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Abstract 
Objective: This study focused on best practices for designing effective quality improvement (QI) training programs for 
nursing leaders and other senior leaders in a health care organization.  

Background: Leadership models for quality improvement in healthcare are underdeveloped. Challenged by a wide range 
of professional roles and responsibilities, nursing leaders are less likely than health professional trainees to have formal 
training in QI or patient safety. We highlight the experiences that nursing leaders, as well as other senior leaders, from a 
large health care organization had in participating in a quality improvement training program. 

Methods: Qualitative methods were used to assess senior leaders’ perceptions and recommendations for creating effective 
QI training programs. Semi-structured interviews with nursing leaders and other senior health care leaders were conducted 
to explore participants’ experiences with the training program and their perceptions about whether information gained 
from the program has the potential to transfer into clinical practice. Participants’ pre and post course knowledge tests were 
also analyzed to assess overall QI knowledge improvement. 

Results: Findings suggest that QI knowledge gains for nursing leaders and others were strongest for vocabulary and major 
concepts, as well as specific QI tools. Additionally, nursing leaders overwhelming appreciated the opportunity to design a 
QI project, where learning how to write a proper aim statement, was among the biggest benefit to this exercise. Participants 
in the QI course felt that it was a good investment of their time. The training program also served as a helpful reminder of 
the importance of quality improvement as well as an awareness of the organization’s commitment to it. Nursing leaders 
recommended that QI training programs be tailored to their level of existing QI knowledge, their availability and 
preferences for learning styles, as well as interest in translating QI projects to practice for the purpose of sustaining QI 
interventions. 

Conclusions: The findings from this research provide strong evidence that senior QI leadership training programs are 
important investments for health care organizations. Results indicate that nursing leaders and others in leadership positions 
can be effectively trained, become very knowledgeable about QI terms and skills, and apply these skills to support staff 
initiatives to improve outcomes. 
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1 Introduction 
Training programs have been common strategies employed by organizations to teach quality improvement (QI) to health 
care professionals, especially to nursing leaders. Such efforts have often focused on ways to promote experiential learning 
and the transfer of such knowledge to practice [1-3]. Studies indicate that clinically focused QI training can improve patient 
safety and reduce inefficiency [4-7]. However, a recent systematic review of clinically-based QI training programs found 
while leading to improvements in learner knowledge, the impact of QI training programs on clinical outcomes is  
unknown [8, 9].  

Leadership models for quality improvement in healthcare are underdeveloped. Challenged by a wide range of professional 
roles and responsibilities, nursing leaders and others in leadership positions are less likely than health professional trainees 
to have formal training in QI or patient safety [10, 11]. And while many leaders, particular physician and nursing leaders, are 
experts in their fields, they lack experience in implementing QI initiatives [12, 13]. Traditionally, healthcare QI training 
programs are aimed at preparing medical residents in quality improvement and patient safety [14-19]. However, recent QI 
training programs have focused on nursing leadership development and proficiency in QI [20-25]. 

In this article, we highlight the experiences that nursing leaders and other senior leaders from Emory Healthcare (EHC) 
had in participating in a quality improvement training program. This program, known as “Leadership for Healthcare 
Improvement,” is a two-day program designed to teach senior leaders the vocabulary and skills required to execute, 
support and coach process improvement efforts driven by their employees. Senior EHC nursing leaders and other 
participant leaders provided their assessment of the course through in-depth interviews. Course satisfaction, skills gained, 
and ability to successfully engage and support QI initiatives were the major constructs addressed through these interviews. 
Based on their insights, nursing leaders and other participants of the Leadership course provided helpful recommendations 
about how best to design effective quality improvement training programs for senior leaders.  

1.1 Aims of the study 
The aims of this study were to: a) examine best practices for designing effective QI training programs for nursing and other 
senior leaders in a large health care organization; and b) assess whether and to what extent nursing leaders and other senior 
leaders learned and applied new QI skills gained through the EHC QI training program. 

1.2 Background of the leadership course 
The Leadership course is offered over two days through Emory Healthcare (EHC), a large, urban academic health care 
system that incorporates five hospitals and a multispecialty physician practice. Taught primarily by the Chief Quality 
Officers at EHC’s two core hospitals, the course also includes guest lectures by health care administrators, professional 
staff, and faculty across the healthcare system. The Leadership course incorporates several teaching methods including 
lectures, group discussion, and Q&A sessions with EHC executives and examines topics such as public reporting of 
quality data and public accountability, quality measurement and management based on data, human factors and reliability 
science, health care processes, tools of process management, management of process improvement, fair and just culture, 
systems thinking and roles of leadership. A total of 545 senior leaders took part in one of nine courses offered between 
January 2008 and November 2009. Approximately one quarter of these senior leaders were nurses. 

2 Methods 

2.1 Study design 
Semi-structured interviews with a sample of participants from each QI training program were conducted to explore 
participants’ experiences with the training program and whether information gained from the program had the potential to 
transfer into clinical practice. Two study staff members conducted interviews lasting 30 to 45 minutes. Participants were 
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interviewed either face-to-face or by telephone depending on participants’ preferences. Interviews were digitally audio- 
taped and transcribed to ensure that the information was complete and accurate. Efforts to ensure quality of the analysis 
included using respondent validation through these use of member checks via narrative feedback during the interviews to 
verify information [26]. In addition to the interviews, we analyzed the pre and post course knowledge tests of our study 
participants. The purpose of this analysis was to assess overall gains in QI knowledge before and after taking the 
Leadership course. The study received appropriate human subjects approval from Emory University’s Institutional 
Review Board.  Participation in this study was voluntary and all data were kept confidential. 

2.2 Survey participants 
Senior leaders attending each of the nine classes were grouped into three baseline knowledge strata (high, medium, low) 
based on their performance on a pre-training knowledge assessment. This strategy was implemented to minimize bias by 
ensuring that high performing participants were not oversampled and that we recruited along the entire spectrum of 
baseline QI knowledge. We randomly selected three potential candidates from each performance stratum, and from each 
class (9 per class × 9 classes) and solicited their participation. Eighty-one (81) potential candidates were contacted by 
email, of these 29 (29/81, 35.8%) agreed to be interviewed. Interviews were conducted between June 2009 and May 2010.  

2.3 Interview guide  
The interview guide was developed by the study team and reviewed by a qualitative research expert. A systematic 
literature review formed the basis for the questions that contained both open-ended and semi-structured questions. The 
questionnaire consisted of seven constructs, with 33-items contributing to the constructs as follows: 

 Six items describing the participant’s background and experience in QI training.  

 Nine items assessing the participant’s perception of the program and its effect on job performance. 

 Three items assessing the participant’s understanding of the program objectives and whether the objectives were 
met. 

 One item assessing the participant’s confidence in creating a fair and just culture. 

 Seven items assessing the participant’s change in knowledge and/or proficiency. 

 Four items assessing perceived long-term impact of the program. 

 Three items assessing perceived organizational support for quality of care initiatives. 

For the benefit of refining our data collection efforts, both in content of the data and procedures to be followed, pilot 
testing consisted of conducting one-on-one interviews with four program participants. The interview responses were not 
included in the study sample but provided the interviewers with an opportunity to review and revise the questions.  

2.4 Analysis 
Following traditional principles of grounded theory by which themes or codes emerge from the narratives of the research 
participants, two research team members carried out inductive analysis [27, 28]. After transcripts were de-identified, they 
were independently reviewed by the two research team members, who met several times to discuss initial themes and 
codes. A draft codebook was developed and used as a basis for further exploration of themes. To finalize the codebook, we 
used constant comparison, a common principle of grounded theory data analysis, whereby there is an iterative cycle of data 
collection, analysis, and comparison with previously collected data. This approach was used until unifying and recurrent 
themes emerged from the data and no new codes could be produced [29, 30]. Discrepancies in coding were resolved by 
discussion until consensus was reached. MaxQDA 10, a qualitative software program for managing qualitative analysis, 
facilitated data organization, management, and retrieval [31].  
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3 Results 

3.1 Respondent characteristics 
Ten of the interview participants were nurses (10/29, 34.5%), two were physicians (2/29, 6.9%), and one was a physician 
assistant (1/29, 3.4%). The degree status of the remaining 16 participants (16/29, 55.1%) was unknown. However, of the 
29 interviewees, most held positions as administrators (18/29, 62.1%), while five were senior leaders affiliated with 
medical departments (5/29, 17.2%), three with surgical departments (3/29, 10.3%), and three worked in hospital based 
clinical services (3/29, 10.3%). Also, most interviewees had some prior QI training (20/29, 69.0%). Of the ten nurse 
leaders who participated in our study, seven has prior QI experience. Four of the ten nurse leaders worked in 
administration, two with surgical departments, three in medical departments, and one in hospital based clinical services. 
Table 1 provides the characteristics of all study participants. 

Table 1. Demographic Characteristics of Leadership Participants (N=29) 

Item # % 

Degree Status   
RN/RN+ 10 34.5 
MD 2 6.9 
PA-C/MBA 1 3.4 
None/Unknown 16 55.1 

Department  Affiliation   
Administration 18 62.1 
Medicine 5 17.2 
Surgery 3 10.3 
HBCS 3 10.3 

Prior QI Training   
Yes 20 69.0 
No 9 31.0 

3.2 Major themes 
Based on the experiences of participants in our study, several major themes emerged that describe recommendations for 
designing effective quality improvement training programs for senior leadership. These themes are described under the 
follow four major domains: pre-course QI knowledge assessment, course structure, course curriculum, and instructor 
feedback/involvement. 

3.2.1 Pre-Course QI knowledge assessment  
Findings suggest that QI training programs for nursing leaders and other senior leaders should incorporate a pre-course 
assessment of QI skills and knowledge. Participants in our study had varying levels of quality improvement knowledge 
and experience. Some participants felt the course was a review and did not add to their level of QI knowledge, while others 
expressed gratitude for learning new QI tools. 

One nursing leader felt the training program provided her the opportunity to gain more experience with a QI tool and also 
to learn a new one.  

I did get more information on LEAN than I had in the past. I had never worked with the five S’s. I had heard of it 
but going in detail really did help.  I had never really truly worked with anything involving Six Sigma...you know 
I had worked with LEAN and other things but not done a lot of Six Sigma information. So it clarified some of that 
and was a review for some other pieces of it. 



www.sciedu.ca/jnep                                                                                     Journal of Nursing Education and Practice, 2013, Vol. 3, No. 5 

                                ISSN 1925-4040   E-ISSN 1925-4059 70

Yet, for another participant who had in-depth prior QI experience and knowledge, the course was simply a review and not 
instructive overall. 

..it was painful to have to sit through two full days of review and material….. There was no new information for 
me.  It was interesting, and I put this on my little background sheet, but for someone who’s already at a high 
executive level…... having implemented all of these programs at another place it would have, there was just 
nothing new I guess… I was happy to see Emory was moving in this direction….But for coming from another 
local hospital it was actually kind of old news. 

Developing competency in quality improvement has been linked in training programs to the ability of course designers to 
adapt to the varying level of QI knowledge and skills among the students [32]. During our interviews, participants were 
asked to assess their level of knowledge before and after taking the course on a scale of 1 to 5, with a “1” indicating a 
novice or little to no knowledge or skill and a “5” indicating an expert level of knowledge such that the participant 
understands the topic, can apply it and could train others in it. They were asked to rate the following 7 topics: 1) ability to 
engage in quality improvement activities including patient safety initiatives; 2) ability to establish an active, effective 
quality management committee with clear focus and objectives; 3) ability to write a proper aim statement; 4) ability to 
select an appropriate metric; 5) ability to model a process with flow charts; 6) ability to identify opportunities for 
improvement with a cause and effect diagram and Pareto chart; and 7) ability to plan a PDSA cycle 

As Table 2 reflects, most participants reported having more of a novice QI level of knowledge before taking the course. 
However, after taking the course, the level of knowledge increased. For all participants, the biggest gain in QI knowledge 
was in ability to write a proper aim statement (+1.4), with a second highest gain in the ability to plan a Plan Do Study Act 
(PDSA) cycle (+1.2). Fewer participants gained new knowledge with flow charts to model processes (+.9), though as the 
data reflect, participants had a higher beginning knowledge of flow charts than any of the other QI measures. Nursing 
leaders reported the biggest gain in QI knowledge among all participants in the ability to write a proper aim statement 
(+1.6). They measured equally with a second highest gain in both the ability to select an appropriate metric and the ability 
to plan a PDSA cycle (+1.4). Nursing leaders also reported big improvements in QI knowledge in the ability to establish an 
active, effective quality management committee (+1.3) and in the ability to engage in quality improvement activities 
(+1.2). 

Table 2. Change in Knowledge & Skills , By Prior Knowledge 

Change in Knowledge/Skill 
All 
Participants 

All Participants 
Nursing 
Leaders 

Nursing 
Leaders 

Item 
(1=Novice, 5=Expert) 

Mean  
Pre-score 

Mean  
Post-score 

Mean 
Pre-score 

Mean 
Post-score 

Change in Knowledge: QI Engagement 2.7 3.8 2.6 3.8 
Change in Knowledge: Committee 2.5 3.5 2.3 3.6 
Ability to Write Proper AIM statement 2.7 4.1 2.1 3.7 
Ability to Select Appropriate Metric 2.9 3.9 2.3 3.7 
Ability to Model Process with Flow Charts 3.1 4.0 2.6 3.5 
Ability to Identify Improvement with Cause & Effect / 
Pareto Chart 

2.6 3.6 2.2 3.2 

Ability to Plan a PDSA Cycle 2.7 3.9 2.4 3.8 

As condition of their participation in the course, participants completed a pre- and post-training knowledge assessment, 
which consisted of 15 questions addressing quality care definitions and 15 questions addressing quality care concepts. 
Table 3 indicates a significant increase in QI vocabulary despite the majority having reported previous QI training. 
Post-course knowledge scores were markedly higher, with 79.3% of informants receiving a score of 20 or greater, 
compared to only 13.8% of informants scoring a 20 or above who took the pre-course knowledge test. Nursing leaders 
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experienced the greatest gain in QI knowledge, with 80% receiving a score of 20 or greater in the post-course knowledge 
test, compared to 78.9% of non-nurses. In addition, the gains were significantly higher for nurses, since only 10% received 
a score of 20 or above on their pre-course knowledge test, compared to 15.8% of non-nurses.  

Table 3. Knowledge Test Results 

Knowledge Test (Out of 30 Questions) 
Overall (N=29) Nurses (N=10) Non-Nurses (N=19) 

# % # % # % 

Number of Participants Who Scored a 20 or 
Higher on Pre-Test (Mean Score 14.7; Range 
5-21) for overall column 

4 13.8 1 10.0 3 15.8 

Number of Participants Who Scored a 20 or 
Higher on Post-Test (Mean Score 24.3; Range 
15-30) for overall column 

23 79.3 8 80.0 15 78.9 

3.2.2  Course structure  
Results from the interviews suggest that QI training programs for nursing leaders should be designed with enough 
flexibility to reflect not only the prior QI knowledge of the participant, but also to allow time to complete quality 
improvement assignments or projects. Participants in this study felt that several structural elements of the QI training 
limited their experience, including the short timeframe of the course (i.e., 2 days), the large amount of information, and 
general pace of the class.  

Other participants suggested that refresher, or “booster” sessions could be added to the Leadership course to sustain the 
knowledge gained from the 2-day course.  

Some follow-up would be wonderful so that, you know, here’s a great opportunity to continue that engagement of 
people that they bring into that Academy instead of just letting them you know be on their own. I mean...it’s a 
good course, and I think it’s something they need to continue…I think they need to better close the loop and 
follow-up. 

Participants were encouraged, though not required, to design a project incorporating learning objectives from the course. 
Specifically, participants were asked to develop an aim statement, a description of the proposed project, identification of 
an appropriate metric, and an assessment of potential challenges to implementation. A major discussion during most 
interviews was about the course QI project. Almost all participants (27/29, 93.1%) completed the QI course project. A 
majority also believed that the project was instructive (22/29, 75.9%). One senior nurse who leads a surgical unit indicated 
that learning root cause analysis through the course helped her complete as well as sustain her QI project. 

I think some of the things it really helped was, is understanding things like root cause analysis and understanding 
that this is not a punitive process.  We’ve done a root cause analysis with an issue at [unit] since we opened and 
I think having done the quality academy, having done, worked on a couple of root cause analysis projects, that 
…is all kind of related to that also in that fair and just culture.  That I think it really did help me be able to be a, 
not just a, a listener but a participant in those processes. 

However, there were several comments about the challenges of finishing the project, given the respondents’ job 
responsibilities and limited course instruction related to the project. One nursing leader who had no prior QI training 
expressed her frustration with the length of the course and her inability to complete the required QI project as a result. 

For myself, not having any other prior quality experience and always wanting to learn something new, I would 
have wished that it would have been longer or more detailed in terms of the information they were giving out.. 
even though it was two full days, it was so much information to learn and, you know, to me, thinking it was quality 
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and so much, so many of us were going to, that obviously it was something we needed to learn.  But one day we’re 
doing this, we’re talking, they’re talking all day and then day two we’re talking and then we have a project, that’s 
it.  I said, project?  What did we learn that we can do this big project? 

In addition to providing enough time to complete QI projects, course developers also have to structure sessions to meet the 
needs of an interdisciplinary mix of senior leader attendees. Participants in the Leadership course included a mix of senior 
leaders from various clinical and non-clinical departments within EHC.  Nursing leaders in particular were favorable about 
the interdisciplinary nature of the course, noting that this design element may have contributed to better QI learning.  One 
nursing leader expressed gratitude for the opportunity the training program gave her to gain a new perspective about 
quality improvement. 

I spend most of my working life with a bunch of nurses and I love having another perspective on people that work 
in the Emory clinic or people that work at the university and who don’t do nursing.  Because it brings another 
flavor and a dimension and it helps me think of things not with a nurse’s eyeglasses on so to speak. 

Some senior leaders appreciated the interdisciplinary nature of the course simply for the opportunity to meet new EHC 
employees and to learn more about what others do within the health care system. One nursing leader explained her view: 

I think it was extremely helpful because people do things in different areas that you think, oh, you find out that 
there are ways to do things outside of your area. 

Another participant expressed a similar reaction to the interdisciplinary design of the QI training program. 

I thought it was particularly interesting when [the instructors] would engage the crowd and kind of ask people 
what problems they’ve had or what they’re looking to improve.  Because you got a sense, you know, that HR has 
its own deal and you didn’t, you got a little information on how that operates or how the [Clinic], which I 
interact, you know, with quite often, how, you know, they got their own bugs that they’re working on.  So it was 
kind of good, especially when [an instructor] was engaging the audience and having people share their stories 
because it was very fascinating to see kind of what, what happened and how, you know, leaders in different 
positions, non-MD positions as well, kind of conduct business. 

3.2.3 Course curricula 
Participants indicated that a major benefit to taking the Leadership course was the acquisition of new QI knowledge. Most 
of the leaders felt that exposure to common QI vocabulary and terms were beneficial. “The glossary, process terms, and 
some of the information that we got throughout the two days has been very helpful with me on the job.” One nursing leader 
who works in administration explained why having this new knowledge was important to her: 

I think that course was very good because it, it actually took you from the very beginning, from step one, to the 
terminology and the history. I thought that was very important because without that foundation, it’s pretty hard to 
say you’re going to jump into a project and do, you know, do a quality improvement project if you don’t really 
understand what you’re doing.  

Participants in our study were asked to rate the top three methods for teaching QI. The options were: 1) presentations/ 
lectures; 2) case-based learning; 3) small group discussions/ brainstorming sessions; 4) panel discussions and 5) the 
individual group project. Twenty-eight of the twenty-nine participants responded, indicating that the two most preferred 
QI teaching methods were presentations/lectures (22/28, 78.6%) and case-based learning (22/28, 78.6%).  There was an 
equal number of participant who ranked small group discussion/brainstorming sessions and the individual group project as 
the third most effective teaching method (16/28, 57.1%) Almost all the nursing leaders listed presentations/lectures (9/10) 
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and case-based learning (8/10) as their top two preferred QI teaching methods. Table 4 provides the results from all 
training program participants. 

Table 4. Most Effective Teaching Methods 

Top 3 Teaching Methods # % 

Presentations / lectures 22 78.6 
Case-based learning 22 78.6 
Small group discussions / brainstorming sessions 16 57.1 
Individual group project 
Panel discussion 

16 
8 

57.1 
28.6 

Responses from participants during the interviews further elaborated why these methods were chosen as the most effective 
for teaching QI.  One senior nurse leader explained why case based learning is effective. “I love case based learning. I 
mean, they stick in my mind when you can relate it to actual experiences.”   Another  nursing leader who works in clinical 
services described why she prefers presentations as a QI teaching method. 

“it kind of gives you the framework and then gives you the chance to ask any questions.  Because I’m, I’m a very 
visual person.  So, being able to look at it and then have the resources in front of me helps me to understand and, 
and learn better.”   

3.2.4 Instructor feedback & involvement 
A final theme that emerged from this study is that the QI course instructors should play an active and on-going role in 
shaping the experiences of QI course participants. Overall, participants were pleased with the course speakers, indicating 
that the type of instructor influences the value placed on the training by participants. One participant noted: 

They had various speakers of the present leadership...and they gave us a lot of information about the Emory 
Mission and you know transparency...so that you got more of an in-depth knowledge you know of what they’re 
trying, for the leaders to emulate and influence you know as you work with your own people.  

The course participants, while pleased in general with their QI project assignments, were disappointed that they did not 
receive feedback from the instructors after turning in their projects. Many senior leaders in the course indicated that 
knowing how well they did or what needed improvement would have been helpful. 

I mailed it in and I haven’t heard anything since. It would’ve been nice to see you know how I could have done it 
better. Or things that were missing from it. No. I mean they said that this was required for graduation, but I don’t 
know if I graduated. 

Another respondent who did receive notice that he graduated felt still that more feedback about the project was warranted. 

It was a requirement and it almost felt like just a, a requirement for requirement’s sake. And I know the intent, I’m 
sure the intent was to help you learn and apply some of the things you, you were exposed to in the seminars but it, 
you know, I guess, I guess I would have liked to have had a little more feedback .. If somebody looked at it.  And 
it was so simple, I mean it was, maybe too hard, too hard to critique it, it was so simple.  But to say, you know, 
you’re onto a good idea there, why don’t you consider doing this and or but, or you missed the point.  Why didn’t 
you consider, you might have considered this.  Didn’t get any of that kind of feedback… So I’m assuming it was 
just fine. .. It was more of an exercise. 

Others felt that course instructors needed to allow for more time to clearly explain the QI project and to allow participants 
to ask questions about it. One participant did not have enough time to really understand and think through the assignment. 
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It’s [the course] two days.  So if there’s somewhere a little bit earlier in day two.  I mean, it just didn’t leave much 
time for the, the project explanation...And I think since people have to turn it in and everything, if that could come 
a little earlier in day two, a little bit earlier where people have enough time… To think about it and ask questions 
and get a little more direction before they leave and they’re just off. 

On a more positive note, respondents felt that taking part in the QI training program enabled them to transfer their 
knowledge to others in their workplace. Specifically, nursing leaders, especially those with prior QI training, reported that 
they are able to teach others about QI as a result of participating in the course. One nursing leader who reported a big gain 
in QI her ability to teach QI shared her experience teaching her nurses. 

I’ve been able to teach them by showing the process, what we’re trying to accomplish, giving them the feedback 
and helping them to, or being open to accepting their recommendations for tests of change to improve. And 
always say that we’re going to do this in a process, this is a process.   

One nurse leader however, still feels she needs more training before being able to teach others about quality improvement. 
She has no prior QI experience before taking the course. 

I still feel that I’m a novice and I’m gaining experience. I don’t think I’m at that point. But certainly team up with 
someone else, you know, at any level and, and be able to hopefully contribute. But I don’t, I don’t feel like I have 
a mastery enough to teach it.   

4 Discussion 
The main purpose of this study was to assess the best practices for designing effective quality improvement training 
program for nursing leaders and other senior leaders enrolled in a QI leadership training program at a large health care 
organization. This study results yielded several important lessons and recommendations for future QI training programs. 
See Table 5. 

 First, it is important to assess nursing leaders’ prior QI knowledge and training before the start of the course. QI training 
programs for nurse leaders and others employed in leadership positions should be structured to reflect participants’ 
existing level of QI knowledge and experiences. While most of the nursing leaders in our study had prior QI experience, an 
accelerated or advanced QI training program could be designed to meet their level of QI experience and awareness. 
Alternatively, nursing leaders with less QI knowledge or experience could be provided with pre-training materials that 
allow them to adequately prepare for the QI training program. Like other studies of nursing leadership training [33], the 
nursing leaders in our study reported gains in new QI knowledge, especially in use of QI tools (aim statement, metrics). 
Studies have suggested that nursing leadership practices greatly improve with new QI knowledge gained from training 
programs [34, 35].  

Second, the course structure matters. Participants suggested several changes to the course structure, including lengthening 
the course and/or providing booster sessions. Also, the course should be interdisciplinary in nature and provide 
participants enough time and opportunity to work together to complete a QI project. Nursing leaders strongly expressed 
the benefit they received from working with non-nursing leaders in their QI training program. Third, the course curriculum 
should emphasize QI vocabulary and tools, as well as case studies and specific examples of QI cases. Nursing leaders 
preferred presentations and case studies because they were easy to understand and presented real-life scenarios of quality 
improvement initiatives. Also, the curriculum should be responsive to the learning style of participants and build off of 
different participant perspectives. Nursing leaders overwhelming appreciated the multidisciplinary nature of the QI course 
and the opportunity to interact with other senior leaders across the organization. 



www.sciedu.ca/jnep                                                                                     Journal of Nursing Education and Practice, 2013, Vol. 3, No. 5 

Published by Sciedu Press                                                                                                                                                                                     75

The final recommendations emphasize the need for instructor feedback and involvement with participants during and after 
the completion of the QI training program. Instructors need to provide continued guidance to course participants about 
their QI project, during and after the project has been completed. A mentoring model might also be included, whereby 
participants with more QI knowledge can be paired with those with less QI knowledge and/or experience. Alternatively, 
nursing leaders who have completed the course may want to mentor participants new to the program. Finally, instructors 
should work with nursing leaders to assess their potential for implementing the QI projects into practice, providing tailored 
recommendations to ensure the sustainability of QI initiatives. 

Table 5. Suggestions for Training Programs Targeting Nursing Leaders and Other Senior Leaders in Health Care 
Organizations 

Course Participants 
 Assess nursing leaders prior QI knowledge and training before start of course 
 Provide pre-training materials to participant with limited prior QI knowledge 

Course Structure 
 Lengthen course and/or provide booster sessions to ensure long-term QI knowledge gains 
 Create interdisciplinary classes, with participants from different professional  backgrounds and QI responsibilities 
 Provide more time/opportunity within course structure for team work to complete a QI project 

Course Curriculum  
 Emphasize QI vocabulary & terms 
 Provide more case studies and  scenarios of QI  
 Adapt to learning style of participants   

Instructor Feedback & Involvement 
 Give more guidance about course QI project 
 Provide more feedback after QI project completion 
 Consider assigning mentors to nursing and other senior leaders with less QI knowledge/those that request mentor 
 Support leaders to implement and sustain QI interventions 

Several limitations to this qualitative study should be considered. First, external validity may be limited by self-selection 
of the participants. Those who were contacted about the study volunteered to be interviewed and may be more 
representative of participants who had positive experiences with the Leadership course. Alternatively, we must 
acknowledge the possibility that those who were most unhappy with the course may have been more willing to be 
interviewed in order to express such grievances. This case is less likely, since overall, participants expressed high 
satisfaction with the course. In addition, recall bias may have played a role in participants’ responses, since most 
interviews took place a year or later after they had finished the course. The time delay was purposeful in order to more 
accurately ascertain the longer term impact of the program from the perspective of the participants. Finally, though the 
sample size of the study was relatively small (29 out of a possible 545, or 5.3%, senior leaders who took the QI training 
program), with qualitative research, the depth and quality of the information is paramount to a large sample size [36].  

The findings from this research provide strong evidence that nursing and other senior QI leadership training programs are 
important investments for health care organizations. While previous research into the effectiveness of such QI training 
programs is limited, this study contributes to understanding what elements are necessary to ensure positive patient 
outcomes. The experiences of nursing leaders in this QI training program were overall quite positive, contribute to 
improved QI learning, and reflect a strong interest in transferring QI knowledge into practice. This study indicates that 
nursing leaders can be effectively trained, become knowledgeable about QI terms and skills, and have the self-efficacy to 
support initiatives to improve outcomes.  
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The leadership training program was one of several initiatives undertaken by the organization to promote quality 
improvement. In 2011, the University Health System Consortium (UHC) ranked EHC 10th among 101 academic medical 
centers, up from a ranking of 45th in earlier years.  The Chief Quality and Medical Officer, William Bornstein, attributes 
this progress to system-wide collaboration and dedication to quality improvement. “The improvements we’ve achieved 
represent remarkable accomplishments that have been possible only through teamwork and collaboration…these 
improvements are not just numerical rankings. They also represent the progress we have made in caring for our  
patients.” [37]. The Leadership QI training course is one of the important investments EHC made, reaching over 500 
organizational leaders over a three year period, to facilitate organizational change.  
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