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Abstract

Both the health care and the higher education sectors in Australia have undergone significant
philosophical and structural change over the last two decades. This change is also apparent in
the manner in which the management of quality has been incorporated into both sectors. The
health care sector has a longer history of more formalised approaches to quality. It has
successfully incorporated formal accreditation and standards into its quality approach. In spite
of this, professional autonomy has been maintained, and the customer has benefited from a
more open approach. In higher education similar processes are at an earlier stage and can be
expected to evolve.

This presentation intends to draw comparisons between quality management processes in the
two sectors in Australia. It will also advocate the establishment of alliances between the two
sectors where experience, expertise, information, and research can be shared to mutual
benefit.
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Introduction

Quality assurance came into prominence during the Second World War and has
evolved into processes that are now adopted worldwide. Quality has been described as
the fad of the nineties and was initially seen as a model suitable only for the industrial
sector. However more recently it has been increasingly described as being suitable for
service industries. These industries, including hospitals and universities, are now
expected to reach and maintain mandated standards which are set by industry or
government and are accredited by an external agency. Australian hospitals have been
able to gain accreditation voluntarily since1974, and Australian universities will soon
be quality audited by a newly created organisation, the Australian Universities Quality
Agency (AUQA).

The future of these two sectors, health care and higher education, in Australia is quite
uncertain, particularly for the nursing profession. Both areas are undergoing rapid
change, as highlighted in nusing by the two recent government inquiries which
examined nursing and nursing education. The future cannot be predicted but, as
Slaughter (1997 p.14) suggests, we are able, with strategic foresight, to develop the
capacity to be better prepared for the future. The work of Richard Slaughter, the
Futurist, will be utilised to help gain an understanding of what may happen within
these two sectors as they are exposed to the quality movement.

Theoretical framework

Porter- O’Grady (Porter-O'Grady, 1996a; Porter-O'Grady, 1996b; Porter-O'Grady,
1997) writes about a changing world paradigm. He believes the world is moving from
the industrial age into a technological age, and that during this transition the world is
undergoing a period of chaos where old values and practices are no longer suitable or
applicable to the new age. New values suitable for this new world are being proffered.
Some of these include the conservation of resources and new ways to manage old
practices.

The notion that the world is entering a new paradigm is congruent with what
Slaughter (1995) believes.  As a futurist, Slaughter argues that new ways have to be
developed and old ways adapted in order to meet changing world needs. Slaughter
(1995) argues that in order to preserve resources for the future “ Futures study” is
necessary. He states that the past can be reinterpreted but not changed and that
forward thinking can prevent things going wrong and help to achieve goals. Young
people have a vested interest in the future and need education about it.  One way that
this can be achieved is by using “Future” images, which then must be critiqued in
order to prevent a bias in decision making. Slaughter (Slaughter, 1995 p.25) presents a
model for futures work that he states aims to provide an understanding of the
alternatives, rather than to predict the future. The work is based on a series of
exploratory loops, which are commenced either in the past or at the present time (see
figure 1).
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Figure 1: The loop of futures adapted from Slaughter (1995 p.25)

Similarly, Slaughter (Slaughter, 1997 p.7) suggests that strategic foresight offers an
opportunity to “come to grips with the civilisation challenge,” which is “the exhaustion of the
Western worldview and the industrial ideology that went with it.” Essentially, he believes that
civilisation will have nothing to hand on to the next generation unless a futures orientation is
adopted and that this can be achieved if strategic foresight is used. There are a number of
“input methods” available to gather material, but the single most effective technique available
is environmental scanning (Slaughter, 1997 p.10). Slaughter (1997) also suggests that
strategic foresight offers institutions an opportunity to be prepared for challenges and allows
decisions to be made on the basis of clear information.

Slaughter (1997 p12) notes that the selection of the appropriate methodology has no simple
answer as it can depend upon the characteristics of the organisation, the people involved and
their experiences.  He does suggest that it is appropriate to use a variety of methods in order
to build the capacity of strategic foresight. In this analysis the futures loop will be utilised to
gather data and the data will be analysed using a series of hypothetical scenarios based on the
methods described by Slaughter (Slaughter, 1997).

New world values

The new world view emphasises the efficient utilisation of resources. This in turn requires
mechanisms for assessing the efficiency of different ways of performing tasks and of using
materials.  This movement can be seen in the growing emphasis on quality in health care and
higher education, which has been attributed to a number of factors which are part of a global
trend towards quality endeavours. An emphasis is being placed on resource utilisation,
resource conservation and on outcomes which can be measured using objective measurement
tools. The emphasis on outcomes can be illustrated in funding models: health funding is now
based on outcomes of care, and in higher education funding for higher degree students is
based upon completions of degree, rather than enrolments.

The new world ideals of preserving resources (Slaughter 1995) and finding new ways to do
old things, or doing more with less, has resulted in changes to how the work force has been
organised. This is also referred to as the patterns of work (Porter-O'Grady, 1996b). A number
of new work arrangements have been implemented and these include the use of contracts for
short and longer term arrangements, the out-sourcing of work and attempts to multi-skill the
workforce. The use of contracts in both the health care and higher education sectors (and in
other sectors) has resulted in what is referred to as the casualisation of the workforce. It is this
authors belief that the extent to which casualisation of the workforce has occurred in both the
health care and higher education sectors now poses a threat to the quality of the outcomes.

The consumer advocacy movement is another factor which has led to change in the way in
which health services are delivered (Henson, Robinson, & Schmele, 1996).  It has led to
greater demands for accountability and for consumers’ input into such areas as professional
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registration bodies and hospital boards of management. Consumer research in the health and
education sectors, such as patient discharge surveys and student unit evaluations, have now
become the norm.  Consumers are more informed and aware of their rights, which in turn are
protected by laws.

There is a high percentage of professionals among those working in health care and higher
education organisations.  Sometimes the ideals and values of the professional may be at
variance with those of the organisation.  Hence organisations and professionals may have to
acknowledge and reconcile any differences between their values. Professionals value their
autonomy and any perceived threat to that is often resisted. In addition, the professional
works best in an organisation where there is not a high degree of supervision or bureaucratic
intervention (McConnell, 1994).

Scanning quality in the health care sector

The manner in which quality has been managed in health care worldwide has reflected the
general trends in quality management. The degree of incentive or sanction is a powerful
motivator for organisations to implement a quality system. For example, the Australian health
care system is financed by money from both private insurance and government taxation. Both
the government and the insurers are in turn able to mandate accountability and transparency
from health care providers through the allocation of funds. Being accredited by an outside
agency is one way by which providers are able to demonstrate this transparency.

A number of authors (Heaton, 2000; Klazinga, 2000; Shaw, 2000) have reported that the four
dominant external quality review systems used in Europe in the respective health care sectors
are (1) Accreditation, (2) ISO, (3) the European Foundation for Quality Management
(EFQM), and (4) Visitatie, which is Dutch for ‘visitation’ or peer review (Heaton, 2000).
These systems are all examined by an external mechanism. This is an important aspect as it
implies impartiality and a representation of the interests of others, such as clients,
professionals and governments. These quality systems are different from assessments of
clinical practice, such as those for specialty training and clinical audits.

The American health care system and its regulation are very different from the Australian
system. In America all health care organisations are required by law to be licensed, and one
way organisations can gain licensure is by being accredited by an independent agency (Field,
1996). One of the earliest organisations (1951) set up to accredit health care organisations was
the Joint Commission on Healthcare Organizations (JCOHO). The Commission is an
independent agency, which develops its standards “in consultation with health care experts,
providers, measurement experts, purchasers and consumers”. The standards this organisation
sets are often used or modified by other organisations to meet contextual arrangements.

Australia has a voluntary program of hospital accreditation which was established in 1974 by
the Australian Council on Hospital Standards (ACHS), which later changed its name to the
Australian Council on Healthcare Standards (ACHS) (Lapsley, 2000 p.283). Similar to the
American situation, many Australian providers of care have been accredited or are seeking
accreditation. In fact, there is no option but to became accredited if an organisation is to
receive Government funding, as is the case in aged care. Similarly, for private hospitals to
receive higher benefits from the health care funds, they need to be accredited. In the early
years the standards were modelled on the American standards of the Joint Commission on
Accreditation of Hospitals (JCAH), later to become the JCAHO, and concentrated on the
hospitals’ facilities, record keeping and documentation (Lapsley, 2000). The ACHS has
recently moved from its original emphasis on structure and process to include an outcome
focus (Lapsley, 2000 p.284). In Australia the ACHS accredits approximately 78% of private
hospitals, but only 52% of public hospitals are accredited (National Health Performance
Committee, 2000 p.34).

Benchmarking is used extensively in health care. The ACHS are primarily responsible for the
development of objective measures of the management and outcomes of patient care in
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Australian Health Care organisations (National Health Performance Committee, 2000). This
has been achieved in collaboration with the Australian Medical Colleges by developing
clinical indicators, which are measures of the clinical management and outcome of patient
care (p.31). There are 18 sets of indicators which cover clinical areas such as hospital in the
home, anaesthetics and rehabilitation. Some of the indicators measure outcomes, such as
morbidity, while others measure process, such as compliance with criteria for management of
a particular condition.  These sets of indicators are reviewed annually and are used by the
ACHS in the accreditation program, the EquIP program.

Scanning quality in the higher education sector

This last decade has also seen a shift towards quality assurance in higher education. This shift
has come because of public support for outcome-based education, more students entering the
system, and a requirement on the part of universities to justify government investment in
higher education. In Australia this has coincided with a requirement for universities to
generate more of their income privately due to declining government funding (Way, 2000). At
the same time universities are being asked by government to justify their funding and to
assure the world market of the quality of their courses. There have also been moves over the
last decade towards a national approach to quality assurance in higher education (Skilbeck &
Connell, 2000 p.3).

Like health care, higher education and the wider community have adopted a variety of quality
systems. Unlike health care, it would appear from the literature that the emphasis upon quality
systems has been a more recent occurrence in academia. This is a view supported by
Anderson, Johnson, & Milligan (2000 p.5) who state that “quality and quality assurance are
recent imports into the university vocabulary from industry.” The authors temper this
statement with the proposition that in academia standards, for example, standards of courses
and of different institutions, have always been of importance. The attention to standards has
been the accepted way in which the quality of various courses and institutions has been
maintained.  Thus aspects of quality, such as quality teaching and learning and student
employability and the use of external examiners for higher degrees, have been present in
universities for a considerable length of time (Skilbeck & Connell, 2000).

In the past, quality in higher education has been safeguarded by the pursuit of truth, standards
of excellence, autonomy, accountability and the freedom of thought (Pennington, 1998). This
is different from what Harvey (1998) believes is the dominant philosophy of governments
around the world. He states that approaches to quality have started with the assumption that
quality in higher education needs monitoring and should be more responsive. This would
result in:

• making higher education more relevant to social and economic needs
• widening access to higher education
• expanding numbers, usually in the face of decreasing unit costs
• ensuring comparability of provision and procedures within and between

institutions, including international comparisons (Harvey, 1998 p.237).

The stance taken by Harvey (1998) was supported in 1999 when the Australian Minister for
Education, Training and Youth Affairs, Dr Kemp, announced the introduction of new quality
assurance processes in relation to all higher education institutions seeking financial support
from the government (Skilbeck & Connell, 2000 p.9). AUQA has been established to develop
these processes and was given the mandate to ensure that the quality of Australian universities
was assured.

The MacKinnon benchmarks (McKinnon, Walker, & Davis, 2000) were developed as a result
of the Australian Government and individual Australian universities funding a project to
create benchmarks for all Australian universities. The purpose (p.1) of these benchmarks is to
provide tools to estimate performance trends in a university and to initiate continuous self-
improvement. The benchmarks are being used within certain universities as a tool for review
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in individual schools and faculties during the Faculty Review process.  The need for the
benchmarks has been justified by the comment that “benchmarking is as essential in
universities as it is in other spheres. They need reference points for good practice and for
ways of improving their functioning” (McKinnon et al., 2000 p.2).

Other important quality processes include:

• the role of professional organisations, such as the Nurses Board of Victoria, in
the monitoring and accreditation of courses

• the use of external examiners for higher degrees by research and for some
honours degrees,

• the encouragement of good teaching through the “Good Teaching Awards,”
• the publication by Department Education Training and Youth Affairs (DETYA)

of Characteristics and Performance of Higher Education Institutions, a report in
which a series of indicators are reviewed. Indicators include staffing, gender,
research funding, admission scores, overseas students, study mode and student
satisfaction (Anderson et al., 2000 p.15).

At the systems level there have been a number of reviews of higher education including those
by the Australian Vice-Chancellors’ Committee (AVCC) in the 1980s, the Discipline reviews
of the 1980s which were initiated by DETYA and the West Review in 1997 (Anderson et al.,
2000).  Once again the role that the various professional bodies play is crucial in ensuring that
courses reflect current knowledge and practice.

There are also institution-specific quality assurance processes. At the institutional level there
are differences between the type of processes in place and probably also in the way that
institutions ensure that the process is carried out. For example, unit evaluations may occur as
part of a university-wide program or as part of an individual lecturer’s activities. The material
collected would then be treated in different ways.  Some universities have formal processes to
feed back evaluation material and others do not, although with the introduction of AUQA
which will be looking for feedback mechanisms, this may well alter very quickly. The
credence placed upon some of the material collected would also vary. Other quality assurance
processes are often institution-specific and include policies and procedures for course
development and monitoring, and external moderation of new units within courses.

Houston & Malcolm (1999) note that quality management systems are becoming an important
aspect of the management of quality in universities. They also note that most of these
initiatives are conducted at a national level and include academic audits, institutional
development and quality systems (p.227). The quality systems reported in the literature
include ISO 9001 (Lett, 2000) and TQM (Drexler & Kleinsorge, 2000). Lett (2000) has
reported the implementation of an ISO 9001 quality management system in a School of
Nursing. Drexler (2000) reports TQM being used as a framework to develop a management
curriculum.

Analysis: The Futures Scenarios

The preceding discussion illustrates the diversity of tools and methods available to manage
quality in health care and higher education, but what does this mean for the future of these
two sectors? The work of Slaughter (Slaughter, 1997; Slaughter, 1995) suggests that one way
in which the future can be imagined is to paint conflicting scenarios and to use the available
evidence to suggest which scenario might be the likely path of the quality movement. Three
scenarios are now provided for this analysis.

Scenario 1: The Fundamentalist View

In this scenario the requirements for quality placed upon institutions are continued at an
escalating rate and everything done in institutions such as universities and hospitals must
meet predetermined outputs and benchmark requirements. Professionals have their output
measured, government sets requirements and the consumer’s individual needs are ignored.
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In health care all professionals are competency tested and their skill level estimated at regular
intervals. If professionals do not meet competency levels then their pay rate is lowered or they
are referred to the appropriate professional body.

The professional is required to deliver care to preset benchmarks. In fact, patients do not
expect to get individualised care but expect to receive 90% reimbursed health through their
individual health care plan. The fundamentalist government maintains the will of the
electorate and ensures quality service, which is in turn policed by third party agencies.

In higher education students are fee paying and are allocated to faculties on a user pay basis.
Curricula are pre-set by the professional and accrediting agencies. Academics deliver classes
to multiple groups through predetermined mediums and the assessment tasks are designed to
assess student learning but are not designed for learning. There is no place for reflection. The
outputs have to be maintained through high student retention and graduation rates. Once
again, the fundamentalist government maintains the will of the electorate and ensures quality
service, which is in turn policed by third party agencies.

Scenario 2: The Status Quo

In this scenario the quality requirements upon institutions are maintained as they are at the
present time and individual institutions are then able to implement local initiatives which are
suitable for their own unique context. The need for quality is acknowledged but does not
transcend all other activities. The output measures are relaxed to the extent that institutions
are able to argue for special consideration based upon their specific circumstances, but they
must demonstrate that quality processes are in place in their institution.

In health care the patient is assured of quality care provided by competent professionals
which is assured through the process of accreditation of safe hospitals. There remains a
tension between the control mechanisms of standardisation and benchmarking and the desire
of the professionals to maintain their autonomy. The difference between scenario 1 and
scenario 2 resides in the fact that while in the latter the administrators are still obliged to do
the government bidding the process remains open to public debate.

In higher education the student is assured of a quality education and the availability of new
knowledge through attention to quality teaching and learning. The academic is required to be
competent and to have the skills and knowledge to teach, but is also given opportunities for
innovation within the curriculum framework. Governments will try to control the sector
through the quality agencies and the allocation of resources, particularly financial resources,
but the electorate will be able to limit that control due to the fact that they desire a wide range
of educational activities and will vote for them.

Scenario 3: The Standardisation Revolution: a Reactionary Event

In this scenario the quality requirements of institutions are lessened and individual institutions
are left to initiate and implement their own quality initiatives. This is similar to deregulation
but has been bought about by a Cultural Revolution or paradigm shift. The community and
the professional groups who have reacted against the standardisation of their work have
initiated this shift.

In health care, institutions are inspected annually but are no longer required to be accredited
in order to gain financial resources from government sources. The accreditation agencies
maintain a presence in the industry but do not have the power that they once did.  Patients,
like any consumers, have to investigate all health care options in order to assure themselves
that the care provided will be competent and that they will receive quality health care. The
number of professionals in the sector continues to decline.

In the higher education institutions students are selected on merit, and are given a wide range
of choice for the course and subjects that they wish. Universities are no longer required to be
quality assured by the quality agency. Market forces control the sector and students select
courses on the basis of the information provided by the market. The number of international
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students has decreased as has the number of universities. A number of professionals find this
model difficult to work within and have left the sector. Of those who remain their average age
has increased and their numbers continue to decline.

Comments On Scenarios

The scenarios provide some insight into what might happen if the trend towards output
measurement, standardisation and benchmarking continues to escalate, if it remains at about
the same pace or if it declines. In each of the scenarios the body which holds the balance of
power is different. In the first scenario the power lies within the government and quality
agencies. This is evident where the professionals working in the two sectors are given little
opportunity to try new procedures or alter old practices, for innovation has little opportunity
to occur when the product of their labours is tightly controlled. The consumer also has no
voice and is powerless to alter the situation.

In the second scenario the balance of power is a tension between the government and quality
agencies on the one hand, and the consumer and the professionals within both of the sectors
on the other. Never-the-less, there is a tenuous balance of power, debate can take place,
innovation can occur and the consumer has a place or voice. What is more, consumers are
provided with the assurance that their health care or education is a quality product and that
there are mechanisms in place to inform them of their options.

In the third scenario, a laissez-faire attitude develops with no person, professional body or
agency taking responsibility for the products or processes within the sectors. The consumer
has no voice and no assurance of a quality product and it becomes the responsibility of the
individual to try and ascertain where best to purchase a particular product.

It would appear that the ideal scenario would be the second scenario where no one group or
agency monopolises the power. This scenario acknowledges that there is a need for quality
mechanisms but does not define the output, instead allowing the institution to determine how
it will achieve the quality in its products. There is an emphasis on process control as opposed
to product control. The community/consumers need to be assured that their health care or
education is of the highest quality and are given a voice in determining what they wish to
receive. If this were to be the case, a number of recommendations can be made.

Action and Decision making

The amount of action taken will of course be dependent upon the analysis. In the school
where I work one such action occurred four years ago when the ISO quality management
system was implemented. All of the following recommendations require commitment if they
are to be implemented.

Recommendations

• All organisations should have a formal quality management system in place.
• Process control should be adopted instead of product control.
• Collaboration between sectors should increase in order to share knowledge and

experience.
• Professionals should be vigilant, and prepared to critique performance and

standards.
•  Professional bodies should strengthen their presence and availability for the

consultative role.
• Consumer participation is advised in order to ensure transparency and equity.
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Conclusion

The health care and higher education sectors are undergoing change which some call a
paradigm shift. In health care, quality processes, such as the introduction and utilisation of
standards and accreditation of organisations have been a part of the sector for several decades
and it is reasonable to assume that the higher education sector will follow this example. If this
is the case a large amount of knowledge can be gained from those experienced in quality from
the health care sector. That is, expertise can be jointly shared by both sectors particularly if
alliances were established. In addition, professionals working in both sectors have an added
responsibility to ensure that this knowledge is utilised and that they are advocates for the
customer. It is my belief that people who, because of their profession have a foot in both
sectors are in a unique position to do this. Thus nurses, such as myself, doctors,
physiotherapists and the like, are ideally placed to act, as conduits in the sharing of expertise
and as advocates.
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