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ABSTRACT:

The new reality of healthcare
organizations is to reduce cost and to increase patient
satisfaction by improving the quality and outcomes of
medical care. Toward that end, there is a need for a
structured process improvement approach like
reengineering that stresses defining the organization’s
problem from the perspective of the patient, process
reconfiguration, measuring performance, and putting in
place a plan for improvement. The paper posits that the
effective and successful implementation of Business
Process Reengineering (BPR) is only possible in hospital
organizations’ capable of instituting and sustaining the
inter-relatedness that should exist between effective
leadership, strategy, people and organizational agility.
The paper would show through the use of a case study
that Inter-relationship management is the approach for
the successful implementation of reengineering in
healthcare.
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usiness process is a sequence of activities that
result in the delivery of valuable products or
services to the customer (Hammer & Champy,
1993). This definition by itself, to say the least, would
not result in delighted customers. For example, when
organizational activities are preformed sequentially as
advocated by Hammer and Champy, physical and mental
“walls” tend to build up between functional areas and
project teams. As a consequence, the output from one
work station is “thrown over the wall” to the next stage,
with little discussion or feedback. A more enlightened
definition of a business process should be the renewal of
the inter-relationship of critical and supporting processes,
structures and systems to aid the efficient planning,
designing, production and timely delivery of products and
services to the end customer (Nwabueze 1995).
Moreover, the essential activities that make up a process
are not supposed to be sequential, but concurrent requiring the input and involvement of process owners,
suppliers, employees, customers and management
(Nwabueze 2005). And, in the highly competitive
healthcare market place, it is becoming evident that
patients are in charge, and would determine the relevance
and long-term survival of hospitals. Therefore, hospitals
must now focus on building mutual beneficial and lasting
business relationships with business partners, instituting
a nurturing and fun work environment, and providing
value each and every time a patient triggers action along
the service value chain (Nwabueze 1995).
Reengineering in Healthcare
Several studies (Coulsen-Thomas 1997, Slack et al 2001,
McDonough, McDonough, 1997), contend that the
implementation of reengineering in a hospital system is
to add value to the customer and meet their needs on a
consistent basis. This is further endorsed by Soliman
(1998) who contends that the key factors that affect the
competitive position of healthcare organizations are cost,
quality, delivery dependability, flexibility, and
innovation, which requires a focus on process redesign
and improvement to ensure an environment free of waste
and non-value adding activities (Soliman 1989, Czuchry
and Yasin, 2000). However, the essence of BPR in
healthcare is best described by Davenport (1993) as
seeking improvement across and within processes by
examining flows of information, the patient, finance and
materials. Nevertheless, these studies have two main
limitations. The first major limitation is the lack of a
definitive framework for the successful implementation
of reengineering in a healthcare organization and the basis
of their arguments is based on anecdotal rather than
empirical evidence. The second limitation is the absence
of an explanation and template for hospitals to use in
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mapping and redesigning critical business and patient
processes.
How do you redesign a Business Process?
For Mackay and Radnor (1998), it is essential to first start
with mapping the current process. This allows for the
identification of duplication of effort, bottlenecks, and
waste. A view supported by Hammer (1990) who asserts
that a process must be fully understood before it can be
reengineered. Although nobody disputes the need to
scrutinize current processes, Talwar (1993) raises the
question of timing; stating that some methodologies focus
on the definition of strategy prior to the analysis of current
operations. A key step in hospital process redesign, as far
as the author is concerned, from a mapping perspective,
is to use a basic process flow chart to understand the
current process, design out the failure points, redesign and
then configure the ideal process that would exceed patient
expectation. In addition, the critical stages for redesigning
processes are (Nwabueze 2005):
1.
Process Planning
a.
Establish process objectives
b.
Identify process customers
c.
Determine customer needs and expectations
d.
Evaluate process limitations through the use of
process flow charts or mapping
e.
Diagnose the causes
2.
Process Redesign
a.
Determine idea process
b.
Totally redesign with emphasis on designing out
failure points
c.
Set new process goals
d.
Establish process controls
e.
Choose units of measure
f.
Create process sensor
3.
Process Improvement
a.
Measure actual performance
b.
Interpret the difference
c.
Institutionalize change
d.
Hold the gains
e.
Identify new processes
f.
Find new ways and not better ways for
improvement
The Confusion – No Specific Plan for BPR
Implementation
The lack of a specific action plan for BPR is indicative of
the general confusion over the subject of BPR, and much
of this hinges on the importance attached to deep and
radical change. Taylor and Berridge (2006) agrees with
Hammer and Champy (1993) that BPR is the radical
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transformation of a firm that offers a revolutionary, nonincremental approach to change. This is supported by
Coulson-Thomas (1997) who breaks it down further into
the radical redesign or re-building of individual
processes, whole organizations or relationships between
suppliers and customers. Despite this academic view,
most practitioners within organizations are likely to
pursue a more ‘ad-hoc or pragmatic path’ because the
associated risk is far lower. Willocks (1995) undertook a
study of BPR initiatives in 168 UK-based organizations
(cited in Petu et al 1996), of which 46% reported
achieving anticipated benefits from completed BPR
programs and only 5% failure rate.
However, Fitzgerald and Murphy (1996) contradict this
by stating that the majority of BPR projects fail or are
abandoned without achieving the desired objective. This
discrepancy occurs because of the fundamental lack of
clarification on how BPR implementation should be
approached. Where did BPR go wrong? Davenport
(2008) contends that the most difficult part of BPR is
dealing with fear and anxiety of employees in the
organization and the fact that BPR treats people as if they
are interchangeable parts. To punt is another way to
understand the pitfall of BPR according to Davenport whenever you separate an employee from the function
(we need your function, but we do not know if we need
you doing it), the result is a highly demoralized and
disengaged work environment.
Bodnarreczuk (1997) suggests that as the BPR program
begins and employees wait to see if they will be
terminated, heaviness in “psychological space” develops
to the point where you can “cut the air with a knife”, thus
the work culture is characterized by a sense of panic,
anger and depression. However, these emotions are
hidden underneath a veneer of civility characterized by a
one way loyalty where management holds the power and
people are viewed as throw-away employees (Noer
1993). Prokesch (1987) calls it a ruthless style of
management that puts corporate survival above all else
and the consequence is the rupture of cooperative
relationship between management and employees, and
decreased individual and organizational productivity
(Bodnarreczuk 1997).
The challenges of BPR initiatives are both technical and
socio-cultural. It is technically problematic to develop
radical
process
improvements.
The
socioculturalchallenge is in dealing with people's reactions to
the likely serious organizational changes required
(Reijers andMansar, 2005). Davenport (2008) views the
primary reason of BPR failure as overemphasis on the
tactical aspects and the strategic dimensions being
compromised. He notes that most failures of
reengineering are attributable to the process being viewed
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and applied at tactical, rather than strategic levels.
Ozcelik (2010) listed some other reasons for poor BPR
outcomes: (i) expecting too much too soon, (ii)
undertaking projects without a comprehensive costbenefit analysis, (iii) lack of expertise on redesigning a
set of related activities, and (iv) lack of partnership
between internal information technology (IT) department
and other parts of firms (Goksoy et al, 2012).
Redesigning the Failure Points of BPR
Coulson-Thomas (1997) states that in the UK almost any
successful change program is labeled as reengineering,
therefore the impetus for radical change is
lost. Davenport, et al (2003) takes a different perspective
in stating that ‘reengineering and quality improvements
can exist in tandem, with BPR only applied when
absolutely necessary. The implication being that BPR is
nothing more than a short term strategy for organizational
transformation (Myszak
2011). For effective
implementation, Coulson-Thomas (1997) is an advocate
of the radical approach and states that there are actually
few independently validated cross-functional examples of
BPR that have run full course. He believes that where
incremental improvements are the required outcome, then
the change strategy undertaken is not BPR, but process
simplification, or process improvement (Tellis 1997) or
‘continuous process improvement (Nwabueze 2012).
Other studies (Childe et al 1996) refute this argument
identifying more than one acceptable approach depending
on the extent of change required and the mechanism for
intervention based on the needs and limitations of the
business at the time of implementation. Grover et al
(1993) cited in (Biazzo 1998), suggest that effective BPR
implementation reflects a planned alignment between
business process and information technology
infrastructure as opposed to a simple automation of
current processes’. However, it is important to note that
the use of computer simulation models to enable a
representation of a real-life system must not be
understated, and studies such as Grassel and
Schimer(2006 and Ruchala 1995) support this view.
Whatever the academic persuasion of BPR, there seems
to be a common agreement that the implementation of
BPR should involve several critical factors (Champy
1995):
1.
Radical transformation
2.
Vision-led
3.
Review framework
4.
Introduce new technology
5.
Change attitudes and behavior
6.
Director led
7.
Limited number of corporate initiatives
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However, whilst these factors may be essential for BPR
(Goksoy, et al, 2012 and Altinkemer,et al, 2012), the
literature on BPR in the author’s opinion, fails to
recognize that the most important approach for successful
implementation of BPR in healthcare; is Interrelationship Management. This is demonstrated in the
transformation framework used by the London hospital
(Table 1).
Table 1
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customers on a consistent basis. And yet, most hospital
systems remain process and patient blind (Lee 2009). The
greatest irritant most patients’ experience is the blatant
disregard of their needs and unwillingness on the part of
many healthcare providers to provide affordable and
timely medical care (Lee 2009).
Principles of Inter-Relationship Management
Inter-relationship management is underpinned by four
elements (Nwabueze 2008):
Table 2
Leadership

The lesson from Table 1 is that healthcare organizations
embarking on BPR must ensure effective relationship
with their suppliers, processors (healthcare providers),
and patients. These interrelated partners must work
cooperatively in a coordinated manner by sharing
information and adhering to set and agreed
standards. This is similar to good relations between a
manufacturer, its customers, employees, suppliers and
distributors, which have enabled some companies like
Wal-Mart, make money. Moreso, effective and mutual
beneficial relationship guarantees that a hospital and its
partners involved in the patient value chain share the
same goals (Nwabueze 2005).However, to succeed,
healthcare organizations must control the bane of interrelationship management – poor people management.
This would require identifying and understanding the
causes of poor people management skills on the part of
middle level and senior managers, determining how it
affects employee productivity and patient processes, and
then, formulating ways to eliminate it. This is because no
reengineering effort will succeed without a highly
motivated and passionate people who will ultimately
work the new process (Czuchry and Yasin 2011).
The Philosophy of Inter-Relationship Management
Inter-relationship management rests on the analysis of
what does work operationally rather than mere good
intentions and promises by management of what should
work because they would like it to. It is based on the
concept of managerial driven governance. This means
that organizations exist to serve and meet the needs of
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People

Strategy

Organizational
Agility

Using table 2 as a basis for explanation, the author is of
the opinion that effective organizations first and
foremost, need great, visionary leadership. The problems
facing healthcare organizations today are; poor quality of
patient care, lack of agility due to poor process flow,
which has resulted in unreliable and unresponsive
service.
How would these problems be best
solved?
These problems can be overcome by
management and employees acting collectively under a
strategically focused and customer centric leader. It is
also the author’s suggestion that engaging and building a
loving relationship with employees is critical to
organizational
performance.
When
healthcare
organizations’ pursue a human resource management
policy focused on loyalty to employees, they in return,
would take exceptional care of the customers through the
provision of superior service (Nwabueze 2005).To
achieve an employee centric environment in healthcare
organizations would require the redesign of managerial
systems (style of management, management work
methods, attitudes, and behavior of all employees).
An understanding of the needs and aspirations of all
employees is necessary for productive performance to be
achieved and sustained. To put the paycheck mentality in
perspective, the trademark of the survival based worker
of today and some elements of the worker’s selfperception should be understood by management, which
entails the recognition and reward for his or her
effort. This would ensure that employees play an
empowered, supporting role in the attainment of
organizational goals. In addition, the achievement of
consistency in operations performance would require that
healthcare organizations have in place a set of values and
guiding principles in the form of a core ideological
strategy. In an age of changing patient and regulatory
needs, Nwabueze (2008) postulated, that strategic,
operational, and leadership blindness in managing
hospital organizations is a deadly flaw (Table 3).
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Table 3: Strategic/Leadership/Operational folly by
Hospital Organizations

To succeed in the global environment, healthcare
organizations must be extremely flexible, nimble, agile
and adaptable to changing customer/patient medical
needs; professional and regulatory requirements. This
would require an explicit, well planned and executed
strategy; ensuring a clear business purpose and matching
competencies to the needs of the market place. The fourth
element of inter-relationship management as evidenced in
figure 2 is organizational agility. This element is the most
important driver of performance because the environment
within which people work shape attitudes and behavior
(Nwabueze 1995).Therefore, the work environment
should have a proactive culture, productive processes,
systems and structures. It is imperative to align rewards
and incentives directly to the achievement of performance
goals and to create a culture and work climate that ensures
that policies and procedures facilitate rather than impede
performance (Nwabueze 1995). However, a fundamental
hindrance to performance is the fact that the operating
system in many healthcare organizations reinforces the
mentality that change, particularly radical change, is not
necessary(Nwabueze 2005). As a result, one of the most
important jobs of a leader in the implementation of BPR
is to encourage and facilitate an organizational
environment where people continuously challenge, and
are fundamentally empowered to redesign those systems,
processes and legacy structures that prevent great
performance. The key is to never allow organizational
systems serve themselves because employees are only as
good as the systems and processes within which they
work (Nwabueze 2005).
Applying the Principles of Inter-relationship
Management in a Hospital Environment
BPR in the author’s opinion is about liberating an
organization like a hospital to do what is required of it by
customers/patients in the most effective manner; it is
therefore a weaving of relationship rather than downsizing or right-sizing. By implication, BPR should
include the mobilization of the intellectual capital within
the organization; letting people have ownership of the
processes within which they work, identification of
service gaps and limitations, and then renewing poorly
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aligned processes, structures and systems. This however,
is not the case with most organizations implementing
BPR because the programs are often big, complex, messy,
and heavily layered with too many chiefs and not enough
Indians (Nwabueze 1995). Along similar lines, several
contemporary proponents of BPR offer change
methodologies for the implementation of BPR, for
example, Davenport and Short (1990, Solima 1998, and
Kettinger et al, 1997). All of them more or less revolved
around four generic stages: process identification,
redesign, implementation and post implementation
strategy or continuous
improvement (Grover
2000).However, these contemporary writers fail to
provide a check-list against which organizations can
define “the critical success factors, and the how-to-do”
implementation of BPR. What is therefore needed is an
inter-relationship management based BPR approach used
a hospital in London, U.K. (Table 5).
The Case of a Healthcare Organisation’s Experience of
BPR
The hospital system based in the East end of London,
England was experiencing major challenges in 2008 in
the form of:
 Lack of management understanding of patient
expectation of service and processes of care were
overrun with delay, wasted resources and rework
 Failure to translate patient expectations into quality
care specifications
 Failure of employees to adhere to set standards of
care and failure to follow service protocols
 Failure to communicate effectively with patients that
resulted in disparity in quality of care provided and
the poor identification of tasks
 Managerial failure to listen to staff suggestions for
service and process improvement
 Low morale among employees and turf battles for
resources – a siege mentality resulted in a culture of
confusion
 Poor patient flows resulted in long waiting times and
variable workloads for staff.
Three months before the reengineering program started
the BPR manager conducted a survey of the reengineering
team in hospital using a questionnaire based on
Parasuraman et al (1985) service gaps model to measure
gaps in the provision of patient services. The
questionnaire asked the 10 person reengineering team to
rate the organization on each of the seven gaps by circling
a code of 3, 2, or 1. 3 for high ranking (we are good at
this; I am confident of our skills here), 2 for medium score
(we are spotty here, we could use improvement or more
experience), and 1 for low score (we have problems with
this; this is new to our organization). See (table 4):
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underpin the inter-relationship management approach
(Table 5).
Table 5:

The service gap analysis above before the reengineering
program revealed that the hospital provided services well
below patient expectations and that of employees. As
Parasuaraman, etal (1985) contend, the presence of the
seven gaps in any organization shows that the
organization is not providing a quality service. As can be
discerned from Table 4, the reengineering team rated the
reengineering program on completion as emphatically
successful by giving the program perfect scores(100%) in
the elimination of service gaps that existed prior to
implementation. This was achieved by putting the patient
first, sustaining a patient care and caring cultural
environment based on inter-relationship management
approach. The second step by the 10 person reengineering
team was to define the critical success factors that would
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To ensure that the implementation of BPR succeeded and
to avoid the fate that previous management programs at
the hospital that promised revolution and true reform, but
failed, the CEO mandated the reengineering team to work
in concert with unit/ward managers to design a workable
implementation model bearing in mind that the British
National Health Service (NHS) is an institution where
instant and short term results are necessary for survival in
a climate of increasing external political change. Thus,
the decision was made to adopt a model that would
facilitate the achievement of a series of sustainable quick
results based on process alignment. The overwhelming
choice was to go with the inter-relationship model.
Because traditional BPR models call for process
improvement and most often fail to establish process
redesign, alignment and improvement as the central focus
of implementation- resulting in activity rather than results
oriented outcomes, preaching change whilst maintaining
the status-quo; and making progress merely around
routine issues rather than on patients’ choice(Nwabueze
2005).
The Hospital’s Process Model
The reengineering team after 5 weeks of extensive
consultation with clinical and ward managers proposed a
process-focused strategic model. The argument was
posited that the model would help the hospital streamline,
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redesign, strengthen and improve its critical operating
processes around: arranging care, delivering care, and
managing care. A major problem prior to reengineering
was that the organization was task oriented and activity
driven, but the process model reoriented work activities
so that when a staff member arranged care for a patient,
he/she followed that patient all the way through the
provision of care; thus ensuring that there was no loss of
communication, no missed opportunities and that the
entire operating system worked much more effectively
and efficiently for the patient and employees. The result
oriented process model approach is represented in figure
1:
Figure 1:

Using figure 1, the hospital concentrated on improving
processes and ensured the holistic integration of the entire
system: the inputs, throughput and outputs of care, which
also represented the planning, managing and delivery of
care. To do otherwise in the words of the CEO would
have led to a situation where organizational structures
would fail to work in a consistent, coordinated and
complementary manner. Furthermore, to be consistent in
the delivery of the critical aspects of care, unit managers
were required to cascade and manage the implementation
process using the “what to do” model (table 5–provided a
check list of what needs to be done and potential pitfalls),
and the “how to do” model to BPR (figure 2 – set out a
protocol of the phased implementation steps/stages). The
CEO was of the opinion that the high failure rate of BPR
in healthcare is due to the lack of a healthcare based
model that specifically articulates’ the-what-to do and the
how-to do’ of implementation.
Table 5: The What-To-Do of BPR
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Figure 2: Continuous Process Improvement –The “howto-do” BPR Model
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within the implementation phase were delineated as
follows (figure 4):
Figure 4:

At the end of each stage which lasted between three to six
months because of the specific requirements of individual
departments/units, a measurement and monitoring
exercise was carried out using the measurement
framework (figure 3) to ensure that defined clinical
pathways have been achieved against set professional,
patient objectives and regulatory requirements. The
measuring and monitoring activity guaranteed that what
got measured got done and in providing factual
information in regards to how units and specialty areas
could continuously improve on set goals. In addition,
through a dedicated cultural effort and focus on
continuous measurement, medical care delivery
processes became manageable in a concise, systematic
and comprehensive manner.
Figure 3: The Measurement Framework

According to the CEO, the managerial requirements
placed upon management in the “how-to-do” model
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At the end of reengineering program, the CEO and his
team described thebenefits from reengineering in the
context of the inter-relationship management approach as
follows:
1.
Timely and responsive delivery and effective
management of patient care plans through the total
elimination of the seven service gaps,
2.
Productive and efficient use of personnel
through alignment of strategy and operations, and the
effective deployment of information, financial and
knowledge resources. This created a deep sense of
organizational meaning for employees
3.
A change of focus from improving financial
performance to a focus on caring for patients. The new
mental model according the BPR manager was that
financial success is contingent on excellent provision of
care, which would assure satisfied and loyal customers,
4.
Introduction of patient electronic held records to
reduce paperwork and the redesign of nursing
assignments so that patients are cared for in adjacent
rooms and medical supplies were moved to dedicated
areas of usage. This reduced move time by 78%,
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5.
Communication became more open (linking and
aligning the goals and purposes of managers, employees
and patients), bottom up, as employees became
comfortable communicating up without fear, and lateral
by following the patient through the checking in, inpatient and out-patient work flows.
Conclusion
The implementation BPR in healthcare has been difficult
and many studies as evidenced in this paper have failed
to provide a definitive framework for its introduction until
now. This paper through a hospital case study offers a
meaningful and successful approach in implementing
BPR in healthcare, the inter-relationship management.
The advantages of the inter-relationship management
using the “how-to-do” model are many and if applied to
any healthcare organization, are capable of:
1.

2.

3.

4.

5.

6.

Eradication of the operational confusion in hospitals
in dealing with the effective integration of BPR
within other ongoing quality and patient care
initiatives. Drawing managerial attention to the
process redesign weaknesses experienced by
hospitals, the existence of patient service gaps, which
demand attention prior to implementation.
Facilitating communication, horizontally, vertically
and cross functionally, and improving coordination
by stressing the importance of processes and laying
the foundation for a team driven approach to problem
solving and process improvement.
Developing crucial linkages between supplier,
processor and customer, and the need to focus on
prevention rather than detection through an in-depth,
organizational assessment prior to BPR.
Enabling the more rapid growth and development of
the BPR initiative beyond the narrow confines of
standard setting and monitoring which seems the
central focus of quality in hospitals.
Providing, a clear sense of corporate direction and
the institutionalization of an organizational climate
supportive of continuous process improvement.
Ensuring constant measurement and monitoring of
the BPR process in order to know whether the
organization is moving in the right direction.

defined strategy focused on the provision of patient value,
and a highly motivated and engaged people working in an
agile organizational environment. The relatedness and
consistency in performance that these four elements of
inter-relationship management guarantees, would enable
a healthcare organization to appreciate that the successful
implementation of BPR begins with a picture of the
destination and the process of getting to the destination,
and must be shared by everyone: process owners and all
key stakeholders. Also, to be included in this picture is
the critical patient processes and administrative systems
that must be streamlined, redesigned, redefined, renewed,
strengthened and improved. Finally, as shown in table 4,
the hospital eliminated the 9 major challenges identified
in 2008, and also eliminated the seven service gaps that
inhibited a culture of patient centricity. The hospital
achieved a 100 percent patient satisfaction rating as seen
by the reengineering team at the end of the BPR
implementation cycle.
It is in pursuit of making the BPR philosophy manifest, in
making it operational, that practicing healthcare
managers need help and guidance. To date there have
been remarkable few, if any, empirical attempts made to
offer a holistic implementation model of BPR that could
serve as a reference point. The paucity of such models has
meant that healthcare managers, directed only by
generalized prescriptions found in the BPR literature,
adopted their own individualized approaches based upon
their subjective, and by definition, idiosyncratic
experiences. Far from being coherent and comprehensive,
attempts to implement BPR have become, to a large
extent, vague and partial. An implementation model
which does attempt to enforce the holism of BPR not to
be found in the work of other BPR proponents is that
offered in this paper. The intent is to show how the use of
the inter-relationship management model to the
implementation of business process reengineering
improved the performance of a healthcare organization.
And, the suggestion is hereby made that applying the
inter-relationship management approach would result in
major success for other hospitals.
References
1.

In addition, managers should concisely administer the
tenets of inter-relationship management (table 2). This
will undoubtedly facilitate the achievement of a quality,
responsive and productive employee effort across all
strata of organizational life. It is the suggestion of this
paper, that a better future for any hospital in terms of
increased performance, efficient and effective
deployment of resources cannot be attained when sought
after directly. It would only come as a by-product of
having an employee – centric leadership team, a clearly

© SMHRD, 2015

2.

3.

Atinkemer, K, Ozcelik, Y and Ozdemir, Z
(2011)’Productivity and Performance Effects of
BPR: A Firm Level Analysis’, Journal of
Management Information Systems, Vol.27, Issue 4,
pp. 129-162
Biazzo, Stefano (1998) ‘A Critical Analysis of the
BPR Phenomenon’, International Journal of
Operations and Production Management, vol. 18,
No9.
Bodnarczuk, M (1997)’Personal and Organizational
Effectiveness
in
a
post-business
process

Page 52

IJMOS 4(2), 2015

4.

5.

6.

7.

8.

9.

10.

11.
12.

13.

14.

15.

16.

17.
18.
19.

reengineering environment; Proceedings of ASQC’s
9th Conference, Phoenix, Arizona, USA.
Champy, J (1995) Reengineering Management: The
Mandate for New Leadership. New York:
HarperBusiness,
Childe, S., Maull, R., Mills, B (1996) ‘UK
Experiences in BPR’, University of Warwick
Business Process Centre.
Coulsen-Thomas (1997) ‘Making Sense of BPR’, a
presentation at the 1st International Conference on
Quality and Innovation in Public Services’, Sheffield
Hallan University, UK, April.
Czuchry, A and Yasin, M (2000)’An Open Systems
Approach to Process Reengineering in a Healthcare
Operational Environment’, Health Marketing
Quartery, Vol. 17, Issue 3, P77.
Davenport, T.H. (1993) ‘Process Innovation:
Reengineering
Work
Through
Information
Technology’, Harvard Business School Press.
Davenport, T.H, and Short, J.E (1990)’ The new
industrial engineering: Information technology and
business process redesign’, Sloan Management
Review, Vol.11
Davenport, T.H.; Prusak, L.,& Wilson, H (2003)
‘What’s the Big Idea? Creating and Capitalizing on
the Best New Management Thinking’, Boston:
Harvard Business School Press, 2003.
Davenport, T.H (2008)’Why Six-sigma is down
slope’, Harvard blogs.hbr.org
Fitzgerald, B., and Murphy, C (1996) ‘Business
process reengineering: Putting theory into practice,
INFOR, 34, 1, 3–14.
Goksoy, A, Ozsoy, B and Vayvay, O (2012)’
Business Process Reengineering: Strategic Tool for
Managing Organizational Change an application in a
multinational company’, International Journal of
Business & Management, Vol.7, Issue 2, page 89112
Grassel, E. and Schirmer, B., (2006). The use of
volunteers to support family careers of dementia
patients: results of a prospective longitudinal study
investigating expectations towards and experience
with training and professional support. Zeitschrift
FurGerontologie Und Geriatrie 39 (3): 217-226,
Jun.
Grover, K (2000)’Process Think: Winning
Perspective For Business Change in the information
age’, Idea Group Publishing, Canada.
Hammer, M and Champy, J (1993) ‘Reengineering
the Corporation: A Manifesto for Business
Revolution’, Nicholas Brealey Publication, London.
Kettinger, W, Teng, J, and Guha, S (1997) Business
process change: A study of methodologies,
techniques, and tools. MIS Quarterly, 21, 1, 55–80.
Lee, R (2009)’ Economics for Healthcare
Managers’, Second Edition, HAP Press, Chicago.

© SMHRD, 2015

Uche Nwabueze
20. Mckay, A. and Radnor, Z (1998) ‘A Charactersation
of Business Process’, International Journal of
Operations and Production Management, Vol. 18,
No. 9.
21. McDonough, J. and McDonough, S., (1997).
Research Methods for English Language Teachers.
London: Arnold.
22. Myszak, M (2011)’ Business Process Reengineering:
Future or Past of the Business’, Theory and Studies
for Rural Business and Infrastructure Development,
Vol.26, Issue 2, page 169-176.
23. Noer, D (1993)’Healing the Wounds: Overcoming
the Trauma of Layoffs and Revitalizing Downsized
Organizations’, Jossey Bass, San Francisco.
24. Nwabueze, U (1995) ‘An analysis of the feasibility of
developing a generic framework for the
implementation of TQM in the NHS’, Unpublished
Ph.D Thesis, Sheffield Hallam University, U.K.
25. Nwabueze, U. (2005). ‘Failure of Patient Care in the
NHS’, International Journal of Applied Management
(ISSN: 14685191)’, Vol. 6 Number 2, page 44
26. Nwabueze, U (2012)’Process Improvement: the case
of a drugs manufacturing company’, Business
Process Management Journal, Vol.18, No.4
27. Nwabueze, U (2008)’Leadership in Nigeria: the case
of Inter-relationship Management’, Journal of
Applied Management, ISSN:14685191, Vol. 2,
Number 3, page 16-30.
28. Ozcelik,
Y
(2010)’Do
Business
Process
Reengineering projects pay off? Evidence from the
United States’, International Journal of Project
Management, Vol.28, Issue 3, page 7-13.
29. Parasuraman, A, Zithaml, L, and Berry, L (1985)’A
Conceptual Model of Service Quality and its
Implications for future research’, Journal of
Marketing, Vol.49
30. Peltu, M. Clegg, C. and Sell,R.(1996) ‘BPR: the
Human Issues’ forum four; Conference Proceedings
at Warwick University – the Business Process
Resource Centre.
31. Prokesch, S (1987)’Remaking the American CEO’,
The New York Times, January. Page, F1.
32. Reijers, H and Mansor, S (2005)’Best practices in
business process redesign: an overview and
qualitative evaluation of successful redesign
heuristics’, Omega, Vol. 33, page 282-306
33. Ruchala, L (1995) ‘New, Improved or
Reengineered?: How to find the right management
tool to fit your company’, Management Accounting,
Dec.
34. Slack, N., Chamber, S., Harland, C., Harrison, A. and
Johnson, R (2001) ‘Operations Management’, 3rd
Edition, Pitman Publishing.
35. Solima, F. (1998) ‘Optimum Level of Process
Mapping and Least Cost BPR’, International

Page 53

IJMOS 4(2), 2015
Journal of Operations and Production Management,
Vol. 18, No. 9.
36. Talwar, R (1993)’Business re-engineering’, Long
Range Planning, Vol.26, Issue 6, page 22-40
37. Taylor, S. and Berridge, V (2006). Medicinal plants
and malaria: an historical case study of research at
the London School of Hygiene and Tropical
Medicine in the twentieth century. Transactions of
The Royal Society of Tropical Medicine And Hygiene
100 (8): 707-714 August.

© SMHRD, 2015

Uche Nwabueze
38. Tellis, Winston, (1997). Introduction to Case Study.
The Qualitative Report, Volume 3, Number 2, July.
39. Yin, R.K., (2008). Case Study Research: Design and
Methods. London, Sage Publications.
40. Zaidah Zainal, (2007). An Investigation into the
effects
of
Discipline-Specific
Knowledge,
Proficiency and Genre on Reading Comprehension
and Strategies of Malaysia ESP Students.
Unpublished Ph.D. Thesis. University of Reading.

Page 54

