.

The Global Patient Safety Action Plan 2021-2030 provides a framework for action by
key stakeholders to join forces and comprehensively implement patient safety initiatives.
The plan seeks to “maximize the harm caused by unsafe and avoidable health care
globally” with a vision of achieving “a world in which no one is harmed in health care,

and every patient receives safe and respectful care at any time and place."
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Since 2019, World Patient Safety Day has been observed worldwide annually on 17
September. The global campaign, which has a specific theme each year, aims to raise
public awareness and global understanding of patient safety and mobilize stakeholders to

work to eliminate avoidable harm in health care and thus improve patient safety.

The World Health Organization launched the Patient Safety Flagship Initiative, a
transformative initiative to guide and support strategic work on patient safety at the
global, regional, and national levels. Its core work is to support the implementation of the

Global Patient Safety Action Plan 2021-2030.

2.17 Total Quality in Health Care

Total Quality Management (TQM) in healthcare is a systematic approach
that seeks to improve the quality of care and outcomes for patients. It
focuses on the continuous improvement of processes and procedures within
health organizations. Here are some areas where TQM can be applied in
health organizations and the benefits that can be achieved (Sorra et

al.,2019):

Areas of Application:

1. Simplifying Procedures: TQM helps identify ways to simplify work
procedures by shortening or improving them, making the healthcare

delivery process more efficient.



51

Simplifying Procedures: TQM helps identify ways to simplify work
procedures by shortening or improving them, making the healthcare
delivery process more efficient.

Improving Procedures: TQM aims to diligently seek and seize
opportunities for improvement, leading to better patient outcomes.
Operating Efficiency: By eliminating waste in the performance of
operations and increasing the skill level of workers, TQM can
enhance the operating efficiency of health organizations.
Eliminating Differences in Clinical Practice: TQM contributes to
eliminating differences in clinical practice and choosing the best
methods for performing work on scientific evidence and facts.
Reducing the Repetition of Operations: TQM helps determine the
best ways to perform work and then reduce repetition, which can
negatively impact the level of quality, efficiency, productivity, and

customer satisfaction.

2.18 Benefits of Applying TQM in Hospitals (Mahal & Nagesh, 2021)

1.

Quality of Care Provided: The goal of applying TQM is to achieve
high levels of quality in the medical care provided by hospitals,
make optimal use of its material and human resources, rationalize
expenses and use, evaluate the quality of productivity represented
in health services, and work permanently and continuously to

improve the quality of health services.
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Customer Satisfaction: TQM aims to provide high-quality health
service by the aspirations of its beneficiaries, through a process
aimed at continuous improvement of quality by and exceeding
customer expectations.

Raising Employee Morale: Employees’ participation in decision-
making is one of the basics of TQM, as they are considered internal
customers who must be satisfied. This can lead to increased job

satisfaction and morale among healthcare workers.

2.19 Elements of the Application of TQM in Healthcare

The application of Total Quality Management (TQM) in healthcare

requires several key elements. These elements are crucial for the successful

implementation of TQM in healthcare settings. They help to ensure that the

quality of care is continuously improved and that the organization can

effectively respond to the changing needs and expectations of patients.

1.

Proper Planning: TQM primarily depends on sound planning that
aligns with the organization’s goals and resources. This involves a
flexible timeline that allows for the improvement of performance
and procedures and takes into account the enhancement of
employees’ understanding of quality concepts.

Reshaping the Institution’s Culture: The introduction of any new
principle in an institution requires reshaping its culture. The
acceptance or rejection of any principle depends on the culture and

beliefs of the employees in the institution.
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3. Support, Endorsement, and Commitment of Senior Management:
Effective participation of senior management leaders in TQM
activities is crucial. Their role includes planning for quality
implementation, creating an appropriate regulatory environment,
removing traditional barriers between various organizational units,
and committing to providing support for the improvement process
in all its stages.

4. Adopting Appropriate Leadership Styles: The appropriate
leadership for TQM is creative leadership capable of working in a
team spirit. This involves democratic leadership styles that strive to
provide and support a climate in which coordinated teamwork
prevails.

5. Effective Management of Human Resources: This requires a belief
that employees in the organization are the strongest and most
important basis for the success of management. They are not just
production tools, but rather, they are real resources worthy of all
attention and care. It also requires developing policies for selection,
appointment, training, and performance evaluation and providing
opportunities for employee participation and motivation.
Continuously allowing them to submit their suggestions for
continuous improvement will inevitably lead to encouraging them,

instilling confidence, and strengthening the desired performance.
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Seeking Consultants: Seeking external expertise from consultants
and specialized institutions when implementing the program helps
to strengthen the institution’s experience and assists in solving
problems that may arise, especially in the early stages.
Customer-Centric Approach: Paying attention to satisfying internal
and external customers is a crucial requirement for implementing
TQM. The customer is the focus of all TQM efforts, and all
measures must be taken to satisfy customers and provide products
and services that meet and exceed their expectations.

Forming Work Teams and Collective Participation in
Improvement: This involves removing barriers between
departments and sections and forming work teams that each include
between five and eight members from the departments directly
concerned or from those who perform the work to be developed.
Continuous Review, Supervision, and Follow-up: One of the
necessities of implementing the comprehensive quality program is
supervising the work teams to modify any wrong path, follow up on
their achievements, and evaluate them if necessary. Coordination
between the various individuals and departments in the institution
and overcoming the difficulties encountered by the work teams are
also required.

Promoting and Marketing the Program: Marketing the program
helps a lot in reducing opposition to change and identifying the

expected risks due to the application so that it can be reviewed. The
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program is promoted by organizing lectures, conferences, or
training courses to introduce the concept of quality and its benefits.
11. Implementation Strategy: The strategy for developing and
introducing the TQM program into application goes through several
steps or stages, starting from preparing this program until achieving

and evaluating the results.

This includes:

e Preparation: This is the stage of exchanging knowledge,
disseminating experiences, and determining the extent of the need
for improvement by conducting a comprehensive review of the
results of applying this concept in other institutions.

e Planning: This involves developing a plan, how to implement it,
and determining the resources needed for the implementation plan.

e Evaluation: This is done using statistical methods for continuous

development and measuring the level of performance.
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2.20 Conceptual Framework and Variables

Tangibles Rollaumy" Responsivenes Assmm" Empathy

Top Management
Commitment

Employee
Involvement

Patient Focus

Teamwork

Processes
Management

Continuous
Improvement

Figure 2.1. Research framework with hypotheses.

This framework is a visual representation of the relationship between Total
Quality Management (TQM), perceived service quality, and patient safety,
highlighting the dual pathways (direct and indirect) through which TQM

impacts patient safety. The components are described below:

Independent Variable (IV): TQM is the independent variable driving this
model; TQM consists of six basic principles:
1. Top Management Commitment: in prioritizing and supporting
quality improvement Leadership Role.
2. Employee Involvement: Involving staff in decision-making and
quality improvement efforts.
3. Patient Focus: Prioritizing patient needs and expectations.
4. Teamwork: collaboration among healthcare professionals for

seamless service delivery.

Direct ——
Indirect - - -~ —»
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5. Process Management: Standardization and improvement of
processes to increase efficiency and quality.
6. Continuous improvement: iterative improvement of systems and

practices over time.

Mediating variable: Perceived service quality is considered a mediating
variable because it explains how Total Quality Management (TQM)
practices impact patient safety and outcomes. Literature suggests that TQM
enhances operational processes, employee performance, and service
delivery, which directly improve perceived service quality (Talib et al.,
2013). In turn, high service quality is associated with better patient trust,
satisfaction, and safety (Alrubaiee & Alkaa’ida,2011). This mediating role
highlights how improvements in TQM translate into positive patient
outcomes through enhanced service quality. It is assessed through five
dimensions:
1. Tangibles: physical facilities and equipment.
2. Reliability: consistency and reliability of services.
3. Responsiveness: Promptness and proactive assistance.
4. Assurance: Knowledge and courtesy inspire trust and confidence.
Empathy:
Patient care and personalized attention.

5. Empathy: Care and individualized attention given to patients.
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Dependent Variable (DV): Patient safety is the outcome of this framework.
Patient safety is directly influenced by TQM (direct pathway, H2) and

indirectly by perceived service quality (indirect pathways, H3 and H4).

2.21 Total Quality Management Previous Studies

In Palestine, several studies have explored the implementation of Total
Quality Management (TQM) in healthcare, by providing valuable insights
into both the challenges and benefits of integrating quality management
systems into hospital settings, One such study "Patient Safety Culture
Among Nurses Working in Palestinian Governmental Hospitals: A
Pathway to a New Policy" (Abu-El-Noor et al.2019), investigates the
attitudes of nurses in the Gaza Strip toward patient safety, it aims to
understand the factors influencing nurses' attitudes and how these can shape

policies to improve patient safety practices in healthcare settings.

This research showed a generally positive attitude among nurses, scoring
3.68 on a 5-point Likert scale, indicating a favorable view of patient safety.
However, it also revealed a significant gap in formal training, with only
41.9% of nurses reporting receiving patient safety training. This underlines
the critical need for more structured training programs and accessible
training programs to reinforce these attitudes. And enhance nurses'
understanding and implementation of safety practices (Al-Saedi et al.,

2019). Complementing this, a study titled "Assessment of TQM
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Implementation Level in Palestinian Healthcare Organizations: The Case
of Gaza Strip Hospitals" evaluates the

TQM implementation across governmental and non-governmental
hospitals in the Gaza Strip, using the Malcolm Baldrige National Quality
Award (MBNQA) framework. It focuses on how well hospitals in Gaza
have adopted TQM practices and where improvements are needed,
particularly in human resources and performance results, the sample
includes 363 respondents from governmental and non-governmental
hospitals in the Gaza Strip, the population consists of healthcare
professionals The study revealed that while both sectors were performing
at an acceptable level, non-governmental hospitals had a higher degree of
TQM implementation. Specifically, it identified human resources and
performance outcomes as key areas needing improvement, particularly in
governmental hospitals, to foster a stronger patient safety culture and

overall hospital efficiency (Baidoun & Omran, 2018).

Further highlighting patient safety concerns, the study by Elsous et al.
(2016) "A Cross-Sectional Study to Assess the Patient Safety Culture in
Palestinian Hospitals: A Baseline Assessment for Quality Improvement",
used the Arabic version of the Safety Attitudes Questionnaire to assess
safety culture across 339 participants, and a descriptive cross-sectional
design, achieving a high response rate of 91.6%, It aimed to evaluate the

attitudes of healthcare workers, specifically nurses, and physicians, across
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several dimensions of patient safety culture,The study found that patient
safety culture in Palestinian hospitals was moderate overall. Strengths
included teamwork within units and organizational learning, while
weaknesses were identified in staffing, non-punitive responses to errors,
and communication openness. Nurses generally rated safety culture more
positively than physicians. These findings highlighted the need for targeted
interventions to improve reporting systems, communication, and staffing

levels.

These results indicated that while healthcare professionals are aware of
patient safety, significant improvements are needed, particularly in
fostering open communication and organizational culture, which focuses
on individual attitudes and cultural aspects within hospitals. (Zaid et al..,
2020). On the other hand, research in the West Bank, titled "The Impact of
Total Quality Management and Perceived Service Quality on Patient
Satisfaction and Behavior Intention in Palestinian Healthcare
Organizations", shifts the focus from safety culture to patient satisfaction.
This study, employed a quantitative approach to data analysis, primary data
analysis was performed using Partial Least Square Structural Equation
Modeling (PLS-SEM), utilizing a close-ended, with a response rate of
65.62%, survey population consisting of patients from 40 selected hospitals
in the West Bank, Palestine, used a five-point Likert scale to analyze how
TQM and perceived service quality (PSQ) impact patient satisfaction and
behavior in Palestinian healthcare organizations. The findings underscored

that TQM not only boosts service quality but also enhances patient loyalty,
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suggesting that improving patient-centered services is critical to overall

healthcare improvement.

Similar to these findings, a study by Nasser, Khraim, and Mousa (2016),
titled "Measuring the Implementation of TQM Concepts in Northern West
Bank Governmental Hospitals", the research indicates that there are no
statistically significant differences in various dimensions of TQM, except
for leadership. Identified leadership as a crucial factor in the successful
adoption of TQM in hospitals <the study uncovered challenges in patient
focus, employee involvement, and continuous process improvement three
key pillars of TQM «by highlighting the importance of leadership, the study
echoes the concerns seen in Gaza, reinforcing that the effective adoption of
TQM relies on systemic changes and improved management practices

(Nasser et al., 2016).

International research also examines the relationship between TQM and
patient safety, broadening the scope, and offering varying perspectives, For
example, this study by Makai et al. (2009), titled “Quality Management and
Patient Safety: Survey Results from 102 Hungarian Hospitals,” questions
the direct impact of Quality Management Systems (QMS) on patient safety,
suggesting that certifications like the International Standards Organization
ISO alone may not lead to tangible improvements in safety outcomes
without broader systemic reforms, According to the survey, 102 out of 134

hospitals (76%) responded, and the findings revealed that hospitals
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implemented an average of 24.5 out of 35 core quality activities and 4 out
of 11 patient safety activities. This resonates with findings in Palestinian
hospitals, where resource limitations often impede the effective

implementation of TQM strategies (Makai et al., 2009).

Comparatively, international research provides valuable insights that
parallel the Palestinian context, for example in Taiwan, the study "A
Structural Model of Total Quality Management, Work Values, Job
Satisfaction, and Patient-Safety-Culture Attitude Among Nurses"
examined the links between TQM, work values, job satisfaction, and
patient safety culture, the findings showed that TQM has a significant
positive effect on safety culture, mediated by work values and job

satisfaction.

This aligns with Palestinian studies emphasizing the importance of
organizational culture and employee engagement in enhancing safety

practices (Tsai & Lee, 2017).

Similarly, the Ethiopian study “The Relationship Between TQM, Patient
Satisfaction, Service Quality, and Trust in the Healthcare Sector: The Case
of Ethiopian Public Hospitals” investigated the effect of TQM on patient
satisfaction, trust, and service quality in public hospitals in Northern
Ethiopia. The population consists of 293 in-patients in selected public
hospitals in Northern Ethiopia, focusing on patients’ perceptions of service
quality, satisfaction, and trust. Data was collected through a structured

questionnaire from in-patients in public hospitals. Using Structural
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Equation Modeling (SEM), the study demonstrated that TQM positively
affects patient-centered outcomes like satisfaction and trust, further
highlighting the significance of patient perceptions in evaluating the

success of TQM initiatives (Tessema et al., 2024).

In Jordan, Al-Shdaifat's (2015) study "Implementation of Total Quality
Management in Hospitals" revealed that private hospitals are more
successful in implementing TQM compared to public hospitals. The study
stresses the role of leadership and dedicated quality departments in
facilitating TQM implementation, a finding that aligns closely with the
challenges faced by Palestinian governmental hospitals. As in Jordan,
public hospitals in Palestine encounter similar barriers, particularly in

leadership and resource allocation (Al-Shdaifat, 2015).

In other international studies, like Aiken et al.'s (2012) “Patient Safety,
Satisfaction, and Quality of Hospital Care: Cross-Sectional Surveys of
Nurses and Patients in 12 Countries in Europe and the United States” " this
study emphasizes how systemic issues, like communication breakdowns
and hospital-acquired infections, affect patient safety, The research reveals
a strong association between patient satisfaction and the perceived quality
of care. It does not delve into how TQM can specifically address these
issues, As My research seeks to bridge this gap by examining how TQM
can be used as a tool to enhance safety within the unique constraints of

Palestinian governmental hospitals (Aiken et al., 2012).
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Further expanding on TQM principles, the study by Bouranta et al.
(2019), titled "The Key Factors of Total Quality Management in the Service
Sector: A Cross-Cultural Study", identifies universal TQM elements such
as top management practices, process management, and employee
involvement, These elements exceed cultural contexts and are important
for improving patient safety and service quality, The research, conducted
in Greece, Mexico, and Spain, identifies common key TQM factors that
transcend national boundaries. This cross-cultural applicability of TQM
underscores its relevance to healthcare systems worldwide, including
Palestine, where its principles could significantly enhance patient care

outcomes (Bouranta et al., 2019).

Lastly, a study by Yousef & Yousef (2017), "Using Total Quality
Management Approach to Improve Patient Safety by Preventing
Medication Error Incidences," demonstrates the effectiveness of TQM in
reducing medication errors, the study explores various strategies and
interventions that can be employed within the TQM approach to prevent
medication errors. The goal of their study approach is to show how TQM
can be used to decrease the incidence of administered medication errors to
below 1%, tried to identify the root causes of medication errors during the
administration phase. Utilizing Pareto diagrams, the study revealed that
24.8% of errors occurred during the administration phase, while a
significantly higher percentage of 42.8% of errors were attributed to the
prescribing phase. This indicates that mistakes made during the prescribing

phase, particularly due to poorly handwritten prescriptions accounting for
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17.6% of errors in this phase, contribute to subsequent errors in the
treatment process. The study showed a significant reduction in error rates,
further confirming the potential of TQM to directly improve patient safety

outcomes (Yousef & Yousef, 2017).

In conclusion, research from both Palestine as well as internationally
highlights how TQM may improve patient safety, service quality, and
employee engagement, therefore changing healthcare outcomes. However,
due to a lack of funding, a lack of leadership, and insufficient training,
Palestinian hospitals—especially those in the public sector—face unique
difficulties when putting TQM into practice. International research
emphasizes TQM's global applicability, but the Palestinian context
emphasizes that to fully take advantage of its benefits, structural, and
organizational adjustments are required, by offering a thorough framework
for implementing TQM throughout Palestinian hospital systems and
emphasizing improving patient safety comprehensively rather than just on

isolated outcomes, my research seeks to close this gap.

2.22 Chapter Summary

This chapter provides a detailed exploration of the significance of Total
Quality Management (TQM) in healthcare, covering key aspects such as its
requirements, ethical considerations, integrity, teamwork, and leadership.
It emphasizes the importance of TQM within the healthcare sector,

including its role in improving patient safety and overall care quality. The
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chapter also discusses the barriers to TQM implementation, its foundational
principles and components, and the specific context of the healthcare sector
in Palestine, aligning with the national health strategy. Additionally, the
chapter outlines the benefits of TQM, and its application elements, and
introduces a conceptual framework. Finally, it reviews previous studies on

TQM and concludes with a summary of its key concepts.
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Chapter 3

Research Methodology
3.1 Introduction

This chapter provides an overview of the sample size, sampling
procedures, and strategies employed in the study. It also outlines the
research techniques used, including a detailed description of the
questionnaire design. Additionally, the chapter presents the statistical
methods applied to analyze the data and obtain the study’s results, ensuring

a clear understanding of the research process and methodology.

3.2 Study Design

A cross-sectional quantitative research approach was employed, which
aligns with the study objectives. This design involves collecting data from
various departments within the Palestine Medical Complex (PMC) and
Hugo Chavez Ophthalmic Hospital (HCO) at a specific point in time
without any follow-up. This design also offers several advantages,
including the ability to reach a large and diverse group of respondents and

enable fast data collection and analysis.

3.3 Study Questionnaire

In this study, a cross-sectional quantitative research approach was applied
to determine the effect of TQM on service quality to improve patient safety
in the Palestinian Medical Complex and Hugo Chavez Hospital in the West

Bank. A self-administered survey questionnaire was used to collect data
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from respondents. This instrument was mainly developed based on three
research scales: TQM scale, SERVQUAL scale, and patient safety scale. A
five-point Likert scale (1 = strongly disagree, 2 = disagree, 3 = neither agree
or disagree, 4 = agree, 5 = strongly agree) was used to measure the

responses to each item of each research scale.

e TQM scale: The present study has adopted the total quality
management scale compiled by the previous TQM literature, (see
e.g., Jun et al., 2006; Baidoun et al., 2018; Nguyen et al., 2019;
Daqar & Constantinovits, 2020). The TQM scale consisted of 28
items. These items were distributed in six dimensions: Top
Management Commitment (five items), Employee Involvement
(four items), Patient Focus (five items), Teamwork (four items),
process management (five items), and Continuous Improvement
(five items). Higher scores indicated a more positive view of overall
quality management.

e Perceived service quality scale: The quality of health care services
was assessed using the original validated SERVQUAL scale
(Parasuraman et al., 1988 Parasuraman et al., 1991). This scale was
broadly adopted in the literature to assess the quality of medical
services in different healthcare settings, see e.g.,

Sharka et al., 2024; Alanazi et al., 2023; Kanan et al., 2023;
A’aqoulah et. al, 2022; Chang et al., 2019 and Golshan et al, 2019.

The SERVQUAL scale consisted of 23 items. These items were
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distributed in five dimensions: Tangibles (four items), Reliability
(four items), Responsiveness (five items), Assurance (five items),
and Empathy (five items). Higher scores indicated a more positive
view of overall perceived service quality.

e Patient safety scale: It consisted of seven items; this is an example:
“Patient safety is a top priority of the hospital”. Higher scores
indicated a more positive view of patient safety. These items were
adapted from Abu-El-Noor et al., (2019), Seo et al., (2022), and

Ahmed et al., (2024).

The questionnaire also included work-related sociodemographic
information (i.e., place of work, gender, age, job title, social status, level of
education, and work experience). Moreover, the final part of the
questionnaire comprised 10 barriers that potentially interfere with the
effective implementation of TQM that were used in previous studies
(Mohammad, 2005; Mohammad, 2013 and Ansari, 2022). The respondents
were asked to rank these barriers on a scale from 1 (the most important) to

10 (the least important).

3.4 Questionnaire Assessment: Validity and Reliability

The validity of the questionnaire was assessed through content validity.
A research panel consisting of six faculty members (three from the health
sciences department at Arab American University, AAUP, and three from

the public administration department at Birzeit University) reviewed the
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questionnaire. Their feedback was wused to craft the questions
understandably, where small modifications were made in the wording.
Details about the reviewers and their contributions are provided in
Appendix (C). Moreover, Cronbach’s Alpha coefficient (CBa) was used to
assess the internal consistency. The values of CBa for the three research
scales (TQM scale, service quality scale, and patient safety scale) and their
subdomains were higher than the threshold value of 0.70. Hence, presented

acceptable reliability (Hair et al., 2017; Hair et al., 2020), See Table 3.1.

Table 3.1. Reliability test (N = 106).

Study scale No. of items | (Cronbach’s alpha (CBa
TQM
Top Management Commitment 5 0.881
TQ
M
EIl Employee Involvement 4 0.853
PF Patient Focus 5 0.923
™ Teamwork 4 0.933
PM Processes Management 5 0.883
CI Continuous Improvement 5 0.917
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Overall scale 28 0.973

Service quality

T Tangibles 4 0.864
REL | Reliability 4 0.892
RES | Responsiveness 5 0.885
A Assurance 5 0.900
E Empathy 5 0.906
Overall scale 23 0.961

Patient safety

PS Overall scale 7 0.908

3.5 Study Population and Sample

The targeted population of the study comprised the administrative and
medical employees in Palestinian governmental hospitals located in
Ramallah (i.e., PMC and HCO). Random sampling was employed to ensure
a representative sample from both hospitals; the sample size was 120

employees (81 in PMC and 39 in HCO). To determine the minimum
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required sample size, the single population proportion formula was applied
using the online Statdisk software. The recommended sample size was 92
based on a + 5% margin of error and with a 95% confidence level.
Accordingly, 120 questionnaires were distributed in both hospitals.
However, the total number of returned and valid questionnaires was 106,

which exceeded the recommended sample size.

3.6 Data Collection

Data collection for this study commenced after ethics approval was
obtained from the

Education in Health and Scientific Research Unit in the Palestinian
Ministry of Health. An Arabic version of the study instrument was used to
collect the data for this study. The cross-sectional study was conducted in
September 2024. Hospital managers were emailed with a request to
participate in the study. The email included information on the study and a
version of the questionnaire. After seeking agreement, the researcher
contacted human resources departments in the targeted hospitals to confirm
the number of administrative employees and their distribution. In this
study, 120 survey questionnaires were distributed to the respondents and

received 106 usable responses (response rate = 88.3%), see also Table 3.2.
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Table 3.2. Respondents' response rate by their affiliation (N = 106).

Hospital Team
Response
(%) n
1 Palestine Medical Complex (PMC) 81 (87.7)71
2 39 (89.7) 35
Hugo Chavez Ophthalmic Hospital
(HCO)
Total cohort 120 (88.3) 106

3.7 Data Analysis

This study utilized partial least squares structural equation modeling
(PLS-SEM) to determine the role of TQM on perceived service quality in
enhancing patient safety in the targeted hospitals. PLS-SEM is a form of
multivariate statistical analytical tool to simultaneously evaluate all the
structural paths among the variables in a conceptual model (Hair et al.,
2017; Hair et al., 2020). SmartPLS 4.1.3 software was employed to analyze
the measurement model and hypothesized structural equation model, where
the reliability, internal consistency, and validity of the latent constructs
were established. Bootstrapping with a 5,000 replications approach was
used to determine the significance of path coefficients, see e.g., Henseler

et al., (2018). The rest of the analyses were performed using the Statistical
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Package for Social Sciences (SPSS) software 29 editions. Categorical
variables were expressed as frequencies and percentages. Numeric
variables were described as means and standard deviations. For ease of
interpretation, the five-point Likert scale ranges were categorized into low,
moderate, and high equal classes. Accordingly, scores below 2.33 [4/3 +
lowest value (1)] were low; scores from 3.67 [highest value (5) - 4/3]
onwards were considered high and those between were considered
moderate. Differences in the mean scores regarding the study key variables
(i.e., TQM, perceived service quality, and patient safety) by participants’
general characteristics were examined using an independent t-test and
analysis of variance (ANOVA) with the Scheffé post-hoc test. Pearson’s
correlation coefficient was used to investigate linear associations between
key variables. The significance level was set at 5% for all calculations. As

a result, a p-value < 0.05 was considered statistically significant.

3.8 Ethical Considerations

This study followed ethical standards to ensure the privacy and rights of all
participants. Anonymity was maintained by not asking for names or any
identifying information, so no one could know who gave which response.
Confidentiality was provided by allowing each participant to complete the
Questionnaire alone, without anyone else seeing their answers. Also, no
one had access to other participants' responses, which protected their
privacy. Informed consent was obtained from all participants after
explaining the study’s purpose, their right to participate voluntarily, and

their ability to cancel at any time without any results. By including medical
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and technical staff, and with technical staff represented through their
department heads, the study captured various points of views while
respecting the privacy of all involved.

3.8 Chapter Summary
This chapter summarizes the sample size, sampling procedures, and

strategies used in the study. It also highlights the research techniques,
provides an overview of the questionnaire design questionnaire assessment
(validity and reliability), study population and sample, data collection, and
data analysis method, and explains the statistical methods employed to

analyze the data, leading to the study's findings.
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Chapter 4

Results
4.1 Introduction

This chapter describes the conducted data analysis and displays the
findings regarding the research hypotheses. It comprised seven main
subsections. The first section presented descriptive results about
respondents’ sociodemographic characteristics. The second section
provided descriptive results about the study constructs. PLS-SEM findings
were illustrated in the third section. The fourth section conducted
comparative tests to examine the mean difference of the latent constructs
according to sociodemographic predictors. Correlation analysis among the
latent constructs was presented in section five. The sixth section explored
the barriers to TQM’s successful implementation in the targeted hospitals.

Lastly, a concise summary of the findings was provided in section seven.

4.2 Respondents Sociodemographic

A total of 106 administrative employees participated in this study.
Respondents’ demographic data are presented in Table 4.1. The study’s
findings reveal that a majority of respondents (67.0%) were affiliated with
Palestine Medical Complex (PMC), likely due to its prominence as a
leading healthcare institution in the region, drawing a significant portion of
administrative staff. Nearly half (51.9%) of the respondents were male,
reflecting possible gender distribution trends in administrative or
leadership positions within the healthcare sector. The high percentage of

married respondents (80.2%) could indicate a preference for stability, as
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married individuals may seek long-term employment in stable
environments. The predominance of individuals with a bachelor’s degree
(64.2%) suggests that administrative roles in healthcare require a certain
level of education, aligning with the need for specialized knowledge in
healthcare management. The fact that 61.3% of respondents were medical
employees reflects the tendency for hospitals to employ administrative staff
with medical backgrounds to ensure familiarity with healthcare processes.
Nearly one-third (31.1%) being 40 years or older likely points to the need
for experienced individuals in administrative roles, while the significant
proportion (50.0%) with 10 years or less of work experience could suggest
a blend of relatively new hires and turnover within the healthcare sector,
with institutions hiring individuals who possess a baseline of experience

yet also offer room for growth.
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Table 4.1. Sociodemographic characteristics of the sample (N = 106).

Characteristics (%) n
Place of work
PMC (67.0) 71
HCO (33.0) 35
Gender
Male (51.9) 55
Female (48.1) 51
Age, years
(20.8) 22
Less than 30
(48.1) 51
39-3049
—40 or (26.4) 28
more 50
4.7)5
Job title
Administrative (24.5) 26
Medical (61.3) 65
Technical (14.2) 15
Marital status
Single (19.8) 21
Married (80.2) 85
Education
Diploma (16.0) 17
Bachelor (64.2) 68
Postgraduate studies (19.8) 21
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Years of experience
(25.5) 27
orless 5 10 (24.5) 26
—-615-11
or more 16 (29.2) 31
(20.8) 22

4.3 Respondents’ viewpoints regarding the study's latent constructs

4.3.1 Level of TQM implementation

The TQM scale consisted of 28 items which were distributed in six
dimensions: Top Management Commitment (five items), Employee
Involvement (four items), Patient Focus (five items), Teamwork (four
items), Processes Management (five items), and Continuous Improvement
(five items). Higher scores indicated a more positive view of overall total
quality management. For ease of interpretation, the five-point Likert scale
ranges were categorized into low, moderate, and high equal classes.
Accordingly, scores below 2.33 [4/3 + lowest value (1)] were low; scores
from 3.67 [highest value (5) - 4/3] onwards were considered high and those
between were considered moderate. Table 4.2 presents descriptive statistics
of the respondent's views about the TQM scale. The study’s results indicate
that implementing the six TQM dimensions in the targeted hospitals was
moderate, with scores relatively close across all dimensions. The highest-
ranking dimension was teamwork (mean = 3.49 + (0.92), which suggests

that collaboration and coordination among staff are relatively well-
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established within the institutions, likely due to the recognized importance
of teamwork in healthcare settings for ensuring efficient operations and
quality patient care. The close second, top management commitment (mean
=3.48 + 0.87), reflects leadership's pivotal role in driving TQM initiatives,
implying that top management may be engaged in fostering quality
improvement but perhaps not at an optimal level of intensity. Conversely,
employee involvement had the lowest TQM practice score (mean = 3.32 +
0.82). This may indicate a gap in effectively engaging staff at all levels in
decision-making or quality improvement processes, possibly due to a lack
of clear communication, training, or empowerment. The overall moderate
implementation of TQM (mean = 3.41 + 0.75) suggests that while certain
aspects of TQM are recognized and practiced to some extent, there is room
for improvement in fully embedding these practices across all dimensions
of the hospitals' operations. This could be due to limitations in resources,
staff engagement, or a lack of comprehensive, consistent strategies for

implementing TQM.
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Table 4.2. Respondents’ level of TQM implementation (N =106).

+
TQM Dimension an (%) lg/I];:an Level
Top management commitment
T™MC1 69 1.10 £3.66 | Moderate
I . . (65.1)
Quality is considered as main
strategic priority by top management
T™C2 57 1.12 +£3.42 | Moderate
Top management and major (53.8)
department heads are hired and
promoted based on quality
Performance
TMC3 60 0.99 £3.46 | Moderate
Top management and department (56.6)
managers are
evaluated based on quality standard
outputs
T™MC4 1.04 £3.39 | Moderate
Management is interested in hiring 55
high qualified employees (51.9)
TMCS 1.05 £3.45 | Moderate
Top management is committed to 55
obtain quality training (51.9)
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Overall score - 0.87 £3.48 | Moderate
Employee involvement
EIl 48 0.96 £3.19 | Moderate
Employees are encouraged to (45.3)
participate in decision-making
related to the quality process
EI2 56 0.95+£3.41 | Moderate
Employees often work in teams (52.8)
consisting of members from
different departments
EI3 1.01 £3.46 | Moderate
Employees are strongly committed to | 58
the success of their hospital (54.7)
El4 46 1.04 £3.21 | Moderate
Employees are involved in quality (43.4)
improvement meetings and their
suggestions are taken into
Consideration
Overall score - 0.82 £3.32 | Moderate

Patient focus
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PF1 56 1.03 £3.37 | Moderate
The hospital management cares about | (52.8)
understanding patients’ needs
and expectations
PF2 53 1.04 £3.34 | Moderate
The hospital management uses (50.0)
patients’ needs and expectations to
guide quality
PF3 0.98 £3.23 | Moderate
The hospital makes quick responses to | 46
patients’ inquiries (43.4)
PF4 53 0.89 £3.46 | Moderate
The hospital processes are (50.0)
designed/improved based on
patients’ needs
PF5 54 1.02 £3.35 | Moderate
The hospital finds new service (50.9)
delivery ways that keep patients
Satisfied
Overall score - 0.87 £3.35 | Moderate
Teamwork
TW1 61 1.05 £3.54 | Moderate
Employees work closely as ateam to | (57.5)

coordinate work and enhance
Quality
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TW2 1.03 +£3.39 | Moderate
Management supports teamwork 64
instead of individual work (60.4)
TW3 52 0.99 +3.48 | Moderate
Problems between team members are | (49.1)
solved in constructive ways that
promote collaboration
TW4 55 1.00+3.15 | Moderate
Team members are encouraged to (51.9)
share ideas and suggestions to
enhance performance
Overall score - 0.92 +3.49 | Moderate
Process management
PM1 1.00+3.15 | Moderate
The hospital has a system for cost 42
analysis in all internal processes (39.6)
PM2 45 0.91 £3.28 | Moderate
The hospital has a monitoring tool for | (42.5)
wasted time in all internal
Processes
PM3 56 0.91 £3.44 | Moderate
All hospital processes were (52.8)
designed/developed to meet the
quality standards
PM4 52 0.90 = 3.40 | Moderate
Processes are improved based on (49.1)

patient feedback and internal
Reviews
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PM5 0.91 +3.47 | Moderate
All standard work procedures for 60
internal processes are documented (56.6)
Overall score - 0.76 £3.35 | Moderate
Continuous improvements
CIl 61 0.97 +3.55 | Moderate
Top management supports long-term | (57.5)
quality improvement
Processes
CI2 56 1.00 £3.38 | Moderate
Top management offers essential (52.8)
resources for continuous
Improvements
CI3 0.98 +3.43 | Moderate
Continuous improvements of 58
processes are handled by teamwork (54.7)
Cl4 56 1.01 £3.39 | Moderate
Employees are encouraged to (52.8)
experience new approaches for
continuous improvements
CI5 62 0.98 +£3.52 | Moderate
Clear work policies exist to assist (58.5)
employees in improving processes
Continuously
Overall score - 0.85+3.45 | Moderate
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Overall TQM scale - 0.75 +£3.41 | Moderate

a

Frequencies and percentages are based on the total number of 106 respondents who
agreed or strongly agreed with each statement.

4.3.2 Level of Perceived Service Quality

The quality of healthcare services was assessed using the SERVQUAL
scale. This scale consisted of 23 items. These items were distributed in five
dimensions: Tangibles (four items), Reliability (four items),
Responsiveness (five items), Assurance (five items), and Empathy (five
items). Higher scores indicated a more positive view of overall perceived
service quality. Table 4.3 illustrates a descriptive summary of the

respondent's views about the perceived service quality scale.

The study's results revealed that the perceived service quality across all
five dimensions was moderate, indicating that while there is a general
acknowledgment of service quality, there is still room for improvement.
Empathy emerged as the most critical dimension (mean = 3.47 + 0.84),
suggesting that healthcare providers are seen as relatively effective in
understanding and addressing patients' emotional and psychological needs,
a key factor in improving patient satisfaction. The tangible dimension, with
a mean score of 3.48 + 0.93, indicates that the physical environment and
the appearance of facilities, equipment, and staff are also relatively well-
regarded, though not at the highest level of service quality. Interestingly,

assurance was ranked the highest (mean = 3.61 + 0.76), reflecting that
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patients feel confident in the abilities of healthcare providers and the safety
of the services offered, which is crucial for building trust in healthcare
institutions. The overall moderate level of perceived service quality across
the dimensions could stem from inconsistent service delivery, the
variability of patient experiences, or gaps in training and infrastructure.
Finally, the fact that only five of the 23 items were highly ranked suggests
that certain aspects of service quality are perceived as being of higher
priority or better executed, which could be attributed to focused efforts on

specific areas or the presence of more consistent quality in those elements.

e A2: Medical information is kept carefully (mean = 3.79 + 0.99),

e RESS: Urgent requests are prioritized (mean = 3.74 + 0.87),

e  T3: Staff have neat appearances (mean = 3.73 + 0.83), ¢ REL4:
Maintain accurate records (mean = 3.70 +£ 0.84), @  A3: Staff are

polite (mean = 3.70 = 0.83).

Overall, it can be concluded that the level of perceived service quality
was moderate from the participants’ viewpoints in the targeted hospitals

(mean = 3.51 £ 0.70).
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Table 4.3. Respondents’ level of perceived service quality using the SERVQUAL scale

(N =106).

Perceived service quality dimension an (%) Mean + SD | Level
Tangibles
T1 Modern-looking equipment (54.7) 58 | 1.11 £3.43 | Moderate
T2 Appealing physical facilities (48.1) 51 | 1.26 £3.27 | Moderate
T3 Staff have neat appearances (65.1)69 | 0.83 £3.73 [ High
T4 (61.3)65 | 1.13+3.49 | Moderate

High standards of hygiene and

cleanliness
Overall score - 0.93 £3.48 | Moderate
Reliability

REL1 | Staff keeps promises (36.8) 39 [ 1.01 £ 3.18 | Moderate
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REL2 | Staff solves problems (55.7)59 [ 0.97 £ 3.55 | Moderate
REL3 (57.5) 61 | 0.84 £3.58 [ Moderate
Accurate and reliable medical
diagnosis
REL4 | Maintain accurate records (61.3) 65 [ 0.84 £3.70 [ High
Overall score - 0.79 £3.50 | Moderate
Responsiveness
RES1 | Promptly inform patients (49.1) 52 [ 0.99 +3.37 | Moderate
RES2 | Staff provide prompt service (48.1) 51 [ 1.06 + 3.28 | Moderate
RES3 | Staff are always willing to help (60.4) 64 | 0.85+3.57 | Moderate
RES4 (56.6) 60 | 0.85+3.56 [Moderate
Staff readily respond to patients’
requests
RESS | Urgent requests are prioritized (67.0) 71 [ 0.87+3.74 | High
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Overall score - 0.76 £3.50 | Moderate

Assurance

Al (52.8) 0.88 £3.46 | Moderate
Patients feel confident in the staff 56
competence

A2 (67.9) 0.99 £3.79 | High
Medical information is kept carefully 72

A3 Staff are polite (6662'3) 0.83 £3.70 [ High

A4 (55.7) 0.89 £3.52 | Moderate
Staff are professional and 59
knowledgeable

A5 (54.7) 0.88 £3.56 | Moderate
Staff fully support patients in 58
understanding treatment choices

Overall score - 0.76 £3.61 [ Moderate

Empathy
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El Staff give personal service 2418 D 0.99 +£3.28 [ Moderate
: . (48.1)
E2 Convenient operating hours 51 0.94 +£3.38 [ Moderate
E3 (50.0) 0.96 + 3.40 | Moderate
Staff recognize patients’ special needs >3
E4 (60.4) 0.87 £3.62 | Moderate
Staff have patients’ best interests at 64
heart
. : (63.2)
E5 Services are delivered equally 67 1.17+3.66 | Moderate
Overall score - 0.84 £3.47 | Moderate
Overall score - 0.70 £3.51 [ Moderate

a

Frequencies and percentages are based on the total number of 106 respondents who
agreed or strongly agreed with each statement.
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4.3.3 Respondents’ view regarding patient safety

The Patient safety scale comprised seven items, where higher scores
indicated a more positive view of patient safety. Table 4.4 provided a
descriptive summary of the respondents' views of the patient safety scale.
Only the item “Patient safety is a top priority of the hospital” (PS1) had a
high ranking among respondents (mean = 3.73 £ 0.96), where nearly two-
thirds (64.2%) agreed or strongly agreed on this item. However, the other
items (PS2 to PS7) had moderate ranks. Generally, it can be concluded that
the level of patient safety was moderate from the participants’ viewpoints

in the targeted hospitals (mean = 3.53 + 0.77).

Table 4.4. Respondents’ level of agreement regarding patient safety scale (N =106).

Item an (%) | Mean=+ SD | Level

PS1 0.96 £3.73 | High
Patient safety is a top priority of the 68
hospital (64.2)

PS2 0.98 £3.42 | Moderate
Patients are involved in treatment 52
decision-making (49.1)

PS3 0.87 £3.45 | Moderate
Patient's family members take part in 52

treatment decision-making (49.1)
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PS4 61 1.02 £3.64 [ Moderate
Patient care takes place according to a set | (57.5)
of clinical practices that are based on
evidence and guidelines during
therapeutic and surgical interventions
PS5 58 0.93 £3.52 | Moderate
The hospital offers a safe environment for | (54.7)
patients (design, environmental risk
management, people with special
(needs, etc
PS6 55 0.95+3.41 | Moderate
The hospital management offers several |(51.9)
programs to ensure continuous
education/training for the staff to
enhance patient safety
PS7 63 1.01 £3.57 | Moderate
The hospital has effective mechanisms for |(59.4)
reporting accidents and risks
related to patient safety
Overall scale - 0.77 +3.53 | Moderate

A

Frequencies and percentages are based on the total number of 106 respondents who
agreed or strongly agreed with each statement.
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4.4 Partial least squares structural equation modeling (PLS-SEM)

In this section, partial least squares structural equation modeling (PLS-
SEM) was employed to examine the role of the implementation of TQM
methodology in enhancing patient safety and also to explore whether the
service quality mediates this relationship. The PLS-SEM is a predictive
approach that enables estimating complex models with many constructs,
indicators, and structural paths. This approach was adopted by Dagar &
Constantinovits, (2020) to explore the role of TQM in enhancing the
service quality of the private healthcare sector in the Northern Area of
West Bank Palestine. Similarly, Zaid et al., (2020) also followed a similar
approach to investigate the linkage between TQM, perceived service
quality, as well as their impact on patient satisfaction and behavior

intentions among Palestinian healthcare organizations.

4.5 Assessment of the measurement model

The measurement model was evaluated before the hypothesized structural
model was analyzed. Various reliability, internal consistency, and validity
tests were used to check the measurement quality of the research

constructs, see e.g., Hair et al., (2017) and Hair et al., (2020).

e Internal consistency and reliability of the constructs were checked
by conducting the most widely used tests of instrument reliability:
Cronbach’s alpha (CBa), composite reliability (CR), and rho_A.

e Construct and convergent validity were evaluated based on outer

loadings and average variance extracted (AVE) values.
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e Discriminant validity was ensured by performing three different
tests: The Fornell-Larcker criterion, cross-loadings, and
Heterotrait-Monotrait Ratio (HTMT).

e Lastly, the possibility of collinearity issues of the three constructs

was checked by the variance inflation factor (VIF).

The four findings were summarized in Tables 4.5 — 4.7.

e The observed values of CBa, CR, and rho_A for all three constructs
exceeded the threshold value of 0.70, indicating that all research
variables had good reliability and internal consistency, see Table
4.5.

e Both outer loadings and AVE observed values were above the
threshold values of 0.7 and 0.5 respectively, which met the
requirements for construct and convergent validity, see Table 4.5.

e The values of the observed cross-loadings showed that each
measurement item correlated weaker with another construct except
for the ones to which it was theoretically associated, see Table 4.6.
The values from the Fornell-Larcker criterion test also showed that
the square root of the AVE of the construct was higher than its
correlation with other constructs in the study. Furthermore, the
values from the Heterotrait-Monotrait Ratio test were less than the
cut-off value of 0.85, see Table 4.7. Accordingly, the discriminant

validity of the measurement model was acceptable.
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o The observed values of VIF of all three constructs were less than
the cut-off value of 3.3, see Table 5.5. As a result, no collinearity

issue was found.

Table 4.5. Construct validity, reliability, and collinearity of the measurement model (N =

106).
Reliability and Construct and
internal consistency convergent validity
Variable Item
Collinearity
CBa |CR AVE VIF
rtho | Outer
A loading
0.973 {0.974 (0974 |- 0.577 -
Total quality
management
Top 0.881 [0.913 [0.884 0.678
management T™MC1 0.808 2.534
commitment
T™C2 0.862 3.293
TMC3 0.839 2.696
T™MC4 0.793 2.141
TMCS 0.811 2.205
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Employee 0.853 [0.901 [0.853 0.695
involvement EIl 0.853 2.135
EI2 0.827 1.949
EI3 0.842 1.999
El4 0.812 1.765
Patient focus 0.923 [0.942 | 0.924 0.766
PF1 0.881 2.633
PF2 0.885 2.864
PF3 0.868 2.768
PF4 0.888 3.039
PF5 0.854 2.590
Teamwork 0.933 [0.952 {0.933 0.832
TW1 0.897 3.112
TW2 0.915 3.015
TW3 0.910 2.505
TW4 0.926 2.003
Process 0.883 10.915 [0.886 0.683
Management PM1 0.801 1.901
PM2 0.789 2.799
PM3 0.896 3.105
PM4 0.836 2.259
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PM5 0.804 2.036
Continuous 0.917 |0.938 10.918 0.752
improvements | CJ1 0.835 2.352
CI2 0.864 2.742
CI3 0.898 2.565
Cl4 0.889 3.266
CI5 0.847 2.189
0.961 |0.964 |0.962 |- 0.542
Perceived service quality
Tangibles 0.864 |0.909 |0.876 0.717
Tl 0.871 2.673
T2 0.876 2.336
T3 0.706 1.759
T4 0.917 2.694
Reliability 0.892 10.925 | 0.894 0.755
RELL1 0.837 2.170
REL2 0.885 2.668
REL3 0.888 2.829
REL4 0.866 2.489
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Responsiveness 0.885 10.916 | 0.887 0.686
RESI 0.759 1.784
RES2 0.865 2.578
RES3 0.879 2.781
RES4 0.827 2.246
RES5 0.806 1.986
Assurance 0.900 |0.926 [0.902 0.716
Al 0.847 2413
A2 0.801 2.121
A3 0.826 2.341
A4 0.876 2.383
A5 0.877 2.858
Empathy 0.906 [0.931 [0.907 0.729
El 0.833 2.189
E2 0.906 2.947
E3 0.910 2.655
E4 0.807 1.976
ES 0.809 2.828

Patient safety




100

PS1

PS2

PS3

PS4

PS5

PS6

PS7

0.908

0.927

0.910

0.790

0.810

0.814

0.832

0.732

0.857

0.785

0.646

2.036

2.779

2915

2.591

1.959

3.175

2.221

Table 4.6. Cross loadings of the constructs (N = 106).

Item | Total quality management Service quality
Vari Patient
able safety
EIl PF ™ |PM (CI |T REL | RES PS

™

Total quality management
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™ 0.352 0.454 | 0.378 | 0.490
C
™ |0.80 |0.50 044 |047 047 |05 0.55 |0.45
ar s o 3 | sy [oaar | ; 0.432 | 0.457 | 0.500
™ |086 059 |054 [053 [057 [05]%33 [o51 [03g | 0421|0473 | 0488
cz |2 6 3 6 S 98 104107 6 0416 | 0.484 | 0.526
T™ |0.83 [052 {046 [049 055 0.5 | 0535|051 [037 |0500 | 0551 | 0.643
a3 o |7 5 |7 8 |74 5 4
™ 079 064 063 |0.51 [0.63 |06 0.53 |0.41
ca |3 o 2 le o |23 9 |6
™ |081 064 (070 [0.55 |0.70 |07 0.60 |0.51
cs |1 6 1 5 Y 7 |4
EI | EI 0.399 0.365 | 0.435 | 0.547
053 (085 063 |0.50 |0.64 06 0.57 |0.44
ER |, 3 B e o |ss [0427 | s 0.448 | 0.444 | 0.521
EB3 1058 082 (059 051 |0.63 |06 9920|054 [045 [0-503 |0.53310.593
ea |1 |7 o2z 14 (2 Joass |2 |7 0430|0426 | 0539
0.66 |0.84 061 |0.58 [0.63 |06 0.61 |0.55
4 |2 7 12 lo |22 8 5
0.60 [0.81 058 [0.67 |0.65 |06 0.53 |0.55
6 |2 L 9 |39 9 |2
PF 058 [0.61 (088 |0.51 067 |06 0.66 |0.58
PFl |4 |4 1 o |4 |34 |o4s0|o |5 0.573 | 0.591 | 0.610
pr2 061 [065 [0.88 |0.52 (068 |06 |0460|061 [061 |0.572 | 0.608 | 0.590
0o |s 5 lo |2 |28 5 6
PF3 0511 0.583 | 0.649 | 0.689
PF4 0.559 0.597 | 0.627 | 0.666
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PF5 055 |0.66 |0.86 |0.59 |0.70 |0.6 | 0.599 [0.61 |0.67 |0.578 | 0.571 | 0.671
7 le 18 |2 |6 |20 7 o
0.61 |0.63 088 |0.69 076 |06 0.62 |0.61
o lo s |2 |o |97 5 o
0.63 |0.62 085 |0.67 [072 |07 0.62 |0.61
2 |1 e |9 |4 |33 g8 |0
W 0.556 0.545 | 0.576 | 0.596
™ |056 [063 062 |0.89 [0.70 |06 0.56 |0.55
ol s Lo e e ed [oss2 |67 |77 0543 | 0.505 | 0.584
™ 055 (059 064 (091 [0.72 [0.7 |©9368 055 [0.55 |0-548 | 0.568 | 0.577
2 |6 |l O 5 | |01 |57t L 10559 | 0.569 | 0.616
™ |058 [061 059 |0.91 [074 |07 0.60 |0.51
3 o |4 |6 lo |o |57 3 |5
™ |058 [065 |065 |0.92 [076 |07 0.56 |0.59
4 |2 s 1 le |6 |82 9o |4
PM | PMI 0.601 0.592 | 0.604 | 0.651
0.61 |0.60 |0.63 |0.68 080 |06 0.66 |0.52
pm2 |00 |5 | U s L0526 [ 570|177 0474 | 0540 | 0.556
PM3 1057 1062 064 |0.62 |078 0.6 |97 |0.56 | 045 |0-600 | 05920717
PM4 |2 3 6 8 9 50 10467 |3 0 0.590 | 0.674 | 0.687
puis 065 (069 |0.74 {073 |0.89 0.8 | o511 (068 [059 | 0497 | 0.523 | 0.563
1 la o e 16 |19 4 o
053 |0.62 066 |0.62 083 |07 0.62 |0.57
17 2 s le 26 6 |5
0.61 |0.63 066 | 064 [080 |07 0.58 |0.54
o |3 |6 |1 |4 |24 6 |o
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CI 0.65 |0.64 063 [060 071 |08 0.65 |0.62
crl |8 |4 o |6 |2 |35 |0506]1 8 10.600 | 0.592 | 0.653
cr2 059 |062 063 [063 |0.74 |08 0529 [0.62 [049 |0.536 | 0.621 | 0.626
o |1 g |7 |9 |64 3 o
Cn3 0.523 0.561 | 0.610 | 0.683
Cl4 0.557 0.578 | 0.609 | 0.642
c15 061 |068 |0.64 [0.70 [075 [0.8 |0.604 |0.68 |0.55 |0.586 | 0.536 | 0.665
6 |1 6 |3 g |98 0o |2
0.66 |0.68 069 [0.75 |0.80 |08 0.67 |0.51
o le6 |2 |5 |2 |89 8 |8
0.67 |0.66 068 [0.74 074 08 0.65 |0.52
L 1 |4 |8 |47 o o
Perceived service quality
T |11 0.871 0.641 | 0.491 | 0.566
044 | 047 049 058 {057 |05 0.58 |0.50
2 |7, B o |as 10876 | 577 |97 |0.535 [ 0452 | 0.499
T3 1039 (045 054 [050 053 [04 |9706| 048 [0.52 | 0496 |0.501 | 0.486
4 [0 |8 Lo 19 194 10917 (© ! 0.590 | 0.563 | 0.606
044 1039 |041 041 |046 |04 0.44 |0236
4 |7 g |4 |5 |83 9 |9
0.46 052 056 |0.54 060 |05 0.58 |0.51
1 e 1 |7 e o7 3 |9
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RE 0.534 0.611 | 0.501 | 0.577
L |REL |053 |053 055 [049 |058 |05 0.83 |0.60
Al P I B 50 leo (0528157 |5 0.707 | 0.611 | 0.670
REL 059 [0.63 |0.70 |0.57 [0.68 |0.7 | 2299 |0.88 [0.70 |0:723 | 0:592 | 0.679
2 |z |8 T2 15 %% dosis|2 |2 |o664 | 0602|0663
REL |0.56 |0.61 |0.61 |0.58 |0.68 |0.6 0.88 |0.62
3 |8 |2 3 |8 |6 |88 8 |8
REL |0.62 {059 |0.62 |0.51 |0.67 |0.6 0.86 | 0.60
4 s |2 3 o |3 |74 6 o
RES 0.490 0.568 | 0.514 | 0.576
RES [037 {043 |047 044 050 |05 0.56 |0.75
A P Al s los 059 |5 o |0.604 |0.552|0.622
RES [0.46 (058 [0.67 [0.61 |0.64 [05]0455 061 [0.86 [0-640 [0.558 | 0.641
23 7ol 0 199 1032012 |° 0580 | 0576 | 0.548
RES 049 053 060 | 053 054 |05 0.66 | 0.87
3 |2 |2 g |4 |6 |46 0o |9
RES (037 (045 054 {044 045 |04 |0497 055 [0.82 |0.643 | 0.526 | 0.606
4 |5 s s |a |4 |29 1 7
RES |0.44 {048 062 |046 |0.54 |05 0.63 |0.80
5 |7 o 6 o |3 |02 7 |6
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A | Al 0.611 0.847 | 0.659 | 0.619
0.46 047 |0.62 051 057 |05 0.68 | 0.63
VI D 3 o s 0519, 3 0.801 | 0.673 | 0.680
A3 1040 037 |054 |051 059 |05 |98 | 063 [0.50 | 0826|0632 10.601
As |7 7 8 0 7193 Jos74 ! 4 0.876 | 0.732 | 0.600
As |046 041 [057 [049 053 {04 | 555|063 [062 | 0877 | 0758 | 0.6a8
9 |5 7 s 3 |93 2 4
0.54 1050 |0.54 (053 056 |05 0.70 | 0.62
o |7 3 |4 7 |89 1 7
044 043 |0.51 (049 055 |05 0.65 | 0.62
5 8 9o |6 1 |es 2 6
E | El 0.527 0.689 | 0.833 | 0.680
0.55 1050 |0.66 [0.65 068 | 0.6 0.65 | 0.61
2,7 | ; ; 4 a6 | 0468 | ! 0.683 | 0.906 | 0.635
E3 1047 047 054 046 057 |05 | %4 [053 |0.54 | 0670|0210 0.645
E4 |0 1 2 1 3 ST 10.495 |1 8 0.734 | 0.807 | 0.577
gs 047 |048 055 [048 [0.58 [05 |55 [052 [0.56 | 600 | 0.800 | 0.646
0o |3 6 1 0 |59 8 1
0.40 [041 |0.59 045 052 |05 0.56 | 0.58
3 |6 3 |9 3 |15 0 7
0.55 047 |0.61 052 066 |06 0.56 | 0.49
7 |3 5 o 4 |40 1 0

Patient safety
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PS PS1

PS2

PS3

PS4

PS5

PS6

PS7

0.56

0.43

0.42

0.46

0.54

0.64

0.53

0.60

0.41

0.43

0.45

0.54

0.67

0.55

0.72

0.58

0.52

0.56

0.45

0.66

0.61

0.51

0.47

0.45

0.55

0.52

0.60

0.51

0.67

0.56

0.53

0.62

0.57

0.73

0.60

0.6
78

0.5
61

0.4
98

0.5
69

0.5
66

0.7
19

0.6
19

0.433

0.408

0.416

0.535

0.635

0.620

0.528

0.63

0.54

0.56

0.57

0.62

0.63

0.61

0.615
0.68 | 579
0.530
0.52
1 0.609
0.56 [0.615
0.614
0.56
3 0.606

0.50

0.59

0.62

0.644

0.636

0.576

0.615

0.544

0.596

0.585

0.790

0.810

0.814

0.832

0.732

0.857

0.785

Gray shaded areas represent the outer loadings.

Table 4.7. Discriminant validity results (N = 106).

Fornell-Larcker criterion of the variables.

Variable Patient safety
Total quality Perceived service
management quality
0.760 _ _

Total quality

management
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0.685 0.736 _
Perceived service
quality
Patient safety 0.728 0.694 0.804

Results of Heterotrait-Monotrait Ratio (HTMT).

Variable Patient safety
Total quality Perceived service
management quality
Total quality - - -
management
0.802 _ _
Perceived service
quality
Patient safety 0.841 0.809

Shaded values represent the square roots of the AVE of the constructs.
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4.6 Structural model and hypothesis testing

In this section, PLS-SEM approach was used to test the research
hypotheses, where bootstrapping with 5,000 replications approach was
used to determine the significance of path coefficients, see e.g., Henseler
et al., (2018). The PLS-SEM tests’ results are illustrated in Table 4.8.
Furthermore, Figures 4.1 and 4.2 graphically depicted the outer loadings,
path coefficients (Bs), statistical significance (p-values) of the individual
predictors, and the coefficient of determination (R?) values of all three

latent constructs of the model. The PLS-SEM analysis revealed that:

TQM had a strong positive and significant impact on the perceived

service quality (B = 0.826, and p-value < 0.001).

e TQM had a direct significant effect on patient safety (f = 0.343, and
p-value = 0.001).

e Perceived service quality had a strong significant relationship with
patient safety (B = 0.550, and p-value < 0.001).

e The TQM had an indirect influence on patient safety through the

mediating effect of the perceived service quality (B = 0.454, and p-

value < 0.001).

Thus, it was concluded that research hypotheses 1, 2, 3, and 4 (H1,

H2, H3, and H4) were supported at the 5% significance level.
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Table 4.8. Output of PLS-SEM: Results of path coefficients (N = 106).

Hypothesized paths B SD | t-stats | p-value | Remarks
HI . 26.414 0.001 > Supported
Total quality management - 0.82 [0.03
Perceived service quality 6 1
H2 3.251 | Supported
. 0.001
Total quality management - 0.34 |0.10
Patient safety 3 6
H3 . . - 5.682 0.001 > Supported
Perceived service quality - 0.55 [0.09
Patient safety 0 7
Specific indirect effects B SD | t-stats | p-value | Remarks
: : . ) rt
H4 . 0.45 [0.08 |5.339 0.001 > Supported
Total quality management > 4 5

Perceived service quality >
Patient Safety

“The relationship was significant (i.e., p-value < 0.05).
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Finally, the PLS-SEM findings also indicated that the path coefficients
were compatible with the data of the study, see Table 4.9. The
bootstrapping values of the predictive relevance using Stone-Geisser’s Q?
for the two endogenous constructs (i.e., perceived service quality and
patient safety) were greater than 0 indicating that the predictive relevance
was established. The results also revealed that 68.2% of the total variation
in patient safety was explained by TQM. Moreover, TQM and perceived

service quality explained 73.2% of the total variation in patient safety.

Table 4.9. Output of PLS-SEM: Coefficient of determination (R?) and predictive
relevance (N = 106).

Predictor Ro .
Adjusted Predictive relevance
QZ
Ro
Perceived service quality 0.682 0.678 0.668

Patient safety 0.732 0.727 0.626
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Figure 4.1. Output of PLS-SEM (N = 106).
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Figure 4.2. Output of PLS-SEM (N = 106).

4.7 Comparative analysis of the study constructs based on
sociodemographic characteristics

This section presents findings on the differences in the mean viewpoints
(i.e., agreement) scores of the study latent constructs (i.e., implementation
of TQM, perceived service quality, and patient safety) according to

sociodemographic characteristics.

4.7.1 Implementation of TQM and sociodemographic
characteristics

The differences in the mean scores regarding the implementation of TQM

methodology according to sociodemographic characteristics are shown in
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Table 4.10. It was observed that HCO participants had significantly higher
scores than their counterparts in PMC (p-value < 0.001). Furthermore,
women had considerably higher scores than men (p-value = 0.033). On the
other hand, no significant relationship was found between the extent of
implementing TQM and sociodemographic variables (i.e., age, job title,

social status, level of education, and work experience).

Table 4.10. Relationship between respondents’ viewpoints regarding the implementation
of TQM and sociodemographic characteristics (N =106).

Characteristics Mean + SD
P-value
(tor F)
Place of work *
PMC 071 +3.11 0.001 >
HCO 0.37+4.01
Gender "
Male 0.86 + 3.25 0.033
Female 0.57 £3.56
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Age, years 0.674
0.60+3.43
Less than 30
39 -30 or 0.74+3.34
more 40
0.86 +3.49
Job title 0.091
Administrative 0.78 £3.32
Medical 0.66 +3.35
Technical 0.98 +£3.79
Marital status 0.758
Single 0.50 = 3.37
Married 0.80+3.41
Education 0.556
Diploma 0.61 +3.57
Bachelor 0.75+3.35
Postgraduate studies 0.85+3.46
Years of experience 0.087
0.66 +3.63
orless 510 0.68+3.21
-615-11
or more 16 0.75+£3.26
0.86 +3.57

"The difference was significant (i.e., p-value < 0.05).
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4.7.2 Perceived Service Quality and Sociodemographic
Characteristics

Table 4.11 illustrates the differences in the mean scores regarding the
perceived service quality according to sociodemographic characteristics. It
was observed that HCO participants had significantly higher scores than
their counterparts in PMC (p-value < 0.001). Furthermore, technical
participants had considerably higher scores than administrative and
medical participants (p-value = 0.015). On the other hand, no significant
relationship was found between the extent of implementing TQM and
sociodemographic variables (i.e., gender, age, social status, level of

education, and work experience).

Table 4.11. Relationship between respondents’ viewpoints regarding the perceived service
quality and sociodemographic characteristics (N = 106).

Characteristics Mean + SD Scheffé Test
P-value
(tor F)
Place of work *
PMC 0.62+321 | 0-001>
HCO 0.39+4.13
Gender 0.235
Male 0.82+3.44

Female 0.92 £ 3.60
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Age, years 0.825
0.64 +3.45
Less than 30
39 -30 or 0.71 £3.50
more 40
0.74 +3.57
Job title a *0015 a&b<c
Administrative 0.65+3.34 )
Medical 0.69 + 3.47
c 0.70 +3.98
Technical
Marital status 0.497
Single 0.45+3.44
Married 0.75+£3.53
Education 0.65+3.63 ]0.693
Diploma
0.71+3.47
Bachelor
0.73 +3.55
Postgraduate
studies
Years of 0.053
experience 0.67 +£3.79
orless 510 0.73+£3.26
-615-11
or more 16 0.58 £3.48
0.78 +3.52

.(The difference was significant (i.e., p-value < 0.05"
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4.7.3 Patient Safety and sociodemographic characteristics

The differences in the mean scores regarding patient safety according to
sociodemographic characteristics are shown in Table 4.12. It was observed
that HCO participants had significantly higher scores than their
counterparts in PMC (p-value < 0.001). Moreover, technical participants
had considerably higher scores than their counterparts in administrative and
medical jobs (p-value = 0.028). On the other hand, no significant
relationship was found between the extent of implementing TQM and
sociodemographic variables (i.e., gender, age, social status, level of

education, and work experience).

Table 4.12. Relationship between respondents’ viewpoints regarding patient safety and

sociodemographic characteristics (N = 106).

Characteristics Mean + SD Scheffé Test
P-value
(tor F)
Place of work *
PMC 0.74+325 | 0-001>
HCO 044 +4.11
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Gender 0.276
Male 0.92 +£3.45
Female 0.57 £3.62
Age, years 0.604
0.73 +3.40
Less than 30
39 -30 or 0.72 +3.60
more 40
0.87 +3.52
Job title * a&b<c
a 0.028
Administrative 0.77+3.26
b 74 £ 3.
Medical 0.7 3.53
c 0.80+3.92
Technical
Marital status 0.677
Single 0.53+£3.48
Married 0.82 +£3.54
Education 0.74 £3.75 [0.351
Diploma
0.76 = 3.46
Bachelor
0.83 +3.60
Postgraduate
studies
Years of 0.236
experience 0.64 +£3.71
orless 510 0.74 +3.30
-615-11
or more 16 0.75+£3.51
0.95+3.62

.(The difference was significant (i.e., p-value < 0.05"
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119

Table 4.13 presented the bivariate correlation matrix between the mean

agreement scores of the study variables (implementation of TQM,

perceived quality service, and patient safety). It was observed that all the

bivariate linear associations were significant.

Table 4.13. Pearson’s correlation coefficient (p-value) (N = 106).

Variables Patient safety
Total quality Perceived service
management quality

Total quality - -

management —

Perceived service
quality

(0.001 >) “0.825

Patient safety

(0.001 >) "0.790

(0.001 >) "0.831

.Linear association was significant at 5% level of significant "
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4.9 TQM implementation barriers

This section provided insights into how the participants rated the relative
influences of the various barriers they faced when implementing total
quality management methodology. Participants ranked the importance of
the most frequent ten TQM implementation barriers on a scale from 1 (the
most important) to 10 (the least important), see Table 4.14. The most
important barrier identified was “Work stress” (mean = 3.31), indicating
that high levels of workload and pressure are significantly impacting staff's
ability to effectively implement TQM. This suggests that excessive
demands and time constraints are limiting participation in quality
improvement initiatives. The second most important barrier was
“Inadequate resources” (mean = 4.51), highlighting the lack of sufficient
funds, personnel, or materials needed to support TQM practices. On the
other hand, the least important barriers were “Lack of modern technology”
(mean = 6.60) and “Lack of consistent top management support” (mean =
6.35), implying that while these factors exist, they are perceived as less

critical compared to work stress and resource limitations.
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Table 4.14. Barriers to successful implementation of TQM (N = 106).

Barrier Mean ' Ranking
1 Insufficient education and training 5.15 3
2 Lack of strategic planning 5.35 4
3 Lack of quality-oriented culture 5.74 6
4 Poor leadership and management 5.71 5
5 Lack of robust monitoring and evaluation systems 6.01 7
6 Inadequate resources 4.51 2
7 | Work stress 3.31 1
8 Lack of modern technology 6.60 10
9 Lack of consistent top management support 6.35 9
10 | Poor communication 6.19 8

a

Mean rank of the items is based on the total number of 106 respondents.
» Ranking of the means from 1 (the most important) to 10 (the least importan

£).




122

4.10 Summary of the results

In this study, a reflective research PLS-SEM model with four hypotheses
was developed to determine the effect of TQM on the perceived service
quality in enhancing patient safety in PMC and HCO Hospitals in the West
Bank, Palestine. Our findings revealed that TQM had a significant
influence on the perceived service quality (f = 0.826, and p-value < 0.001)
as well as on patient safety (B = 0.343, and p-value = 0.001). The perceived
service quality also significantly influenced patient safety (f = 0.550, and
p-value < 0.001). The perceived service quality partially mediated the link
between TQM and patient safety (B = 0.454, and p-value < 0.001). The
present research findings provide a guideline for the practitioners of
healthcare organizations to adopt the TQM approach to ensure healthcare

service quality towards enhancing patient safety.

The findings also showed that participants moderately ranked the three
study constructs in the targeted hospitals. In ascending order, the TQM was
moderately implemented (mean = 3.41 + 0.75), the level of perceived
service quality was moderate (mean = 3.51 + 0.70), and the level of patient
safety was also moderate (mean = 3.53 + 0.77). Teamwork was the most
implemented principle of TQM (mean = 3.49 + 0.92), and employee
involvement was the least implemented (mean = 3.32 + 0.82). Empathy and
tangibles were the most critical factors of perceived service quality with the
lowest mean scores (mean = 3.47 + (0.84 and mean = 3.48 + 0.93,

respectively), see Figures 4.3 and 4.4.
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Furthermore, the analysis revealed significant differences in the mean
scores of the study constructs based on sociodemographic characteristics.
Participants from HCO had notably higher scores than those from PMC
across all three constructs, with p-values < 0.001, suggesting that HCO may
be implementing TQM practices more effectively or that the institution’s
context is more conducive to quality management. Women scored
significantly higher than men in terms of TQM implementation (p-value =
0.033), which could indicate a gender-related difference in perception or
engagement with quality practices. Technical participants also scored
higher than administrative and medical participants in both perceived
service quality (p-value = 0.015) and patient safety (p-value = 0.028),
possibly reflecting the technical nature of their roles, which may be more
directly linked to service quality and safety measures. Additionally, all
bivariate linear associations between the study constructs were found to be
significant (p-values <

0.001), highlighting strong relationships between the key variables in the

study.

Finally, the analysis of TQM implementation barriers revealed that the
most important barrier was “Work stress” (mean = 3.31), followed by
“Inadequate resources” (mean = 4.51). Conversely, the least two important
barriers were “Lack of modern technology” (mean = 6.60), and “Lack of

consistent top management support” (mean = 6.35).
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Table 4.15 Summary of Hypotheses, Path Coefficients, and Results.

Hypothesis

H1: TQM has a significant influence on
perceived service quality.

H2: TQM has a significant influence on
patient safety.

H3: Perceived service quality significantly
influences patient safety.

H4: Perceived service quality mediates the
relationship between TQM and patient safety.

H5: There are significant differences in the
mean scores of the study constructs (TQM,
perceived service quality, and patient safety)
among participants based on their
sociodemographic factors (place of work,
gender, age, job title, social status, level of
education, and work experience).

H6: There are significant linear associations
between the study constructs (TQM,
perceived service quality, and patient safety).

Path

Coefficien

t (B

B =0.826

B=0.343

B=0.550

B=0.454

N/A

N/A

p-value

p-value <
0.001

p-value =
0.001

p-value <
0.001

p-value <
0.001

p-value <
0.05

p-value <
0.001

Result

Supported

Supported

Supported

Supported
(Partial
Mediation)

Supported
(Significant
differences
found)

Supported
(All
associations
significant)
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Figure 4.3. Mean scores for TQM dimensions.
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Figure 4.4. The mean score for perceived service quality
dimensions.
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4.11 Chapter Summary
This chapter presented a description of the research results, including

respondents’ characteristics and descriptive statistics of the questionnaire
data and the results of the relationship between the key variables (i,e., the
implementation of TQM methodology, perceived service quality, and
patient safety), partial least squares structural equation modeling (PLS-

SEM), Assessment of the measurement model and implementation barriers.
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Chapter 5
Discussion and Concluding Remarks

5.1 Introduction

The primary findings of the research are summarized in the concluding
section, which also provides an extensive examination and evaluation of
the data, it summarizes the study's main conclusions and emphasizes
“Investigating the Role of Total Quality Management in Enhancing Patient
Safety: A Case Study of Palestinian Medical Complex and Hugo Chavez
Hospital in the West Bank.” The chapter includes useful guidance for
healthcare practitioners to direct the execution and improvement of TQM

operations

Lastly, it recognizes the study's limitations and suggests possible
directions for future investigation, opening the door for more investigation

into this important area of healthcare.

5.2 Discussion

This study examines the impact of the TQM approach on perceived
service quality towards enhancing patient safety. The study was conducted
in two public hospitals in the middle area of the West Bank, Ramallah,
Palestine. Namely, Palestine medical complex (PMC) and Hugo Chavez
Ophthalmic hospital (HCO). A cross-sectional quantitative research was
applied using a self-administered survey questionnaire based on the

previous literature. A reflective PLS-SEM research model with four
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hypotheses was developed (three direct hypotheses, and one indirect

hypothesis), where perceived service quality served as the model mediator.

A similar approach was employed to study the role of TQM in enhancing
the service quality of the private healthcare sector in the northern area of
West Bank, Palestine (Daqar & Constantinovits, 2020). Zaid et al., (2020)
also performed a similar model to examine the linkage between TQM,
perceived service quality, as well as their impact on patient satisfaction and
behavior intentions among Palestinian healthcare organizations. In
addition, Nguyen & Nagase, (2019) developed a similar model to
investigate the influence of TQM on perceived service quality towards

enhancing patient satisfaction in Vietnamese hospitals.

The primary findings of PLS-SEM research model show that the
implementation of the TQM methodology utilizes a strong, positive, and
significant effect on perceived service quality (f = 0.826, p < 0.001) and
patient safety (B = 0.343, p = 0.001). Perceived service quality also
demonstrates a strong, positive, and significant relationship with patient
safety (B = 0.550, p < 0.001). Also, TQM methods indirectly influence
patient safety through the mediating effect of perceived service quality (B
=0.454, p <0.001). The results indicate that 68.2% of the total variation in
patient safety is explained by TQM, while TQM and perceived service
quality together account for 73.2% of the total variation in patient safety.
These findings are consistent with previous studies, such as those by Daqar

and Constantinovits (2020), Zaid et al. (2020), and Nguyen and Nagase
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(2019), which reported that improvements in TQM enhance perceived
service quality. This study contributes to the existing literature by
establishing the direct effects of TQM on both perceived service quality
and patient safety from managerial perspectives and confirming the
mediating role of perceived service quality in the positive relationship
between TQM and patient safety. These findings are vital for strategic

planning efforts to improve patient safety outcomes.

This study also demonstrates that the level of TQM as perceived by
managers in the targeted hospitals is moderate, with an overall mean score
of 3.41 out of 5. Six key principles of TQM were identified, specifically:
top management commitment, employee involvement, patient focus,
teamwork, process management, and continuous improvement. Among
these, teamwork emerged as the most implemented principle (mean score
= 3.49), while employee involvement was the least implemented (mean
score = 3.32). The level of TQM implementation in this study is relatively
lower than that reported in other studies. For example, Alshourah (2021)
found a high perceived level of TQM among managers in Jordanian private
hospitals, with a mean score of 3.92. Similarly, Wang et al. (2019) reported
a mean TQM score of 3.73 among nurses at five Taiwanese regional

teaching hospitals.

The literature indicates that TQM is generally more extensively

implemented in the private healthcare sector, likely due to competitive
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pressures, a focus on maximizing patient satisfaction, and profit-oriented
strategies in private hospitals (Alshourah, 2021; Al-Shdaifat, 2015).
Furthermore, analysis of TQM implementation barriers suggests that
limited TQM application in the targeted hospitals may be attributed to
factors such as work stress, inadequate resources, and insufficient training
programs (see Figure 5.1). Notably, barriers to TQM practices may vary
across countries and industries, highlighting the value of comparative
studies to investigate these parameters in different contexts (Mohammad,

2005; Mohammad, 2013; Ansari, 2022).

Lack of modern technology 6.60)

Poor communication

Lack of robust monitoring and evaluation
systems

Lack of quality-oriented culture
Poor leadership and management
Lack of strategic planning
Insufficient education and training
Inadequate resources

Work stress

0.00 2,00 4.00 6.00

Mean

Figure 5.1. TQM barriers (lower scores indicated more importance).
The findings also demonstrated that the level of service quality as
perceived by managers tends to be moderate in the targeted hospitals; the
overall mean score was 3.51 out of 5. Five factors of perceived service

quality were identified in this study, which consisted of the following:
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Tangibles, reliability, responsiveness, assurance, and empathy. Empathy
and tangibles were the most critical factors with the least mean scores
(mean scores were 3.47 and 3.48 respectively). Similarly, the level of
patient safety was moderate from the participants’ viewpoints in the

targeted hospitals (the mean score was 3.53 out of 5).

Previous studies have shown conflicting findings regarding the most
critical or satisfactory items and dimensions within perceived service
quality scales (e.g., Kanan et al., 2023; Zun et al., 2018). Such variation
may appear from the differing healthcare settings, which deliver varied
services and thus may produce different levels of perception across service
quality scales. each institution provided heterogeneous services. So, they
may differ from day to day, site to site, customer to customer, and producer
to producer. , contributing to these observed differences in perceived

service quality.

Finally, The results indicate that HCO participants reported significantly
higher scores than their counterparts at PMC across all three constructs:
TQM implementation, perceived service quality, and patient safety (see
Figure 5.2). This variability in scores may stem from differences in
healthcare settings, which deliver heterogeneous services and thus generate
varying levels of perception across these scales. Additionally, the

respondents differ in terms of professional background, work environment,
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or attitudes toward healthcare quality, which could also contribute to the

observed variation in scores.

Hospital
5.00 = PMC
= HCO
S | —
4.00 4.01 ;13! -2
@
~
o
b
3.25
c Ea—-E21 (2
@ 3.00 d 2}
o
=
2.00
1.00 - > r
TQM Perceived service Patient safety
quality
Scale

Figure 5.2. Overall mean scores for the study scales by participants’
affiliation.

5.3 Conclusion

The study proved that TQM has a significant role in the improvement of
patient safety in PMC and HCO Hospitals in the West Bank by Using the
partial least squares-structural equation modeling technique, it was found
that TQM alone accounted for 68.2% variation in patient safety, meaning
that its contribution was direct on the safety outcome. Additionally, with
the inclusion of perceived service quality, TQM explained

73.2% of the total variation in patient safety.



133

This finding puts forward the role of service quality as a mediator and
suggests that improved service delivery is an important pathway through

which TQM affects patient safety.

The study showed that the level of TQM implementation perceived in
general across the hospitals was at a moderate level and that the principle
of teamwork was the most strongly implemented, while employee
involvement was assessed as the weakest. Differences in perceptions from
sociodemographic factors, such as gender and job title, do point toward
customized approaches in TQM practices in response to these perceived

differences.

These challenges at the working level, work stress, shortage of resources,
and not getting consistent top management support their place in the
systemic problems that need to be overcome if the full potential of TQM
practices is to be realized. It also points toward barriers that need to be
removed to achieve enhanced patient safety together with the fullest benefit

of quality management efforts.

The present study has gone ahead to add value to the existing literature
on how TQM and service quality influence patient safety. It also shows that
TQM practices will have a strong impact on patient outcomes, thus
supporting improving service quality into quality management

frameworks. These findings have provided practical guidance for
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healthcare administrators and policymakers struggling to ensure patient

safety through systematic and patient-centered TQM strategies.

5.4 Recommendations

5.4.1 Recommendations for Healthcare Practice:

The process of enhancing employee involvement becomes crucial to
improving the effectiveness of TQM at governmental hospitals. For this
reason, hospitals must design and implement structured training programs
that will equip individuals from different levels of staff with relevant skills
and knowledge for active involvement in TQM activities. Feedback
sessions and recognition systems could also be conducted to encourage

active participation and ownership of the process by the employees.

Again this brings up another crucial resource issue. Hospitals have to
ensure adequate budgetary resources to procure the latest medical
equipment and advanced technology. It is also necessary to facilitate the
effective implementation of TQM so that patient safety will be enhanced.
The health care facilities need to be updated with appropriate tools and

systems to bring in considerable improvement in service quality.

The promotion of teamwork and active communication is also an important
aspect of TQM. The management in the hospitals should facilitate team
building through frequent activities and interdisciplinary meetings for their

health providers. Workshops on communication skills could help bridge
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gaps in various departments toward a more integrated approach to patient

care and service delivery.

5.4.2 Policy Recommendations:

It is recommended that the Ministry of Health take the lead in developing
policy guidelines for TQM implementation in all public hospitals. These
would serve as model guidelines to make sure that the principle of TQM
would be applied uniformly, having specific metrics and criteria to assess
the quality of service and safety of care for patients. The standardization
would make the processes more efficient and uniform in the management

of quality.

Second, a national-level task force on quality improvement will help
develop the needed scrutiny for TQM practices. It should be composed of
members from the hospital administration, clinical staff, and experts in
quality management. It should be mandated to follow through with the
implementation programs for TQM, provide appropriate staff training, and
even share information among hospitals. In that way, certain problems
encountered would find their remedy and continuous improvement would

be supported.

Success largely depends on the supporting leadership for the adoption of
TQM practices. The development of special training programs for

managers, oriented to quality management principles, strategic decision-
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making, and patient safety, is recommended by the policymakers. Leaders
with the competencies and knowledge to lead TQM will result in a far
greater commitment to quality improvements from the organization as a

whole.

5.4.3 Recommendations for Further Research:

Future research should also investigate the individual components of TQM,
such as continuous improvement, process management, and employee
involvement, to establish their respective effects on patient safety
outcomes. In so doing, such an investigation into these individual
components will allow researchers to specify exactly which aspects of
TQM contribute most significantly to enhancing safety and the quality of

service.

The major obstacles to the effective implementation of TQM are the
cultural and organizational barriers. Additional studies have to be done to
examine these factors more closely, especially in Palestinian hospitals. In
addition, proper unraveling of the culture and organization would help in
understanding why TQM is not being effectively used, thereby guiding the

development of interventions on how best to address these issues.

The longitudinal study of the TQM practices would go a long way in
offering necessary lessons on their long-term impact on patient safety and
service quality. This would help a researcher establish the trend, and the

improvement measured over time, and enable necessary adjustments to the
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TQM strategy for use in healthcare institutions that need to continue

changing to meet the needs of patients.

5.5 Limitations

Despite this research has achieved its aims and has contributed to
knowledge and literature, it has some limitations. First of all the survey
focused on the administrative employees in every department of the
targeted hospitals thus, the point of view of other employees was not
measured, whose perspectives could significantly affect the overall
understanding of healthcare dynamics. According to the demographic
analysis, the study included medical and technical staff, and since
department heads were also surveyed, technical staff would logically be
represented through their respective department heads. A further study to
assess the perception of other employees from a holistic view would be
insightful. Second, the sample size was small because the number of
hospitals selected for the study was considered inadequate. It was
conducted in two selected public hospitals. There may be substantial
variation across different hospitals in Palestine and this may not allow the
generalization of the results. The study should encompass more hospitals
to have a better reflection of the characteristics of both the public and the
private healthcare service providers and to include more unique features of
different entities. Finally, the cross-sectional design may not be appropriate

and a future longitudinal study may provide a better grasp of the factors
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investigated and also validate the findings in progress, the cross-sectional
design captures perceptions at a single point in time, limiting the ability to
infer causal relationships or understand how these perceptions may change.
A longitudinal study design would allow researchers to track shifts in
attitudes over time, providing insights into trends and the sustainability of

changes in workplace culture or patient safety measures.

5.6 Chapter Summary

This chapter provides an overview of the data analysis and findings
related to the research hypotheses, structured across seven subsections. It
begins with descriptive results on respondents' sociodemographic
characteristics, followed by a description of the study constructs. PLS-SEM
findings are then presented, and comparative tests explore differences in
latent constructs based on sociodemographic factors. A correlation analysis
of the latent constructs is also included. The chapter further examines
barriers to the successful implementation of TQM in the targeted hospitals,

concluding with a concise summary of the key findings.
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Appendices

Appendix A: Study questionnaire in English

ARAB AMERICAN UNIVERSITY

Dear Administrative Staff of Government Hospitals in the Central Area of
the West

Bank,

Greetings,

The student, Haneen Nimer, is conducting a scientific research study as
part of her requirements to complete her Master's degree in Quality
Management in Healthcare Institutions at the Graduate School of the Arab

American University. The topic of the Master's thesis is:

"Investigating the Role of Total Quality Management in Enhancing Patient
Safety: A Case Study of Palestinian Medical Complex and Hugo Chavez

Hospital in the West Bank."
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We kindly request your assistance and participation in completing the
questionnaire. Please note that participation is voluntary and will contribute
to improving the level of quality and patient safety.

This questionnaire contains five sections: the first section includes some
demographic/social data (7 items); the second section refers to the
implementation of Total Quality Management (28 items); the third section
focuses on evaluating the quality of services provided (23 items); the fourth
section addresses patient safety (7 items); and the fifth section deals with
limitations to the implementation of Total Quality Management (1 item).

The expected time to complete the questionnaire is no more than 10
minutes. Your participation is important, and all information provided will
be used confidentiality and will be used only for research purposes. Please
feel free to answer the questionnaire objectively, as your contribution
greatly helps obtain accurate results. The research team is ready to assist
upon request., We thank you for your kind cooperation.

Researcher: Haneen Ahmad Nimer
Contact Number: 0595435954

Email: haneenahmad8900@gmail.com
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Section 1: Demographic Information

Please indicate by placing a check mark (¢) in the box.

Place of Work
Palestine Medical Complex ( ) Hugo Chavez( )
Gender Male ( ) Female ( )
Age
Under 30 ( ) 30-39 ( ) 40-49 ( )
50 ( ) and above
Job Title
Administrative( ) Medical( ) Technical/Engineering
( ) Maintenance ()

Marital Status

Single( ) Married( ) Divorced( )
Widowed ()

Educational Level . .
High School( ) Diploma( ) Bachelor's Degree(

Postgraduate Studies ()

Sorless( ) 6-10(
16 ormore ()

Years of Experience in
the Workplace

) 11-15( )




Section 2: Application of Total Quality Management.

The following statements address some principles of Total Quality
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Management. Please indicate the level to which these statements reflect

your perception of applying these principles in the hospital by placing a

check mark (¢) in the appropriate box.

Commitment of Senior

Management

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

1. Quality is considered a strategic
priority by the hospital's senior
management.

2. The selection and promotion of
senior management and department
heads are based on their
understanding of quality standards
and the outcomes of their
implementation

3. Quality is considered a strategic
priority by the hospital's top
management.

4. The hospital management is
committed to hiring qualified staff.

5. top management is committed to
obtaining quality training
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Employees Engagement

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

1. The staff are encouraged to
participate in decision-making
related to the quality process

2. Employees often work in teams
consisting of members from
different departments.

3. The staff show a strong
commitment to the success of the
hospital and to ensuring the
highest levels of quality in
healthcare

4. Employees’ points of view and
suggestions are taken into
consideration, and they are
involved in meetings that focus on
improving the quality of healthcare
provided.

Patient Satisfaction

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree
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1. The hospital
management cares about
understanding what patients
need and expect.

2. The hospital uses patient
needs and expectations to
guide quality.

3. The hospital quickly
responds to patient
inquiries.

4. The hospital designs and
improves procedures based
on patients’ needs.

5. The hospital finds new
ways to provide services
that keep patients satisfied

Teamwork

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

1. Employees at the
hospital work as a team
to manage tasks and
improve quality.
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2. Management supports
teamwork over
individual work.

3. Problems between
team members are
resolved in constructive
ways that promote
collaboration.

4. Team members are
encouraged to share
ideas and suggestions to
enhance performance.

Operations

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

1. The organization has
a system for cost
analysis in all its
internal procedures.

2. The organization
uses a tool to monitor
wasted time in all its
internal processes.
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3. All organizational
procedures are
developed to ensure
quality standards are
met.

4. Processes are
improved based on
customer feedback and
internal reviews.

5. All standard work
procedures for internal
processes are
documented.

Continuous Improvement

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

1. The hospital’s top

management supports long-
term quality improvement
efforts.

2. top management provides
important resources for
continuous improvement.
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3. Hospital staff are
encouraged to try new
methods.

4. There are clear policies in
place to help employees
continuously improve

processes

Section 3: Service Quality Evaluation.

The following statements are about how you see the services provided by
the hospital.

Please mark (¢) the box that best reflects your view of the hospital’s
services.

Tangibles Strongly [Disagree | Neutral | Agree | Strongly
Disagree Agree

1. The hospital's medical
devices, equipment, and
supplies are technologically up-
to-date.

2. The hospital's physical
facilities, including patient
waiting areas, reception, and
restrooms, are perfect.
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3. Doctors and staff wear a
suitable and professional
uniform that matches the
services provided.

4. The medical facilities are
clean and well-maintained.

Credibility

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

1. The hospital staff strictly
adheres to patient and
appointment schedules.

2. Both management and staff
show care and cooperation in
solving patient issues.

3. Medical diagnoses are
accurate and reliable.

4. All information is documented
and reports are written correctly.

Responsiveness

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree
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1. Patients are contacted and
informed about their
appointments for receiving
services and their calls are
answered.

2. Patients receive prompt service
from the staff.

3. Staff consistently show care
and assistance

4. Staff respond to patient
requests immediately, even under
pressure and while attending to
other duties.

5. Urgent requests are prioritized
to ensure a quick response.

Trust Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

1. Patients feel confident in the
competence and professionalism
of the medical team.

2. Medical information is kept
confidential and protected
carefully.
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3. Staff have the knowledge and
skills to answer patients' questions
and address all inquiries.

4. Full support is provided to
patients in understanding and
analyzing available treatment
options.

Empathy

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

1. The hospital management can
show personal concern for each
patient.

2. Working hours are made to meet
patients' needs and appointments.

3. Communication with patients is
handled in ways that are sensitive
and reduce anxiety.

4. Hospital staff can provide the
best service that aligns with
patients' needs and preferences.

5. Services are provided to patients
equally, regardless of their social
status.
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Section 4: Service Quality Evaluation.

The following statements address procedures related to enhancing patient
safety. Please indicate how well these statements reflect your view of the

hospital's practices by placing a check mark (¢) in the appropriate box.

Empathy

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

1. Patient safety is a top priority for
hospital management.

2. Patients are involved in their
treatment plans, actions, and
informed consent, including
feedback, complaints, and
suggestions.

3. Patients' families are involved in
treatment plans, actions, and
informed consent, including
feedback, complaints, and
suggestions.

4. Patient care is taken according to
a set of clinical practices based on
evidence and guidelines during
treatment and surgical actions.

5. A safe environment for patients is
ensured (design, environmental risk
management, special needs, etc.).
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6. The hospital management
implements various programs to
provide continuous education and
training for all staff to enhance
patient safety.

7. Effective mechanisms are in place
for reporting accidents and risks
related to patient safety.

Section 5: Barriers to Implementing Total Quality Management.

This section includes some barriers related to implementing a total quality
management policy. Please rank the barriers to TQM implementation in
the hospital according to their priority by placing the appropriate number

in the (), where 10 = most important and 1 = least important.

Ranking Questions

( ) 1. Lack of good education and training.
( ) 2. Lack of strategic planning.

( ) 3. Lack of quality-oriented culture.

( ) 4. Weak leadership and management.
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5. Lack of monitoring and evaluation systems.

6. Weak resources.

7. Work pressure.

8. Lack of use modern technology.

9. Lack of ongoing support from management.

10. Poor communication.

Thank you for your cooperation.
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Appendix C: Validity of the Reviewers for the Thesis Questionnaire
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Reviewer Occupation Feedback
Name
Ashraf Faculty Member at Arab Linguistic and order
Almimi American University adjustments only

Assistant Professor at Birzeit

Linguistic and order

Ismail Araikat University adjustments only
Ayman Assistant Professor at Birzeit Linguistic and order
Al-Zaro University adjustments only

Yousuf Mimi Assistant Professor at Arab Linguistic and order

American University adjustments only
Samir Assistant Professor at Birzeit Linguistic and order
Baidoun University adjustments only
Sami Sadder Assistant Professor at Arab Linguistic and order

American University

adjustments only

Note: All reviewers confirmed the appropriateness of the questionnaire,
with no significant content or methodological changes required. Their

valuable contributions enhanced the instrument's clarity and coherence.
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