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The article by Sorra and colleagues in this 
issue of BMJ Quality and Safety1 reflects 
a subtle but important shift in national 
efforts to enhance quality in healthcare. 
Since 2000 and the publication of To Err 
is Human,2 there has been widespread 
recognition of the need to address patient 
safety issues at a systems level. This and 
subsequent discourse directed attention 
to organisational culture as a key lever for 
ensuring safety and quality. The follow- on 
Crossing the Quality Chasm report 
acknowledged the multidimensionality of 
the cultural challenge by recommending 
redesign of the American healthcare 
system including six aims for improve-
ment—safety, effectiveness, patient- 
centeredness, timeliness, efficiency and 
equity.3 However, safety has received the 
lion share of attention over the last two 
decades, perhaps due to Hippocrates’ 
admonition to ‘first, do no harm’. Effi-
ciency has been particularly neglected. 
Despite painfully high, and relentlessly 
increasing, healthcare spending as a 
percent of US gross domestic product4 
and embarrassing comparisons of 
outcomes for our spending,5 efforts in the 
USA to address escalating costs of health-
care have been relatively recent6 7 and 
have not sought to address organisational 
culture. Even in countries that achieve 
higher value, that is, patient experience 
and outcomes over cost, greater efficiency 
must be an enduring goal.

In this context, the article by Sorra and 
colleagues is remarkable. In a project 
supported by the US Agency for Health-
care Research and Quality, they offer a set 
of new survey items to assess the culture 
of value and efficiency in hospitals and 
medical offices.1 More importantly, they 
offer a vision, derived with extensive 
input from academic experts and clin-
ical professionals, for understanding the 
role of value and efficiency in promoting 
quality that policymakers, health system 

leaders and frontline healthcare workers 
can embrace. Since the authors did not do 
so explicitly, below I offer a conceptual 
model implied in this research (figure 1). 
The model suggests that value and effi-
ciency culture interacts with quality and 
safety culture and is thus a key contributor 
and enabler of healthcare quality. In other 
words, cost and quality go hand in hand in 
a 1+1=3 type relationship. Streamlining 
workflows and doing things right the 
first time enhances quality by improving 
efficiency. Quality/safety culture and 
value/efficiency culture have potential 
for synergy such that their combined 
impact on outcomes is more than the two 
independent effects. The more staff gain 
experiences with activities to improve 
efficiency, the higher and stronger, that 
is, more widely shared, the culture of 
value and efficiency. Value/efficiency 
culture also increases the likelihood that 
organisations and managers will ensure 
staff have further experiences with activ-
ities to improve efficiency. This concep-
tual model is consistent with theoretical 
frameworks that describe cultural evolu-
tion as a process of enabling, enacting and 
elaborating the desired culture.8 9

How health systems administer and 
use the new value/efficiency item set is 
critical. As the conceptual model makes 
clear, value/efficiency culture should be 
considered jointly with safety culture, 
not as a replacement, to understand 
the outcomes it will produce in patient 
care. Surveys are teaching and expecta-
tion setting tools as much as evaluation 
tools; thus, including both dimensions 
of quality signals their equal importance 
and synergistic potential to the organ-
isation. Additionally, differences in the 
pattern of results would suggest different 
approaches for addressing them. For 
example, where a site exhibits low effi-
ciency culture but high safety culture, an 
organisation might benefit from training, 
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incentives,or programmes that highlight models where 
value and efficiency enhance safety and quality. In 
contrast, where efficiency and safety culture are both 
low, the site may need more basic infrastructure—like 
personnel and capacity for data collection and anal-
ysis—to enable any sort of improvement. Likewise, 
efforts to use value/efficiency culture results to spur 
‘lean thinking’ and other approaches to improve value 
culture must emphasise the utility of efficiency for 
improving quality to prevent a ‘cost- cutting as an end 
in itself ’ mentality to pervade.

Findings from the pilot test of this culture of value 
and efficiency survey suggest additional, actionable 
strategies for using survey data from the new items. In 
this context, it is worth restating the authors’ conclu-
sion that ‘It is clear from these results that much more 
needs to be done within healthcare organisations to 
ensure that activities focused on value and efficiency 
are supported and conducted’. The first actionable 
strategy is related to the item receiving the lowest 
score for both hospitals and medical offices: ‘We invite 
patients to serve on advisory panels or committees to 
help us improve the patient care experience.’ While 
recommended for patient- centred medical homes10 
and required as part of research endeavours supported 
by the Patient- Centred Outcomes Research Institute 
(PCORI),11 healthcare organisations often baulk at 
involving patients in efforts to improve patient care12 
despite examples of the benefits of patient engage-
ment.13 A second strategy is that particular attention 
should be given to management support for improving 
efficiency and reducing waste in hospitals and in 
medical offices, the dimensions with the lowest scores. 
The low scores for hospitals and medical groups on 
measures of experience with activities to improve effi-
ciency suggest opportunities for managers to show 
support for improving efficiency and reducing waste 
through encouraging more exposure to these activities.

The second actionable strategy—encouraging 
management support and efforts to increase experi-
ences with efficiency and waste reduction activities—
requires alignment of incentives for managers and 
staff. Payers must continue building on value- based 
payment reforms, including the Medicare Access and 
CHIP Reauthorization Act of 2015 (MACRA), and 
primary- care focused initiatives like Comprehensive 
Primary Care Plus (CPC+),14 the Global and Profes-
sional Direct Contracting Model15 and the Primary 
Care First Model16 to ensure that healthcare organ-
isations have more reasons to improve value than 
to increase services. Beyond financial incentives, 
acknowledgement and recognition for managers and 
staff that support value- enhancing initiatives and for 
healthcare organisations that achieve higher value 
would motivate attention to improving efficiency.

Another noteworthy finding was that clinical 
staff had more positive value and efficiency culture 
perceptions than did non- clinical staff, and that 
among non- clinical staff, managers were more posi-
tive than non- managers. One explanation for clini-
cians’ positive perceptions may be that they benefit 
more from efforts to improve efficiency because 
they are closer to the patients who benefit. Lower 
perceptions among non- clinical staff, however, 
suggest the importance of raising awareness among 
non- clinicians, particularly among those with finan-
cial and purchasing responsibility who many have 
authority to impact efficiency. That managers’ 
perceptions are more positive is not surprising given 
similar findings about safety culture.17 However, 
such findings also suggest that managers may under-
estimate leadership needed to enable a culture of 
value and efficiency. Therefore, within a strategy 
to garner sufficient management support, efforts 
to ensure managers understand the perceptions and 
concerns of frontline workers will be important.

Figure 1 Conceptual model: role of value/ efficiency culture in promoting healthcare quality.
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The authors found significant and sizeable intra-
class correlations, confirming that site membership 
impacts the way individuals responded to the survey. 
Also, substantial SDs were found particularly among 
medical groups. These findings confirm that value 
and efficiency culture is an attribute of organisa-
tions and that it varies meaningfully among organ-
isations. As with safety culture, comparative studies 
would therefore offer opportunities for identifying 
and learning from high performing sites. Meaningful 
variation is also likely across units within organi-
sations. The authors recommended learning from 
healthcare systems that are well known for their focus 
on culture change to improve high- value healthcare. 
However, emulating organisational improvement 
programmes has proven difficult given differences in 
organisational characteristics and contextual factors, 
so local comparisons can prove especially valuable.18 
Comparing higher to lower scoring units within 
institutions in order to identify opportunities for 
learning among lower performers, as is often done 
with safety culture, will likely yield similar benefits 
in the context of value.

Efforts to measure and improve value and effi-
ciency culture would benefit from additional 
research. Although reasonable given the authors’ 
constraints and goals, by choosing not to admin-
ister the new value/efficiency culture items together 
with the original survey and by not conducting an 
exploratory factor analysis, this also means they 
missed learning opportunities. Future research 
should fill these gaps and use survey- derived empir-
ical data to explore how value/efficiency culture is 
related to quality/safety culture from the perspective 
of frontline workers. Particularly considering high 
correlations between some factors (as high as 0.85 
in the hospital sample), an exploratory approach to 
determining an underlying simple structure in the 
data could yield new insights about how workers 
think about relationships among value/efficiency 
concepts.19 Investigators could administer the 
Survey on Patient Safety Culture together with the 
new value and efficiency item set. If the sample were 
sufficiently large, they could use responses to both 
quality/safety and value/efficiency items and perform 
exploratory factor analysis. Doing so could shed 
additional light on relationships among concepts. 
For example, a strong relationship between concepts 
may suggest that there are mechanisms that foster 
both or that one may facilitates achievement of 
another. Such an understanding could be helpful in 
designing additional recommendations for action. 
The survey also requires additional validation, which 
could be achieved by comparing survey results to 
other measures of value and efficiency, such as those 
derived through time- based activity- based costing.20

Meanwhile, the value/efficiency item set as devel-
oped by Sorra et al offers hospitals and medical 

groups a valuable opportunity as an excellent starting 
point to measure and increase their understanding 
of an important aspect of organisational culture and 
key contributor to healthcare quality.

Twitter Sara J Singer @sarajsinger
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