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Are you proud of the patient experience your hospital provides?

Are you confident that your hospital is the provider of choice in your 
community?

Does your hospital provide the experience you would want for your family 
members or friends if they were hospitalized?

The emerging age of consumerism in healthcare is forcing hospitals to 
reexamine their traditional practices and provide greater sensitivity and 
responsiveness to patient preferences. Conventional customer service 
training is no longer enough. Reinventing the Patient Experience provides 
the advice and inspiration you need to make significant changes in the 
way your patients experience care in your hospital.

The book draws lessons from the experiences of hospitals considered 
innovators in patient-centered care. This diverse group of organizations 
illustrates how integrating “high touch” and “high tech” care is possible 
at hospitals of all types and sizes. You will learn what strategies they 
put in place, what barriers they faced, how they moved past roadblocks, 
and what their keys to success were. Leaders from these pioneering 
organizations share how they tackled various implementation and 
operational issues in the areas of physical environment, nursing services, 
complementary therapies, spirituality, leadership, and sustainability.

Explore these four components of patient-focused care:

•	 Designing facilities to minimize stress, support family involvement, 	
	 and remove physical barriers between nurses and patients
•	 Emphasizing a personalized relationship between nurses and 
	 patients, with more “hands-on” care provided by nurses at the  
	 bedside
•	 Increasing the availability and use of complementary therapies in an 	
	 inpatient setting to meet the general increase in patient demand for 	
	 these therapies
•	 Moving beyond the traditional role of the hospital chaplain and 	 	
	 training hospital staff to provide spiritual support for patients and 	
	 family members
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Preface

A friend or family member is in the hospital, and you decide to visit.
Your very first impression is disquieting. As you enter the hospital,
the environment seems confusing and slightly intimidating, hardly
welcoming. As you make your way to your friend’s room—and it’s
not easy to find—you notice that the people you see, including the
nurses, appear very intent on their work. But they don’t seem very
happy. They cluster in groups at the nurses’ station, scrutinizing
charts and filling out forms. No one looks up or acknowledges your
presence as you search for your friend.

You find the right room, and your friend greets you with delight.
She is surrounded by a tangle of equipment, and there is very little
space for visitors, but you squeeze in. There is a window to the right
of her bed; the view is of a brick wall of the adjoining hospital wing.
After the usual small talk and exchange of stories about relatives and
acquaintances, you ask if there is anything that you can do to make
her more comfortable. You clear away her lunch, which, she notes,
was delivered while she was out getting an MRI, was cold when she
returned, and had been next to her bed for two hours. She is nau-
seated by the smell of the food but has been told by a passing nurse
that someone would be there “soon” to remove it. While you are
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talking, a nurse enters the room and checks various readings on the
equipment, changes something, and, with a distracted smile, moves
quickly to the next room. You roll the food stand into the hallway
and leave it there.

There is a steady stream of activity in the hallway, generating a
significant amount of noise. This is punctuated periodically by over-
head pages that sound slightly ominous to you and that are, at the
least, disconcerting. Your friend observes that she has been having
trouble sleeping because of the noise and mentions that a nurse has
offered a pill to “help her get some rest.” She declined the medica-
tion but wonders if she shouldn’t reconsider.

At one point, a person in a white uniform enters the room,
explaining to your friend that it is time for her walk. Your friend
blanches at the suggestion, recounting that someone (who didn’t
explain who he was) had visited the room in the morning and told
her to “take it easy” today. The staff person seems confused, spends
a couple of minutes scrutinizing her chart, and leaves without com-
ment. You then help your friend use the bathroom in her room, for
which she is very appreciative. She was told to request help in get-
ting out of bed to use the bathroom, but when she did so earlier that
day, no one responded. She was able to manage on her own, although
she caught her foot in some cables and almost fell. She wonders how
she will do that night, when it’s harder for her to see where to walk.

You ask your friend when she expects to be discharged and offer to
drive her home. She isn’t certain. She knows there has been some talk
about discharge, but the resident has to reexamine her first. The last
time that happened, six people packed into her room, talked with each
other for some time about her “condition,” and then left saying they
would likely be back “later.” No one has told her when that might be.

You promise to return the next day, bringing some “decent” coffee
and her favorite dessert. As you are adjusting the channel on the tele-
vision, your friend asks if you would check with the nurses about an
inquiry she had made when admitted to the hospital. Apparently, she
had received some relief from her pain through acupuncture treatments
prior to her hospitalization and was hoping the acupuncturist could

viii Preface
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continue treating her while she was in the hospital. On your way out,
you stop at the nurses’ station to inquire about the status of your
friend’s request. The nurse says she hadn’t heard about the request but
promises to leave a note for the supervisor on the next shift.

As you make your way to the parking lot, you can’t help but feel
depressed by the visit. While your friend expects to fully recover and
to return to her home soon, and the hospital apparently has the lat-
est in technology (or at least its newsletter in the lobby suggests that’s
the case), you wonder if your friend is receiving the best possible care.
Couldn’t the environment be more conducive to healing? Couldn’t
the staff be more focused on patient care and, for that matter, your
friend as a person? Why does your friend have to work so hard to
get the attention of the hospital staff? Is it really necessary for her to
be so anxious about her environment? Uncertain about what is hap-
pening? You decide that it would be a good idea to return earlier in
the morning tomorrow—your friend could use the support.

We believe most readers of this book will relate readily to this nar-
rative, or at least to parts of it, through their personal experiences.
Technology has become a focal point for patient care in hospitals, and
there is no disputing that it plays a major and essential role in mod-
ern medicine. Financial issues consume a significant portion of any
hospital administrator’s day, and there is no doubt that hospitals need
to pay close attention to the bottom line to ensure that resources are
adequate to provide the best care for their patients. Addressing staffing
shortages seems to be a continuing problem for many hospitals, as does
the need to respond to market pressures to control costs and improve
patient safety. Relations between hospital administration and medical
staff are strained as never before, with ongoing battles over where lucra-
tive specialty services will be provided—in the hospital or in an out-
patient facility owned by physicians. In this environment, it would
seem easy enough for hospitals to be distracted from their focus on the
patient experience. Yet some hospitals appear able to combine “high
touch” with “high tech” care in an effective way. What can we learn
from their experience that has value for the healthcare field and, ulti-
mately, for the patients they serve?

Preface ix
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This is the challenge that motivates this book. To address it, we
have analyzed the experiences of eight highly diverse hospitals that
all came to realize that they needed to transform the hospital expe-
rience for patients and their families in fundamental ways. They
began with different resources at their disposal and faced different
competitive pressures, but they were all sustained by a firm belief
that it was “the right thing to do” for their patients.

Chapters 2 through 9 describe the experiences of each of the hos-
pitals in implementing their strategies. These chapters, which are
essentially eight case studies, are organized using a common struc-
ture. The first part of each chapter presents an executive summary
of the hospital’s experience. The rest of the chapter expands on this
summary and provides greater detail, particularly around imple-
mentation issues. Each chapter contains brief perspectives of hos-
pital leaders regarding particular aspects of their hospital’s strategy
and ends with a discussion of key success factors. Following these
hospital-specific case studies, Chapters 10 and 11 recount impor-
tant points made in a roundtable conversation involving represen-
tatives from seven of the eight hospitals. Chapter 10 focuses on
implementation and operational issues relating to four areas: phys-
ical environment, nursing services, complementary therapies, and
spirituality. In Chapter 11, the conversation shifts to issues of lead-
ership and sustainability. In Chapter 12, we summarize cross-cut-
ting findings from the hospital’s experiences in implementing mul-
tifaceted strategies intended to reinvent the patient experience and
discuss their implications for the healthcare field over the coming
decade.

Jon B. Christianson, Ph.D.
Michael D. Finch, Ph.D.
Barbara Findlay, R.N., B.S.N.
Wayne B. Jonas, M.D.
Christine Goertz Choate, D.C., Ph.D.

x Preface
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The past decade has been tumultuous for hospitals. The industry
has been “buffeted by conflicting forces,” including “persistent over-
capacity, misallocation of institutional assets and resources, low pay-
ment rates, aggressive competition from physician-owned entities
and specialty hospitals and the increasing burden of uncompensated
care.”1 For many hospitals, the focus has been on organizational sur-
vival. They have merged or affiliated with systems,2 invested scarce
resources in service expansions promising the greatest immediate
returns,3 and worked with medical staff physicians to reduce length
of stay. For the industry as a whole, improvements have been made
in financial measures.4 But a recent American Hospital Association
(AHA) report suggests that this focus on financial performance,
along with a growing public perception that hospitals are error-
prone environments, may be weakening public trust in hospitals as
community institutions.5

Recent public opinion polls report that 56 percent of respondents
trusted hospitals “some,” “not much,” or “not at all” to do the right
thing.6 In the late 1990s, the AHA launched an effort to track public
perceptions of hospitals, and this effort has been continued by some
state associations. The results suggest that a substantial portion of the
public believes hospitals are “lacking individual identity, values and

C H A P T E R 1

The Challenge to Hospitals:
Reinventing the Patient Experience

1
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mission,” having been “transformed from charitable institutions to
purely business enterprises,” and, as a result, are “impersonal and
detached from community.”7 They put “economics ahead of patient
care” and have abandoned their “traditional role as advocates for
patient needs.”8 In sum, these survey findings suggest that many
hospitals have lost the trust of the communities they serve.

This news could not come at a worse time for American hospi-
tals, because consumers are becoming better informed about hos-
pital performance and financially motivated to act on that infor-
mation.9 First-dollar health insurance coverage for hospital care is
giving way to insurance products that feature higher deductibles and
coinsurance rates, sometimes augmented by health savings
accounts.10 “Tiered network” products, although not yet common,
contain financial incentives that reward patients who choose to
obtain treatment at hospitals that score well on quality, cost, and
patient satisfaction metrics.11 Pay-for-performance programs reward
hospitals directly for achieving benchmarks or performance
improvements.12 Comparative information on hospital perform-
ance is becoming more accessible to consumers on the Internet or
through pamphlets and brochures provided by employers and health
plans.13 There is a presumption that these changes will influence
consumers in their choice of hospitals. Although this remains an
ongoing topic of debate and research, many hospitals are now
engaged in programs to improve their patient satisfaction scores14

and have increased their direct marketing to consumers.
The emerging era of consumerism in healthcare will force hos-

pitals to reexamine their traditional organizational models and, in
many cases, their cultures. In this book, we draw lessons from the
experiences of a small group of hospitals that have been early inno-
vators in implementing multidimensional strategies to reinvent the
patient experience. What steps have they taken to pursue this goal?
What roadblocks have they encountered? How have they overcome
barriers? What have been the keys to their success? How does their
experience translate to other hospitals? These are the questions we
address in this book.

2 Reinventing the Patient Experience: Strategies for Hospital Leaders
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WHAT ARE THE COMPONENTS OF A

REINVENTED PATIENT EXPERIENCE?

Rather than focusing on specific, targeted programs, we sought to
identify hospitals that had developed broad yet integrated strategies
for reinventing the patient experience. By doing so, we hoped to
avoid the hospital “fad of the month” and to identify strategies that
embodied deeper, presumably longer-lasting, organizational change.

In our environmental scan, we reviewed the hospital trade litera-
ture, participated in conferences and meetings where hospital inno-
vators described their efforts, and sought out organizations that sup-
ported innovation in inpatient care. We concluded that a significant
number of hospitals in the United States (we estimate between 200 and
400) were pursuing broad-based, multifaceted strategies to reinvent the
patient experience. These hospitals had concluded that conventional
training programs intended to make staff more “consumer friendly”
were not sufficient by themselves to accomplish a fundamental
change in the patient experience. And they reached this conclusion
before the new consumerism in healthcare took center stage.

These hospitals did not employ a common language in describ-
ing why they embarked on their ambitious strategies. What was
their motivation? Some hospital leaders cited a desire to create a
“healing environment” within their hospital, while others talked
about pursuing a “mind/body/spirit” approach to the care of hos-
pitalized patients. Perhaps just as revealing is what these leaders did
not speak of when justifying their efforts. They did not cite favor-
able financial projections or marketing considerations. Instead, they
used phrases such as “It’s the right thing to do,” “It’s what our
patients want,” and “It’s the experience we would want for our fam-
ily members or friends if they were hospitalized.”

We found that hospitals typically drew from four different, but
potentially mutually reinforcing, perspectives to develop a multi-
faceted strategy to reinvent the patient experience. One of these per-
spectives relates to environmental design.15 The presumption is that
the physical environment can influence not only the quality of the

Reinventing the Patient Experience 3
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patient and family experience in the hospital but also the healing
process itself. The literature provides numerous examples of facili-
ties designed to minimize stress (e.g., through the use of water fea-
tures, soundproofing, and artwork), support family involvement
(e.g., through larger rooms, convenient family spaces, and kitchens),
and remove physical barriers between nurses and patients.16

A second perspective concerns how nursing services should be
provided in the hospital. Where this was an important component
of hospital strategies, the hospital leaders emphasized a more “per-
sonalized” relationship between nurses and patients, with more
“hands-on” care provided by nurses at the bedside. The goal is to
reduce patient anxiety, improve communication regarding the
patient’s condition, and promote healing.17 This approach to hos-
pital nursing certainly is not new—in fact, it has a “back to the
future” feeling to it.18 But it is thought to have been neglected in
an era of nursing shortages and high-tech medicine.

A third perspective relates to the availability and use of comple-
mentary therapies in an inpatient setting.19 The AHA’s 2005 sur-
vey found that 26.5 percent of hospitals made one or more such
therapies available to their patients, an increase from 7.7 percent in
1998.20 In part, this no doubt reflects a general increase in patient
demand for these therapies, even though a recent Institute of
Medicine report finds that relatively little research has been con-
ducted to date that assesses their effectiveness.21

A fourth perspective concerns the proactive use of various means
of spiritual support in the care of receptive patients.22 This component
goes beyond the traditional role of the hospital chaplain and includes
training hospital staff to provide spiritual support for patients and fam-
ily members who request it.

HOW WERE THE STUDY HOSPITALS SELECTED?

In order to address the questions we have posed regarding the
efforts of hospitals to reinvent the patient experience, we adopted

4 Reinventing the Patient Experience: Strategies for Hospital Leaders
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Reinventing the Patient Experience 5

a multiorganizational case-study research design. (We describe ele-
ments of that design, including data collection methods, in the appen-
dix.) We focused on understanding, at a deep level, the efforts of a rel-
atively small number of hospitals. Because we wanted to understand
the ways in which hospitals combined different components into a
coherent overall strategy for change, we selected hospitals for our study
that had implemented broad-based approaches to reinventing the
patient experience. The names and selected characteristics of the eight
study hospitals are contained in Table 1.1. All but one of these hospi-
tals invested in changes in the physical environment, but there was
considerable variation in emphasis placed on the other components
(Table 1.2).

In selecting hospitals for inclusion in the study, we also sought
variation in characteristics that we expected to influence implemen-
tation. In particular, we selected hospitals that varied in size, geo-
graphic location, and length of time since they had begun their efforts
to change the patient experience. The size of the hospital could influ-
ence the strategy adopted, the implementation barriers encountered,
and the sustainability of the strategy. For instance, large hospitals may
have more resources to devote to organizational change activities,
including a greater capacity to support innovation through philan-
thropy. On the other hand, the influence of a charismatic leader could
be felt more readily by everyone in a small hospital but could lose
much of its impact if diffused through the administrative bureaucracy
of a larger organization.

With respect to region, research has documented that care
processes in hospitals vary widely across communities.23 Also, vari-
ation can occur in the functioning of labor markets for hospital
employees, community acceptance of nontraditional treatment
approaches, the policies of health insurers, and the benefit designs
of public and private payers, all of which could shape the environ-
ment for the change efforts of hospitals.

The length of time over which hospitals have attempted to imple-
ment and sustain their strategies could be an important consideration
for several reasons. For instance, an initial spurt of activity could be
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6 Reinventing the Patient Experience: Strategies for Hospital Leaders
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supported by a visionary leader. Over time, as leadership changes, the
enthusiasm for the change strategy could decline, or the strategy could
be reshaped by new leadership. In effect, the experiences of the hos-
pitals, and the challenges they face in sustaining change, could depend
on where they are in their own trajectory.

The group of study hospitals does vary along these and other
dimensions. Half belong to multihospital systems, two of which have
a religious affiliation or sponsorship. Six hospitals are in markets with
a large number of diverse competitors, while two are in relatively pro-
tected markets. Four hospitals are in the western United States, two
in the East, and one each is in the South and Midwest. The hospi-
tals range in size from 40 beds to more than 600 beds and from 60
medical staff members to about 1,600. A similarly wide variation is
seen in the study hospitals’ dependence on Medicare for inpatient
revenues. This variation lets us explore how hospitals of all different
types have developed and implemented strategies to reinvent the
patient experience.

SUMMARY

We selected eight hospitals for inclusion in this book. They varied
along a number of important dimensions that could affect their
selection of change strategies and their ability to implement them.
Guided by a framework developed from the published literature,
we conducted interviews with hospital leadership and analyzed doc-
uments pertinent to the hospitals’ efforts to reinvent the patient
experience (see appendix). In the next eight chapters, we describe
the experiences of the eight hospitals in detail.
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EXECUTIVE SUMMARY

In 1997, Windber Medical Center (WMC) appeared to have no
future as an acute care hospital. Eight years later, it is a thriving, finan-
cially viable organization that is a source of great community pride.
Many factors have contributed to this dramatic change, but WMC
leadership believe that their pursuit of an “integrative healthcare”
approach to patient care has been a driving force behind the hospi-
tal’s recent success. According to WMC, “Integrative healthcare gives
people the tools to nurture the connection between the mind and
body, empowering people to help heal themselves. Integrative
healthcare allows one to develop a partnership with their healthcare
team. One can now take an active role in their own business.”1

Pursuing this strategy, WMC has expanded its array of nontraditional
services and community outreach activities while at the same time
enhancing its use of the newest diagnostic technology. As one leader
noted, it has tried to be both high tech and high touch. WMC’s inte-
grative care approach has received attention in the national media,
for example, in Forbes magazine and the Wall Street Journal, and
WMC’s leaders believe this approach is responsible for the very low
staff turnover, improved patient care (as evidenced by extremely low

C H A P T E R 2

Windber Medical Center:
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infection rates), and increased patient satisfaction. There is a strong
belief among WMC’s leaders and staff that the direction the hospital
has taken over the last few years is not only the right direction to take
but also is the likely future for most acute care hospitals operating in
an environment that will increasingly demand greater sensitivity and
responsiveness to patient preferences. While it has received numerous
accolades, WMC continues to face significant day-to-day challenges,
not the least of which is how to continue and expand its integrative
care approach in the face of limited reimbursements for the nontra-
ditional services it provides.

BACKGROUND

WMC has been in existence for almost 100 years. It is part of the
four-hospital Conemaugh Health System, located in west-central
Pennsylvania. The flagship hospital in the system, Memorial
Medical Center, is a 564-bed (355 in service) facility in Johnstown,
Pennsylvania, about 12 miles from WMC. WMC has 82 beds and
450 employees—an increase from 250 employees in 1997—
including 60 registered nurses and 25 licensed practical nurses.
Approximately 150 physicians are on the medical staff, and about
60 are active participants. The majority of admissions are generated
by 30 physicians. WMC owns three primary care practices and
employs five obstetricians/gynecologists and a number of emergency
department physicians. It also operates an intensive care unit.

At present, approximately 58 percent of WMC’s revenue comes
from Medicare patients, 25 percent from Highmark Blue Cross Blue
Shield (the dominant health plan in the region), and 6 percent from
Medicaid. WMC has experienced positive income from operations for
each of the last four years, with outpatient revenues increasing by 100
percent in the last five years. Inpatient revenues have been stagnant in
a shrinking market. WMC has benefited financially from grant funds
from the Department of Defense and donations from other sources.
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These funds have been instrumental in supporting the purchase of new
technology and the development of new programs.

Several of the financial challenges now facing WMC are similar to
those confronting most hospitals of its size. For example, it must set
aside increased funds to meet pension obligations and for upkeep and
renovation of an aging physical plant. Its medical staff is also growing
older on average, and WMC needs to recruit replacement physicians
over the coming years. Some of its grant support is ending, so it must
now build up reimbursement from private payers for several of its pro-
grams. Challenges particular to WMC include a declining population
base in its service area (although the low cost of living and availability
of veterans’ healthcare has attracted some military retirees) and its rela-
tionship to the system’s flagship hospital.The geographic proximity of
WMC to the flagship facility means that, in some respects, this facil-
ity is its primary competition for patients. WMC is challenged to
maintain a separate identity from the flagship while at the same time
being shaped by the overall strategic initiatives of the system.

PURSUING A PATIENT-ORIENTED STRATEGY

The Transition to Integrated Healthcare

When its current president and chief executive officer (CEO) was
hired in 1997, WMC was widely believed to be on a rapid down-
ward trajectory that would inevitably end in closure. It had, for a
time, been operated as a for-profit facility but then had been turned
over to the community without an endowment. Its physical appear-
ance had deteriorated, its medical staff was aging, and it was expe-
riencing difficulty attracting and retaining nursing staff. It did have
a new unit with a patient-centered mission to provide palliative care
to dying persons, the funds for which had been solicited from the
community. It was clear to the new CEO that the hospital would
close if dramatic changes were not made.
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WMC faced significant financial challenges that caused a fun-
damental rethinking of its mission and business model. F.
Nicholas Jacobs, FACHE, describes how he confronted the prob-
lems of WMC when he acquired the position of president and
CEO:

The wheels on the bus go round and round, but sometimes the
seats are filled with people who thought they were on a horse
and buggy.

Upon my arrival at Windber Medical Center, my first
two weeks were spent in nearly 300 one-on-one private meet-
ings with our employees. It was a very informative 14-day
period of time. In the end, I knew much too much about the
facility and its inner workings. In fact, you could ask me just
about anything and the answer was on the tip of my newly
segmented, mental hard drive.

It was exceedingly clear to me that we had to find a way
to deal with each and every issue that had been raised, and it
was also abundantly clear that this consideration needed to
occur in an expedited manner. Salaries were lagging. Intimate
old-boy networks were creating abusive working conditions
for those staffers who were not in the club. Most importantly,
however, there were at least three dozen people who were not
suitable to work in an organization that was attempting to
transform itself into one of America's most patient-centered
facilities.

Our first center of attention was to the head of the bus,
the senior leadership team. Generally, they were a wonderful
group of hard-working vice presidents who were firmly
ensconced in a world that was very pertinent to 1987, but the
problem was that it was 1997. No matter what was suggested
at the steering team meetings, they smiled in agreement, left the
conference room, and had their private meeting to undermine

Making the Hard Decisions
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the philosophical direction toward which our organization
was pointed.

After nearly a year of these passive-aggressive counter-
measures, we employed a management consulting behavioral
psychologist to analyze the situation and make a presentation
to the board that allowed me to begin the transition in senior
leadership.

It is with deep embarrassment that I admit that the next crew
recruited into these positions, although decades younger, were
even less effective. That was probably because they were decades
younger, less secure, and more aggressive. The final outcome was
the hiring of a group of vice presidents who were predominantly
women (mostly new mothers) and a few older men who had
impeccable credentials and wonderful nurturing skills.They have
been the solution to the problems identified on the first few seats
of the bus.

We then launched into an employee evaluation program
that helped us identify the 32 highly directive, low-self-image
individuals who were incapable of introspection. We then
went through a layoff that enabled them to leave with dig-
nity. In fact, we found most of them positions at our com-
petitor's facility.

Since then, we have diligently pursued our goals to hire
people who actually like other people. These are people who
should be providing care to human beings in need, and the seats
are filled with the right people.

The CEO’s personal experience caring for his father had con-
vinced him that hospitals tended to serve the needs of the staff more
than the needs and preferences of their patients. He saw the
approach taken by the palliative care unit, with respect to the way
in which patient and family needs were addressed, as a model for
the hospital as a whole. With “nothing to lose,” as he put it, the new
CEO decided to attempt to change the management and culture
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of the hospital to make it more patient centered and “community
oriented.” In the first month of his tenure as CEO, WMC affili-
ated with Planetree, a national organization that emphasizes the
patient environment as an important factor in healing. Founded
in 1978, Planetree supports pleasant, caring, family-oriented envi-
ronments for patients and recognizes patient and family rights and
responsibilities in the healing process. Planetree hospitals are com-
mitted to providing a warm, relaxing, noninstitutional environ-
ment for their patients and integrating modern medicine with more
traditional practices directed at healing the mind, body, and spirit.
(See the Planetree website at www.planetree.org for more infor-
mation.)

This commitment has resulted in the implementation of a
variety of nontraditional patient and community activities by
WMC, including yoga, acupuncture, aromatherapy, biofeedback,
massage therapy, Reiki, pet therapy, and drumming. A staff per-
son oversees the deployment and management of these programs,
their integration with clinical care, and their availability to the
community.

The first step in implementing new programs of this type at
WMC typically involves securing the support of hospital staff. Staff
members are trained in the programs and their potential applica-
tions in patient care. In some cases (e.g., aromatherapy, massage
therapy), they participate in the activities to experience their bene-
fits. Medical staff are provided with published studies regarding the
effectiveness of the therapies and generally become more accepting
of the therapies over time as they see benefits for their patients, par-
ticularly in the area of pain management.

Occasionally, implementation of new programs as part of
WMC’s integrative healthcare strategy met with resistance. For
example, some community members accused the hospital of sup-
porting Eastern religions when it offered classes in yoga. WMC
needed to explain that yoga was not a religion and that it was being
used as a stress management technique. WMC also found that a
substantial number of staff members were not supportive of the new
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approach. As a result, it was forced to terminate the contracts of 34
employees over a period of time, including members of the admin-
istrative team. They were replaced with employees who were com-
fortable with the CEO’s vision for transforming the hospital. The
hospital’s board remained supportive of its new CEO during this
difficult time, in part because it recognized the need for change if
the hospital was to survive.

Developing New Community-Based Programs

A key to WMC’s ultimately successful adoption of an integrated
healthcare model by was its ability to establish highly visible pro-
grams that brought community members into the facility on a reg-
ular basis. The two most important programs in this respect have
been the Dr. Dean Ornish Program for Reversing Heart Disease and
the hospital’s HealthStyles facility.

WMC is one of about 23 sites in the United States to offer the
Ornish program, which emphasizes moderate exercise, a low-fat
nutrition plan, stress management, and group support, with the
goal of improving cardiac function and quality of life. WMC ini-
tiated the Ornish program in 2000, and 17 groups have com-
pleted it. In addition to providing a service to community mem-
bers, the program attracted grant funds to the hospital to evaluate
results.

The second program, HealthStyles, is based in a fitness facility
at WMC that contains an indoor walking track, cardiovascular
training equipment, strength training equipment, a group exercise
space, and a hydrotherapy pool with underwater treadmill.
Membership is available to all community residents 14 years of age
and older for a very low monthly fee, and hours of operation are tai-
lored to accommodate work schedules. HealthStyles, which cur-
rently has 1,200 members, brings people to the hospital, exposes
them to some types of integrative care activities (e.g., yoga), and
reinforces community support for WMC.
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When WMC began introducing new therapeutic approaches, it
met both internal and external resistance. President and CEO F.
Nicholas Jacobs, FACHE, discusses how this resistance was over-
come:

Yoga for octogenarians? In 1996 my personal health journey
took me to a web page espousing the work of Dr. Dean Ornish
and his coronary artery disease reversal program. It was my
decision to fly to the Bay area, drop $8,000 from my retirement
account, and partake in the newly functioning Ornish pro-
gram. After meeting numerous people who had been given
death sentences a decade and a half earlier but who were still
alive and doing well, it was also my decision to bring that pro-
gram back to our small, urban medical center in south-central
Pennsylvania.

Unfortunately, the 800-pound gorilla in Western
Pennsylvania health insurance, Highmark Blue Cross, had
decided that no hospital was fit to administer this program at
that time, and because they had formed a partnership with Dr.
Ornish, blocked us from participation in the official Ornish
program for several months. (We later came to a settlement and
are now one of their demonstration sites nationally as a model
for the success of this venture.)

Because we were officially prevented from running an
Ornish program, we decided to begin experimenting with seg-
ments of the program on our own, segments that were not pro-
tected via copyrights, ownership, and the like. Our first dive
into the elements of Ornish was to begin yoga classes, but our
hospital was 100 years old and did not have appropriate rooms
for these types of physical activities. Before long, we struck a
deal with two of the four Catholic churches that were within a
two-block area of our hospital to allow classes to be held in their
recreation and banquet rooms.

Still Making the Hard Decisions
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Dr. Ornish had repeatedly predicted that his program
would fail in a town filled with older, ethnic oriented individ-
uals who had grown up on porkette sandwiches, kolbassi, and
meatballs. Imagine my delight when, upon visiting one of the
first classes, we saw two dozen men and women in their 60s,
70s, and 80s on the floor doing the gentle bridge yoga position.

About a year after that, our Integrative Health Center was
completed, and a group of our most conservative physicians and
one chaplain on our staff began to notice that patient-centered
care meant giving the patients power that they previously pos-
sessed. It was after that discovery that they decided to make a
motion at the medical staff meeting to ban spiritual touch in
our palliative care unit and to question the use of Eastern reli-
gions in our relaxation classes.

Within a week we began seeing letters to the editor regard-
ing the use of Eastern spiritual beliefs in Windber Medical
Center's classes, and then we received word that the local
Baptist Church was organizing to picket our facility. A local
podiatrist also did a television interview regarding the taking
of souls in our facility by using Eastern religions in place of tra-
ditional Christian religions and, because his name was similar
to our nationally recognized heart surgeon, plenty of people
were confused.

Bottom line? We stopped using the word “yoga” for a few
years and replaced it with relaxation techniques and invited
everyone to bring their rosaries or prayer beads if they so
desired. We then had the three most vocal critics from our staff
experience the program and commissioned them to calm the
PR waters. Seven years later, yoga is embraced and a daily part
of our integrative health life, along with Reiki, massage,
acupuncture, aroma, pet, and music therapy, and we have had
approximately 500 individuals go through the program.
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Developing New Clinical and Research Programs

At the same time WMC was implementing its new integrative care
approach, it was also becoming increasingly high tech. The Joyce
Murtha Breast Care Center, which opened in 2001, combines breast
care and education on women’s health issues under one roof. It has
also been used as a site in national clinical trials. In addition, the
Windber Research Institute was formed as a biomedical research
organization focused on breast cancer, and it has received $60 mil-
lion in grant funding. Operated in collaboration with Walter Reed
Army Medical Center in Washington, DC, the institute has devel-
oped a research laboratory and tissue repository for clinical breast
cancer research. Work at the institute has enabled WMC to acquire
state-of-the-art imaging equipment, including a high-definition
magnetic resonance imaging (MRI) system and a positron emission
tomography/computed tomography scanner, both of which are
available for all patients in the hospital.

CHALLENGES TO THE STRATEGY

While the integrative care model is part of the culture of WMC,
maintaining and expanding it is a continual financial challenge.
Some of the costs of nontraditional programs have been subsidized
by synergies with other hospital activities and by donations and
grant funds. Profits generated by an aggressive outreach program for
laboratory services have also helped. However, WMC is searching
for more stable, ongoing sources of funding. For instance, it has
entered into a partnership with Highmark Blue Cross Blue Shield
that supports the costs of some participants in the Ornish program.
And the fee structures for some integrative health services are being
reexamined. During the coming year, all occupational therapy and
physical therapy patients will be offered one free treatment by the
integrative healthcare department. The expectation is that many will
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return for additional treatments on a fee basis. The cost structure
for the acupuncture program is also being examined, with the hope
of spreading the fixed program costs (largely physician salaries) over
more patients.

Because of the declining population base in the area and the loca-
tion nearby of a large tertiary hospital in the same healthcare sys-
tem, opportunity is limited to subsidize integrated healthcare pro-
grams with profits generated through inpatient care. The presence
of WMC within the larger hospital system also poses other chal-
lenges. In a sense, WMC functions as the system’s “laboratory” for
nontraditional programs. Some programs developed at WMC have
been implemented in other system hospitals in some form. Thus,
WMC is continually challenged to maintain the unique identity it
has established in its market area. According to one WMC leader,
the effort to maintain its identity requires that WMC staff remain
passionate about providing the best possible patient experience:
“When patients come they feel they are important and cared for.”
The support of the next generation of WMC leaders for the inte-
grative care model will likely determine if it becomes firmly embed-
ded in the hospital’s culture.

KEYS TO SUCCESS

WMC’s success to date in implementing a patient-centered, inte-
grated care approach in a resource-constrained environment is the
result of several key factors, in the opinion of WMC leaders.

Presence of a Significant External Threat

The hospital faced an extreme external threat in 1997 that was
acknowledged by most people employed in the facility, the hospi-
tal’s board, and the community. The need for change of some type
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was obvious. This provided the new CEO with considerable lever-
age in implementing his vision for WMC.

Willingness to Make Difficult Decisions

Fairly early in the transition process it became evident that some hos-
pital employees and medical staff were not comfortable with the new
patient-centered approach and its emphasis on mind/body/spirit
healing. Rather than helping the transition, they became obstacles
to it. They were replaced by individuals who were committed to the
new vision for WMC. From that point, an important part of the hir-
ing process involved determining the enthusiasm of potential
employees for the integrated healthcare approach. As a result, hos-
pital employees, including nurses and, for the most part, medical
staff, are now committed to integrated healthcare and to improving
patient experiences at WMC.

Ability to Build Community Support

Initially, some in the community were suspicious of the new pro-
grams being implemented in the hospital. Personal experience with
the programs, word-of-mouth transmission of information in the
community, and the enthusiasm of hospital staff were all important
in allaying people’s concerns. Also, as the hospital’s financial situa-
tion stabilized and employment at WMC grew, the importance of
WMC to the local economy became increasingly evident. Finally,
WMC leaders consciously designed programs that would draw com-
munity members to the facility and expose them to nontraditional
programs. The result was that WMC was transformed in the eyes
of community members from a community “failure” to a valued
asset deserving of financial and political support.
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Balanced Approach to Transformation

WMC’s leaders recognized early in the transformation process that,
while adopting an integrated healthcare approach was the right
thing to do for patients and staff, it should proceed in tandem with
efforts to enhance medical treatment. The ability to do this, through
grants and the establishment of the breast center and the research
institute, created a more accepting environment for implementing
of nontraditional programs.

ENDNOTE

1. Windber Medical Center (WMC), Institute of Integrative Medicine. 2007.
“Healing Body, Mind & Spirit.” [Online information; retrieved 3/7/07.]
www.windbercare.com/inthealth.asp.
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EXECUTIVE SUMMARY

St. Rose Dominican Hospitals–Siena Campus (SRDHSC) opened
its doors in 2000 to serve the rapidly growing population around
Henderson, Nevada. SRDHSC also provided an opportunity for the
Adrian Dominican Sisters to continue and extend their service mis-
sion to the community while at the same time creating a physical
environment supportive of the organization’s belief in a compre-
hensive mind/body/spirit approach to healing. According to the
president of St. Rose Dominican Hospitals (SRDH) and SRDHSC,
“Medical science is now confirming what the Adrian Dominican
Sisters have always promoted. When helping patients to achieve
good health or recover from illness or injury, you must do more than
address physical concerns. The health of the mind and spirit are key
to overall well being.”1 The opening of this new facility, with design
features intended to support a healing environment for patients,
coincided with major initiatives from Catholic Healthcare West
(CHW), of which SRDH is an affiliate, that focused on improving
the patient experience. SRDHSC’s leaders believe that the mission,
vision, and values that the Dominican Sisters have long espoused
for SRDH, combined with the healing environment in SRDHSC,

C H A P T E R 3

St. Rose Dominican Hospitals–Siena Campus:
Creating a New Environment for Hospital Care
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have created an important model for hospitals nationally, as well as
a unique niche for SRDH in the communities it serves. However,
they face challenges with this model. The number of sisters is declin-
ing, which raises concerns about sustaining their vision and values
into the future. And population growth is straining the capacity of
SRDHSC and its staff, at times making it difficult to maintain the
quality of the patient experience.

BACKGROUND

The Rose de Lima Campus, SRDH’s original facility, was built
in 1942 by the U.S. government and acquired by the Dominican
Sisters of Adrian, Michigan, in 1947. Responding to growth of
the surrounding community, the hospital grew in size and tech-
nological sophistication over the years. In 1988, it joined CHW.
Formed in 1986 and headquartered in San Francisco, CHW is
currently a system of 40 hospitals and medical centers in Arizona,
Nevada, and California. It is the eighth largest hospital system in
the United States and now includes both religious and secular
hospitals. Even with the addition of secular facilities, CHW con-
tinues to affirm its commitment to “compassionate, high qual-
ity, affordable health care services in a compassionate environ-
ment that is attuned to every patient’s physical, mental and
spiritual needs.”2 At the Rose de Lima Campus, a major four-
story expansion was completed in 1991, and in 1998 ground was
broken for SRDH’s Siena Campus, which added 214 beds to the
138 beds of the original Rose de Lima Campus.

SRDHSC offers a broad range of high-tech hospital services,
including a pediatric intensive care unit (ICU), an open-heart sur-
gery center, neurosurgery, a Level II nursery, obstetrical services, and
state-of-the-art digital diagnostic imaging. SRDH now has more
than 2,000 employees, including 700 to 800 nurses, across both
campuses and approximately 1,000 physicians on the medical staff.
Between 200 and 250 of these physicians do 90 percent or more of
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their work at the SRDH campuses. Nurses move between the two
campuses as needed. At present, 21.3 percent of SRDH’s revenues
come from Medicare, 4.4 percent from Medicaid, and 74.3 percent
from all other payer sources, including insurance and self-pay. SRDH
reportedly contributes more than $32 million annually to charity
care and to community programs.

SRDH competes for patients in the greater Las Vegas area. This
market is served by three systems: HCA (which has three hospitals
in the area), Universal Health (four hospitals), and Iasis (one hos-
pital). University Medical Center also has a significant presence in
the market, but SRDH does not regard it as a direct competitor.
These organizations compete for patients during the warm months,
but the increased population in the area during the cooler months
means that all hospitals operate at or near capacity. SRDHSC aver-
ages a 90 percent occupancy rate but is 100 percent occupied dur-
ing some periods in the winter, stressing the capacity of the facility
and its emergency department. SRDH is the only religious, not-for-
profit hospital organization in the southern part of Nevada and dif-
ferentiates itself from its competitors in this respect. In outward
appearance, the physical plant on each campus underscores this dif-
ference, with a cross on top of each facility and a religious statue at
the main entrance.

Soon after SRDHSC opened, it was operating at close to full
capacity. In response, in February 2004 SRDH broke ground for a
third acute care facility—the San Martín Campus—located in
southwest Las Vegas. San Martín offers 111 private rooms and has
the ability to expand by 90 private rooms in the future. A three-story
medical office building was also constructed as part of the project.
The San Martín Campus, like SRDHSC, is designed to create a
physical environment for patients that supports a mind/body/spirit
approach to healing.

SRDH has developed a large number of innovative programs
that address community needs outside the walls of its inpatient
facilities. The nature of these programs is a direct reflection of
SRDH’s mission statement, “Under the sponsorship of the Adrian
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Dominican Sisters and in response to the changing needs of the
people of southern Nevada, St. Rose Dominican Hospitals offer
quality, compassionate care. We promote wholeness of body, mind
and spirit in the Dominican tradition of working with others to
improve the health status of the community in a shared pursuit
for justice and truth with a commitment to those with special
needs.”3

Programs run the gamut from education to support groups to
direct care. For example, in 1998 it established, through an endow-
ment gift, the Barbara Greenspun WomensCare Center of
Excellence. The center has an educational mission, offering classes
in exercise, nutrition, and parenting; maintains a lending library;
and publishes WomensCare magazine, which reaches about 360,000
households.

SRDH facilitates support groups in areas such as alcoholism,
bereavement, breast cancer, depression, diabetes, divorce, eating dis-
orders, fibromyalgia, gambling addiction, narcotics, infertility, and
pregnancy loss. It operates a variety of community outreach pro-
grams, many focused on the healthcare needs of the disadvantaged.
One example is its Positive Impact Program, which provides med-
ical and dental services to children in more than 60 local schools
who are referred by school nurses. Students meeting eligibility cri-
teria are provided with healthcare at no cost. The program is funded
through donations of medical services and money. All of its outreach
programs are seen as consistent with the mission of serving the
healthcare needs of the community, in addition to the needs of
patients admitted to SRDH.

PURSUING A PATIENT-ORIENTED STRATEGY

The leadership of SRDH has pursued a multifaceted approach in
an attempt to create and support an environment conducive to
mind/body/spirit healing for patients. Each of the different facets
is described in the following sections, focusing on SRDHSC.
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“Gathering input from staff and physicians about building a new
healthcare facility is as important as consulting your family when
designing a new home. Feeling comfortable in your space is crit-
ical,” says Vicky VanMeetren, CEO of SRDH–San Martín
Campus. She has provided leadership for building more than one
hospital from the ground up. She starts with a survey process to
ask staff and physicians, “What does healing environment mean
to you?”

“It’s interesting,” she says. “People start by answering that
question from the perspective of their work role—nurse, physi-
cian, housekeeper. But inevitably, they end up giving feedback
from a more personal viewpoint. Everyone has been a patient at
some time in his or her life.” VanMeetren’s most recent build-
ing, SRDHSC in Henderson, Nevada, is a model facility for
healing, and much attention was paid to staff-inspired details.
“Certain spaces absolutely scream of healing to us. One of the
most important spaces is the actual patient room. It has become
very clear to me that the patient’s room is really divided into three

Starting from the Ground Up

Physical Environment

SRDHSC was designed to be a soothing, patient- and family-
friendly environment. For example, it contains a three-quarter-acre
healing garden with flowing water, sunlight, plants, and a rose-cov-
ered gazebo. All rooms are private and include family space to
encourage family participation in the healing process. Carpeting in
the hallways helps muffle sound, and soothing music is part of the
overall environment. Each floor has quiet rooms for patients and vis-
itors, and no overhead paging is done except in emergencies. Arches
with inspirational quotations painted above them are used to con-
nect parts of the facility, and the overall design makes use of natu-
ral light wherever possible.
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types of space: space for the patient, space for the clinician, and
very clearly a space for the family. I think that in this day and
age, if you try to take that family space and minimize it in any
way, then you’re not going to meet the patients’ needs. The hos-
pital stay is getting shorter, and to welcome a family member into
the care if they want to be involved is essential to the patients’
actual recovery after they get home.”

In designing these healing environments, VanMeetren and
her team have incorporated ecumenical chapels, private hallways
that provide patient dignity during transport, carpeted ICUs
with propel-assisted gurneys, donor-initiated healing gardens,
art, and an aquarium filled with handblown glass sculptures and
exotic fish in the emergency department waiting room, a nice
contrast to most waiting room spaces, which typically display
loud televisions.

According to VanMeetren, “you absolutely must have a blend
of [architectural] expertise on the build side, as well as the expert-
ise of the people who will use the space. It’s often one person’s
idea that makes a tremendous difference.”

Spiritual Emphasis

SRDHSC has a chapel in which Mass takes place on a regularly sched-
uled basis. A cross and a copy of SRDH’s mission statement are promi-
nently placed on the wall of each patient room. Nurses are encouraged
to stop and talk or pray with patients and families. It is CHW’s pol-
icy that each hospital has a spiritual care leader who is responsible for
developing and maintaining a comprehensive program of spiritual care.
The spiritual care team is charged with helping patients “integrate their
spiritual values and beliefs to promote healing…and alleviate suffer-
ing.”4 At SRDHSC, spiritual interventions are documented in the
patient’s medical record, and a member of the spiritual care team
responds to each emergency in the facility.
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When asked to share some key aspects of her organization’s cor-
porate strategy for delivering spiritual care in CHW hospitals at
a time when budgets are tight and expectations for productivity
are high, Rey Friel, vice president of Mission Integration and
Spiritual Care for CHW, responded:

The strategy comes out of a core belief that healing, of its
nature, includes a spiritual dimension. If we really want to be
healers in the world and in our communities, then we have to
include spiritual care as the hallmark of our care.

We have found that people can find spirituality in so many
ways. We often describe spirituality as “that which gives you
meaning and purpose in life.” Spirituality can also be described
as the characteristics and qualities of one’s relationship with the
Transcendent. Rabbi Abraham Heschel, a well-known writer,
philosopher, and teacher, says that “in order to heal a person,
we must first be a person.” Robots running machines don’t heal
people. We need to be connected with our own sense of mean-
ing, purpose, transcendence, and community—and not shut
off when we act as healers for others.

One of the ways CHW sustains a values-based culture,
especially within a secular business model, is through a pro-
gram called the Ministry Leadership Center. Participants in
this three-year program engage in a formative learning expe-
rience with their peers around topics such as vocation, her-
itage, suffering, and social justice. Sessions include two-day,
off-site retreats held four times a year, monthly meetings with
“dialog partners,” and assignments designed to facilitate the
integration of learning into leadership in the workplace. Upon
completing the three-year program, graduates will become
mentors for the next group of leaders.

During the program, participants explore questions such
as, “What is the difference between job, career, and calling?”

The Spiritual Dimension of Healing
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“How do we apply Catholic social teaching in a pluralistic
society?” “How do we draw on the wisdom of our heritage
to find answers to issue we are facing today?” “How do we
nurture a values-based culture?” and “How do we sustain that
culture over time—when leadership and other events change
the cultural landscape almost daily?”

It’s that kind of formation experience that we are focused
on. Like walking a labyrinth, you go into the center, but then you
need to come out again. Participants go away for retreat and
reflection, and then go back to the workplace to act from a new
perspective. I’ve heard some of my colleagues remark, “Hey—I’m
50 years old! Why didn’t I ever pay attention to this stuff before?”
Our teacher gently reminds us that “in spiritual learning, time
doesn’t matter. Learning the ways of the Spirit can take a lifetime,
or it can happen in a single moment.”

Patient Satisfaction Initiatives

Under its current patient satisfaction initiative, CHW challenges
affiliated hospitals to compete for rewards of $250,000 each,
which can be used for whatever purposes are deemed appropriate
by the winning hospitals. Hospitals are judged according to
patient responses in satisfaction surveys, in which they are asked
whether they are likely to return to the hospital and whether they
will recommend the hospital to a friend. Hospital employees are
also part of a “patient recovery” initiative, whereby they are author-
ized to take immediate action to help patients recover from any
bad service experience they may have had in the hospital. All new
employees are educated in the patient satisfaction program, and
reeducation occurs periodically. At SRDHSC, it was reported that
some nurses were not comfortable with the heavy emphasis on
patient satisfaction and moved to other facilities. Nevertheless, in
general, the patient satisfaction program is regarded positively by
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employees, and leaders believe it has helped make SRDH the first
choice for nurses seeking employment in the area and has been an
important factor in nurse retention. SRDH attempts to hire nurses
who have the personality and the values that make them comfort-
able working in an environment that emphasizes a mind/body/spirit
approach to healing. As a result, nurses at SRDH now regard treat-
ing the mind, body, and spirit as simply the right thing to do, and
the leadership reports a high level of satisfaction among the nurs-
ing staff.

CHALLENGES TO THE STRATEGY

At present, SRDH appears to be operating in a community and a cor-
porate environment that are very supportive of its emphasis on mind,
body, and spirit in treating hospitalized patients, and its commitment
to community outreach programs. However, hospital leaders express
three concerns—two immediate and one looming. An immediate con-
cern is the rapid population growth in Las Vegas. While this benefits
SRDH (as described later), it has also created periods during which
the hospital operates at capacity. This increases the demands on staff
and the level of stress they experience. Less time is available to spend
in conversation with patients and families, and staff may become less
attentive to patient needs. Leaders hope that the opening of the San
Martín Campus will alleviate some of the demand at SRDHSC; how-
ever, this is likely to be a short-term effect, if it occurs at all. San Martín
is not located near Siena, and the continued population growth in Las
Vegas is likely to quickly fill any empty Siena beds.

A second immediate concern is the ability of SRDH to attract
sufficient numbers of nursing and technical employees who share
its mission, vision, and values. This is especially important given the
increased need for trained staff generated by the opening of the San
Martín Campus. While Las Vegas is attracting large numbers of
retirees, its image is not always attractive to young professionals with
families who want to put down roots in a community.
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Finally, a longer-term concern expressed by SRDH leaders relates
to the decline in the numbers of Adrian Dominican Sisters.
Currently, the sisters are very active and visible on the two campuses.
Their presence reinforces the emphasis on the spiritual aspects of
healing, and SRDH will be challenged to sustain this emphasis as
the number of sisters involved in the hospitals decreases.

KEYS TO SUCCESS

SRDH’s success to date in developing an integrated mind/body/spirit
approach to healing, as exemplified on its Siena Campus, is attributed
by its leaders to a variety of factors, some external to SRDH, and oth-
ers internal.

Rapid Population Growth in the Community

Paradoxically, while rapid population growth has challenged SRDH
in some respects, it has supported a mind/body/spirit approach in
others. Most importantly, it has ensured a steady demand for the
high-tech care available at SRDH. The revenues generated through
the provision of this care have kept the hospital in a strong finan-
cial position. This has enabled the hospital to invest in community
outreach initiatives, implement internal programs supporting
patients and families, and construct new campuses designed to sup-
port mind/body/spirit healing.

Construction of New Physical Plant

The ability to construct new campuses designed specifically to sup-
port a mind/body/spirit approach to healing has allowed SRDH
to fully implement its mission and values at the patient bedside. It
has enhanced the experience of both staff and patients and, in the
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opinion of leadership, has resulted in greater staff satisfaction, which
in turn has led to better patient care.

Congruence of Values

The mission and values of CHW and of SRDH are largely con-
gruent. This is illustrated clearly in the patient satisfaction program
developed at the corporate level. The objectives of this program are
consistent with the goals of SRDH with respect to its patients.
Support has been provided at the corporate level for the program,
and an SRDH employee has been given the responsibility for man-
aging the patient satisfaction initiative at the corporate level.

Unique Market Position

The fact that SRDH is the only not-for-profit, religious-sponsored
hospital in the area creates an advantage in two ways. Most obvi-
ously, it is the only option for patients who value these characteris-
tics in their choice of hospital. Also, importantly, it is the only alter-
native for medical and nursing staff who seek these characteristics
in their work environment. People with this orientation select into
employment at SRDH in part because there are no similar local
alternatives. Overall, the unique market position of SRDH has con-
tributed to the creation of a loyal patient and employee base that is
fully supportive of its mission, vision, and values.

ENDNOTES

1. Saint Rose Dominican Hospitals (SRDH). 2007. “Serving the Henderson and Las
Vegas Communities.” [Online information; retrieved 4/18/07.]
www.strosehospitals.org.

2. Catholic Healthcare West (CHW). 2007. “CHW at a Glance.” [Online
information; retrieved 4/18/07.] www.chwhealth.org
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EXECUTIVE SUMMARY

Abbott Northwestern Hospital (ANW), located in central
Minneapolis, is the flagship hospital of Allina Hospitals and Clinics,
a not-for-profit healthcare system with primary operations in the
Minneapolis–St. Paul area. A large, technologically sophisticated enter-
prise, ANW has fostered initiatives in its inpatient and outpatient care
units that promote and support a mind/body/spirit approach to health-
care. These initiatives have been supported by a newly constructed
heart hospital, the Institute for Health and Healing (formed in 2002),
and the Virginia Piper Cancer Institute.

The primary challenges facing ANW have been how to reconcile
mind/body/spirit approaches to healing with ANW’s traditionally
high-tech culture, how to integrate these approaches into everyday hos-
pital operations, and how to fund them on an ongoing basis. ANW
has responded by implementing a “consultative model,” with the insti-
tute as the centerpiece. Institute consultations may be ordered by any
member of the patient’s healthcare team, including the patient or a
family member. (Acupuncture consultations can be ordered only by a
physician.)These services include, but are not limited to, massage ther-
apy, aromatherapy, biofeedback-guided imagery, and music therapy.

C H A P T E R 4

Abbott Northwestern Hospital:
Combining High Tech and High Touch
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An institute practitioner assesses the patient’s condition, explains the
services available, and work with the patient and the healthcare team
to develop a plan for incorporating specific services into the patient’s
overall treatment.

Acceptance of this approach by the medical and nursing staff has
been growing, as has the number of patients receiving services
through the institute. However, successfully managing the process
of integrating a high-touch patient care approach into the high-tech
environment of a major tertiary hospital has been, and continues
to be, challenging. It has required the ongoing support of upper-
level management, continuous education of medical and nursing
staff, and significant subsidies from hospital benefactors.

BACKGROUND

Allina Hospitals and Clinics consists of nine hospitals in Minnesota
and western Wisconsin, the Phillips Eye Institute, and 30 clinics.
ANW is the largest hospital in the system, with 621 beds, 5,200
employees, more than 1,600 physicians on its medical staff, and
operating revenues of $655 million in 2004. Approximately 2,000
nurses are employed by ANW, 60 percent of whom work part time
(defined as fewer than 32 hours per week). Union contracts cov-
ering hospital nurses provide full-time benefits for employment
at 16 hours or more per week. The nurse vacancy rate is about 4
percent.

ANW is organized according to ten centers of excellence, ranging
from the world-famous Sister Kenney Rehabilitation Institute to the
nationally renowned cardiovascular heart center. ANW was ranked
the 25th best hospital for heart care and heart surgery by U.S. News
and World Report in 2005 and was ranked in the top 50 in four other
areas. It has 19 separate departments/programs and provides a full
range of outpatient services in addition to its new heart hospital.

Because it is located just south of downtown Minneapolis, ANW
competes directly with several other sophisticated tertiary hospitals,
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including Fairview/University of Minnesota, Fairview Southdale,
Methodist Hospital, and North Memorial. All of these hospitals are in
greater Minneapolis; ANW does not view itself as competing with non-
Allina hospitals in St. Paul. A relatively new hospital in suburban St.
Paul, owned by a St. Paul–based hospital system, also provides programs
to patients that promote a mind/body/spirit approach to healing, car-
ried out in a supportive physical environment. Because of its location,
its considerably smaller size, and the more limited range of services it
offers, ANW does not regard this hospital as a direct competitor.

The medical and nursing staffs of ANW have undergone consid-
erable stress as the result of implementing an electronic medical record
(EMR) system in the facility. Net operating revenue declined in 2005,
caused in part by declines in productivity due to staff time devoted to
EMR implementation efforts. Problems with the system have caused
some medical staff defections and created challenges to traditional phy-
sician/nurse communication. Also, as expected, implementing the
EMR system has consumed substantial financial resources in the hos-
pital, as well as the time of hospital managers.

Implementing the EMR system is complicated by the fact that the
hospital is in the process of recruiting a new CEO. When the new
CEO is hired, he or she will be the third person to fill that position in
the last six years. Changeover at the CEO position has created the need
for continued efforts (successful to this point) to maintain the support
of hospital administration for mind/body/spirit healing initiatives.The
president and CEO of Allina has been instrumental in providing con-
tinuing support for the institute’s work.

PURSUING A PATIENT-ORIENTED STRATEGY

Impetus for Adopting a Mind/Body/Spirit Approach to
Healing

When the Virginia Piper Cancer Institute was established at ANW,
it incorporated a healing arts program that included massage therapy,

Combining High Tech and High Touch 41

Christianson_book:gar6x9template  7/23/07  1:34 PM  Page 41



Philanthropists have played a key role in ANW’s ability to pursue
high-touch, along with high-tech, treatment approaches. Sid
Mallory, president of Abbott Northwestern Hospital Foundation,
describes how this was accomplished:

Since its founding in 2003, the success of the Institute for
Health and Healing has been exceptional. In the inpatient set-
ting, the institute’s practitioners provide an average of 1,000

Using Philanthropy to Support Change

acupuncture, a healing coach, and group support for cancer patients.
These therapies were made available to help patients cope with the pain
and depression that often accompany a diagnosis of cancer. Currently,
the cancer institute provides a “healing coach” to patients at their
request.The coach helps the patient develop a healing plan and “bridge
the worlds of mainstream and complementary medicine.”1 Therapies
available to cancer patients include acupuncture, massage, therapeu-
tic touch, and “mind-body skills,” all offered through the hospital’s
Institute for Health and Healing.

The focus of the hospital’s efforts to create an optimal healing envi-
ronment for patients was extended in 2002 to include the formation
of the Institute for Health and Healing within the hospital. The inspi-
ration for this new direction was provided by North Hawaii
Community Hospital, which had been established under the leadership
of Earl Bakken, the founder of Medtronic, a major medical device com-
pany located in the Twin Cities. The chairman of the board of Allina
at that time succeeded Bakken as the CEO of Medtronic. At this per-
son’s urging, the hospital sent a delegation to North Hawaii
Community Hospital with a goal of better understanding its philoso-
phy and operations. The CEO of ANW became an advocate and a
spokesperson for the formation of the institute, and the family foun-
dation of Allina’s board chairman contributed $2 million for start-up
costs. (North Hawaii Community Hospital is profiled in Chapter 8.)
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patient visits per month, averaging three visits per patient. The
outpatient center has exceeded budgeted projections every
month since opening in July 2004. The institute was founded
with two major lead gifts from Penny and Bill George and the
George Family Foundation and Roberta Mann-Benson and the
Ted and Roberta Mann Foundation.

The vision for the Institute for Health and Healing is to
be a national model of whole-person, patient-centered care. It
operates in three areas:

Clinical Services: The institute has an outpatient clinic as well
as services for inpatients, including holistic nursing, a
healing coach, an outpatient physician, and complemen-
tary/alternative medicine practitioners, including
acupuncture, nutrition, massage, reflexology, and heal-
ing touch.

Education: Education of clinicians is key to the vision of inte-
grative medicine—to incorporate the practice and phi-
losophy into the standard of care at Abbott
Northwestern, and to truly “plant” the program into the
way we provide clinical care every day and in every cen-
ter of excellence.

Research: The institute is conducting research into the effective-
ness of integrative care in patient outcomes and building a
business case for support both within the hospital and
with third-party payers.

This project is a great example of bringing the community
together to meet a need that only philanthropy could achieve.
There is limited reimbursement available today for inpatient
integrative therapies. The vision of the institute can only be
achieved with philanthropic funding from our community.

The Abbott Northwestern Hospital Foundation has set a goal
of raising $15 million and has recruited a steering committee of
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community volunteers to help educate the community and raise
the needed seed philanthropic funding. As of November 1, 2006,
more than $7.5 million has been raised. The committee contin-
ues to identify and solicit new prospects in the community.

This donation was matched by a contribution from a second
foundation, providing the basis for ongoing fund-raising. As part
of the design process for the institute, information was gathered
from hospitals across the country regarding comparable initia-
tives. This exploratory process suggested that, at that time, most
innovative hospitals in the area of mind/body/spirit approaches
to healing were small. ANW felt that it would need to invent a
model for the institute that would work in a large, complex ter-
tiary facility.

As the mission and structure for the institute evolved, hospital
administration saw it as an organizational response to patient desires
for care that was more “relationship centered.” In addition to pro-
viding better care and a better experience for patients, the hospital
hoped that the institute and its efforts would differentiate ANW
from its competitors and help attract and retain patients and staff.
The leadership harbored no expectation at this early stage that it
would reduce hospital costs immediately, and it maintained a belief
that the hospital would need to subsidize the institute’s efforts
through fund-raising. However, a process was established to collect
data that could be used to assess the impact of an integrative
approach to care on length of stay in the hospital and patient and
staff satisfaction.

An important early activity in developing the institute
involved holding focus groups within each of the hospital’s cen-
ters of excellence. These focus groups uncovered many different
and uncoordinated efforts to provide alternative care to patients.
While the need for better coordination was clear, the focus groups
also suggested that staff were cautious of implementing a new ini-
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tiative. They were concerned about how it would affect their
patients and somewhat apprehensive that it would impose new,
work-related demands. The focus-group findings suggested that
the hospital would need to engage in a carefully planned effort
to bring medical and nursing staff on board if the institute was
to be a success. Hospital leaders convened a mandatory Saturday
retreat for physician leaders at a local spa (the institute was not
yet functioning). At this retreat, physicians experienced a variety
of alternative and complementary care modalities and discussed
how they could be used in treating patients. Once the institute
was established, a similar half-day session was conducted in the
hospital for nursing leaders, with the same objective. In retro-
spect, the institute believes that these programs were, and con-
tinue to be, essential in building internal support and addressing
the concerns of skeptics.

Care Delivery at the Institute for Health and Healing

According to ANW, the Institute for Health and Healing “provides
integrative medicine at Abbott Northwestern Hospital, both for
inpatients and at an outpatient center. Integrative medicine blends
the best of conventional medicine with healing philosophies and a
variety of healing therapies. These therapies, often drawn from other
medical traditions, emphasize caring for the whole person and focus
on healing as much as curing….The Institute for Health and
Healing recognizes the value of conventional medicine in treating
many chronic and acute conditions, as well as its limits when deal-
ing with the complex needs of patients.”2 The mission of the insti-
tute is, in part, to “develop innovative, proactive models of care that
embrace the strengths of the whole person—body, mind, and
spirit—and the families and communities in which we live; and that
promote an understanding of the interdependent nature of healing
by strengthening the bonds of caregivers with patients and their
families.”3
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The institute hired its first nurse clinician in the first quarter of
2003. Its practice model was to have a team serving each center of
excellence that consisted of (1) a nurse clinician with a background
in providing care to the types of patients treated in that center (e.g.,
cancer) and training in complementary/alternative medicine (CAM)
practices, (2) a massage therapist with experience treating people
with medical problems, and (3) an acupuncturist. The team was
structured in this way for several reasons. With respect to including
a nurse, it was felt that, if care was to be integrated at the bedside,
nurse involvement was essential. A massage therapist was included
on the team because this type of therapy was well accepted by cli-
nicians as an effective means to relieve pain and stress. Similarly,
acupuncture was accepted as an effective pain treatment by most cli-
nicians, and an acupuncturist was already practicing on the hospi-
tal’s campus.

Currently, the institute manages six teams consisting of 18 full-
time practitioners and additional part-time employees. A music
therapist is also on staff. The nurses on the team spend about 50
percent of their time in direct patient care and the rest in develop-
ing curricula and educating other nurses, healthcare providers, and
community members. All nurses in the hospital receive 40 hours of
training with five modules, including holistic nursing, massage tech-
niques, guided imagery, relaxation techniques, and an overview of
aromatherapy and acupuncture. It is anticipated and accepted that
some nurses may not be comfortable with this approach and may
leave the hospital.

The number of requests for consultations received by the insti-
tute has grown steadily over the last two years, despite the disrup-
tion that was caused by implementing the EMR system. In 2003,
when the teams were first formed, only five physicians at ANW were
referring patients to the institute for consultation. Now, 400 physi-
cians (of approximately 1,600 on staff ) utilize the institute. On aver-
age, the first team provided about 150 patient visits per month. Now,
about 1,200 are provided. Massage therapy or acupuncture is pro-
vided in approximately 60 percent of these visits. Referrals can come

46 Reinventing the Patient Experience: Strategies for Hospital Leaders

Christianson_book:gar6x9template  7/23/07  1:34 PM  Page 46



Developing and maintaining a significant high-touch presence
in a major medical center can be daunting. Lori Knutson, direc-
tor of ANW’s Institute for Health and Healing, describes her
management approach in meeting this challenge:

Managing up requires an understanding by the one manag-
ing up, that integrity and the development of mutually
respectful relationships is what allows for an openness for

Managing Up

to the institute in a variety of ways, in addition to those made
directly by clinicians treating patients. For instance, on the hospi-
tal’s patient intake form, a question is asked about alternative ther-
apies and if the patient has any experience with them. At this time,
the referral can come from the intake nurse at the request of the
patient or at the urging of the family. Or if a clinician contacts the
institute about an incoming patient who has an interest in alterna-
tive therapies, an assessment can be scheduled prior to admittance,
to be carried out after admittance. The age of the physician does not
seem related to the likelihood of referrals, but specialty does;
internists, oncologists, cardiologists, and hospitalists are the most
likely to refer. Cardiologists frequently offer their patients stress-
management therapies and massage. In general, across all therapies,
more women than men receive treatments through the institute, and
women often request treatment for their spouses.

CHALLENGES TO THE STRATEGY

The efforts of institute staff and others to secure acceptance within
ANW of an integrative approach to care and support for the devel-
opment of a healing environment have been rewarded with signifi-
cant gains in a relatively short time.
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change, and for ongoing support when times get tough.
Leaders are as dependent on dynamic and creative employees
as are employees dependent on leaders who take action and
have an openness to listen to those who are closest to the
work. This mutual and mature understanding is developed
through knowledge of human dynamics, intuition, and
action. Often what stunts the ability to manage up is fear and
lack of self-trust. In other words, managing up requires that
one has a confidence in her assessment, evaluation, and plan
in order to move forward.

Expressing oneself with conviction and articulating in the
language of the organization is essential to being heard. It is also
important to acknowledge, outwardly, when actions faltered.
Again, honesty creates a firm foundation in the “managing up”
relationship. In the realm of integrative medicine, as a paradigm
shift in healthcare, there is a foundational skill one must use and
enhance in order to accomplish successful managed-up rela-
tionships. This skill is a heightened sense for opportunity. Fully
understanding senior management, organizational vision, and
gaps in the attainment of the vision provides one with the plat-
form by which to build the structure for transformation. The
person who is managing up must also have a passion for the
vision and a willingness to invest personal time and energy in
key organizational relationships and develop the hardiness of
detachment to the perceived outcome.

Managing up requires involvement in projects and com-
mittees that may not have a direct relationship with moving inte-
grative medicine forward, at least as one sees it at the moment.
Involvement in organizational activities provides visibility in the
system and gives senior leaders an opportunity to see one [per-
son] beyond the focused position or role. This creates an avenue
for exposure and reflects a commitment to the organization as
a whole, and not just in relationship to one’s personal agenda.
This also feeds awareness of what the organization is challenged
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with and where opportunity lends itself. In managing up it is
vital to see the organization from a broad perspective to grasp
as many aspects (relationships, resources, wants, and needs) of
the organization as possible. Continual objective assessment
and evaluation of these aspects will lead to more opportunities
to understand when and how to manage up, to build upon
change, and to sustain current endeavors.

Finally, managing up requires a clear commitment to
oneself, both personally and professionally. Self-care and
introspection are essential as one will be challenged physi-
cally, emotionally, and spiritually in the process of managing
up. Personal health is the cornerstone to successful manag-
ing-up relationships. Modeling what one expects to see
within the organization will reflect to senior leaders that sense
of integrity, which may be the most imperative component
in managing up.

However, building on this initial success clearly will be challeng-
ing, for several reasons. Certainly, not the least of these is the size and
complexity of the hospital. It is difficult to diffuse the current
approach throughout the hospital with the available resources. In
addition, a number of ongoing issues, while not unusual in a com-
plex hospital, make diffusion more difficult. For example, relations
between the hospital and its nurses’ union have been difficult in the
past year. And, as already noted, the entire hospital has been
immersed in implementating an EMR system. Furthermore, turnover
at the CEO level within ANW has affected efforts at diffusion. All of
these issues together create an environment in which maintaining
momentum for the integrative healing approach has required leader-
ship within the institute that understands the challenges of operating
in the ANW setting.

A second critical challenge has been financial. Inpatients do
not pay out-of-pocket fees for the institute services they receive.
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The hospital subsidizes approximately $1 million per year in
salaries and secures funding through an additional $700,000 in
donations. With respect to outpatient care, revenue is about 50
percent greater than anticipated due in part to the willingness of
large health plans in the Twin Cities to reimburse for some of the
institute’s services, such as acupuncture, nutrition therapy, health
coaching, and biofeedback therapy. Outpatient services are
expected to reach a break-even point within the next year.
However, on the inpatient side, some subsidy through philan-
thropy will likely always be needed. The institute is now work-
ing with the hospital’s finance office to develop a business case
for the services it provides to hospitalized patients. The hope is
that hospital expenses within specific diagnosis-related groups
will be reduced because, due to the institute’s services, length of
stay will be shortened and the use of some classes of drugs, such
as narcotics, will be reduced.

KEYS TO SUCCESS

While ANW is still in the very early stage of implementing an inte-
grated mind/body/spirit approach to healthcare within its facility,
it has experienced some success in its approach to date, despite the
complexity of the implementation environment. This success can
be attributed to several factors.

Sponsorship by Key Decision Makers

The strong support of Allina’s board chairman, and subsequently of
ANW’s CEO at the time, was critical to ANW’s decision to pursue
an integrative approach. There is general agreement that without the
interest and support of the chairman, ANW would not have
adopted this strategy.
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Financial Support Through Philanthropy

The board chairman’s family foundation, along with the foundation of
another prominent donor, provided substantial start-up funding for the
venture. Not only did this allow the hiring of needed staff but it also sig-
naled, in a highly visible way, that the initiative was supported at the
highest levels of the organization.The ANW Foundation committee also
works to raise funds specifically for the Institute for Health and Healing.

Use of a Consultative Model

The institute employs a model for integrating alternative care into the
treatment process that is familiar to clinicians and a good fit with the
culture of a large tertiary hospital. It is based on a formal referral process
in which clinicians refer patients for consultations with institute staff.

Phased Implementation

In the opinion of institute managers, a very important factor in their suc-
cess to date has been their ability to convince clinicians that patients can
benefit from alternative types of care. An essential aspect of this approach
has been the institute’s educational workshops and retreats for clinicians
in which the clinicians experience the care modalities. Even more impor-
tant, the phase-in process has allowed clinicians to observe the positive
impact of alternative services used by patients in their own centers of
excellence, reducing concerns about making referrals to the institute.

Involvement of Nurses at the Bedside

A key element of the ANW model is the training of nurses who pro-
vide hands-on care in alternative modalities. The support of nurses

Combining High Tech and High Touch 51

Christianson_book:gar6x9template  7/23/07  1:34 PM  Page 51



is critical to securing referrals from physicians and to educating
patients about alternative care opportunities.

ENDNOTES
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2. ANW. 2005. “The Institute for Health and Healing ” [Online information;
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EXECUTIVE SUMMARY

Florida Hospital–Celebration Health (FHCH) is part of the seven-
facility Florida Hospital, which itself is part of a network of 17 hos-
pitals that make up the Adventist Health System–Florida Division.
FHCH was established in 1997 as part of the development of the
Walt Disney Company’s planned community, Celebration, located
near Disney World, south of Orlando, Florida.

From its inception, FHCH has had three interrelated goals with
respect to patient care. First, it desires to be a “living laboratory,”
providing and evaluating the latest in innovative treatments for its
patients and promoting a culture of innovation among its staff.
Second, it subscribes to the importance of the physical environ-
ment in promoting healing. This is reflected in the overall design
of the facility and in the design of patient environments within spe-
cific units of the facility. Third, it attempts to offer a comprehen-
sive approach to support patient health. “The difference between
Celebration Health and hospitals of the past is that, while most
hospitals treat only the part that has ‘malfunctioned,’ Celebration
Health provides a total health approach which takes into account
your entire way of life.”1 This is evident in the extensive array of
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programs available in the hospital that address lifestyle issues and
promote healthy behaviors. In its mind/body/spirit approach to
patient care as well as in its staff selection and training, FHCH
places a strong emphasis on spirituality, reflecting its ownership
by the Seventh-day Adventist Church. FHCH’s goals and phi-
losophy of care are currently being challenged by growth in
demand for its services and by fiscal constraints. While innova-
tion is still encouraged by hospital leaders, creating adequate time
for managers to innovate and accumulating funds to support
innovation is difficult, given the ongoing operational demands on
managers’ time. New program development continues to be
encouraged, but often managers are expected to seek external
funding sources to support it. FHCH has been able to maintain
a strong spiritual dimension in relations among staff and between
staff and patients, but this also requires continual affirmation of
its centrality (“It’s who we are”) to the hospital’s mission. The hos-
pital is about to embark on an expansion of its physical facility,
which will provide new opportunities for enhancing the healing
environment for patients but will also test the hospital’s ability
to recruit new staff and physicians supportive of its faith-based
approach to healing, combined with its high expectations for staff
innovation.

BACKGROUND

FHCH is one of seven campuses of the Florida Hospital system,
located in central Florida. The first facility in the Florida Hospital
system was built in 1908 in Orlando, under the sponsorship of the
Seventh-day Adventist Church, which continues to own the system.
Florida Hospital now has 1,797 licensed beds and 16 walk-in urgent
care centers. It intends to expand to 2,176 licensed beds by 2008.
The system has 2,009 physicians on its medical staff and 4,563
nurses, of whom 3,453 work full time. It has more than a million
patient visits per year and is the third largest employer in central
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Florida. It offers a full range of medical services on an inpatient basis,
including many high-tech specialty programs.

When FHCH was built in 1997, it intended to provide a state-
of-the-art physical environment for patients that would contribute
to the healing process. The hospital features architectural compo-
nents that were considered at that time to be cutting edge—natu-
ral light and gardens, patient rooms designed to be family friendly,
artwork, and features that dampen sound. It has about 112 beds in
operation and has been at capacity for some time. There is a planned
expansion to 350 beds by 2015. In addition to the usual range of
services, FHCH has a cancer institute, a surgical learning institute,
an Institute for Lifestyle Medicine, and a pain center.

PURSUING A PATIENT-ORIENTED STRATEGY

FHCH refers to itself as a “living laboratory” for healthcare change.
It subscribes to a philosophy of “Caring for the whole person—
mind, body, and spirit.”2 FHCH espouses eight principles of health,
including the following:

• making healthy choices as the key to lifestyle improvement;
• the importance of the environment in the healing process;
• the desirability of being active physically, mentally, and

spiritually;
• the importance of nutrition;
• the importance of interpersonal relationships, including;

support of friends and family, for healing; and
• trust in God as integral to optimum health.

FHCH leaders strive to ensure that this philosophy, and its sup-
portive principles, permeate the hospital work environment and
relationships between hospital staff and patients and families.
Consequently, no single individual is “in charge” of this. All hospi-
tal staff, including physicians, are expected to subscribe to a “whole
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person” approach to health. Those who are uncomfortable with this
approach typically leave the hospital.

Culture of Innovation

FHCH attempts to promote a culture of innovation as it relates to
medical technology, patient care, physical environment, and patient
education. Staff members are encouraged to be innovative, with the
understanding that not all innovations will be successful. Hospital
leaders consistently prod managers to be innovative, asking “What’s
new?” and “What are you doing differently” to improve patient care.
In the area of medical technology, FHCH attempts to be on the lead-
ing edge, and it has a particular emphasis on acquiring the latest imag-
ing technology. (This can strain relations with other hospitals in the
Florida Hospital system, as FHCH typically is the first hospital in the
system to have access to the latest technology for imaging.) The sur-
gical learning institute uses the latest simulation technology to train
physicians, not only within the system but nationally as well.

With respect to patient care, FHCH initially adopted an innova-
tive “universal care model.” Under this model, the patient does not
move from room to room within the hospital as the level of required
nursing care changes. Instead, “universal units” are staffed with nurses
who, collectively, have the skills and competencies to care for patients
with all types of needs. This approach was supported by the hospi-
tal’s physical space, with rooms designed to meet ICU size standards
and equipped to handle various levels of patient acuity. Nurse-patient
staffing ratios were determined by ongoing, relatively sophisticated
assessments of patient acuity levels.

In theory, this should be a patient-friendly model, exposing
patients to a lower risk of infection. But the model was also more chal-
lenging to staff, requiring substantial, continuing, on-site training for
nurses. Early feedback on the performance of the model was prom-
ising; nurse turnover rates were relatively low and patient satisfaction
was high.3 More recently, problems arose with respect to nurse staffing
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Sally Grady was recruited to FHCH more than nine years ago
to be part of creating something different and unique in health-
care in an organization that encouraged innovation. Although
initially charged with opening a new, high-tech imaging center
as a test site for the rest of the system, it was her CEO’s challenge
to “change the face of healthcare in imaging” that she took to
heart.

and retention under the universal care model. The approach has been
abandoned at FHCH primarily because ICU nurses, who consider
themselves to be nurse specialists, wanted to care only for critically ill
patients. Under the universal care model, FHCH found it difficult
to retain ICU nurses. Recruiting and training new ICU nurses, due
to higher than expected turnover rates, required substantial hospital
resources. This cost, along with the potential harm to patient care
caused by nurse turnover, was deemed large enough to outweigh the
presumed patient benefits of the universal care model.

The hospital was designed to be an innovative physical environment
that supported a mind/body/spirit approach to healing, and it received
considerable attention nationally at the time it was built. Managers
of units within the hospital were challenged to create welcoming phys-
ical spaces for their patients. The most notable response to this chal-
lenge occurred within the imaging services department.Typically, imag-
ing departments are relatively stark environments, and the imaging
equipment can be intimidating to patients. The unit manager at
FHCH transformed the entire physical environment of the depart-
ment, using a beach theme. Walls are painted with beach scenes, floors
have been redone to resemble beach boardwalks, ocean sounds are
played through the department’s sound system, and the aroma of ocean
spray permeates the area. Patients are issued beach robes in place of stan-
dard hospital gowns, sit on Adirondack chairs, and change in rooms
resembling beachside cabanas. This effort has won national awards.
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How do you make the imaging experience the best that it
can be?

“We came to the conclusion we wanted to do something in
CT and MRI initially because that equipment can be very large
and very intimidating—even to adults. People coming in specifi-
cally for MRI don’t come with the idea that this is going to be a
great experience. They’ve talked to their friends who tell them
it’s like being in a tomb…a dark tunnel…you’ll feel claustro-
phobic. And MRI is not typically the first test that is ordered.
It’s usually one of the last, and the patient anticipates (and wor-
ries about) a definitive diagnosis. Their preconceived ideas don’t
help them get through the exam.”

Grady and her colleagues also thought about some of the
medical reasons they wanted to change the environment. They
believed they could decrease the number of appointment can-
cellations as well as the number of adult patients who required
sedation to have their MRI, which stood around 6.5 percent at
that time.

“I’m a big Disney fan, and I always liked how Disney did it
all when they changed the environment. From the trash cans to
the signage—they attend to every minute detail to ensure the
environment fit with the theme. From the time our first child
was 18 months old, my husband and I would come to Disney
World at least once a year. In fact, I think I was the only person
who had a season ticket to Disney World before I moved here!”

Originally, Grady intended to use computer technology to
create a soothing environment for patients, but she was unable
to find any that was financially feasible and could be applied to
a large enough area. So instead, she began to envision the three-
dimensional beach theme that has made FHCH’s imaging
department famous.

“The beach is appealing to all ages. People love to go to the
beach.They plan their vacations around it. Children love it. Adults
love it. Seniors love it. Really … from age two to a hundred, there’s
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something for everyone at the beach. So we worked with a
Tampa, Florida, company to draw up some storyboards, and I
was able to take those storyboards and go out and look for fund-
ing, because what I wanted to do wasn’t something you’re typi-
cally able to use hospital operational dollars on.”

Grady secured funding partnerships with two competing
companies that imaging departments do a lot of business with.
They put competition aside because they believed her approach
was a good thing for patients, and they both wanted to be
involved.

“I really wanted to do it right. I wanted to change the floor-
ing. I wanted to change the signage. I wanted to have what you
saw, what you smelled, what you felt, what you wore remind you
of being at the beach …. it really needed to affect all your senses.
We wanted everything to be very nature-like and realistic. We
weren’t looking for murals of the tiki hut and the girl in the
bikini.”

“Occasionally my staff tells me I’m over the edge, but nobody
ever says ‘that’s the dumbest thing I’ve ever heard.’ They want to
know how we can expand on it. All the high-tech equipment in
the world is great, but no one has ever written me a comment
card saying that my magnet was not good enough. People send
you comments about the way they were treated—whether the
experience was up to their expectations. It’s all about how you
make them feel.”

As is often the case within FHCH, the unit manager was respon-
sible for generating the funding for this innovation.To cover the costs
of the renovation, contributions were secured from firms that pro-
vided the contrast material used by the imaging department. The
beachside environment has been very well received by patients, and
some evidence suggests that it has saved money through lower can-
cellation rates and reduced use of sedation. The imaging department
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has also created videos featuring an animated bear and a child
named Max. The videos are used to educate children about the
imaging experience that awaits them and allay any anxiety they
might have.

Innovation in patient education occurs in a variety of ways at
FHCH, supported by the principle that lifestyle management is a
key to health. In 1999, Rippe Health Assessment was started as a
joint venture between James M. Rippe, M.D., and FHCH, with the
mission of becoming a world leader in the clinical assessment of
patients’ health. The assessment, which takes place over an entire
day, includes a two-hour medical assessment, blood work, a nutri-
tionist consultation, a pharmacist consultation, an exercise physi-
ologist consultation, and radiographic studies and other diagnostics
as required. Ninety-seven percent of results are available to the
patient on the same day, and program staff members work with the
patient to create a “road map” toward achieving individual health
goals. Sixty percent of these patients return for annual or biannual
assessments.

The program is limited in that it does not monitor or adjust a
patient’s plan over time. Patients generally are referred to their primary
care providers for follow-up, which some do not find to be satisfac-
tory.The program operates on a for-profit basis, serving primarily exec-
utives who either pay privately or have the assessment paid by their
employers. Last year, the program saw between 500 and 750 new
patients, but the cost is a barrier to many people. Despite a strong com-
mitment by the hospital’s leadership to find ways to support commu-
nity physicians in accessing affordable lifestyle medicine resources in
the hospital, the search for a viable economic model continues. The
Rippe Assessment has been a cornerstone for the hospital’s Institute
for Lifestyle Medicine, which offers a range of diet, exercise, and
educational programs to outpatients and inpatients. As with the
assessment, patients pay for many of the activities out of pocket,
while employers and insurance companies cover some services.
Fitness center memberships are made available to hospital staff at a
discounted rate as an incentive to serve as positive role models for
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How does a brand-new hospital, intent on creating a healing envi-
ronment, build one from the ground up? Kathy Mitchell, former
assistant CEO of FHCH, found herself in that position when she
joined the hospital eight years ago. Now she will guide construc-
tion of a new hospital with Adventist Health in Illinois. The
ground-up story started long before the history of Florida Hospital
and the beginning of FHCH. It is rooted in a legacy going back to
the early 1800s and Adventist Health’s development of the basic
principles of healthy living.

Our eight principles of health are tied into the the whole-person
health approach, which in turn is threaded through all aspects of
the facility’s structure and operations. Treat each person as a child
of God. Heal the body. Heal the spirit.

I don’t believe I have it down pat. Every day I’m looking
for inspiration from the Lord, and I am being inspired. I don’t
think you ever have it down pat. It’s all about finding a way in

Starting from Scratch

the community, and research on the effectiveness of different lifestyle
enhancement programs is an important component of the institute.

Culture of Spirituality

The influence of the Seventh-day Adventist Church in defining the hos-
pital’s mission and guiding its daily operations is significant for both staff
and patients. FHCH is consistently characterized by staff as a mission-
driven organization. For instance, one executive noted that FHCH is
a place where it is “politically correct” to address spirituality. Staff is
encouraged to pray with patients and families as part of providing care
for the whole person. And patients have computerized stations at their
bedsides that can be used to view spiritual videos.They are greeted with
a spiritual blessing on admission and receive a blessing on discharge.
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the twenty-first century to extend the healing ministry, and
how, in the new facility, do you do that? What changes will you
make in the [physical] environment? How do you reflect it in
every aspect of your care delivery? Where are there new oppor-
tunities to do that? And that’s what’s so exciting about having
come from Celebration and having the opportunity to be part
of the opening team of yet another new facility for Adventist
Health. To do it again and know it’s not going to be the same
because there is new opportunity. There is new passion and cre-
ative energy, and there’s an expectation that it’ll be some new
expression of our healing mission. It’s electric!

A Seventh-day Adventist congregation meets at the hospital, and
its pastor is involved in the hospital’s pastoral care. In addition, the
hospital houses a training program for chaplains. The Christian
Service Committee addresses the overall spiritual environment
within FHCH, and each department is responsible for developing
its own Christian Service Plan. This plan typically involves a com-
munity service project undertaken by a unit outside the hospital.
Each unit has funding for this activity in its budget. Another impor-
tant part of the culture of spirituality in FHCH is its Spiritual
Ambassador Program. Each department identifies one individual
(almost always a nurse) who receives training on how to be assertive
in ministering to the spiritual needs of coworkers and patients. For
example, the ambassador may lead daily devotions within the unit.
FHCH now has 25 ambassadors, and 17 more individuals are cur-
rently completing ambassador training.

CHALLENGES TO THE STRATEGY

FHCH has been in existence for eight years. The initial burst of
enthusiasm generated by the new physical plant and ambitious
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administrative expectations concerning innovative leadership in
patient care has now run its course. Highly publicized successes in
innovation have occurred, along with some disappointments.
Hospital leaders continue to expect that innovation will take place
on an ongoing basis in all hospital service areas. While the organi-
zation still maintains a stated commitment to innovation in patient
care directed at creating and enhancing a healing environment for
patients, sustaining that commitment on a day-to-day basis is now
a greater challenge than during the early years of the hospital. The
planned expansion of the existing physical plant provides an
opportunity to reaffirm the idea that FHCH is “different” and “cut-
ting edge” in providing space that enhances the healing environment
for patients, as well as the work environment for staff. However,
expansion will create new challenges as well, particularly regarding
the hospital’s ability to attract the needed additional staff and man-
agers who are comfortable with and committed to the hospital’s mis-
sion and approach to patient care.

The hospital also faces the continuing challenge of attracting
patients. The town of Celebration has not grown as rapidly as orig-
inally projected. Most of the patients using FHCH come from other
communities in central Florida and have to pass at least one other
hospital to reach FHCH. Some FHCH leaders believe the unique
mission of the hospital, along with its commitment to providing a
comprehensive healing environment for its patients, has been a fac-
tor in attracting patients from other communities. The concern has
arisen, however, that as the hospital grows in size, it will lose some
of its appeal to these patients and their families, especially if new staff
are not fully committed to the hospital’s approach to care.

KEYS TO SUCCESS

To date, FHCH has arguably been successful in melding innova-
tive high-technology practices with a philosophy of treating the
whole patient and a strong emphasis on spirituality in relations
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among staff and between staff and patients. It has remained com-
mitted to the eight principles of good health espoused by the
Seventh-day Adventist Church at the same time that it has fostered
a spirit of entrepreneurship among many of its staff and managers.
Several factors appear to have contributed to this success.

Congruence with System Values

FHCH is part of a system of hospitals owned and managed by the
Seventh-day Adventist Church. The values of the system support the
mission and vision of FHCH.

Emphasis on Spirituality

Hospital leaders believe that the hospital’s emphasis on the spiri-
tual life of staff and patients has helped to attract staff with shared
values that are consistent with the mission of the hospital. In gen-
eral, this has resulted in FHCH being viewed as a “good place to
work.” Staff members who find that they are uncomfortable with
the spiritual environment in the hospital typically seek employ-
ment elsewhere. Staff members who remain share a common cul-
ture and vision regarding the importance of religion in patient care
at FHCH.

Ability to Secure External Funding for Innovation

To this point, managers within the hospital have been able to lever-
age relationships with supplier partners to attract financial support for
innovative patient care modalities. In other cases, funding has been
secured to support innovation through the sale of services directly to
patients.
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Attractiveness of the Physical Environment

The physical environment in the hospital is widely regarded as a key
success factor. FHCH had the luxury of designing its physical envi-
ronment from scratch, unencumbered by the limitations of an exist-
ing plant and equipment. It took advantage of this opportunity by
designing a hospital that incorporated new concepts regarding how
hospital spaces could be used to enhance the overall healing envi-
ronment for patients. The hospital’s physical plant distinguishes it
from older hospitals in the area, helping to draw patients, as well as
attract and retain staff.

The “Disney Connection”

The hospital is organizationally separate from the Walt Disney
Company but is associated with it in public perception because of
its location in the planned community of Celebration, close to
Disney World. It has built on this perception internally by striving
to imbue staff with the Disney culture of innovation in customer
service.

ENDNOTES

1. Florida Hospital–Celebration Health. 2005. “The Story of Celebration Health.”
[Online information; retrieved 4/19/07.] www.celebrationhealth.com.

2. Florida Hospital–Celebration Health. 2006. “Our Mission.” [Online
information; retrieved 4/19/07.] celebration.smtusa.com/about/ourMission.asp.

3. Mitchell, K. 2002. “Universal Care Puts a Premium on Growth,” Nursing
Spectrum Florida Edition July 29. [Online article; retrieved 4/19/07.]
community.nursingspectrum.com/MagazineArticles/article.cfm?AID=7392.
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EXECUTIVE SUMMARY

Highline Medical Center (HMC) serves an area south of downtown
Seattle and has a primary campus in the city of Burien, Washington.
It is an independent, not-for-profit, community organization with
a variety of related entities, including inpatient facilities and a phy-
sician group. HMC describes itself as being “dedicated to cultivat-
ing a healing, pleasant, caring and nurturing environment” for its
patients.1 This philosophy has been an important part of the hos-
pital’s values since 1993, when it became the first Planetree-affili-
ated hospital in Washington State.

HMC views patient-centered care as its special competency and
as an integral part of “who we are.” As it has expanded its facilities,
it has incorporated this philosophy in environmental and facility
designs. It also offers a healing arts program that features a variety
of services intended to support patient healing. A challenge facing
HMC at present is how to maintain staff involvement in and enthu-
siasm for its patient-centered care philosophy and the various ini-
tiatives pertaining to it. Because this approach has been part of the
hospital for some time and the hospital has attempted to embed it
in day-to-day patient care, it is not as visible to staff and leadership

C H A P T E R 6

Highline Medical Center:
Maintaining the Momentum
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as it was in its early years. Staff turnover, although relatively low,
reinforces this challenge.

Currently, HMC is engaged in an organization-wide effort to
improve patient satisfaction. This effort has refocused attention on
the hospital’s historical commitment to a Planetree approach, but it
has also raised questions about how to reinvigorate that approach so
that it reinforces new HMC initiatives to improve patient satisfac-
tion scores. HMC leadership has no intention of altering HMC’s val-
ues or its commitment to a holistic approach to patient care. But
there is a sense that, even after 13 years, the potential of this approach
has yet to be fully realized within HMC.

BACKGROUND

HMC began as Burien General Hospital in 1958, changing its name
to Highline Community Hospital in 1978 when it became a com-
munity, not-for-profit facility. Its physical plant has grown steadily
over time, beginning with a five-story addition in 1985. The hos-
pital purchased Riverton General Hospital, located about four miles
away, in 1989. This facility, renamed the Specialty Center, contains
programs relating to restorative care/skilled nursing care, geriatric
psychiatric care, acute rehabilitation, chemical dependency treat-
ment, home health care, physical and respiratory therapy, emergency
services, and radiology. As of 2004, the hospital as a whole is licensed
to operate 269 beds; 106 acute beds are in operation at the main
campus and 70 at the Specialty Center campus. In 1998, the hos-
pital added a new wing containing a childbirth center, a med-
ical/oncology unit, a community health education center, and exer-
cise facilities for cardiac rehabilitation patients. When the hospital
opened a new cancer center in 2005, it changed its name to
Highline Medical Center to reflect the broad scope of services it pro-
vides. The Highline Medical Group was formed in 1990 as a sub-
sidiary of HMC and now has 19 clinics and 50 physicians. HMC
also owns interests in medical office buildings, a sleep disorder cen-
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ter, an imaging practice, and a physical therapy group. It has con-
tractual agreements with Swedish Medical Center in Seattle for radi-
ation therapy and selected cardiac services.

Approximately 1,250 employees work at HMC, and 250 to 300
physicians are on its medical staff, almost all of whom are board cer-
tified. In 2004, 20 physicians admitted approximately 46 percent
of HMC’s patients. About 37 percent of admissions originate in the
hospital’s primary service area. It has a 20 percent market share,
based on combined admissions from its primary and secondary serv-
ice areas, which have a total population of slightly less than 400,000.
HMC’s service area has an aging, ethnically diverse population, and
population growth has been relatively slow. The area is home to peo-
ple of 80 distinct nationalities, and 60 to 70 different languages are
spoken by children in the local school districts. The potential for
service area expansion is limited by geography and by the location
of competitors. HMC’s major competitors for inpatient services are
the large tertiary referral centers in central Seattle.

About 42 percent of HMC’s gross patient revenues are from
Medicare patients, 17 percent from Medicaid, and 31 percent from
private insurance. HMC has a greater percentage of charity care than
most of its competitors. Nevertheless, HMC is relatively stable
financially, showing improvement in its profit margin from 3 per-
cent to 5 percent over the last five years. It is now planning to
upgrade the older parts of its main campus facility, add new patient
rooms, and increase its emergency department capabilities. In
September 2004, it embarked on a major, systemwide effort to
improve its patient satisfaction scores. It found that, when bench-
marked against other hospitals, its scores were not competitive.

PURSUING A PATIENT-ORIENTED STRATEGY

In 1992, three members of the hospital’s administrative staff
attended a conference where a presentation was given about
Planetree. They returned enthusiastic about the potential for the
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The physical environment of a hospital can represent a visual
commitment to a patient-centered philosophy and is one factor
that can influence both staff and patient satisfaction. Mark
Benedum, chief operating officer of HMC, notes, “In almost
every hospital there’s an old section and a newer section. We
thought it would be creative to incorporate the Planetree phi-
losophy by naming our wings after trees. But staff continues to
think of them as ‘the new wing’ and ‘the old wing.’

“The older wing at Highline was built 25 years ago at a time
when the hospital was ‘stretching’ to build the building. The
patient rooms are primarily semiprivate and the nursing units are
particularly tight in support areas. Interestingly, the design was
based on a triangle and, as a result, central work areas are not as
large as they would be using a rectangular design. There’s just not
enough core space to accommodate the increased amount of
equipment that has been added over the years. So when we look
at the combination of the staff, the congestion, and the lack of
storage space, the two wings are entirely different physical envi-
ronments. Then you lay Planetree philosophy on top of that—
open visitation and encouraging families to take part in the
patients’ care in semiprivate rooms … it can get overwhelming.

Reconfiguring Hospital Spaces

Planetree philosophy to improve nurse morale at the Specialty
Center. They felt that Planetree’s emphasis on family involvement in
care was particularly appropriate for the type of services provided at
the Specialty Center, especially rehabilitation, geriatric psychiatry, and
behavioral health. They were also interested in incorporating a heal-
ing arts approach in the treatment of these patients, including pet ther-
apy, art therapy, and music therapy. Most importantly, the hospital
leaders felt that Planetree was a good fit for what they had been try-
ing to accomplish more generally. It was a way to “name what we do.”
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We have always believed that the physical environment is a big
influence, but hadn’t really thought how deeply it could impact
many aspects of patient care delivery, including clinical quality.
For example, we know of hospitals that documented their infec-
tion rates dropping when they went to all-private rooms.”

But how does physical environment affect patient and staff
satisfaction scores? When Benedum and colleagues found sig-
nificant differences in Press Ganey patient satisfaction scores
between their older and newer wings, it caused them to take a
closer look at staff satisfaction. Expecting to find higher scores
correlated with the new wing, they were surprised to find mixed
results. While space and privacy seem to be important to patients,
the relational environment may be more important to staff than
the physical environment. “In fact,” says Benedum, “the nurs-
ing staff from one of the units in the older wing that works under
the most difficult physical conditions rated their work environ-
ment as high as the newer units. Knowing what we know about
the leadership, communication, and decision making on these
units, I am realizing that staff satisfaction may be more closely
related to how they feel about their supervisor.”

HMC, however, continues to address satisfaction scores from
both fronts. Grace Henley, director of human resources, notes
that on the newer units, “there is often a ‘pride of ownership’”
that translates into staff taking better care of their workspace,
thus easing the cost of routine wear and tear. The newer areas of
that facility also have more available spaces for staff. “In the older
wing, we have gone in and done some refurbishing and a little
bit of remodeling to upgrade the look and modernize the space,
even though we weren’t able to go to private rooms and create
the same kind of spaces as the new areas. I think this has made
a difference from a staff perspective. Now staff members don’t
feel as though they have to apologize for the rooms, and they feel
better about the care they give because they are not working in
‘substandard space’ anymore.”
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In moving ahead with a new capital expansion plan, convert-
ing semiprivate rooms into private rooms remains a priority in
Benedum’s mind. “At each of our staff communication forums, I
asked attendees how they would feel about having a roommate
during a hospital stay, and the consensus always favors privacy. I
think it’s pretty ingrained in our culture now, and especially
among healthcare providers, that [patients] don’t want a room-
mate when they enter the hospital, and they would rather deliver
care to patients in private rooms.”

They had been discussing the need to develop a distinctive com-
petency for the hospital, but they knew they could not “out-tech”
or “out-buy” their large, tertiary hospital competitors. Some of the
executives visited Mid Columbia Hospital in The Dalles, Oregon,
which had implemented a similar approach, and their visit solidi-
fied their support for the Planetree model.

Initially, they took a “soft” approach to introducing the model by
implementing initiatives at the Specialty Center alone. Within two
years, the administrative team decided to expand the initiative to
include both the Specialty Center and HMC’s main campus. At this
time, they hired both a Planetree program manager and a Planetree
facilitator. The hospital then committed to broad-based training of
staff in Planetree principles. An off-site training program for all 1,250
hospital staff members was held, and people were trained in groups
of 25 members. HMC encountered resistance on the part of some
staff, but they expected this would “go away.” However, there was
also “excitement, enthusiasm and some confusion,” as no one knew
exactly where the hospital would end up in its attempt to incorpo-
rate Planetree principles into its vision and everyday operations.
Shortly after, a healing arts program was established on the Specialty
Center campus. This program has grown to offer a variety of serv-
ices, including music, art, clinically based aromatherapy, massage,
meditation, patient comfort touch, and pet therapy.
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As part of its Planetree program, HMC opened a Planetree health
library at its main campus, located next to the hospital’s cafeteria and
gift shop and overlooking a healing garden. The library offers an array
of materials and information sources for patients, and it is used by staff
as well. While the library was a highly visible symbol of the hospital’s
commitment to Planetree, the implementation of the Planetree phi-
losophy at HMC took another major step forward with the opening
of a new hospital wing (the Cedar Wing) in 1998. This wing incor-
porated family kitchens, larger patient rooms, water details, artwork,
and other architectural features designed to make patients feel at home
and to relieve patient and family stress. In combination with staff train-
ing, it illustrated the full potential of a patient-centered approach to
healing. It also moved this approach onto the main campus in a sig-
nificant way. Now, new staff receive training in the Planetree philos-
ophy and HMC’s values with respect to patient-centered care as part
of their orientation. But a continuing challenge for hospital adminis-
tration is how to make the Planetree approach and initiatives part of
the fabric of the hospital, and not just something the hospital staff
views as “one more thing to do.”

The hospital employs a Planetree coordinator and a Planetree
librarian, and both positions are funded as part of the overall hos-
pital budget. The healing arts facilitator, who has been funded by
the hospital and through patient revenues since 1993, is combined
with the manager of marketing position at the Specialty Center. The
foundation and the hospital’s volunteer organization have funded
some of the Planetree projects. The guiding management philoso-
phy with respect to Planetree is to structure programs relating to
patient care so that they are “owned” at the unit level, with support
provided by the coordinator. Manuals are developed centrally for
teaching different patient care programs in the units, but units bear
the expense of “purchasing” these educational resources and find-
ing time to train staff. They build these expenses into their budg-
ets. Unit leaders are expected to report on progress or activities at
regularly scheduled administrative meetings, but they are not held
to specific, detailed performance objectives.
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CHALLENGES TO THE STRATEGY

Obtaining nurse buy-in for various Planetree initiatives is an
ongoing challenge, and time and effort are required to bring them
along and gain their support. Often, nurses see these initiatives
as competing for their time and attention with other hospital pro-
grams aimed at improving quality of care. However, hospital lead-
ers point to a decline in staff turnover from 25 percent in 2000
to 13 percent in 2005 and believe that the hospital’s patient-cen-
tered approach, built around Planetree, has been a factor in this
trend, as well as an important staff recruiting tool for the hospi-
tal. However, from 2002 to 2005, the administration’s attention
to Planetree initiatives and their implementation waned some-
what, as indicated by less regular reporting at administrative
meetings; more recently, the administrative initiative to improve
patient satisfaction scores in the hospital has focused new atten-
tion on how Planetree efforts have been received by patients.
While HMC’s patient satisfaction scores are relatively high, they
did not meet the expectations of the hospital’s administration.
Scores were highest (in the 85th to the 97th percentile) for
patients treated in the new hospital wing, where there are private
rooms, more amenities, a lower ambient noise level, and open
nursing stations; the scores were much lower for patients treated
in the older parts of the facility.

With respect to the healing arts program, acceptance and support
on the part of clinicians has increased over time, with a new impetus
provided by the opening of the hospital’s cancer center. Some effort
has been made to integrate selected healing arts therapies with bedside
care. For example, therapeutic touch training for nurses is available, as
is training in aromatherapy. With respect to other services, physicians
must write “prescriptions” for a service to be delivered in the inpatient
setting. The healing arts program then arranges for a therapist to
respond to the physician’s order. These therapists are not credentialed
through the hospital; most are independent practitioners who are affil-
iated with the hospital.
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While the number of physicians who regularly initiate orders
for complementary/alternative medicine therapies for their
patients is limited, most physicians in the Highline Medical
Group are open to writing orders in response to patient requests.
At the cancer center, use of these therapies for outpatient pain
management has been much in demand. HMC’s younger hos-
pitalists could be open to the greater use of alternative therapies
for hospitalized patients. However, to date no formal program
has been directed at educating them about the healing arts serv-
ices.

Since the initiation of the Planetree efforts, no one physician
has accepted the responsibility for championing them. Physicians
have been slow to use alternative therapies in their practices, but
they also have not expressed overt opposition to them. These ther-
apies and their availability “fly under the radar” for most of the
medical staff. The one exception occurred when aromatherapy
was initially introduced. Some physicians opposed it because it
appeared that the manner in which the therapy was being used
did not have a clear clinical foundation.

Funding for the Planetree efforts at HMC comes from a vari-
ety of sources. The salaries of the coordinator and the librarian
are line items in the hospital’s budget. Outpatient therapies are
sometimes reimbursed by third-party payers, but inpatient ther-
apy is not. There are relatively few costs for the inpatient
Planetree programs beyond personnel. Volunteer time and dona-
tions are an important additional source of financial support; hos-
pital volunteers have raised and donated about $75,000 per year
to “patient comfort”–related programs. The Planetree effort, to
date, has not been required to demonstrate a positive return on
investment. Hospital leaders doubt that it would be possible to
attribute increased patient revenues, or reduced hospital costs,
directly to Planetree programs or activities. However, they remain
supportive of the patient-centered care philosophy, although
some think the time is ripe for a refocusing of the model to sup-
port improvements in patient satisfaction.
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Paul Tucker, CEO of HMC suggests that keeping the Planetree
philosophy fresh beyond the honeymoon phase, despite compet-
ing priorities, is not difficult when it is congruent with who you
are as an organization and who you are as an individual.

In the beginning, we chose to become a Planetree affiliate because
it was a way to attach a name to our culture, to the way we already
treated people. It said to the world, “This is who we are.”

For the past year and a half, we have been looking at how we
are meeting (or aren’t meeting) the emotional needs of our
patients as reflected by our Press Ganey satisfaction scores. We
asked the committee to help us interpret the satisfaction scores and
propose initiatives to address patient expectations in this area. One
of the suggestions they came up with was “scripting.”

Now, to some people, scripting seems phony. I suppose it
can be phony if you aren’t careful, but it can also be a really
good strategy. I learned about the value of scripting when I pur-
chased my last cell phone. One day, while I was at my sons’
track meet, I was passing time by trying to figure out a few of
the cell phone functions without referring to the user’s guide.
Being as compulsive as I am, I kept pushing keys even when
the phone warned me to stop. As a result, I managed to shut
it down completely and needed to call the cell phone distrib-
utor for directions on how to get it up and running again,
which they provided. At the end of the call, they said, “Mr.
Tucker, before we hang up, is there anything else we can do for
you today?” and I thought, “Gee, that’s nice.” Unfortunately,
I started playing with the phone again the next day, and shut
it down again. In fact, I managed to shut it down completely
four or five times over a period of days. Each time I called the
distributor, I talked to a different person. And each time, the
person ended our conversation by asking the same question,
“Is there anything else I can do for you before we hang up?”

Renewing the Commitment
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Now obviously, by the second time around, I realized that
the question was part of each employee’s “script,” and it was some-
thing they were supposed to say. It was not necessarily people
being spontaneously nice to me. But I realized that it made me
feel good each time they said it. I didn’t care that it was scripted.
I got the message that they were concerned about me and willing
to do something for me if I asked.This was a powerful experience.

When I go into orientation every month, I tell this story to
our new staff. I tell them that scripting is simply a reminder about
“the right thing to say.” Whether it’s me, a nurse, a dietitian, a
kitchen delivery person, or a housekeeper interacting with the
patient, we can all be responsive to the patient’s emotional needs
and sensitive to the many inconveniences of being in hospital.
For example, a patient’s blood test may be delayed by an hour,
which means they can’t eat until the blood test is done, even if
they are very hungry. We need to let them know we feel a little
bit of their pain and give them enough information that they can
understand the delay. I think this type of awareness is an out-
growth of our Planetree philosophy over time and an example of
how we keep it alive on a day-to-day basis.

KEYS TO SUCCESS

HMC has more than a decade of experience implementing a hospital-
wide approach to patient-centered care using the Planetree model.
HMC executives believe several factors have been influential in its suc-
cess to date.

Sustained Support from Hospital Administration

From the beginning, HMC leadership has supported the concept of
patient-centered care and made it central to the hospital’s culture. It
has communicated consistently and clearly that “This is who we are.”
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Gradual Implementation

After an initial hospital-wide educational effort, patient-centered
programs have been implemented in different ways in various
parts of the hospital, taking advantage of other developments,
such as the construction of the Cedar Wing and the opening of
the new cancer center. The latter provided the opportunity to
integrate complementary services such as naturopathy and
acupuncture into care, due to the support of the oncologists in
the center. Over time, leaders have increasingly recognized that
staff preparation must take place to the point that they are accept-
ing of a new service or program. Proceeding before staff support
has been established reduces the likelihood of success.

Recognizing Financial Limitations

Although HMC is a financially stable hospital, it has limited funds
to allocate to programmatic efforts. The patient-centered care ini-
tiatives have been scaled to accommodate this financial reality and
have relied considerably on volunteer fund-raising for support.

Taking Advantage of New Construction

When HMC has undertaken new construction, it has incorporated
design principles advocated by Planetree. Designing new spaces that
support patient-centered care efforts has contributed to improved
nurse satisfaction.

ENDNOTE

1. Highline Medical Center (HMC). 2007. “Hospital Highlights.” [Online
information; retrieved 4/19/07.] highlinemedicalcenter.org/about/index.php
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EXECUTIVE SUMMARY

The St. Charles Medical Center facility in Bend, Oregon (SCMCB),
is a not-for-profit, community hospital providing a complete range
of services to residents of central and eastern Oregon. Historically,
the hospital has had a strong culture of patient-centered care. This
culture was reaffirmed in the early 1990s through an initiative
termed Healing Health Care (HHC). HHC focuses on patients and
families as well as hospital staff members. The hospital is known
nationally for its holistic care, the healing designs of its facilities, and
innovative programs such as 24-hour “total room service” for
patients. Recent additions to the hospital plant have continued to
incorporate design components that support HHC. A new CEO,
who joined the organization two years ago, was perceived by some
staff as shifting the hospital’s emphasis from HHC to financial per-
formance and expansion. The CEO recently left the organization,
but his tenure created some uncertainty about the organization’s
longer-term commitment to HHC. In part because of nurse con-
cerns about a perceived weakening of administrative support for
HHC, the hospital narrowly avoided what one executive termed a
“nurse meltdown” at the end of 2005.

C H A P T E R 7

St. Charles Medical Center–Bend:
Adjusting to Change
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Throughout this period, nurses and medical staff have been
involved in a facility-wide implementation of a new $14 million
EMR system, which the CEO who recently left characterized as
“one of the biggest changes we’ve implemented in the history of
our organization” and which some staff felt intruded on the main-
tenance of an HHC approach in relations with patients. In the
face of these challenges, an important question for SCMCB now
concerns the centrality of HHC to its mission going forward and,
if that centrality is reaffirmed, the implications for staff and
patients.

BACKGROUND

Cascade Healthcare Community owns two facilities, SCMCB and
St. Charles Medical Center–Redmond (both in central Oregon),
and it manages two other hospitals. The hospital in Bend has 216
beds (after an expansion in 2004) and 2,000 employees. The
Redmond facility is much smaller, with about 400 employees.
SCMCB offers a full range of services, with the exception of trans-
plant surgery and major burn care. Many of these services, such as
open heart surgery, neurosurgery, comprehensive cancer care,
inpatient rehabilitation for stroke and major injuries, and sophis-
ticated imaging technologies, are typically found only in larger met-
ropolitan facilities. SCMCB is Oregon’s only Level II trauma cen-
ter east of the Cascade Mountains, and it has the area’s only Level
III neonatal ICU. Its Healing Health Campus, which includes a res-
idential mental health treatment facility and an apartment complex
for patients with persistent mental illness, is located next to
SCMCB, and the region’s primary medical air ambulance service
is based at SCMCB as well.

This broad scope of services reflects SCMCB’s role as the major
regional referral center in eastern Oregon, serving about 230,000
people in a 32,000 square mile area (larger than the geographic area
of Vermont, Connecticut, Massachusetts, Delaware, and New
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Hampshire combined). SCMCB has frequently been listed among
the best hospitals in the nation for heart, cancer, orthopedic, and
neurosurgical care, and it is ranked among the 100 top U.S. hospi-
tals for overall quality of care and operational efficiency.

The population in the area served by the Bend and Redmond
facilities of SCMC is growing rapidly. New physicians and care-
givers have moved to the area to serve its expanding population.
As a result, 65 to 70 percent of community physicians and more
than 50 percent of other caregivers are new in the past five to
seven years. The population growth has strained the capacity of
the two facilities. Consequently, facility expansion is now under-
way. In Bend, the hospital added 46 inpatient rooms in late 2004
and early 2005. In 2004, it completed a new medical diagnostics
unit. In 2005, it opened an orthopedic and neurosurgical med-
ical office building and outpatient surgery center (a joint venture
with physicians). Between 2003 and 2006, SCMCB doubled the
size of its emergency department and added psychiatric hold
rooms. A new heart center (another joint venture with physicians)
opened in fall 2006. It also opened a new outpatient pharmacy,
expanded its imaging space, and had plans to break ground for
an expansion of its Family Birthing Center in 2006. Inpatient
capacity is being reconfigured at the Redmond facility to provide
private patient rooms, improve the healing environment, and ulti-
mately relieve some of the pressures on SCMCB with the
planned expansion of surgical facilities.

In total, the costs of these new projects, including facilities, tech-
nology, and equipment, will be in excess of $128 million, causing
SCMC to take on considerable new debt. This is seen as feasible
because the debt load of the hospital has historically been quite low.
The hospital generated a 3 percent margin on operations this past
year. At Bend, 42 percent of hospital charges are for Medicare
patients, 32 percent for managed care, 8 percent for commercial
insurance, and 10 percent for Medicaid.

SCMCB competes with some hospitals west of the Cascade
Mountains, as well as hospitals in Boise, Idaho, in some specialty
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service lines at the outer fringes of its service area. Basically, how-
ever, its geographic location protects it from competition with
other inpatient facilities, resulting in about a 95 percent inpatient
market share in some service lines. At present, the primary com-
petition for SCMCB is from physicians on its medical staff. Three
physician-owned ambulatory surgery centers are operating in
Bend and Redmond, and SCMCB partnered with some of its own
physicians (effectively splitting the revenue) to build an ambula-
tory surgery center for outpatient orthopedic surgery. There are
also eight MRI machines in Bend; three are owned through hos-
pital/physician partnerships, and five are independently owned.
SCMCB forecasts that competition with its medical staff, just on
the basis of imaging services, will subtract $1.5 million from its
bottom line in 2007.

In 2006, SCMC was in a state of flux. Staff felt the pressures
created by ongoing acclimatization to the new EMR system,
which went live on October 12, 2005, after two years of testing
and planning. Construction was occurring at both Bend and
Redmond, and there was a competitive climate between the hos-
pital and the medical staff. Then, SCMC’s CEO took adminis-
trative leave in February 2006 and left the organization in March.
This created uncertainty among staff concerning the future direc-
tion for the hospital in general, and for HHC in particular. Some
of this angst was addressed with the board’s appointment of an
internal candidate—a system vice president and former executive
of the Redmond hospital—as the new CEO in May 2006.

Complicating this picture further, relations between hospital
nurses and administration were tense, although some reconcilia-
tion of differences now seems to be occurring. SCMCB employs
600 nurses, and the Redmond facility has 200. While 95 percent
are permanent staff, 50 percent are part-time employees, reflect-
ing lifestyle choices common to the region. All belong to a union,
and turnover of nursing staff has been only 5 percent to 10 per-
cent per year. In the last two years, patient satisfaction measures
have lagged behind SCMCB’s traditional 90th percentile rankings.
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In late 2005, the nurses at SCMCB rebelled against what they
perceived to be organizational changes undertaken without
appropriate consultation. Some nurses felt that these changes
were having a negative impact on patient care. After much dis-
cussion, a “letter of intent” was signed between nurses and admin-
istration that committed each group to work together to rebuild
their relationship.

PURSUING A PATIENT-ORIENTED STRATEGY

The hospital in Bend was established in 1918 by the Sisters of St.
Joseph of Tipton, Indiana, a Catholic order. In the early 1970s, St.
Charles Medical Center, Inc., was created, ending ownership ties
with the order. The Sisters donated existing hospital assets to the
new not-for-profit corporation and turned over hospital governance
to a local board of directors, though the Sisters retained board mem-
bership and the presidency of the hospital.

A major new facility was opened in 1975 with the goal of pro-
viding all needed medical services for citizens of Oregon residing
east of the Cascade Mountains. It was the administration’s vision
that care at this facility should address the mind/body/spiritual
needs of all patients. In 1990, the hospital embarked on a patient-
centered restructuring to prepare for managed care and a rapidly
changing healthcare environment. A task force, including
employees and physicians, was charged to develop the mission
enhancement plan. The work of this task force became the HHC
philosophy, which “is based on the belief that the essence of heal-
ing is our relationships with the people we serve and that nearly
everything in the environment has an effect on recovery and well
being, either enhancing or impairing the healing process. With
the overriding goal of ‘healing ourselves, our relationships, and
our community,’ Healing Health Care is about our intention to
assure [sic] that all factors in the hospital environment enhance
opportunities for healing—combining both the science and the
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art of care.”1 Leaders of SCMCB say that HHC is “not a pro-
gram—it is the way we do business,” that it is “organic,” and that,
consequently, people “feel something different” when they enter
the hospital. The HHC approach is manifested in a variety of ways
within SCMCB, as illustrated by the following examples.

Relationship-Centered Care

The goal of relationship-centered care is for the caregiver and
patient to be in a relationship that promotes healing. For
instance, the nurse may sit with the patient, hear his story, and
demonstrate an interest in the patient as a whole person, not just
a disease or problem to be addressed. The caregiver is expected
to be “present” with the patient, referring to the philosophy of
“therapeutic presence.” To support this concept, over the past two
years clinicians have focused on primary care nursing, with a
nurse responsible for a therapeutic relationship and plan of care
throughout the patient’s hospital stay.

Health Coach

A health coach is available to help patients create a personalized
health enhancement plan that emphasizes a holistic approach to
wellness.

Health Resource Center

The Health Resource Center “is dedicated to helping patients,
families and community members find the resources and infor-
mation they need to make informed decisions about their
health.”2 It consists of a free public lending library containing
clinical textbooks and journals; health information packets;

84 Reinventing the Patient Experience: Strategies for Hospital Leaders

Christianson_book:gar6x9template  7/23/07  1:34 PM  Page 84



online access; support groups; some complementary services such
as massage therapy, yoga, and relaxation methods; and the
Health and Care Store. The center has been very well received by
patients and the community as a whole but does not bring in
enough revenue to sustain itself financially. Its shortfalls are sub-
sidized by the hospital.

Guest Services Host Program

The Guest Services Host Program was initiated in September 2005
with funding provided by a grant from the St. Charles Foundation.
Each person coming through the door of SCMCB is met by a host
who can answer questions and help put the visitor at ease. Although
in its infancy, the program has been received enthusiastically by the
community.

Caregiver Assistance Program

Confidential counseling is available at the hospital for caregivers and
family members, including referral as necessary to resources outside
of the hospital.

People-Centered Teams

Hospital-based caregivers receive two and one-half days of training
in teamwork skills, including communication tools, so that they can
function more effectively as teams in caring for patients. All caregivers
are required to complete this training in their first year of employ-
ment, and the cost of training is charged to each department’s budget.
Previously, caregivers were required to be retrained every five years,
but this has been dropped. The effective use of people-centered team
skills is assessed as part of caregivers’ performance reviews.
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Environmental Design

SCMCB has attempted to make the physical environment in the
hospital conducive to patient healing and supportive of caregivers
in being a therapeutic presence. For example, walls and floors are
decorated in warm tones, art is commonplace, volunteers regularly
play the grand piano located in the hospital’s lobby, and televisions
in patient rooms default to channels with nature scenes, relaxing
music, and guided imagery. In the newly constructed tower, rooms
are large enough to accommodate major pieces of equipment, care-
givers, and family members all at once. The rooms have large win-
dows with expansive views, built-in sleep couches, private bath-
rooms, and desks with data ports for computer access.

Food Service

SCMCB is known nationally for its innovative 24-hour total room
service program for patients. Patients are able to order meals or snacks
(within dietary guidelines) at any time, and delivery occurs within
20 to 30 minutes. The hospital believes this approach promotes
patient healing by giving patients an additional measure of control
in their hospital stay. Although it would seem to be expensive, the
hospital has found that it is cost-neutral or even less expensive than
traditional hospital food services because of avoided food waste.

Complementary Therapies

Every nurse is trained to provide relaxation therapy and guided
imagery, and some are also trained in therapeutic touch.
Aromatherapy is also offered in some units of the hospital. These
services are regarded as part of nursing practice and can be carried
out without a physician order. Therapeutic touch was controver-
sial when it was first offered and segments within the local reli-
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“When you think of fine cuisine, ‘hospital food’ is not the first
phrase that comes to mind. In fact, it might be the last. So in
the mid-1990s when St. Charles Medical Center–Bend,
Oregon, wanted to improve quality and service for patient
meals, we didn't look to other hospitals to set the standard.
Why strive to be the best among a field of poor performers?”

Rethinking Hospital Food Services
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gious community picketed the facility (the facility, in turn,
explained the principle of therapeutic touch and waited out the
protest). Other therapies are available to patients on request. In
a policy that began two years ago, each unit within the hospital
has a designated HHC resource person. This person is responsi-
ble for staff competency in relaxation therapy—therapeutic
touch is not a required core competency for nurses. In general,
physicians are accepting of nurses developing healing relation-
ships with patients and regard pet therapy and massage therapy
as innocuous. However, they are reported to be more skeptical
of therapeutic touch and somewhat resistant to other therapies.
With ongoing population growth in the area, more providers of
complementary therapies are establishing practices in Bend and
Redmond, and this could ultimately increase the demand for
these services on the part of hospital patients.

Hospital administration does not regard the ongoing programs
that support its HHC approach to be of major financial signifi-
cance. Many of the costs are built into department budgets and, in
some cases, patients reimburse the hospital for the services they
receive (e.g., massage therapy). Many patient-oriented activities are
subsidized through funding provided by the St. Charles
Foundation. And the hospital board and leadership continue to
stress their commitment to HHC principles. However, recent
events within the hospital are causing leadership to revisit how to
carry out HHC more effectively in the future.
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Todd Sprague, corporate communications manager for
SCMCB at the time this book was written, discussed the orga-
nization’s goal to raise the bar for food service.

As a starter, we decided to send some of our key staff to the Ritz-
Carlton for a site visit. While we were also expanding and
redesigning our kitchens and public cafeterias, in what turned
out to be an award-winning design, we wanted to tackle some
of the key challenges related to patient meals.

Like most hospitals at the time—and even today—reg-
ular meals (breakfast, lunch, and dinner) were handled
through a system in which patients were required to select
items they thought they would like to eat the next day (order-
ing 24 hours in advance) from a very limited menu. Meals
were then prepared en masse in a tray-line system and hauled
to the patient care areas on a schedule that hinged on the con-
venience of the hospital, not the patient.

While we knew that the approach to regular meals left
much to be desired, our first foray into room service was aimed
at improving between-meal service. Traditionally, between-meal
needs (patients returning from surgery late in the day or get-
ting hungry in the middle of the night) were handled by stock-
ing significant amounts of sandwiches, gelatin, crackers, and
beverages in patient care areas. This system resulted in a lot of
waste or loss (food spoilage, food being shared with families,
staff members grabbing an occasional snack, etc.).

By building in some of our service lessons from the Ritz-
Carlton, reconfiguring our staffing, and making some changes
in processes and facilities, we were able to remove most food
from the patient care areas, offer a larger menu to patients for
between-meal snacks, and provide on-demand room service
between meals with a 20-to-30 minute response time (better
than most hotels) and a built-in review process to ensure com-
pliance with dietary restrictions.
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The result? Patient satisfaction increased and we actually
saved about $30,000 per year. We also improved caregiver access
to meals on the evening and night shifts.

After a few years of positive experience with ‘partial’ room
service, we took a hard look at the possibility of expanding to
total room service for patient meals. It was becoming difficult
to maintain two approaches to food service. We soon con-
firmed that patients who order food a day in advance often
select items they are not hungry for the next day when the food
actually arrives. That translated into two pounds of food waste
per patient per day.

Seizing that opportunity, we made some additional
changes to staffing and facilities; greatly expanded the menu
(with an emphasis on cooking from scratch); widened the time
window for breakfast, lunch, and dinner to give patients more
control over their eating times; and retained a menu of items
available 24 hours a day for between-meal snacks.

With the implementation of total room service in 1999, food
waste dropped to nearly zero, and patient satisfaction soared to
the 99th percentile. Costs remained pretty much the same (elim-
inating food waste balanced out staffing and other expenses related
to total room service). We later implemented the same type of sys-
tem at St. Charles Medical Center–Redmond, our 48-bed com-
munity hospital, with similar success.

While food service is not highly correlated with overall
patient satisfaction, it does offer patients a measure of control
in an otherwise unfamiliar environment. Food also plays an
important role in the physical and emotional health of the
patient. Paying attention to food, especially in a way that
improved quality without increasing costs, fit perfectly within
our “Healing Health Care” philosophy. In our relationship-
focused organization—with its emphasis on body, mind and
spirit—total room service was the right thing to do for all the
right reasons.
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CHALLENGES TO THE STRATEGY

The nursing staff at SCMCB plays a critical role in implementing
the HHC philosophy at the hospital. Over the past decade,
SCMCB has attracted nurses who are comfortable with this
approach, and nurse turnover has been low. But in the past two
years, some nurses have questioned the degree to which the hospi-
tal continues to support the HHC philosophy. The implementation
of the EMR system has provided a focal point for the frustration of
some nurses, who say, in essence, “It’s hard to personalize care while
pulling around a computer.” Nurses have had difficulty addressing
the new demands of the system while maintaining a therapeutic rela-
tionship with patients. In addition to EMR system implementation
issues, some nurses believe that facility expansion and financial issues
have distracted hospital leadership from HHC and that the recent
hospital CEO never fully understood or was committed to HHC.

There is a strong sense among hospital leaders that the recent
confrontation with SCMCB nurses has changed the environment
within the hospital and called into question the future of HHC.
At the least, both the leadership and the nursing staff recognize the
need to rebuild mutual trust, with a renewed, shared understand-
ing of the future role of HHC in the hospital, which is central in
this regard. The hospital was under interim leadership for a period,
but its new CEO was selected in part due to his perceived rela-
tionship-building skills. Moving forward, the new CEO and the
executive team will attempt to reaffirm HHC as a fundamental ele-
ment of care at SCMCB. For example, they have initiated a pro-
gram titled Pathfinder Project: Revisiting Our Organization’s
Soul, whereby specially trained caregivers are engaging others
throughout the organization in discussions to reintroduce the mis-
sion, values, and HHC philosophy.

Hospital leadership is also focusing attention on improving
relationships with its physician staff, in light of the increasing
competitive tensions between physicians and the hospital. This
effort may assume the highest priority, absorbing administrative
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time and attention. Another factor affecting SCMCB’s ability to
pursue patient-centered care is that many new physicians on the
medical staff do not view reaffirming the role of HHC as a crit-
ical issue for the hospital. Hospital leadership has observed that
it could have done a better job, over the years, of educating new
physicians about HHC and its importance to the hospital as a
guiding philosophy.

In addressing these challenges, SCMCB can draw on a strong
reservoir of support for HHC within both the hospital and the
community. SCMCB has not attempted to measure HHC’s
impact on the hospital. Technically, this would be very difficult
to accomplish. Despite this, HHC has become such an important
force in defining the hospital’s culture that its values now appear
to be accepted at all levels within the organization. As one care-
giver noted, “It’s the right thing to do, it’s what patients want, and
it’s what we want for ourselves and our families.” Hospital lead-
ership has observed that, because HHC has been so deeply embed-
ded in the hospital for such a long time, the hospital may have “let
its guard down.” Addressing the present challenges can provide an
opportunity to reinvigorate SCMCB’s commitment to the HHC
philosophy within the organization.

KEYS TO SUCCESS

The challenges now facing SCMCB in maintaining its HHC phi-
losophy and practice should not obscure the success that it has
experienced for more than a decade in this area. This success can be
explained by several considerations.

Visionary Leadership

Since the mid-1970s, SCMCB has had leaders with a strong vision
for patient-centered care and the ability to articulate that vision to
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audiences internal and external to the hospital. The consistency of
their vision, and their ability to mobilize support for it, are impor-
tant in explaining the hospital’s success.

Supportive External Environment

Until recently, SCMCB has operated with relatively limited com-
petition. This has allowed hospital leadership to focus more time
and attention on HHC than might have occurred in a more com-
petitive market.

Caregiver Buy-In

The HHC approach features a central role for caregivers, especially
nurses. Generally, nurses have appreciated their expanded caregiving
role at the patient’s bedside and have been supportive of HHC as a
result. Staff turnover has been low and patient satisfaction is high.

Sustained Innovation

On a regular basis, SCMCB reassesses the resources and training
necessary to support an HHC philosophy of care. It has put new
programs in place relating both to staff training and patient support
to meet needs or address problems as they have arisen.

Strategic Focus

The hospital’s healing philosophy has been linked to its strategic plan,
mission, and vision. Hospital leaders have seen it as an important
strategic initiative and have established clear lines of responsibility,
accountability, and authority.
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Tenacity

Implementing a healing philosophy challenges the status quo and
requires a change of mental model for all concerned. As a result,
many challenges to the concepts, practices, and initiatives have
arisen. Implementation takes time, and hospital leaders believe that
tenacity in pursuit of the HHC philosophy over time has been a key
to success.

Design of New Physical Space

As SCMCB has expanded, it has used that opportunity to design
physical space that supports its HHC philosophy. This commit-
ment has solidified support for HHC within the hospital and in
the community.

ENDNOTES

1. Patient Centered Teams. 2004. Unpublished internal document.

2. St. Charles Medical Center. 2006. “Health Resource Center.” [Online information;
retrieved 4/18/06.] www.scmc.org/services_HealthResourceCenter.html.
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EXECUTIVE SUMMARY

North Hawaii Community Hospital (NHCH) was built in 1996
as a model for “blended medicine,” where the best in traditional and
nontraditional approaches to treatment would be available to
patients. It describes itself as offering “a full spectrum of acute care
hospital services with a commitment to patient-centered care that
treats the patient as a whole person—mind, body, and spirit—in the
context of family, culture and community. Designed as a ‘healing
instrument,’ NHCH is fast becoming a prototype for the careful
integration of select complementary healing practices with high
quality medical care.”1

In its design and philosophy of care, NHCH has attempted to
incorporate elements of the culture of Hawaii. It has received sub-
stantial financial support from philanthropy; donations from Earl
Bakken, former CEO of a large, medical-device manufacturer, were
especially important in constructing the hospital. His leadership was
also a key factor in developing the hospital’s blended medicine

C H A P T E R 8

North Hawaii Community Hospital:
A Blended Medicine Perspective
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approach. While NHCH has received national attention for its
building and its patient care philosophy, a strong feeling among staff
prevails that it has not yet fulfilled its promise and potential. NHCH
has been limited in this respect by its relatively small size and its
ongoing financial challenges. On a year-to-year basis, NHCH typ-
ically loses money on operations, making up the shortfall through
philanthropy. This restricts the hospital’s ability to pursue new ini-
tiatives directed at enhancing its healing environment and makes it
difficult for the hospital to sustain existing efforts without external
support.

BACKGROUND

NHCH, located in Waimea on the Big Island of Hawaii, opened
in 1996. Since its inception, the hospital has been managed by
Adventist Health, a not-for-profit company headquartered in
Roseville, California, that manages 20 hospitals and 16 home health
agencies in four western states (Hawaii, California, Oregon, and
Washington). NHCH has 40 acute care beds, serves a population
of 35,000 residents in a catchment area of approximately 1,000
square miles, and has limited competition from other hospitals.
NHCH has 144 physicians on staff, 464 employees, and 75 vol-
unteers. Approximately 175 nurses work at NHCH, and staff
turnover is about 15 percent a year. As the major community hos-
pital on the north part of the island, NHCH offers a full range of
traditional inpatient and outpatient services, including emergency
care, intensive care, obstetrics/gynecology services, surgery for a vari-
ety of conditions, state-of-the-art imaging, home health care, skilled
nursing care, dialysis treatment, rehabilitation services, telemedi-
cine, and pain management. It has a women’s center, a sleep lab-
oratory, same-day surgery, and a family birthing unit. The hospi-
tal recently received the American Heart Association’s (AHA) Get
with the Guidelines–Coronary Artery Disease Initial Performance
Achievement Award, which is given to hospitals where 85 percent
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of coronary patients are discharged following AHA-recommended
treatments. NHCH also offers inpatients several types of CAM
modalities, such as naturopathy, chiropractic care, acupuncture, and
massage therapy.

In 2005, NHCH had 2,459 admissions, 551 deliveries, 11,313
emergency department visits, 31,581 outpatient visits, and 20,196
home care visits. Its annual operating budget was $26 million. Even
though it is a busy community hospital, NHCH typically does not
generate operating revenues sufficient to cover its costs. About 30
percent of hospital revenues come from Medicare, 12 percent from
Medicaid, and 51 percent from private insurers, mostly from a sin-
gle dominant insurer. NHCH attributes its financial problems to
low payment rates for Medicaid in Hawaii and, especially, inade-
quate payments from the dominant private insurer. It has thus far
been able to address its operating losses through philanthropy. For
example, during its last fiscal year NHCH lost $1.4 million on oper-
ations but received a gift of land from the local Parker Ranch
Foundation that more than offset the loss. (The hospital is one of
four designated recipients for funds from the Parker Ranch
Foundation.)

Philanthropy has played an important role in the short history
of NHCH. The proposal to build NHCH was approved by the
state legislature in 1991, with an estimated construction cost of
$25 million. The state agreed to provide half the cost if the com-
munity raised the rest. As the planning process for constructing
NHCH evolved, a consensus was achieved relatively quickly that
it would not be “just another hospital.” Instead, NHCH was
designed “from the ground up” to be “patient centered” and con-
gruent with Hawaiian cultural values and beliefs. Bakken, who had
moved to Hawaii and was deeply involved in the development of
the hospital, supported this vision and donated funds toward con-
struction of the facility. Subsequently, he also provided funding for
the purchase of cutting-edge medical equipment to help ensure
that the hospital maintained a blend of “high-tech” and “high-
touch” treatment capabilities. For example, his family foundation
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donated $3 million toward a $6.5 million, 4,000-square-foot
imaging pavilion.2

The first CEO for the new hospital was recruited from an Arizona
facility where he had helped to implement a “total healing environ-
ment” in which healing touch, guided imagery, and intentional breath-
ing methods were provided for hospital patients.
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The term “blended medicine” was coined by Earl Bakken,
cofounder and director emeritus of Medtronic, a leading med-
ical technology company and inventor of the first external, tran-
sistorized cardiac pacemaker in 1957. Bakken, now retired and
living on the Big Island of Hawaii, was instrumental in helping
build NHCH.

I just think that people need to dream. I continually have
dreams, just about every night, and believe that you have to
carry out your dreams, literally. Some of them … you can carry
out quickly, and then some of them … take more time. In 1978,
I came up with the idea of “heart-brain medicine” and even
organized a convention on the idea back then. But nothing hap-
pened. Now, almost 30 years later, we’ve got another conven-
tion coming up in Cleveland on heart-brain medicine, and this
time … I think it’s going to catch on.

Chronobiology is a perfect example. [As human beings]
we have daily rhythms, weekly rhythms, 28-day rhythms, and
annual rhythms. It is real science. And yet, people in this
country are not using this knowledge. Why do they ignore it?
By measuring someone’s blood pressure for a week around the
clock, you can predict from the blood pressure, the blood
pressure amplitude, differences between systolic and diastolic
pressures and the heart rate and rhythm, who is going to have
a cardiovascular event. And when you know who is at risk for

Blended Medicine
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PURSUING A PATIENT-ORIENTED STRATEGY

The stated vision of NHCH is “to treat the whole individual—
mind, body, and spirit—through a team approach to patient-cen-
tered care, and ultimately to become the most healing hospital in
the world.” The facility built by the community was intended to be
the foundation for achieving this vision.

Physical Environment

The design of NHCH as a supportive healing environment was a
relatively unique undertaking in the early 1990’s. The hospital
makes extensive use of glass and skylights (even including windows
in operating rooms) to bring natural light into the facility. Feng shui
principles were employed in decisions relating to color, textures, and
spatial relationships within the hospital. The fluorescent lighting was
designed to avoid “flicker vision,” power cables were buried more
deeply than building codes require to reduce the effect of potentially
harmful emissions, and a special water filtration system was installed
for the hospital. Patient rooms are “oversized” to allow for family
presence, and each room has a separate door to the outside as well
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an event, you have a much better opportunity for successful
intervention.

“Ready … Fire … Aim” is one of the expressions that I live
by. This is the approach I have used all my life. There are always
decisions to be made. In my experience, it is better not to get
caught up in the overanalysis of a problem. Many of the deci-
sions at Medtronic were made quickly. The first pacemaker took
only four weeks from concept to first use. The original design
was not perfect, of course, but it worked!
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as windows that open, to facilitate access to fresh air and sunshine
and help reduce the “hospital smell.” A separate room is available
for families where they can rest, prepare meals, and play music.
Hallways are relatively wide and are carpeted to reduce ambient
noise levels. Spiritual icons representing the 14 main religions prac-
ticed by the hospital’s patients are placed throughout the hospital.
Outside the hospital is a healing garden, with flowers, trees, and
water features, as well as a bamboo garden. A labyrinth garden is
on the grounds for meditation. It features ceramic tiles depicting
Hawaiian nature elements.3 Taken together, these components of
the physical environment are intended to put patients and their
families at ease, facilitate patient healing, and support hospital staff
in developing healing relationships with patients and each other.

Therapeutic Approach

Within this carefully designed physical environment, the goal of the
hospital is to offer traditional and nontraditional treatment approaches
in concert to achieve the best possible healing results for patients.
Nontraditional approaches are available to hospitalized patients in two
different ways. The first involves services provided as part of the hos-
pital stay, at no cost to the patient. NHCH’s Integrative Care Council,
chaired by a physician and made up of 15 mid-level managers, has
overall responsibility for supporting a healing environment in the hos-
pital. Employees suggested the formation of the council to further
enhance and promote the concept of blended medicine. The group
self-selected and was approved by senior management. One individ-
ual, whose salary is funded outside the hospital’s budget through phi-
lanthropy, holds the title of healing service leader and is a registered
nurse and healing-touch practitioner. Her responsibility, she says, is
“holding the vision of a healing environment in the hospital.” She pro-
vides healing-touch therapy to about 40 percent of the hospital’s
patients, mostly in response to calls from nurses. For example, she may
be called on to help relieve preoperative stress in patients or to assist
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in childbirths when labor is not progressing well. After the first treat-
ment, she may be called back at the request of the patient. If time per-
mits, she also goes “door to door” to offer her services. At one point,
some physicians investigated the possibility of instituting an order
process for her services, but they concluded that this was not neces-
sary and that she could respond more rapidly without it. While her
services now are provided largely without physician involvement, they
are well received by most physicians.

The hospital also offers a limited array of complementary ther-
apies (acupuncture, massage therapy, chiropractic care, aromather-
apy) through providers who are credentialed to deliver the services
in the hospital but are not hospital employees. This approach was
favored by the hospital’s medical staff and is consistent with the lim-
ited demand for these services. Recently, the hospital employed a
massage therapist for a year, with costs underwritten by a gift. There
did not appear to be enough potential revenue from this service to
continue the massage therapist on staff after that year, however.
Patients pay out of pocket for massage and acupuncture therapies,
but private insurance typically reimburses for chiropractic care.

“There’s always tension between the realities of hospital reim-
bursement, staff shortages, and the needs of the community with
our vision for wanting to go beyond just routine hospital care.
We’re always seeking ways to bridge that gap. But in another way
we are very fortunate. North Hawaii Community Hospital, with
its beautiful natural setting and long, strong history and philos-
ophy of being a healing environment, already exceeds the expec-
tations of patients and care providers who have experienced other
American hospitals.”

Stan Berry, NHCH’s CEO for the past five years maintains
that managing patient expectations at his facility is not the dif-
ficult part. “They’re not used to walking into a facility with the

Challenges of Delivering Complementary Therapies at the Bedside
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views that we have, the open spaces, the beautiful green mountains.
They’re not used to every room having a glass door or even the ICU
having a large window, and all with garden views. They’re not used
to seeing the amount of artwork that we have in the hospital. Even
the music, which is neither a popular or classical genre, but rather
a unique, pleasant style, was developed especially for the hospital
so as not to trigger any bad memories in patients. But when it comes
to offering complementary therapies at the bedside, sometimes peo-
ple have expectations we can’t deliver on.”

“Expectations can be both staff driven and patient driven. We
attract a nursing team that really supports holistic care, and they’d
like to see our patients have access to a broader range of services.
But without physician support and sustainable reimbursement
strategies, patients can’t necessarily have a massage on request,
acupuncture treatments to augment pain control, or a chiro-
practic adjustment from their own practitioner while they are in
hospital.”

Philanthropy has played a big part in the history of NHCH,
which is not different from other hospitals that have been suc-
cessful in creating healing environments.

Berry says, “We couldn’t maintain this hospital without
philanthropy because it allows us to bridge the gap between
services provided and reimbursement. We have struggled for
ten years to maximize our vision at NHCH, and even now, as
I watch the rest of the world trying to catch up and see that
everyone is interested in holistic care, I also see that nobody
has yet figured out how to pay for it. Because our donor base
is very generous, we’re able to keep the buildings and grounds
looking nice, and occasionally, there’s money given to support
holistic bedside care. But typically, donors want to build new
facilities or buy equipment, not maintain programs.” Berry
observes that it is much harder to sell a concept like “healing
environments” than it is to get a donor to buy a CT scanner
or ICU monitor.
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Spiritual Support

The hospital serves patients who practice a large number of dif-
ferent religions. According to the hospital’s major benefactor,
“We know we must honor each individual’s basic human dignity
and personal spiritual practices.” The hospital’s chapel is con-
nected to the main building by a corridor and features natural
light and an open view to the outdoors. Religious material for 14
different religions is available in the chapel. A “patient lavender”
code is used in the hospital to alert staff to send a prayer or heal-
ing intention to a specific patient’s room as needed. Members of
the dietary staff are encouraged not to participate in food prepa-
ration if they are angry, because this would be contrary to “heal-
ing intention.”

CHALLENGES TO THE STRATEGY

A general feeling permeates the hospital that its ability to invest in
nontraditional services and healing touch is highly constrained by
the operating deficits it experiences on a yearly basis. New initia-
tives and programs are not proposed because “everyone knows our
situation.” One consequence is that some new employees reportedly
feel that the hospital “is not what it says it is” in regard to an inno-
vative healing environment, nor is it reaching its full potential.
Further, it is considered to be “in its infancy regarding integrating
alternative services and creating whole-patient approaches,” and its
“reputation in the community exceeds its capacity to deliver regard-
ing a healing environment.”

Nevertheless, staff see hospital administrators as committed to
the healing environment philosophy, even through changes in
leadership. Leadership support is viewed in part as a response to
the desires of hospital benefactors. But it is also seen as a response
to the desires of the community, as evidenced by enthusiastic let-
ters from patients and their families. The delivery of blended
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medicine in a unique healing environment remains an important
factor in recruiting and retaining staff. However, it reportedly is
less important for medical staff, who are challenged to treat “the
whole patient” in an increasingly pressurized practice environ-
ment. Some physicians are said to be hesitant to try new
approaches that might violate perceived standards of practice or
invite malpractice litigation. Historically, no single physician has
assumed the mantle of champion within the hospital for blended
medicine and the mind/body/spirit approach to patient treatment
espoused by the hospital.

While the investment in nontraditional services within
NHCH has proceeded cautiously, several gains have been
achieved in enhancing the high-tech side of blended medicine.
The isolated location of NHCH and its small size pose signifi-
cant challenges in this respect. However, the hospital has been
able to leverage relationships established through its major
benefactor, combined with the hospital’s unique vision, to
develop research projects and other initiatives. For example, in
2001 a researcher was recruited to NHCH to form the
Department of Research. This researcher has made use of
NHCH’s state-of-the-art imaging equipment to study the effect
of healing and prayer on the brain functions of recipients. In a
second initiative, the University of Minnesota sends medical stu-
dents to the hospital to be exposed to, and receive training in, a
blended-medicine approach to care. Most recently, NHCH
committed to establishing a heart-brain center. The center
focuses attention and research on treating the heart and the brain
as interconnected organs and caring for the whole body, rather
than addressing only specific diseases or symptoms. The work of
the center will be carried out jointly with the Cleveland Clinic,
which will make its specialists available and work with NHCH
to enhance its service capabilities.4 This collaboration links
NHCH with the Earl and Doris Bakken Heart-Brain Institute
at the Cleveland Clinic, which was funded through a gift from
NHCH’s chief benefactor. A $12 million fund-raising campaign
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is now underway to build the heart-brain center at NHCH and
upgrade related services.

KEYS TO SUCCESS

NHCH is now in its tenth year of implementing the vision of its
founders that the hospital should provide a unique healing environ-
ment for its patients that blends the best of “high-tech” and “high-
touch” treatment approaches in caring for the whole patient. While it
continues to face significant challenges as it pursues this vision, it has
also gained national attention for its efforts. Some of the keys to its suc-
cess to this point follow.

Cultural Sensitivity and an Inspirational Vision

The hospital board, which is made up of community members, and
the surrounding community support the hospital’s vision. NHCH
is a source of pride to the community and is seen as a desirable place
to work. To a considerable extent, this community support derives
from the hospital’s efforts to respect local culture and religions in
both its design and its day-to-day operations.

Beginning with a New Facility

The hospital started with a blank slate relative to physical plant.
Consequently, in pursuing its vision it was not constrained by the
limitations of an existing facility. It took advantage of this situation
to design a hospital that was groundbreaking in its time. The new
facility and its surroundings became a concrete representation of the
hospital’s vision for care, and, as intended, it continues to contribute
to a supportive, healing environment for patients and for staff as
well.
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Philanthropy

Over time, the importance to NHCH of maintaining a continuing
program of philanthropy has become abundantly clear. Given that
the hospital is small and relatively isolated, philanthropy has been
crucial to acquiring and updating cutting-edge treatment technol-
ogy—the high-tech part of the hospital’s vision—and collaborative
relationships with external organizations. Ongoing philanthropy
has also funded key aspects of the high-touch component of that
vision. However, maintaining and increasing philanthropy for high-
touch care is a continuing challenge.
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C H A P T E R 9

The Valley Hospital:
Reinvigorating Nursing at the Bedside

EXECUTIVE SUMMARY

The Valley Hospital (TVH) is a large community hospital located
in Ridgewood, New Jersey. In 1998, under the leadership of a new
chief nursing officer (CNO) and with the strong support of the hos-
pital’s CEO, it began to reconfigure the governance of nursing staff
and redefine expectations around the nurse-patient relationship
within the hospital. According to the CNO, “When I came to
Valley, I felt the soul of nursing had atrophied and we needed to
return to the core of nursing, which is the recognition of the need
to care for the whole person—mind, body and spirit—including the
nurse.”1

Over the last eight years, she has launched a series of initiatives
to address her concerns. These include a “shared governance” model
for nursing, a training program in holistic practice for nurses (the
Integrative Healing Arts Program), a holistic nursing council, a
holistic practice nurse position, and the Center for the Advancement
of Holistic Knowledge and Practice. While the transition was grad-
ual over that period, it received a boost when TVH was awarded a
grant from the Robert Wood Johnson Foundation in 2003 to eval-
uate a holistic nursing education initiative in the hospital. TVH has
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received national nursing awards for its efforts and now faces the
challenge of expanding them within the hospital, and sustaining
them financially.

BACKGROUND

TVH is an acute care, not-for-profit regional hospital that is part
of the Valley Health System which, in addition to the hospital,
includes Valley Home Care and Valley Health Medical Group
(with approximately 20 physicians). TVH has 451 beds and, in
2005, had 50,677 admissions, 58,700 emergency department vis-
its, and 3,205 deliveries. Measured by admissions, it is the second
busiest hospital in New Jersey. TVH employs more than 3,500
people and has 1,450 volunteers. Approximately 1,100 physicians
are on the medical staff, and 741 use the hospital as their preferred
facility. The hospital employs about 1,300 nurses, 50 percent of
whom are part time. Nurse turnover has declined from 15 percent
annually eight years ago to 10 percent at present; one goal of TVH
is to reduce this figure to 7 percent. Currently, TVH has a 2 per-
cent vacancy rate for nurses.

The hospital offers a full range of services, including some of the
latest surgical and imaging services, such as intensity-modulated
radiation therapy for cancer care and video-assisted thoracic surgery
for lung cancer. The Valley Columbia Heart Center is a joint effort
of TVH, the New York–Presbyterian Healthcare System, and the
Columbia University College of Physicians and Surgeons. Over the
past two years, TVH has expanded its service lines, but these expan-
sions typically have not occurred at the main campus. TVH faces
capacity constraints, and growth potential at this campus, which is
located in a residential area, is severely limited. As a consequence,
in 2002 TVH opened a 128,000-square-foot facility in Paramus,
New Jersey, that houses a variety of services, including a new can-
cer center. At present, TVH has six other facilities in addition to its
primary location in Ridgewood.
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TVH has recently received several national awards for its care
and working environment. For example, it was designated a J.D.
Power and Associates Distinguished Hospital for 2003, 2005, and
2006 for service excellence; named one of the 50 best places to
work in New Jersey in 2005 and 2006; and achieved Magnet sta-
tus for nursing excellence (the nursing profession’s highest award)
in 2003. In 2006 it was designated a winner of the 2006 Hospital
of Choice Award by the American Alliance of Healthcare
Providers, which recognizes “the nation’s most consumer-friendly
hospitals.”2

The hospital’s primary service area includes 32 towns and
440,000 people in Bergen County and neighboring counties. The
area has 12 acute care hospitals and multiple outpatient surgery cen-
ters within a 15-mile radius of the hospital. TVH receives about 50
percent of its revenue from Medicare, 35 to 40 percent from pri-
vate payers, and 1.4 percent from Medicaid. TVH characterizes its
financial condition as “the best in the state” but anticipates that mar-
gins will shrink in the future due in part to competition from out-
patient surgery centers. The medical staff is aging, so recruiting new
physicians to the hospital to replace retiring physicians is becom-
ing a priority.

PURSUING A PATIENT-ORIENTED STRATEGY

The mission statement for TVH places a strong emphasis on
patient-centered care: “The Valley Hospital serves the commu-
nity by healing and caring for patients, comforting their families
and teaching good health.” The pursuit of this mission took on
a new focus with the arrival of a new CNO in 1998. Her goal was
to strengthen nursing within the organization and reinvigorate
the nursing staff by changing expectations regarding nursing care.
She accomplished this goal through a variety of initiatives that
built on each other and ultimately led TVH nurses “back to the
future.”
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When Linda Cuoco, vice president for patient care and CNO,
joined TVH, she found nurses who were withdrawn and, at the
same time, concerned about nursing’s future. Her challenge was
to create a new model of nursing at TVH that would energize
nurses and benefit patients.

I had been accustomed to very autonomous, spirited nursing pro-
fessionals in my previous job roles, and with the reputation that
Valley had in the community, I expected no less. To my surprise,
I found a very much disheartened corps of nurses. What I learned
over the first 30 days in my role was that, indeed, their heart and
spirit for their profession was “atrophied.” In fact, I shared with
my CEO that I felt there was a “giant crack in the foundation of
nursing” and the level of care and clinical outcomes [were] begin-
ning to show the decline. We were at the 46th percentile in patient
satisfaction, and the RN turnover rate was close to 15 percent. All
were signs of a disheartened team. Over the next 90 days, I spent
time with the staff and leadership trying to understand and learn
what they were all about. This is what I learned. For the previous
several years, the organization had embraced (or at least senior
management) the movement of redesign. The [redesign] process
[resulted in] changed roles so that patients had as few people
encounters as possible during their hospitalization. Nursing roles
were changed [due to the redesign] to oversee all support care,
including housekeeping, blood draws, transportation, and “other
duties” as needed.

Their titles were [also] changed [as part of the redesign
process] from RNs to clinical associates, like every other clini-
cal professional in the organization. In fact, it appeared that only
nurses had their functional roles significantly changed compared
to others in the organization. Their roles [had become] con-
fusing, both to them and to their patients, and this lead to con-
fusion, frustration, and a decrease in pride.

Repairing a Crack in the Foundation of Nursing
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My work was to establish a clear direction to rebuild the
pride and professionalism of nursing. Through their willingness
and openness to share, we created lists of what was working well
and what was not working well. This was the foundation for
my action plan. We created, together, the shared governance
foundation in which all of nursing could have a voice, take
charge of their profession, and create their future. This was only
the beginning. I knew their heart was in need of a reawaken-
ing of spirit and pride for their profession. They needed and
wanted to feel like they were once again doing real “hands on”
nursing, being with their patients, teaching, comforting, and
healing. I wanted to cocreate a nursing culture that would pro-
duce and sustain the type of nurse-healer that I would want to
take care of me and my family in the future. Together with con-
sultants from the Birchtree Center, we created the Integrative
Healing Arts Program, which set the principles and foundation
for our holistic practice today.

Adoption of a Shared Governance Model

Beginning in 1998, TVH increased the nurses’ level of involve-
ment in decision making related to nursing practice matters such
as autonomy, organizational support, and relationships with
medical staff. In 2000, this approach was formalized by enacting
a shared governance model. The stated goal of the model is “to
develop our professional staff so that they, in collaboration with
management, share all responsibilities for the evolution of patient
care practices within a holistic framework.”3 The model reinforces
the important role of nurses within the organization. The change
in composition of key governing “councils” indicates the high
degree of adoption of the model. For example, “In 1998, the
Nurse Practice Education Council comprised all management and
advanced practice nurses. Today, the Nurse Practice Council is 90
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percent frontline staff and the Performance Improvement Council
is 95 percent frontline staff.”4

Service Excellence Initiative

The service excellence initiative created a leadership training pro-
gram within the hospital. Its goal was to facilitate leadership devel-
opment and a common, supportive leadership culture throughout
all parts of the organization.

Integrative Healing Arts Program

TVH established its Integrative Healing Arts Program in 2001. The
purpose of the program was to train nursing staff, on a voluntary
basis, in the skills they need to “return” to a mind/body/spirit
approach to nursing practice. These include techniques to help
patients manage pain, relax, and manage anxiety.5 The cost is
$1,500 to $2,000 per student, with approximately 20 students per
class. The hope is that, over time, all of the nurses at TVH will
receive training in holistic practices, but it is not expected that all
will complete the entire 18-month program. The techniques nurses
learn in this training program are intended to become an integral
part of patient care. Nurses do not require a physician order to
apply these techniques at the bedside, nor are their efforts treated
as billable services.

Robert Wood Johnson Foundation Grant

In 2003, TVH receive a two-year grant from the Robert Wood
Johnson Foundation (RWJF) to test whether a nursing education
and practice model, based on promoting a “caring culture” and
nursing autonomy, could increase nurse job satisfaction and
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improve recruitment and retention. Two units within the hospi-
tal were selected as pilot sites, and nursing staff were invited to
participate in the Integrative Healing Arts Program. Staff mem-
bers were given four days of release time for the program and were
not available on their units during this time. Fifty percent of the
nursing staff in each unit had completed the program by March
2005. Compared with those of control units, nurse turnover rates
were lower and patient satisfaction higher in the pilot units, but
the number of individuals involved was small, and differences
were not statistically significant. Nevertheless, management was
particularly interested in the reduction in nurse turnover in the
pilot units, because of its potential implications for reducing the
costs of recruiting and training new nurses.6

Holistic Practice Council

The Holistic Practice Council was added to the hospital’s shared
governance structure in March 2004. As one of its responsibilities,
the council oversees the integration of holistic nursing practices
across TVH. All policies and procedures relating to these practices
are reviewed by the council, which then makes recommendations
to the Nurse Practice Education Council and, ultimately, the Patient
Care Services Leadership Council. The formation of the Holistic
Practice Council in effect institutionalizes the hospital’s commit-
ment to a holistic approach to nursing care.

Holistic Practitioner Position

In June 2004, TVH hired its first holistic practitioner, a newly cre-
ated position. This person works in conjunction with nurses in the
hospital units to incorporate various principles and techniques
into patient care, including guided imagery, breath work, and ther-
apeutic touch techniques. Besides providing these services directly
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to patients, the practitioner serves as a bridge to assist nurses in
carrying their healing arts training into practice. Twelve TVH
nurses have achieved national certification as holistic nurses
through the American Holistic Nurses Credentialing Corporation
and now provide care to patients on the unit where they work. At
any one time, the holistic practitioner herself may be providing
services to 15 to 20 hospitalized patients.

At the TVH Leadership Institute in October 2004, the holis-
tic practitioner, joined by a harpist, demonstrated the use of
guided imagery therapy for stress reduction. The session was so
well received that a guided imagery CD was created based on it.
In 2005, the hospital created a second holistic practitioner posi-
tion. The holistic practitioner sets aside about two hours on
Fridays to activities designed to reduce stress in nurses, so that
they can experience how these same techniques can be used in the
treatment of their patients.

Center for the Advancement of Holistic Knowledge
and Practice

The hospital created its Center for the Advancement of Holistic
Knowledge and Practice in May 2005. The mission of the center
is “Advocating for the advancement of holistic knowledge and
practice by serving as mentors to health care professionals facili-
tating the growth of holistic education and evidence-based prac-
tice and research.” The center provides ongoing education and
training to TVH staff in patient care practices such as the use of
aromatherapy, therapeutic touch, and meditation. These classes
are taught primarily by staff members who have completed the
Integrative Healing Arts Program. The center manages the
Healing Arts Program and it contracts with external vendors for
training in various techniques where necessary, coordinating its
efforts with the hospital’s Center for Complementary Therapy
and TVH’s education departments.
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In addition to these initiatives, which are directed at imple-
menting what TVH calls a “holistic approach” to nursing practice,
the hospital has several other ongoing efforts to support patients,
families, and nurses. One of these efforts, the Harp Music Therapy
Program, is highly visible within the hospital. Under this program,
“a harpist plays at or near the bedside of patients whom the staff
identify as being good candidates for this kind of relaxation ther-
apy.”7 The harp music can have a tension-relieving impact on nurs-
ing staff as well as patients. A second initiative, the Center for
Complementary Therapy, primarily serves the surrounding com-
munity and patients after they are discharged from the hospital.
The center offers classes in areas such as stress management, yoga,
and guided imagery. Individuals can also visit the center to receive
acupuncture therapy, counseling in smoking cessation, and thera-
peutic massage. Unlike the services provided by nurses at the bed-
side for hospitalized patients, individuals pay separately for the cen-
ter’s services, which are delivered on an outpatient basis.

CHALLENGES TO THE STRATEGY

The holistic nursing practice effort is supported indirectly at
TVH by a “rewards for results” program aimed at improving
patient satisfaction scores. If quarterly patient satisfaction targets
are met and hospital financial targets are reached, each hospital
employee receives a $100 bonus (for a total of about $300,000
across the organization per quarter). Financing the holistic nurs-
ing practices initiatives has not been a major issue to this point.
The holistic nurse practitioner is included in the hospital’s
budget, along with the cost of training nurses in holistic care.
(Training costs are included in each unit’s education budget.)
The evidence from the RWJF grant that nurse turnover may be
reduced under this approach is seen by hospital leaders as an
indicator that financial benefits from the approach probably
exceed costs.
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“A hospital is nothing without an adequate number of experi-
enced, well-educated, highly motivated registered nurses. There
is no job category in a hospital that contributes more to patient
outcomes and satisfaction, the hospital’s reputation within the
local community, and ultimately, its overall success than the reg-
istered nurses.”

With those statements as a backdrop, Richard Keenan, the
chief financial officer of TVH explains why he views the holis-
tic nursing initiative at TVH as “an unqualified success.”

This program started in 2001 at an initial cost of $25,000. Then,
through a Robert Wood Johnson Foundation grant, the research
began with the two pilot units in 2003.

The overall objectives of the holistic nursing program were to

• improve patient outcomes and satisfaction,
• increase the job satisfaction of the staff registered

nurses,
• reduce staff RN turnover,
• enhance the hospital’s ability to recruit both new

graduates and experienced nurses, [and]
• reduce the use of temporary staff (agency nurses).

The initiative was called the Integrative Healing Arts Program
and was introduced on two medical/surgical units. The results
were dramatic and quickly evident:

• A substantial reduction in RN turnover, which was as
high as 13.5 percent in 2000. It dropped to 9.5 percent
in 2005. The two pilot units averaged only 7 percent for
the year 2005, and for the study period (24 months),
each had zero turnover. With the cost of losing and
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replacing one full-time RN estimated at $50,000, the
reduction in turnover alone more than offset the cost of
implementation.

• The RN vacancy rate went from 6.5 percent in 2002 to
virtually zero in 2005.

• Agency nurse usage, which averaged $3 million to $5
million in recent years, fell to less than $150,000 in 2005.
The agency staff who were used in 2005 were nursing
assistants used as “sitters” to maintain a restraint-free
environment.

• Employee satisfaction increased from the 60th percentile
in 2000 to the 85th percentile in 2003 to the 90th
percentile in 2006.

• Patient satisfaction has increased from the 83rd percentile
in 2000 to the 96th percentile in 2006.

• All patient outcome measures, such as falls, medication
errors, and infection rates, are setting new record lows.

Admittedly, holistic nursing was carried out along with other
activities, but its contribution to achieving the dramatic
improvement in the above-noted metrics is unquestionable.
Some other initiatives were the following:

• Shared governance, which gave nurses a voice and the
ability to better influence their daily work environment

• Bridges to Belonging, a retention strategy directed toward
new employees.

Although the holistic nursing initiative was carried out with
other activities, no one who observed its impact doubts its con-
tribution to the overall results and that the program added value
far above the minimal cost of implementation.
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Going forward, the Center for Holistic Knowledge and Practice
hopes to generate revenue to support its work by charging fees for
courses provided to nurses and others from outside the Valley Health
System who want to learn holistic practice techniques.

Generally, the development of a holistic approach to nursing has
been well received by TVH nurses, but in the beginning a signifi-
cant number of nurses thought aspects of the approach were “silly.”
For instance, as part of the RWJF grant, nurses in the pilot units
were asked to practice the “setting of intention” at the start of their
shifts. This is described as a “technique of using one’s thoughts to
visualize a positive outcome and setting one’s intention to align
thought and action.”8 During this process, nurses typically held
hands and, for example, stated their intention to support one
another in the care of a particularly complex patient. Some nurses
resisted participating in the setting of intention at the start of their
shifts, believing it to be “too much like praying.” Over time, much
of this concern dissipated and setting of intention is now carried out,
in various forms, at the beginning of many meetings involving nurs-
ing staff.

A more fundamental problem for nurses arises when staffing
shortages occur, which normally has not been a significant issue at
TVH. When they do occur, however, time constraints can result in
nurses feeling as though they do not have enough time to spend with
patients to provide healing touch or guided-imagery therapies. Also,
when nurses trained in the holistic approach move to other units or
positions within the hospital, such change can slow the momentum
for adopting holistic practices in the units they leave.

Physicians at TVH are reported to be largely indifferent to
efforts to implement holistic nursing practices. Some nursing man-
agers believe this is because the changes have occurred gradually
over time. Physicians have had little direct involvement, as they do
not need to order these practices for their patients. This could
change if, in the future, TVH begins to incorporate CAM practices
into inpatient care. Occasionally, individual physicians have
become vocal supporters of holistic nursing practices, because they
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have seen exceptional results when techniques such as healing touch
have been used with their patients.

KEYS TO SUCCESS

TVH has attempted, over an eight-year period, to change the focus
of nursing with the goal of creating a stronger healing relationship
between nurses and patients at the bedside. This effort has been
largely successful to this point, and TVH is now attempting to
expand holistic nursing to all units and to develop an approach
that will make CAM more easily accessible for hospitalized
patients who wish these services. There appear to be four keys to
TVH’s success.

Vision and Support of Hospital Leadership

A strong consensus exists within the hospital that the most impor-
tant factor in TVH’s success has been the vision and support of hos-
pital leadership. The hospital’s CNO, with strong backing from the
CEO, is credited with creating and executing a plan to change nurs-
ing practice in the hospital while developing support for that plan
among the hospital’s nurses.

Gradual Implementation

Nursing practice changes occurred gradually over the eight-year
period. This allowed nurses to grow in their abilities to participate
in a shared governance model and to develop a sense of ownership
of the changes. It also minimized the potential for opposition on
the part of TVH’s physicians and provided opportunities for phy-
sician leaders to observe the benefits of the changes for their
patients.
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Controlling Costs

None of the steps taken to change nursing practice have required
significant new funding. Because of their gradual implementation,
they have not raised major concerns in the annual budget process.
Now, attention is being focused on the potential cost savings from
these practices in the form of increased nurse retention rates.

External Grant Support

The grant from RWJF did not alter the direction of the hospital with
respect to its efforts to change nursing practice. However, it did
accelerate the process and focus attention on nursing practices
within the hospital. The grant also encouraged the measurement
and tracking of outcomes. Most outcomes were positive, which
underscored the validity of the approach.
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C H A P T E R 1 0

Putting the Components of a
Reinvented Patient Experience in Place

This chapter contains a portion of the edited transcript of a day-
long roundtable discussion involving representatives from seven
of the eight hospitals described in Chapters 2 through 9. The
roundtable provided an opportunity for these innovators to
exchange ideas and information concerning their experiences
implementing patient-focused strategies in their organizations.
This chapter is structured around discussion of four areas of
patient-focused innovation that were identified through a cross-
organizational analysis of the eight study hospitals: physical envi-
ronment, nursing practices, complementary therapies, and spir-
itual support.

In preparation for the roundtable, specific individuals were asked
to share experiences in each area, and others were invited to com-
ment or react. The discussion was facilitated by Michael Finch,
Ph.D., one of the project researchers. The following were partici-
pants in the discussion:

Stan Berry, president and CEO, North Hawaii Community
Hospital
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Linda Cuoco, vice president, Patient Care Services, and CNO,
The Valley Hospital

Michael Finch, senior fellow and consultant, Optimal Healing
Environments, Samueli Institute

Grace Henley, assistant administrator, Human Resources,
Highline Medical Center

Lori Knutson, director, Institute for Health and Healing,
Abbot Northwestern Hospital

Kathy Mitchell, CNO, Adventist Bolingbrook Medical Center
Nancy Moore, vice president, Healing Health Services, and

CNO, St. Charles Medical Center
Vicki VanMeetren, president, St. Rose Dominican

Hospitals–San Martín Campus

MR. FINCH: We’ve asked Nancy to start off by briefly telling
us about St. Charles in terms of transforming care at the
bedside.

MS. MOORE: St. Charles operates under a healing healthcare phi-
losophy. The ethic of the philosophy is healing ourselves, our rela-
tionships, our community. So it starts with us, you know, the people
that work there. One of the things we say is that we’re a human serv-
ice. We’re people caring for people. We don’t make hotdogs or auto-
mobiles. And so, to the extent that the hospital staff themselves are
whole and well and healed, they can be present in a healing way for
other people. When our caregivers are healthy, and they’re working in
a healthy relationship with each other, then patients receive good care.

So I would say the essence of what we’re doing in transform-
ing care at the bedside is about relationships and relationship-cen-
tered care. People don’t necessarily learn good communication
skills in their family of origin. And some may have learned them,
but when they go to school it gets trained out of them. Some of
our physicians have told us that. So we offer a personal growth and
development workshop that’s two-and-a-half days that is part of
orientation. The skills that come out of that workshop involve
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greater self-awareness and healthy communication. I would say
that’s a major part of transforming care at the bedside.

We also have designed our facility around care at the bedside. In
our newest construction, there is one nursing station for every four
rooms, and it’s right outside the patients’ doors so that the caregivers
are decentralized to the patients’ rooms. They’re at the bedside ver-
sus out in the nurses’ station. All the supplies are there, the med-
ications are there, and the equipment is there. There is a place to
store IV poles and pumps and things in the room to try to reduce
all the steps and all the activities that physically take the caregiver
away from the patient.

The other aspect is providing therapeutic interventions that
enhance healing. We have what we call Healing Health Care
resources; they’re methods to reduce anxiety and pain and enhance
relaxation. We created core competencies in these methods that are
required by every caregiver, and examples include intentional
breathing, guided imagery, and relaxation methods. In addition a
number of nurses are trained in therapeutic touch. They also receive
education on when to refer to physical therapy, social service, or spir-
itual care. We also have a prayer procedure that guides everybody
in how to offer prayer in a way that’s respectful to people’s belief sys-
tems if that’s what they want.

These kinds of therapies really are available any time to the
patient. We believe that enhances their healing response, because
when they’re relaxed, their natural healing responses work. When
they’re stressed and scared, they shut down and healing is impaired.
We found out we really needed to have Healing Health Care
resource mentors on each unit to keep those skills alive and avail-
able for people. It didn’t work to have that centralized. It really
needed to be on the units. It’s additional duties for someone, most
often a nurse, who has special training. These Healing Health Care
resource mentors make sure all their team members are trained in
those skills and keep the referral list for therapeutic touch current.

We have Internet access in the patient’s room for families, and
computers and family resource centers where patients and families
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can go on the Internet or they can print out education in lay terms
related to their medication or their illness.

Putting pharmacists on the units has been important as well. We
have a decentralized pharmacy. Pharmacists are making rounds with
physicians and nurses, and they are responding to drug interactions
and addressing those specialized meds that really benefit from their
expertise in doing the patient education.

We also have a health and learning center where people can
access our prevention and wellness services. The center offers a num-
ber of programs, from a six-week managing chronic symptoms pro-
gram based on Stanford University’s psychoeducational model to
support groups and medication classes. When a person needs to be
admitted to the hospital, nurses are expected to have a therapeutic
relationship throughout the patient’s stay, and other disciplines are
involved as needed. When patients are discharged they are referred
to the programs in the health and learning center or other com-
munity resources as appropriate.

With respect to nursing, we have a minimum service standard
called the caring model. It is based on creating a discipline where
nurses sit down with patients for five minutes, introduce them-
selves, describe their role in their care, ask patients how they like
to be addressed and what their most important needs are, what’s
most important to them, and what they would like to have accom-
plished today and during their stay. And then the nurses make sure
that it gets documented and addressed. There are grease boards in
the room where they write the nurse’s name as well as the patient’s
needs and goals down so everybody knows. And they use appro-
priate touch. We also expect that they will use the mission and val-
ues in planning patients’ care. It’s so basic but it wasn’t happening
consistently, and it continues to require ongoing monitoring and
reinforcement.

This is all based on our Healing Health Care philosophy. We also
reinforce that all departments support patient- and family-focused
care. Other departments, such as finance and facilities services, may
not physically touch the patient as nurses do, but what they do
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makes a difference in patients’ care. We expect department managers
to translate for their department’s caregivers how their work con-
tributes to patient care.

MS. CUOCO: I joined The Valley Hospital in 1998 at a time
that the hospital was a premier hospital in northern New Jersey.
When you’re a brand new CNO and they tell you how wonderful
the hospital is, and they have such a great reputation, you believe
it. Well, I found that nursing, which is the founding service of any
hospital, was broken.

The hospital had been through years of redesign, and the spirit
of nursing was gone. In my first report to the board, after 45 days,
I told them that they had a broken engine. And they looked at
me and said, “No, we’re a premier hospital.” But you could see
it in outcomes. The clinical outcomes were not as good as they
should be. Patient satisfaction at that time was in the 46th per-
centile. Even though the hospital had a wonderful image, it was
still broken.

I decided that one of the first things you have to do is rebuild
that foundation, and so that’s how holistic practice came about.
In 2000, we launched the first healing arts program. We’d always
done workshops, but never had launched them with the intent
of changing the practice of nursing, and that’s what we’ve been
able to do at Valley.

One of the things we were able to do early on is to get a Robert
Wood Johnson Foundation grant, which actually catapulted us to
where we are today. We were able to do two primary nursing units,
taking them through an 18-month course. The course teaches every-
thing from self-care, which is probably the most important piece,
all the way to modalities like aromatherapy, music therapy, and body
work therapy.

As a CNO, you have to speak in a language that your board
understands and your CEO understands. I kept our efforts quiet for
quite some time. Now we have a very robust system for holistic prac-
tice. I have 12 nationally certified advanced practice nurses, and half
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of them are nurse practitioners, but they’re also nationally certified
in holistic practice.

Last year, we launched the Center for Advancement of Holistic
Knowledge and Practice, which is an education center. Out of about
1,500 registered nurses, we only have about 200 who have gone
through the program in its entirety. We decided this year to launch
it in small segments. We’re doing eight-hour courses for all of the reg-
istered nurses and four-hour courses for all the support staff. Through
that process, we hope to make sure over time that every nurse in the
organization gets through orientation, and every nurse who has been
there will have this kind of training under his or her belt.

With respect to results, we went from the 46th percentile in 2000
all the way to the 94th percentile of Press Ganey, which is our
patient satisfaction service. And this year we’re hovering around the
96th percentile. With respect to employee satisfaction, we went
from the 60th percentile of Press Ganey to the 94th percentile. My
nurse vacancy rate in 2000 was horrendous, and now we’ve dropped
down to .05, and we’re in a very highly competitive area. I not only
have the New York hospitals 40 minutes away from me, but I also
have very outstanding institutes just a stone’s throw away.

I’ll just give you a normal day’s picture. The morning starts with
setting of intentions, a one- or two-minute gathering of the troops
to say this is going to be a very busy day, we need to sit together, we
need to make sure everybody goes on breaks. And someone—each
of the staff members has that opportunity—but someone brings
something inspirational. We keep it away from being religious.
We’re a nondenominational organization, but we try to keep it spir-
itual and uplifting. And sometimes that’s kind of hard because it’s
really easy to go into the religious side. It seems very comfortable
for everyone around the table to do that.

After the morning starts, usually at about 11:30 in the morning,
a chime goes through the organization. When you hear that chime
you take a minute, take a deep breath, wherever you are, just stop.
We launched that last year. We’re not quite getting everybody to
stop, but we’re working on it. We believe that everyone should stop
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for a moment and think about what they’re doing and how to be a
better team, how to approach their patients in a kinder fashion. We
also started a healing time for our patients. It happens at 8 o’clock
in the evening when we turn our lights low in all of the inpatient
areas, and people are asked to be very quiet for one hour. Either light
music is played or, depending on what the unit is, bedside care is
delivered. It’s the old-fashioned PM care that we all grew up with
as nurses. In essence, it’s hands on. It’s doing some kind of body
work. Aromatherapy goes on during that quiet hour.

There are 200 of us in the organization who have been taught
the “M” technique, which is a body-work therapy that is done in
three rhythmic strokes. It’s usually done with jojoba oil and laven-
der if the patient would like that. If not, it’s just done with warm
lotion. We work on the hands and feet primarily. We also do music
therapy.

We have a bedside harp program that was launched three years
ago. It’s a beautiful melody, a beautiful tone, and it’s very healing.
We have harp students who go through the organization at all
times, and then of course we have master harpists who are the
trainers of the program, and you’ll just see them strolling around
the organization.

We also have a music listening program. Our music therapist has
developed music listening programs on all of the units to help nurses
understand how to use music therapeutically, when is the right time
and place, and how you do that. And we’ve incorporated the Care
Channel. We encourage patients to use the Care Channel when they
first come into their room, when they’re about ready to go off for a
test of some sort, or anytime when there is a sense that anxiety is
beginning to be aroused.

We have a 40-hour intensive training course that we’re calling
our Nurse Liaison Program. It’s bedside nurses, who receive this
intensive training over a year. They receive 40 hours of classroom
training that’s both lecture based and experiential, and they learn
some skills. And then, for the following year, they are mentored by
our nurse clinicians at the bedside to learn how to put their train-
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ing into practice. The mentorship program is the newest part of
what we’re doing, and I think it’s probably been the most signifi-
cant part of truly integrating holistic care at the bedside.

We were working with staff nurses on massage because it’s not
so foreign to most of the nurses; the use of guided imagery and
understanding this whole psychoneural immunology component;
and then several different relaxation techniques. Those are the pri-
mary tools that we use. But we talk about understanding the phi-
losophy, about what it means to do these therapies, that they’re not
just tasks, and that there’s meaning and purpose in what you do in
connection with the patient. That is fundamental to all the train-
ing that we provide for them.

MR. BERRY: I’d like to ask a question. Did you have unions at
either place that you had to deal with?

MS. CUOCO: No, but I have unions all around me. In fact, the
most interesting part is that unions have really identified New Jersey
as a pivotal place. The holistic practice is one of those things that
has actually kept unions at bay because this really hits the heart of
nursing.

MR. BERRY: We’re nonunion but I see around me the antago-
nism that exists. The unions want to sell their product as if they’re
the big defender of nursing, and they sort of want to fossilize things
that don’t make a lot of sense.

MS. KNUTSON: We are from a union hospital. We engaged the
union at the very beginning to have them buy in on it and have
them participate in it, and now they’re our big champions. In fact,
they want to create language around negotiations about holistic
nursing.

MS. MOORE: In Oregon, the Oregon Nurses’ Association has
a very strong labor arm, so most of the hospitals in Oregon are
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unionized. Our RNs are in the Oregon Nurses’ Association Union.
I don’t think it’s necessarily an obstacle. It’s another entity that you
have a relationship with.

MR. BERRY: How do your nursing ratios look? California has
1 to 5 for med-surg, for instance, 1 to 2 in ICU. Are you in that
ballpark?

MS. CUOCO: We’re actually not as good as that. We sit about
1 to 6 on a med-surg unit and 1 to 4, 1 to 5 on interventional units.
Over the years I’ve added about 25 percent more bedside nurses.
One of the biggest push-backs that I got from the staff nurses was,
“When are we going to have enough time, Linda, to do this one
more thing?” And interesting enough, when they want to do some-
thing, the time is found, and you actually see a better patient out-
come.

One of the things we implemented was hourly rounding. When
asked to see patients on an hourly basis, nurses will say they don’t
have enough time. But we actually have given them time back. Each
time they say they don’t have enough staff, you work with them and
they find out that if you change some things, you do have time. I
would certainly like to add more staff. We just don’t have the budget
to do that.

MR. BERRY: Do you have nursing aides and ward clerks that
provide support, transporters, and so forth?

MS. CUOCO: We sure do. We have transport. For a 25-bed unit,
we’ll have three techs, which are equivalent to nurse’s aides on the
West Coast. Those techs draw blood and do EKGs, and they’ll do
supportive care baths and other care. But the majority of the work
still falls on the nurse.

I just wanted to talk about our physicians. Probably my biggest
advocates are a critical care intensivist and the president of the med-
ical staff. Again, I never asked permission. I always put into practice
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things that are well within the scope of nursing, and I don’t have to
ask permission. If you just let it permeate, it gets through much faster.
What really turned around that intensivist was that several years ago
he had a patient who he could not stabilize. One of the things I for-
got to tell you is I also have two physicians, full-time physicians, that
are advance practice nurses who are nationally certified in holistic
practice and also instructors for aromatherapy, body work therapy,
and the end technique. Their total job is to go throughout the organ-
ization for referrals to do some real hands-on with the patients. And
luckily enough, they happened to be in critical care one day when
the intensivist was up there just trying to stabilize this patient, and
having great difficulty.

So the nurse went to the bedside, pulled the curtains and, as the
physicians talked about the next round of events for this patient,
they noticed on the external monitor that the vital signs had begun
to stabilize. They couldn’t understand why the patient’s heart rate
was returning to normal. So, long story short, they said, “well, what’s
going on?” So the intensivist tested, the next time, and the next time,
and kept testing. And now, as soon as he has a patient he’s not able
to manage, he calls the nurse in early.

MS. MOORE: Probably about 40 percent of our physicians have
been through our people-centered team training. Sometimes it’s indi-
vidualized for them. At one of our larger, multispecialty clinics we did
a special class that was just one day instead of the usual two-and-a-half
days. One of the physicians in that large multispecialty clinic was very
much against the holistic nursing approach—he was the medical direc-
tor for the Emergency Services Department. During that seminar he
awakened to why he went into medicine and became one of our biggest
champions for mind/body/spirit care. We’ve had about five or six of
those situations, and that has spread out to other physicians.

MR. FINCH: Can you talk a little bit about the challenges that
implementing electronic medical records poses or creates for
you in terms of maintaining this approach to nursing?
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MS. MOORE: We implemented our electronic medical record
and computerized physician order entry in October of 2004. It
was a huge, huge transformative event. We knew it would be big,
but it was so much bigger than we anticipated because it included
physician order entry. Everybody had to change their mental struc-
ture of thinking. And it did create a barrier between the caregiver
and the patient. It may have been because of our planning. Yet I
don’t know if it would have helped had we implemented it dif-
ferently. We want the nurses to take the computer into the room
with them and treat it as a part of the experience. Where we have
nurses doing that, and they show the patient their vital signs, a
graph of their pulse, a temperature coming down, it’s a part of the
healing experience.

But we haven’t got the nurses to where they’re comfortable.
Because of their insecurity with the system, they have been hesitant
to include it as part of the care experience. It takes more time, so
nurses feel like they have less time for holding a patient’s hand, for
sitting down and talking with patients, than they had before. I’m
doing a work study to analyze how the nurses are now spending their
time. We will use this information to make improvements that allow
more time for direct patient care.

MS. VANMEETREN: In our system, which we are imple-
menting, we don’t take it to the bedside. We’ve built a visual aid
right outside the room, and our physicians sit there. They know
the medical record’s there so they don’t have to go searching for
it. The interesting thing is that our patients, if they forget a ques-
tion for the doctor, will just come out because they see him there.
They’ll say, “Excuse me, Dr. Jones, but there was one more ques-
tion we forgot.”

Physicians also use it as an educational tool. I see physicians
pointing on the screen and families gathered around. And the physi-
cians actually feel comfortable away from the desk, sitting right there
outside the room. But in the patient room it was perceived by the
caregivers as invasion of privacy if the family’s talking.
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MS. MITCHELL: I think we have to give nurses options and
tools to work with on the patient care unit, and let them decide what
they feel good using, whether they want to sit in that space that
you’ve designed, or whether they want to bring the computer into
the room to collect information and bring it out. I think it’s differ-
ent from individual to individual, and we are probably going to have
to accept that. We learned that you can’t have a tool in the patient
room for the patient to use for entertainment and to access the Web,
and for the caregiver to use as well. Patients need their device and
the staff needs their devices—and never the two shall mix. I’m pretty
sure about that.

MS. CUOCO: We’ve been struggling with whether the computer
should be at the bedside or in the stations or in cubicles or alcoves.
Every nurse is a little bit different. Some feel like it’s an invasion of
their ability to do their work well if they have to be told to be at the
bedside. Hopefully, we’ll go to notebooks or handhelds eventually.
When you’re doing a full assessment, sometimes it takes quite a
lengthy amount of time, and so nurses would rather be sitting some-
place and doing that.

One of the things we’re looking at in designing a new tower
is centralized nursing stations. When I came into the organiza-
tion, and it was using decentralized pods, I found that many times
people didn’t talk to each other, and so the community of nurs-
ing was more fragmented than need be. I have a combination of
pods and a central station. I find the community and the cama-
raderie between physicians and nurses are much stronger when
they meet in the primary station. I encourage them to have social
discussions because this breaks down the walls between doctors
and nurses. So I’ve been supporting both having a central station
for that socialization and then decentralized work areas. It’s
worked out well.

MR. BERRY: Do you have any cultural push-backs by patients
who don’t want to be touched or have their feet rubbed?
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MS. CUOCO: Absolutely.

MR. BERRY: So you just make sure they understand those
things?

MS. CUOCO: Nurses say to the patient that they can help the
patient relax. “If you’d like, we can put oil on your feet and rub
them.” A few people say they don’t want their feet touched. Then,
we just put a little music on and put a little aromatherapy at the bed-
side. We can accomplish quite a bit with that, too.

MR. FINCH: With respect to nursing practice at the bedside,
are these things transportable to other hospitals?

MS. CUOCO: That was the premise of the Robert Wood
Johnson grant. It had to be transportable. And so we studied how
much money it would cost and all of that. And I will tell you it’s a
combination of both good people and a good program.

MS. VANMEETREN: I think those people who don’t fit, leave.

MS. MOORE: Yes, I agree.

MS. VANMEETREN: And so the culture attracts the kind of
people who feel very comfortable in that setting.

When we have our orientation, we have a day of “values in
action,” it’s called. And at the end of that day, there is role playing
about how you get along with people. It concludes with a sister
pretty much saying that if this feels odd to you, then probably you
don’t belong here. It doesn’t mean that we’re saying go away; it just
means don’t be embarrassed if this is odd. Everyone is basically just
about taking care of the patient. Every patient is someone that you
give courtesy and care to. We expect you to walk someone to their
destination, not to say, “Go down the hall, turn left.” If that seems
odd, then maybe you don’t belong here.

Christianson_book:gar6x9template  7/23/07  1:34 PM  Page 133



134 Reinventing the Patient Experience: Strategies for Hospital Leaders

MR. FINCH: Let’s move on to our next topic, which is
making complementary therapies available to patients.

MS. KNUTSON: Currently, we have an inpatient program
related to health and healing. We have six nurse clinicians who are
full time. Fifty percent of their position is to do education of staff
nurses and ancillary departments, and the other 50 percent of their
position is direct patient care. So they get referrals, and they go out
and see patients. They are all holistic nurses, and all come with a
specialty background. So, for instance, the nurse who is in cardio-
vascular care is a 25-year veteran intensive care nurse. The nurse that
I have in women’s care is a clinical nurse specialist in women’s care,
and she’s a holistic nurse. They’re all certified in a multitude of dif-
ferent kinds of complementary therapies. So they come with a tool
bag. Plus, they have the language to speak and sort of translate these
therapies into conventional medicine. They are partnered with a
full-time acupuncturist and a full-time massage therapist.

Our hospital has nine centers of excellence, and we are fully oper-
ational in six of the nine. I have groups in med-surg, oncology, car-
diovascular care, women’s care, neurology, orthopedics, and rehabil-
itation. We have a music therapist on staff, and we have a multitude
of practitioners that help to fill in on a part-time basis according to
referrals.

We started out with really focusing on what nurses could pro-
vide at the bedside, because we knew that was the most straight-
forward way for us to really get it implemented. For it to be sus-
tainable, nurses had to be engaged in the process of complementary
therapies.

From there, I’ll jump to the present. We now have physicians
from all those centers of excellence who are champions. They are
the medical directors of the centers of excellence, and they are our
advisory team to the Institute for Health and Healing. Having that
physician partnership was crucial for us to be totally in the fabric
of the hospital environment. We have partnerships with them right
now, and it’s working incredibly well.
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We also have an outpatient center, where we do referrals to the
outpatient environment, and a new fitness center that we’re just get-
ting started. Fundamentally, for us it’s not about complementary
therapies; it’s about nutrition, it’s about exercise, and it’s about mind
and body therapies. More deeply than that, it is how the mind and
the body interface in the biochemistry of what’s going on. So those
are the fundamental pieces. We offer whatever therapy seems to be
the right therapy at that time to connect with the patient. In some
cases, all that is needed is communication. It’s sitting with the
patient, holding the patient’s hand or not holding the hand, depend-
ing on what the patient’s culture is.

I have to say we’ve learned a lot from the cultures that we’ve
served. We’ve had patients from many cultures come back and give
us in-services, and it has been phenomenal for us to have that
experience.

When we started out, we followed the vision and the mission of
Allina Health Systems and the vision and the mission of Abbott
Northwestern Hospital. How do we speak to that in the work we
want to bring forward? How do we look at the financials around
what the organization wants to do, and how can we impact that? I’ll
give you one example of how we worked with a physician who really
was not supportive. He had problems with patients not being able
to sit through certain tests. He was not looking too good in his prac-
tice because patients’ lengths of stay were increasing. Most of this was
due to patient anxiety relating to the tests. So we offered to have
somebody available for every treatment, so that we could help in
reducing anxiety. The patient then followed through with the treat-
ment. In a short period of time, that physician became a champion,
because he saw that patients were able to go through the tests that
they needed. It’s those kinds of things, finding those little windows
of opportunity, where you can go in and make a difference.

I spoke a little bit about the nurses I have on staff. The mas-
sage therapists also come with a conventional background. They’re
all pretty seasoned individuals; I have one who’s a social worker,
one who’s a nurse but was hired as a massage therapist, one who
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is actually a psychologist and returned to be a massage therapist, one
who’s an occupational therapist, and one who’s a physical therapist.
But they’re all massage therapists. They come from a conventional
framework, and they incorporate the massage therapy. This was very
important for us in our acute care environment, because they under-
stand the medical language.

The acupuncturists are a little different in that they don’t nec-
essarily have a conventional background. The one seasoned person
we have is a pharmacist on staff who is a Chinese medicine practi-
tioner and is trained in both Eastern and Western herbs. He has
helped provide information to physicians at the bedside about those
patients who come in with their garbage bags full of things. And he
helps to assess for the physician what should and shouldn’t be taken
at the same time. This also facilitates physician buy-in; it helps them
find ways to fill the voids in their education or in their treatment
of their patients.

We have a partnership with Northwestern Health Sciences
University, which is a chiropractic school that also has traditional
medicine and massage. We do 13-week clinical rotations with their
students. Part of the reason that I started that partnership was
because I could not find practitioners to come into the acute care
environment and understand what it is to treat patients who are in
medical crisis. It is a very different practice for complementary ther-
apists when they’re out in the community versus in a hospital with
IVs going on and ventilators and other things. We’re creating this
acute care experience for these practitioners because our work at
Abbott needs to translate to all the other ten hospitals within Allina.
That’s the vision of the CEO of Allina.

The process is constantly changing. I look at being as integra-
tive and holistic in the process as we are in the delivery of the care.
And I put building relationships at the bottom because that truly
is the foundation for everything else. We have to create the rela-
tionship first before we can actually do whatever it is we want to do.
It’s sort of just feeling it out, when’s the right time to move forward
with certain things.
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MR. BERRY: Hawaii is a receptive place to do mind/body med-
icine because of all the Eastern influences. All the cultures bring their
own ideas about what constitutes healing practices. The board of
directors, from the very start, said they were going to have an inte-
grative medical staff. So, besides having MDs and DOs, they
planned to credential other disciplines, other healing traditions, and
that includes naturopaths, acupuncturists, chiropractors, healing
touch practitioners. We have no Chinese medicine physicians on
staff, although there is a credentialing category for that as well. And
we also wanted Hawaiian practitioners, but we have no one in that
category.

Now, in those categories, we may have one or two people. Why
is that? Well, one reason is that we have a small community, so there
is not a big pool of practitioners. We don’t have 30 or 40 acupunc-
turists and so forth. The other reason is because they’re not used very
much. Paying medical staff dues and coming to meetings at first may
have sounded like a great idea to practitioners but, eventually, it sort
of got to the point where they said, why bother? Nobody’s going to
call me. We wished that wasn’t the case, but that’s one of the chal-
lenges.

Hawaii has a mandated health plan, so everybody’s basically
insured, but it doesn’t pay for acupuncture and massage therapy and
so forth. That is a challenge. And once in a while we can get a grant
to pay for some of this, run research projects when we can, but the
average patient does not have contact with alternative care providers.

We do have bedside nursing treatment such as massage and heal-
ing touch and the Care Channel and aromatherapy and so forth,
but in terms of having other healing traditions in the community
come in, it’s very limited. In some ways, those healing traditions
probably work best outside the hospital in longer-term stress-man-
agement issues. I tell the physicians that if you have somebody who
is obese with diabetes and hypertension, you have 15 minutes to
deal with that patient. Why don’t you refer the patient to a natur-
opath who’s trained in nutrition and so forth and see if it doesn’t
help, and that is done from time to time.
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Sometimes I feel like we’re more bark than we’re bite. We have
this integrated hospital, and we have all these different healing tra-
ditions in the community, but we really don’t make it happen every
day, and I wish we could.

We do have an integrative healing committee that is populated
with physicians and alternative care practitioners, so there’s an
exchange of information going on, so we continue to try to be our
mission.

Interestingly, the Hawaiian practitioners are not involved because
there’s no way to credential them. Acupuncturists and massage ther-
apists are licensed, but Hawaiian practitioners are not licensed. And
as a group, they don’t want to be licensed because they come from
different traditions, they’re trained on an oral basis and there’s no
way to really test for competencies.

But the Hawaiians came with a very interesting and, I think, a
very valuable healing tradition. They use three different ways of
treating people. One was called Lomilomi, which is a type of deep
massage. From early childhood up through adult, people massaged
each other.

Then they have La’ Apa’ Hou, which was the use of herbs. There
are lots of directions about when to pick an herb, what season, what
time of day, and so forth, and how to use the herb. Some of that is
still used a little bit, but it’s not widely used.

And the third is Ho’o Pono Pono. Ho’o Pono Pono means to
make right. I thought this was probably the most fascinating thing
about the Hawaiian culture. If you had a disease, it was felt that you
were probably angry with somebody, and you needed to sit down
and talk about it—almost like an encounter session. I see that hap-
pening around our community and in the hospital every so often
when the families come together, particularly when there’s a drug
addiction, and they’ll use Ho’o Pono Pono to sort of make the per-
son own up to their issues. The Hawaiians have a tradition after you
do this of eating and then washing in the ocean.

Anyway, I guess I’d go back to say that we wish we would do
more, and we’re really trying to do more. But without the referral
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and without the reimbursement, there are just huge challenges to
accomplishing that. But I am proud of the fact that our medical staff
does welcome and does actually credential a wide range of people.

MS. CUOCO: I had a question for Stan. It sounds like your envi-
ronment must be just terrific. Have you thought about creating a
center of excellence that can actually draw people from across the
country to be there?

MR. BERRY: Actually, we just established the Heart-Brain
Center at North Hawaii Community Hospital. Earl Bakken
believed that there is a strong connection between the heart and
the brain. Most Americans are succumbing to cardiovascular dis-
eases, strokes, and heart attacks, and our population actually has
a higher incidence of those kinds of disease processes. So we’re
looking at addressing all the issues from where you live in the com-
munity and the groups you associate with, how do we teach you
to recognize symptoms or change your diet, what can we do from
a technology standpoint, and so forth. So, we hope we become a
center for excellence so that people on the island will come to our
hospital for basic cardiovascular care because we have a compe-
tency in that, and then that will generate some income to fund
other things. We can build on that strength and hopefully do more
in the area of diabetic wellness.

We’ve always had an idea of attracting people from around the
world and certainly across the states. We just haven’t got them there
yet. One advantage we have is this coastline that’s full of resorts and
where big homes are being built. People realize that if they have a
heart attack, they’re pretty well restricted to recovery care on the
island, so we’re able to turn that concern into pragmatic giving to
the hospital.

MS. MITCHELL: Nancy had mentioned about the pharmacist.
There are some real challenges and some positive changes that are
going on related to integrative medicine tied to the pharmacist on
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the patient care unit. Hospitalized patients usually don’t know that
there’s a pharmacist in the hospital. Hopefully, that’s changing with
pharmacists being active in the patient care on the unit, doing clin-
ical profiles, looking at the patient’s home medication at the time
of admission or shortly thereafter, and reviewing physician orders.

There are significant quality improvement opportunities if you
can get the pharmacist closer to the care of the patient, and you can
add some complementary therapies if you involve them in the care
of the patient.

MS. VANMEETREN: We have decentralized, and we have clin-
ical pharmacists on the floors, and they now speak to the physicians.
They do the rounding with physicians. We’ve been able to make
great strides in more appropriate use of expensive drugs. They eas-
ily justify themselves based on cost. Within six months, the cost sav-
ings contributions by a clinical pharmacist on the unit interacting
with the patients and the physicians and the staff are significant.

MS. MOORE: One of the things that the Joint Commission now
requires as a patient safety goal is medication reconciliation. Look
at how many people have readmissions, get really sick, because that
hasn’t been happening. They have duplicate medications, and they
have medications that interact with one another, and one physician
doesn’t know what another physician ordered.

MS. HENLEY: Our pharmacists are doing the reconciliation.
They’ve been on the units for several years. In Washington, they’re
looking at prescriptive authority for pharmacists. That would be a
pretty significant change. You know, I think that patients are far
more likely to tell pharmacists everything that they’re using at
home—what’s in their brown bag—more so than they might with
their physicians or even nurses. For us the combination of hospi-
talists and pharmacists has really made a big difference in terms of
spending more time with the patients and having a more coordi-
nated approach.
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MS. KNUTSON: Four years ago, we did a survey in all the dif-
ferent admitting areas in the hospital, asking patients what they’re
taking as far as supplements and herbs, among other things. And if
they brought those things with them, we asked if they would dis-
cuss this with their physician. We were astounded how many peo-
ple said, no, I’d give them to my spouse, or my sister’s going to bring
them in tomorrow so nobody knows. It was more than half of the
people that we surveyed.

MR. BERRY: There’s faith in what these things are supposed
to do. It’s amazing. It’s almost a blind faith. People sometimes
believe in these things more than traditional treatment with sci-
ence behind it.

MR. FINCH: Who else is doing complementary therapies in
their hospitals?

MS. HENLEY: When we became a Planetree affiliate, one of
the first things we did many, many years ago was have a conference
on Reiki, and our medical staff nearly went over the cliff. They were
just beside themselves. So we have taken the stealth approach since
then. We just introduce things one at a time and let people get used
to them.

One of the things that we did was certify staff members
through a very intense course in aromatherapy. They have since
gone out and created kits that are available on the units. We have
massage therapy. We have relationships with massage therapy
schools, so students come in and work with patients if they’re
interested in that.

We just opened a new cancer center, and as part of that we devel-
oped a wellness center in conjunction with a naturopathic univer-
sity in Seattle. That has made a big difference. We’re kind of going
with some of the more mainstream things, but we also have a cul-
turally diverse population. So we’re open to a lot of things so long
as they don’t do any harm.
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MS. KNUTSON: Well, our biggest, our most difficult challenge
was talking about energy work, and now it’s part of the electronic med-
ical record. The language is actually in there. So we have flow sheets
on Meridien assessments and touch. We found a couple of physicians
that actually were doing energy work and not telling people.

MS. HENLEY: We had one of ours who was actually a Reiki prac-
titioner. Nobody knew it until probably about three or four years ago.

MS. MOORE: We have an advisory group of physicians from
different specialties, acupuncturists, spiritual care, nutritionists,
administration, and some other folks, that guide what we do in the
hospital. Acupuncture was a big one for the medical staff. I think
it was primarily about not really understanding it and not feeling
competent themselves to be able to credential something they were
not familiar with. So what we did was to utilize our human resource
process and have an accupuncturist on call the same way you would
have an on-call nurse or any other on-call person. It’s not widely
used though. Again, there is a cost issue for the patients—it’s offered
to the patients, but they may not choose it because they’re told it
may be something that they have to pay for themselves. It may not
be covered by their insurance.

The other area we’re looking at using acupuncture in is address-
ing nausea in postoperative pain. We also offer massage on an out-
of-pocket basis for patients and the staff.

One thing I wanted to ask, because I think there’s so much
opportunity for us to help people, is whether anyone is offering
EMDR in your emergency room and other areas. It’s an eye move-
ment desensitization therapy.

MS. KNUTSON: We do. We have a psychologist on staff that
works with that and then two of our nurses are trained in it.

MS. MOORE: And the response, are you seeing it being very
effective?
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MS. KNUTSON: It’s not a primary therapy that we use. They’re
pretty clear about when and how they’re going to use it, and they
usually don’t use it alone. None of our therapies are used alone;
they’re really used integratively. So it’s in combination with other
things, whether it’s energy work or even hypnosis.

MS. CUOCO: Well, we have two things. We have one physician
who is an acupuncturist. Actually, he’s an anesthesiologist, and he
used acupressure before he used acupuncture.

We also have a freestanding oncology center that houses our
complementary medicine efforts. We have different practitioners
that come in and, again, are paid out of pocket by patients. It’s
always kind of outpatient driven.

MR. FINCH: So what are the problems with bringing
innovative complementary therapies into your hospital?

MR. BERRY: I can talk about the women’s center that the hospi-
tal operates. We had to employ our OB/GYNs because we were los-
ing them. Reimbursement wasn’t enough. So we have four OB/GYNs
and three midwives who do most of the primary care. We have one
person who’s really out there, in terms of believing in blended medi-
cine and wanting to try different things, and others that are very con-
servative. So you’re trying to accept a person’s professional opinions
about different alternative practices, but there have to be some limits
on it, particularly if the hospital is going to employ that person.

MS. CUOCO: I think the biggest limitation is education. The
hardest piece is to get people to at least be open enough to learn a
little bit about something before they put the walls up. Once you
begin to show them that there are outcomes that are positive it opens
the door for them to become educated. But that’s been a big issue.

MR. FINCH: I think I heard some of you say you’re doing things
in the area of complementary therapy, but it’s not used a lot.
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MS. CUOCO: It’s not used in the acute side for me right now.
It’s mainly driven by outpatient needs.

MS. HENLEY: For us it depends on whether it’s something our
staff members provide or not. So if it’s aromatherapy or touch or
that kind of thing, it’s used frequently. The things that require bring-
ing somebody else in who expects to be paid for the therapy are not
used nearly as much.

MS. CUOCO: I would agree. That’s really what I mean too,
because we do aromatherapy a lot.

MR. BERRY: Same here, 60 percent of our patients get Reiki ther-
apy because the hospital has a full-time nurse and volunteers doing it.

MS. MOORE: I think one of the biggest obstacles is the cultural
mind-set that if it’s offered by the hospital then it should be covered by
my insurance. I think that’s probably been one of the biggest barriers.

MS. MITCHELL: I think one of the most significant changes in a
care model that has occurred over the last several years in many hos-
pitals across the country was the introduction of the universal care deliv-
ery model; it’s reducing the transfer of the patient between levels of care.
It’s called either universal care delivery or acuity-adaptable room. In our
experience at Celebration, after six years of implementation the model
was changed to include a distinct intensive care unit, with private acu-
ity adaptable rooms otherwise. In a new hospital now being built by
Adventist Health System, there will be a distinct ICU based on the
Celebration experience. However, there are hospitals across the coun-
try that have no distinct ICU. In my experience, it’s very hard to do
totally universal care at a hospital greater than 60 beds or so.

MS. MOORE: Did Celebration move back to having an ICU
because of the need to maintain the competency level of the
nurses—what was the reason for moving back?
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MS. MITCHELL: The driving force was the ability to recruit and
retain critical care nurses when their patient volumes increased and
the number of beds increased. And the medical staff really wanted
a distinct intensive care unit. While the outcomes and the measures
of productivity, quality, and patient and family experience demon-
strated the benefits of universal care delivery, the driving force for
going back to a distinct intensive care unit was to improve the abil-
ity to recruit and retain critical care nurses and to respond to the
desires of the medical staff.

MR. FINCH: Let’s talk about spiritual care. To get started,
Vicky, could you tell us about what you’re doing, and then
Kathy, could you tell us about your experience at Celebration?

MS. VANMEETREN: I think that identity is really important,
and part of our hospital’s identity speaks to the spiritual. On the top
of our bell tower, we have a cross that stands about 13 feet high.
Each of our campuses is named after a saint, and we have a statue
of Catherine of Siena holding an olive branch. She has an extended
hand, and it’s not uncommon for us to see adults or children slide
their hand into hers. There’s a walkway there and a fountain around
the statue, and it’s very easy to put your hand there.

We put scripture on the walls. Depending upon where you are in
the hospital, there are messages. There’s a quote from Mother Teresa,
which is “Love in action is service.” That is where our own staff actu-
ally enter the hospital, so we want to remind them in a subtle way.

There is, in the front lobby, “Love tenderly, walk softly, act
justly.” And in our maternal-child floor, there’s one that always
makes me smile that says, “God is eternally pregnant.” As you sit
in the OR waiting room, there is a scripture that is, “Be still and
know that I am God.” That’s a favorite of mine. I think no matter
what happens to people, their anxiety needs to leave them, and so
that’s what we’ve tried to do.

We have an ecumenical chapel. You have to meet people where
they are. It’s not about being Catholic. So we have the Bible, we have

Christianson_book:gar6x9template  7/23/07  1:34 PM  Page 145



146 Reinventing the Patient Experience: Strategies for Hospital Leaders

the Torah, and we have the Koran. All of those are present and usu-
ally laid open in that chapel.

The cross and the mission statement are found in every single
department. I feel very strongly that our sisters and that our culture
is the thing that resonates with patients. One of our nurses came
running down to a sister’s office, which is always open. She was
appalled because the cross was missing in a room. Whoever was in
the room last must have taken it home. Well, the sister smiled and
put her arm around her as usual and said, “I would think that they
probably need it more than we do.” When I ordered the crosses, the
sisters ended up ordering a couple hundred. They asked me to put
them up with just a little simple nail, so they are very easily taken
on and off.

One of the things that our sisters are very protective of is that
we have a quiet room on every single floor. It is all about dignity
when you have to give those messages, whether they’re positive or
negative; you need to have a place to go and sit down with people.
There are all private rooms in these hospitals, but it is important
sometimes to the family to be able to ask questions away from the
patient.

MS. MITCHELL: When you visit any Adventist Health insti-
tution in the United States or in the world, you’ll hear some com-
monality that relates to whole-person health, because it’s who we are.
One of the ways that we communicate that to other people is eight
principles of healthy living. Is this about spirituality? In some ways
it is, and in a lot of ways it’s not. A lot of this is transferable and has
nothing to do with spirituality. On the other hand, it all has to do
with spirituality.

An important thing that’s going on within Adventist Health is
the presence of spiritual ambassadors. These are employees who are
more comfortable than others with spirituality and recognizing spir-
ituality and maybe even spontaneous prayer. We introduce new
employees to this spiritual ambassador program at the time they are
hired. They’re offered the opportunity to become a spiritual ambas-
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sador. There is in-service training for spiritual ambassadors. Fellow
employees who are not spiritual ambassadors know who the spiri-
tual ambassadors are, so they can call upon them not only for
patients and family members who might be in need but for one
another. They can seek them out in times of need. They’re recog-
nized annually when there are hospital functions. If there’s a picnic
or similar event, they even have T-shirts that recognize them as spir-
itual ambassadors. There are times throughout the year when you
have opportunities to celebrate patient care experiences and testi-
monies of your patients and families, and there’s nobody better to
tell those stories than the spiritual ambassadors. They are great folks,
and they certainly impact patient satisfaction, patient loyalty, and
staff retention. They’re part of our spiritual program.

MR. FINCH: We’ve heard presentations from two hospitals
where spirituality plays a major role. Tell me how spirituality
is addressed in the other hospitals.

MS. CUOCO: Everyone has some religious background, and we
try to make it so there is acceptance of spirituality. We don’t have
crosses up or Bibles in the room, but there is a sense of spirituality
throughout the whole organization that is related to caring for
another human being. And, you know, it sounds very religious, but
laying hands on is what we all do. From the person who parks your
car to the person who actually escorts you into the MRI or into the
OR, people believe that what they’re doing is, in some form or fash-
ion, in the spirit of caring and healing.

MS. HENLEY: We emphasize spirituality in our orientation as
we talk about our standards of performance. We talk about the fact
that ours is a sacred trust, that it’s not denomination specific but still
we have a sacred trust. And we do several things, I think, that help
to emphasize that. We do a blessing of the hands for our caregivers,
so that’s something that really grounds them. In our cancer center,
when someone is done with their chemotherapy, there’s a ceremony
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and the staff sing. They all come together and sing as someone leaves
them, regardless of what the prognosis is. It’s something that the staff
developed. And then, for home health and hospice, we do an annual
memorial service and invite the families of hospice patients who
have died to come back and have a time of remembrance using some
of the various symbols of letting go—candles and smoke and things.
Again, this is totally developed by our staff and put into place by
them. One of our facility redesign elements was taking a patient
room and creating kind of a quiet-room chapel that is nondenom-
inational. Every major religion is represented in banners that go
around the room.

MS. KNUTSON: It was interesting that when we first began to
use the language of “mind, body, spirit,” our chaplain office said,
“Wait a second, we’re spirit.” There was a little bit of territorial con-
cern about this. We discussed with them what we meant by that
language, and they changed the department name from chaplaincy
to spiritual care.

We also worked with our facilities people regarding the native heal-
ers that come into the hospital. We have a big Native American pop-
ulation and large Hmong, Tibetan, and Somali populations. So we
worked through some of the politics of being able to bring in native
healers and spiritual guides, working with our facilities people to shut
off the sprinklers when they wanted to do smoke or similar things.

MR. FINCH: How do you talk about spirituality in a secular
organization? How do you talk about it in terms of the
business of the hospital?

MS. CUOCO: I think it’s a spirit of healing that is the mission.
We have a strong religious aspect in our pastoral care, and pretty
much all of our local ministries are part of our hospital. So it’s in
that way that religion is promoted.

We’re healers, that’s who we are in the organization. There is a
mind-set that is different.The people who have embraced the concept
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of healing as we do, in the sense of mind/body/spirit, whether they
are physicians, or nurses, or our housekeeping people, they can talk
about the concept of healing easily.

But for another faction, it’s just a business. There are two dif-
ferent camps. But we speak about being healed freely, and if people
are uncomfortable, we just move forward with it. I think there’s
probably a critical mass who are in their vocation for spirituality and
healing, in comparison to people who are not.

MS. KNUTSON: We speak more about what gives purpose and
meaning to life, so we don’t speak about denomination or religion.
When we were developing the medical record forms that our staff
use, we included a question about spirituality, but we really ask,
“What gives your life purpose, what gives your life meaning?”
Sometimes it’s about a religion and sometimes it’s not, but it opens
up a larger discussion.

MS. MOORE: I think for us it was difficult. I think people
thought that spirituality was religion. Spirituality may manifest itself
through one’s religious beliefs, but it really is about who we are and
how we work together. It’s purpose and meaning in work and serv-
ice to others. It took dialog, it took discussion, it took people being
able to talk about their discomfort with the word “spirituality” and
how they personally defined it.

MS. VANMEETREN: In opening a new hospital, I was inter-
viewed by many reporters who wanted to do a piece on it. Typically,
they asked how the hospital is different than any other hospital. And
I tried to say that we are like no other secular hospital in that we
address body, mind, and spirit. I really think that it’s not about reli-
gion as much as it’s about paying attention and listening to the spirit
of a person.

MR. FINCH: Grace, would you talk about physical environment
and its relationship to healing?
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MS. HENLEY: We have had the opportunity to design some new
facilities. We have very old facilities on the main campus, where we
do our acute care. The facilities range from a building that was built
in 1958 to a building that just opened last year. At our specialty
campus, the facility started out as a TB sanitarian and has been kind
of pieced together.

As we have done our designs, we’ve been fortunate to be able to
use the same architect for several years. He has actually been to
Planetree conferences with us, and we’ve sent him on tours of other
Planetree facilities. As we’ve designed our new facilities, we’ve tried
to coordinate the look. In our family childbirth center, there is a
totally separate entrance for women coming in for childbirth. They
have their own parking areas, available to family members as well.

The next building we were able to build was our cancer center,
which also features integrated, open, inviting, very northwest archi-
tecture. We wanted no barriers in our buildings, so we use com-
munity-type nurse’s stations. There are benches, table tops and chart
review places right outside the rooms. The nurse’s station is a very
low desk, with no barriers. It’s a gathering place. We have a lot of
our family conferences in this seating area. So it’s not unusual to
walk by and just see families sitting there taking a break. Patient
charting and all of the physician charting happens at the low desk
in an open area.

In our design, we have tried to bring the outside in. We live in
a beautiful area in the Pacific Northwest, and so we have a lot of big
windows. In our cancer center, the chemotherapy bays have floor-
to-ceiling windows.

Each of our newer units has an active family area and a quiet
family area, and they really are pretty spectacular. The active fam-
ily areas have kitchens and play areas for the children. We have all
kinds of little toys and things for kids. For many years we have used
aquariums in different places. It’s part of Seattle and the water, and
so we have them in various places.

We use stained glass and have discovered that this is a great
opportunity for benefactors. People like to donate things like that.
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We have tried to incorporate healing gardens throughout all of our
facilities. They are spaces that everyone takes some time to go
through. We have physicians whose offices are just to the west of
our building, and they will always make a point of walking through
the healing garden to get into the facility. And every one of our heal-
ing gardens has a water feature for the sound and the serenity that
comes with it.

MS. VANMEETREN: Well, physical design has kind of been my
life. When I came to Catholic Healthcare West, they had one of the
oldest hospitals in town. They decided that Henderson was the
fastest growing city in the United States at that point, and they
would build. The result is the Siena Campus, which was built six
years ago.

I think the key advice is to get a professional architect who knows
you and knows how to design hospitals. They allowed us to design
from the ground floor, and we included our staff, our physicians,
and our community in the design. One of the things that we did
was ask the question, “What is a healing environment to you?” I
tried to get input from every imaginable type of worker, commu-
nity member, family member, and physician. They all had differ-
ent perceptions of what that is, and so we tried to address them.

The other thing I would say is that, absolutely, ask your own
staff, because they come up with some of the most fabulous ideas.
When we were building our campus, right before we opened, we
did a mock exercise. We put volunteers on the gurneys. It was really
for IT. We sent them around to make sure that there was connec-
tivity with the network. Six years ago we were so excited that we were
going to have computers everywhere. So here we are down at admit-
ting, and as you walk in the front door, here’s a big admitting sec-
tion. Our IT manager was bragging about these expensive computer
carts. One of our clerical people said, “Well, if we have these expen-
sive carts, then what are we doing sitting down here. Just let them
go up and get in their jammies and then we’ll come up and admit
them.” I remember, because I was standing there at that moment,
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that everybody just kind of stopped like that was such an obvious,
good idea. And I will tell you that within two months it worked out.
The thought is we are never going to refuse anyone for any kind of
care, so we greet patients, take them straight up, let them get in their
jammies, and then a couple of hours later send someone up. It
makes our customer much happier. In our new facility, the admit-
ting department is not in the front of the hospital. So that was a
design that was just a fabulous idea.

We have no paging, a quiet atmosphere. Certainly, we believe art
is a part of healing and we have some major donors in this facility
that have given some great art. Private spaces, scripture and sayings,
and then cleanliness. You need to see that it’s clean, and there should
be no hospital smell. I don’t know how to describe it other than we
think it’s very important that people don’t walk in and say “I hate
that hospital smell” when they come in.

MS. MITCHELL: Celebration has a program called “It Just
Makes Sense.” When new hired employees are in orientation, they
are shown a video about how environmental care is everyone’s
responsibility. Everyone picks up trash; everyone tidies up areas.
Hospitals get challenged with maintaining the environment unless
everybody takes care of it. And trying to get capital allocation for
restoration is challenging. Celebration today, nine years later, really
does look like it did the day the doors opened. One of the reasons
for that is we have a system in place to maintain the environment.

MR. BERRY: I think what we’re saying is you have to major in
the minors, all the little stuff. I mean, we constantly battle employ-
ees who want to stick stuff up on the walls, make paper signs or keep
a public area like an admitting office cluttered up. Maybe their home
is cluttered and so now their workspace is cluttered, and we have to
stay on them about it.

MS. HENLEY: We have dollars available for things that need
doing. When I go out on rounds I say, “Is there anything you need?”
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And they say, you know what, something ran into the wall over there
and it really needs to be repaired. We have dollars available to
address this quickly. It’s the same thing, if we need new blood pres-
sure cuffs. It really helps with people catching things ahead of time
before they get really big.

MR. FINCH: Abbott Northwestern had an established
hospital and added a new section to it.

MS. KNUTSON: Yes, we try to get away from calling it the old
and the new. Philanthropic dollars are what really helped to make
it happen. We hired an architect who is very “green” oriented. He
took that concept and the five elements of feng shui and created a
pretty magnificent building. We involved people in the community
whenever we could. And now we’re looking at all our housekeep-
ing supply components—what kind of chemicals we’re using—and
moving into more green products. With the challenge of finding
capital, I think you have to go to philanthropy these days. We’re just
trying to maintain the normal things with the budget that we have.
In the outpatient center that we developed two years ago, the
Institute for Health and Healing, we just added four more treatment
rooms. We actually put in a bamboo carpet that has a little foam
piece underneath that does not hold any kind of bacteria. It’s look-
ing outside of what the normal products are that a hospital uses. Our
architect basically travels the world looking for the best products.
And he gets to do that because we have a couple of donors who want
to get him out there to get the best things.

MR. BERRY: Our hospital opened in 1996. The community
really wanted it to be different from traditional hospitals. It was
designed from the ground up to be a special place.

The whole hospital is really a healing environment. We have
the advantage of being small, so there are no elevators, and we
have skylights. All of the rooms are private. All of the surgery
rooms have glass slider doors that open onto gardens, either inter-
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nal gardens or external gardens. We can open up and enjoy that
fresh mountain air.

Earl Bakken was very influential in designing the hospital. Earl
is the founder of Medtronic, the biomedical company based in
Minneapolis. He came to Hawaii and decided to retire there but then
couldn’t stay retired, so he got involved with this hospital project. He
really had a lot of influence in convincing people that ideas about
integrative care ought to be built into the hospital. So, with the
music, gardens, and artwork, the building itself is a healing vessel.
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C H A P T E R 1 1

Measuring and Sustaining Success

This chapter continues the discussion among roundtable participants
that began in Chapter 10, with a shift in focus. In this phase of the
discussion, the participants were asked to reflect on what they believed
to be the most significant issues in sustaining the changes they
described in Chapter 10.They were asked in particular about their per-
sonal approaches to leading change in their organizations and how they
made a case within their organizations for the innovations they advo-
cated. As in Chapter 10, Michael Finch, Ph.D., facilitated the discus-
sion. In this chapter, he was joined by Wayne Jonas, M.D., director,
the Samueli Institute, and Christine Choate, Ph.D., deputy director,
Samueli Institute, who also engaged in the discussion. The following
individuals from seven study hospitals participated in the roundtable,
and their conversation has been edited for this chapter:

Stan Berry, president and CEO, North Hawaii Community
Hospital

Christine Choate, deputy director, Samueli Institute
Linda Cuoco, vice president, Patient Care Services, and CNO,

The Valley Hospital
Mike Finch, senior fellow and consultant, Optimal Healing

Environments, Samueli Institute
Grace Henley, assistant administrator, Human Resources,

Highline Medical Center
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Wayne Jonas, director, Samueli Institute
Lori Knutson, director, Institute for Health and Healing,

Abbot Northwestern Hospital
Kathy Mitchell, CNO, Adventist Bolingbrook Medical Center
Nancy Moore, vice president, Healing Health Services, and

CNO, St. Charles Medical Center
Vicki VanMeetren, president, St. Rose Dominican

Hospitals–San Martín Campus

MR. FINCH: When we think about building healing
environments in hospitals, how do you define success? How
do you measure it?

MS. VANMEETREN: One of the measures I think is when the
medical staff, which is a major partner in your community, wants
to come there, wants to be there, wants to be a part of the organi-
zation, and wants to be on the committees. I think that’s a success,
when they clearly see you’re set apart from the others.

MR. BERRY: Physicians have a sense of pride in our hospital, and
I think that’s what you’re saying, too. They want to be connected
to a successful hospital where their patients give them good feed-
back. There are a lot of urban areas where physicians have a lot of
choices, so you’ve got to be different.

MS. CUOCO: I think, besides physicians, it’s a recruitment tool
for our staff. When you talk about nurses or any of the clinical pro-
fessions right now, there’s a shortage everywhere. But we don’t have a
problem with recruiting. And it’s partly because it’s a beautiful facility
and when people come in, they feel good about where they work. It’s
more part of the culture and wanting to belong to a winning team.

My turnover rate has gone down, but not as much as I’d like.
Last year we ended at 9.5 percent. We probably saved well over $3.4
million in decreasing our turnover, and we also eliminated agency.
And then we created and launched the dream, which is the Center
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for Advancement of Holistic Knowledge and Practice. We’ve just
been asked by the New York Presbyterian Association Group, with
22 hospitals, to start consulting to see what portions of this can be
implemented there.

MS. KNUTSON: It’s the retention piece too for us. And, obviously,
it’s patient outcomes. If you show that you’ve improved patient out-
comes, hopefully this leads to improved financial outcomes.

MR. FINCH: Any outcomes in particular? What do you look
at for outcomes?

MS. VANMEETREN: You can’t say that one outcome measure is
necessarily more important than the other. So I think that we take the
obvious ones that are measured by outside parties, whether it’s regu-
latory or nonregulatory. Then we add our own internal measures.

MR. BERRY: I think it’s hard to measure success objectively. It goes
back to what somebody said—do the right thing for your patients.
That’s a mission-driven, subjective outcome. If the patients are happy,
they want to come back to your hospital. But it’s hard to measure.

MS. MITCHELL: I think the easiest one is it clearly affects
recruitment and retention. And it’s really easy to see how recruit-
ment and retention affects clinical outcome. I think anybody can
put their arms around that.

MS. MOORE: Patient satisfaction. I know—to echo what people
are saying—that outcomes are so multidimensional. It’s really hard to
pull one thing out. But if our patients feel good and they want to come
back, and nurses want to stay and doctors want to bring their patients
and they feel good about working in the environment, to me that’s it.

One patient told me a story. She had told her nurse this is really
a beautiful hospital. And the nurse said, “It’s beautiful on the inside,
too.” That’s it. That’s what we’re looking for.
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MR. FINCH: One of the things that we hear from everybody
in one form or another is, “We do this because it’s the right
thing to do.” If I hired you to consult with me in my hospital,
I might agree that it’s the right thing to do, but what are the
other things that go into the thinking?

MS. MOORE: I think you have to translate it into that internal
investment formula. The replacement of a nurse is about $60,000,
and that really helps.

MR. FINCH: What are two or three of the most important
lessons you’ve learned doing this work that you’ve done?

MS. KNUTSON: Patience, tolerance.

MR. BERRY: I think you have to let these things creep into the
organization. You just can’t go to the medical staff and lay out a heal-
ing-touch program.

MS. CUOCO: And listening. Because if you don’t listen—I mean
as a leader you push these things out there. But you have to listen to
see if your organization, your staff, are ready. And if you listen well,
you know when they’re ready for a big surge of something, and when
you need to hold back and let it just organically grow.

When I think of the leadership qualities that make it happen,
we have a phrase at St. Charles, we call them monomaniacs. They
have a passion for something. With every successful initiative that
we have, there’s been a monomaniac behind it, somebody that was
on fire making it happen, and they never give up. They keep going
for it. They run into obstacles, and they find a way around them,
or they’re quiet for a while and then they bring it back the next time.

Eventually, it has to have physician support. And I think in the
hospital setting sometimes you don’t start there because, especially,
alternative therapies have been pretty threatening to the medical
staff historically. I think we’re getting through some of that now, but
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eventually you need the physician champion working with that hos-
pital-based champion to move things forward.

MS. MITCHELL: I think primarily across our company it’s maybe
called different things, but holding people accountable to some type
of a plan like you have for other aspects of your business, that you
have a written plan, you know very specifically what your intentions
are, and then how outcomes will be measured, and then, have you
done it or haven’t you? What are your measures, and where are you
at? Are you doing these things or aren’t you? And how are you improv-
ing? From department to department across the hospital, it’s expect-
ing some deliverables that relate to aspects of care that are important
and set us apart from the competition. Because we feel as though this
is what makes us different and is important to the care of patients.

MR. FINCH: How about operational issues? Any advice?

MS. HENLEY: Yes, slow and stealthy. One of the things I think that
we’re coming to grips with is that you can create the environment, you
can have the intention, but if you have a single “problem child” in any
area, it will negate everything you’ve tried to do. You can teach a lot of
things but you can’t teach nice. We’ve actually asked our managers to
classify their staff as low, medium, or high performers.They use the high
performers as mentors, move the medium people up or out, and call
me to deal with the low performers. It’s made an enormous difference.

MR. BERRY: I think you can create healing environments with
the gardens and the facilities and your staff, but I’ve given up a long
time ago thinking we’re not meeting the mission if we don’t have
acupuncture showing up every day because I can’t solve the reim-
bursement issue. So you have to separate that in your mind. Because
you don’t have complementary care providers patrolling the hospi-
tal doesn’t mean you’re not accomplishing a healing environment.

MS. MOORE: I think that’s so true. It’s not the program, it’s not
the activity—it’s the consciousness of the people. It’s the ongoing focus
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on the growth and development of the consciousness of the organiza-
tion. I was really struck by the pacing comment. How much change
can people accommodate? Being able to judge that. Because there have
been times where we’ve been too slow and times when we’ve been too
fast, where it was too much, and people just kind of fuzzed out and
couldn’t accommodate it.

You have to keep watching for how well things are working. We’ve
had an organization structure that worked really well for us, and we were
doing really well. We had good outcomes, but we stayed with that struc-
ture too long because it was comfortable. By the time we realized it, we
had lost ground, and it was hard to get back. And there’s a certain
amount of humility in never thinking you’re there; there’s always more.

MS. VANMEETREN: I think as a leader you have to learn to be
a change agent. You have to show by example. If you don’t show by
example, it won’t happen.

MS. MOORE: One other thing I think is important is courage. I
think we’ve hung on to people who really weren’t staying engaged and
moving forward, and that ends up hurting a lot of people. If they’re
in a management position, everybody under them and the people
working with them are affected as well. I had a person tell me recently
that he equated courage with leadership.That really resonated with me.

MS. KNUTSON: I think there’s the need to do a lot of check
in. I’m always asking what people need or what their thoughts are,
engaging them in dialog, not just waiting for people to come and
tell you what’s not going right.

MS. MITCHELL: In the new hospital, I really want to try to do a
better job of meeting the needs of the physicians. How do we do a bet-
ter job of communicating with physicians? It is really challenging.The
physicians did see readily the benefits to them of universal care deliv-
ery. They were not being called at all hours of the day and night to
move patients to accommodate the next admission. The calls stopped
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because the patient was not being moved. Physicians were not being
called to rewrite orders, but they still want the intensive care unit.

MR. FINCH: Leaders come and go. I hate to say that to all of
you, but you know that’s true. So, how do you sustain
something like this? Or, what are the threats to sustaining
these efforts?

MS. HENLEY: You know, we’re actually on the opposite side of
that. We have eight people in executive positions, and our average
tenure is almost 20 years with those eight people. Two of them have
been with us less than seven years. We really have had to look for
people in our organization who are champions of what we do and
the enthusiasm really gets carried forward.

MS. MOORE: In a hospital, if the CEO doesn’t adopt the philos-
ophy of the previous CEO, the philosophy will change because the new
CEO will set the standard. You have to educate the board so it under-
stands the healing environment—why it’s important, all the things we
talked about. But the board turns over too, so there’s a part of it that
really is impermanent. I think probably the best thing is to do all those
things: educate your board but really set up a deep foundation in the
organization, in the culture, in the consciousness of the organization,
and accept that it’s not going to always be the same.

MS. VANMEETREN: I don’t think it should be the same.

MS. CUOCO: I think leadership can come and go, but if the
front line embraces the idea of the healing environment, all of the
practices that go around it will continue. I don’t think it’s as much
at the top level as I do at the level that’s hands on with the patient.

MS. KNUTSON: I would agree with you 100 percent.

MS. MITCHELL: There will be changes or improvements in the
healing environment. In the leadership change that occurred at
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Celebration Health, there were significant changes in the nursing
model. And usually when you have a change in a significant position in
leadership in an organization, it’s not just one person. You’ll see multiple
changes that occur later. But in our case, the healing environment
remained. Significant changes occurred in relationship to nursing and the
nursing model and care delivery but not in the healing environment.

MR. JONAS: I have a question as to what the role of some of the
more hard outcomes is. In terms of the evidence for particular pro-
grams actually having an impact, is there a business case?

MS. KNUTSON: We started out by doing a small pilot study work-
ing with a few of the DRGs that were the most costly for the organiza-
tion. One of those was hip fractures. We looked at an integrated approach,
not one single modality, because that’s not our practice. We looked at
pharmaceuticals, the pain management side of it, which is typically the
thing that keeps people in the hospital the longest. That is not only
because of the pain but because of the narcotics and all the subsequent
things that happen from that. We only had 11 patients in our study, but
we showed a $2,000 savings.The orthopedic physicians were the tough-
est group for us to even nudge our way in the door. When we were able
to show our results, the referrals from them increased dramatically.

MS. MITCHELL: You’ve probably heard about the seaside imaging
environment at Celebration. It’s very much a beach feeling. We used the
seaside because whether you’re a little person or an elder, everybody loves
the beach. It’s a surprise to people. It’s very beautiful, very healing.There
are smells like suntan lotion, and the beach, the sounds of seagulls and
the seashore, and you walk on a boardwalk. There are cabanas—it’s the
seaside. We have had a lower incidence of cancellation since doing this,
and lower utilization of pain medication and anesthesia, so there is a cost
savings resulting from creating that healing environment.

MS. CUOCO: I think it’s extremely important, no matter what you
do, to have measurable outcomes that, across the board, people will
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understand. It’s one thing to talk about intuitiveness and healing and
all of that, but the bottom line is, if you’re going to add on two, let’s say,
nurse practitioners, what’s the outcome? We measure very simple things
like patient satisfaction, turnover, recruitment, medication errors, and
falls. If the hospital does well in these comparisons, you begin to ask why.
And sooner or later you get to the nugget of a healing environment. We
talk about our ratios, we talk about our preparation of our staff, we talk
about falls, we talk about falls with injuries. But there are very few global
databases that you can use to compare those outcomes. There isn’t any-
thing that drills down to that level at this point.

The last piece is aromatherapy. We’re actually doing research right
now with lavender and how it reduces use of a specific drug for elderly
patients. We found that this drug has bad effects for elderly patients, like
falls and sleepwalking, so we started experimenting with lavender. Two
or three drops of lavender are placed on a 2 х 2 card on the side of a
bed. We’re doing studies now that show reduced use of sleep medica-
tions, and we’ve also reduced our falls by a great deal. And for each one
of our falls, we’ve estimated it’s about $150,000 of added cost, even if
liability issues are not raised. We’ve been able to reduce our liability. Not
that we can say lavender did it, but it is one of a multitude of things that
we were able to do that decreased the use of drugs on patients at night.

MS. VANMEETREN: We have talked about measuring success.
Success is generated by creating the environment that people want
to work in and patients want to go to.

MS. KNUTSON: The luxury, at least in our case, is that we were
given a time frame in which we could create the infrastructure to have
this healing environment and get the right people to do the right work
and create the right partnerships. We were allowed that. We didn’t need
to have proof ahead of time in order to make it happen. We were given
the luxury of making it happen, and now we have to provide the proof
that it should stay around and we should keep doing it. So we’re at that
place where now we’ve got the infrastructure, we’ve been collecting the
data, and now we need to build the case.
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As far as administrative support, I’ve been with the organization for
22 years. Administration changes more often than the bedside practi-
tioners. So it’s constantly having the right dialog at the right time with
the right person. And I think again it goes back to a little bit of intu-
ition, knowing where you need to be and how you navigate with
administrators at the right time. The bottom line, in our case, is to
speak about money. How does this impact length of stay; how does
this impact patient satisfaction; how does it impact the view of the out-
side community of who we are, because that’s what’s going to draw our
patients; and how does it impact our relationship with physicians. We
employ some physicians, but we have independent practitioners who
refer to the hospital. Whenever I present to the board about a new prac-
tice model that I want, I always have a pro forma available so that I
can show some possible financial outcomes. We also have a lot of expe-
riential opportunities for administration, physicians, nurses, and other
groups, including philanthropists, that we’ve brought on board.

The creating of the culture is in all of these elements. It’s really being
a part of every opportunity. Right now, I’m on 17 different hospital-
wide committees. I chair 5 of the 17. It’s about being visible, and it’s
about being out there. Now that it’s becoming more of the fabric of
the organization, I’m beginning to withdraw from some of these com-
mittees, because it’s a little much. But all of my nurses are on hospital-
wide nursing committees. We position ourselves everywhere we pos-
sibly can throughout the organization so that the voice for holistic care
is constantly part of the discussion. I think that has been key for our
organization, just to be visible and for it to be known as part of the fab-
ric of who we are. There’s something in you that’s driven to do this.

MR. JONAS: Is there pressure for this proof?

MS. CUOCO: I think there’s pressure, but I think, depending on
the leadership that dictates it, whether it’s the president or the board,
it’s incumbent upon all of us as change agents and leaders to not wait
for them to come and ask us. We need to show them the results so they
don’t have to ask the question. Before I spend money, I say, “this is what
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I project, this is what we’d like to do, this is what I think is an outcome,
and I’ll report back to you 60, 90 days from now.” So I’m proactive.

MS. KNUTSON:That is important, constantly feeding hospital lead-
ers and the board with information. I think this is really important.

MS. CUOCO: I think leadership is an instigator at times, but for
sustainability I think it needs to be organic and the staff has to
embrace it. But I don’t think it will ever remain the same. I think what
we started at Valley is already different from the original dream, and
it’s turned out better. I want the generation that follows to take what
we’ve learned, capitalize on it, and move it out even farther.

People don’t understand a healing environment, but they do
understand when they walk into the organization they feel safe, they
feel welcomed, they feel cared for, and if they have a problem, they
are going to be told about it.

MS. CHOATE: Each of you believes strongly that this is a model
for your hospital. To what extent do you dream that this is a model that
will be created across the country as far as the delivery of healthcare?
And what are the barriers to that happening? And what are some of the
things that you see happening that can really facilitate this?

MS. HENLEY: One of the barriers that I think we’ve seen is a lack of
imagination. If you can’t imagine that your facility can be different because
it’s older, that’s a real constraint. We’ve been pleased that we’ve been able
to do some of the things we’ve done with older facilities just through imag-
ination and staff. Lack of imagination, I think, is a real barrier.

MS. KNUTSON: I would agree. I think in the healthcare world we
look at scarcity. We tend to focus on scarcity. And I think we should start
focusing on abundance. It really is just a frame of mind. Abundance is
not just in dollars but in the creativeness of individuals that work with
us. When I look at some of the opportunities that we’ve had with peo-
ple within our organization, there’s abundance out there, and we just
have to look at it that way instead of focusing on scarcity.
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MS. MOORE: I think one of the concerns is we’re all acute care
settings. The real work that needs to happen is how to empower peo-
ple. We’re culturally so dependent on the doctor to tell us what to
do. What are those models that really shift our culture to more per-
sonal ownership of health? And then, also, that spiritual component
of grace in old age, life-death transition that is not based on fear.

MR. BERRY:These things all bring a competitive edge to our insti-
tutions. I think to the fact that we can differentiate our hospital and
have more physician support and more patients, it provides a com-
petitive reward. Now, I think everyone’s going to move in that
direction. That’s just the way it is. So we’ve got to find the next gen-
eration, the next level to move to, and others can’t do it because they
don’t have the capital or the imagination or have other constraints.

I don’t think reimbursement is the issue, although reimbursement
drives capital. For our hospital, we can never make it on reimburse-
ment. We lose on operations, but the community supports us because
it really likes what we’re doing. It’s a combination of not only high
touch but also the high tech, because you have to have both. You can’t
be one or the other, because it’s not a complete picture.

MS. KNUTSON: I want to comment on the whole reimbursement
part because, early on, I came to the conclusion that it wasn’t going to
be about whether we were reimbursed for these services or not. The
financial impact had to be around some of the things that Linda dis-
cussed, such as nurse retention and decreases in costs. How do you look
at this as return on investment? We did a small study with a couple of
different DRGs to look at the impact of integrative care practice. We
were able to show decreased use of narcotics and decreases in length
of stay, and we attached the dollar signs to these changes. Part of my
concern with just focusing on the reimbursement is that, as soon as
insurance companies see that something will work and decrease costs,
then the return is going to be less. So I don’t focus just on the reim-
bursement. It’s more philosophically that this is the way we provide
care, and how does that help financially in a bigger way.
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C H A P T E R 1 2

Lessons Learned

What can hospital leaders learn from the efforts of the eight hospi-
tals described in this book that can help in reinventing the health-
care experience for patients in their own facilities? In this chapter,
we address this question using four different areas of focus: vision,
motivation, and leadership; strategies for implementation; obstacles
to implementation; and challenges to sustainability. We conclude
with a brief discussion of factors that we think will shape the future
prospects for efforts to reinvent the patient experience.1

VISION, LEADERSHIP, AND MOTIVATION

At four hospitals, the building of new facilities or new additions
was an important stimulus to rethinking the patient experience
in broader terms and was regarded as a key success factor. At two
of these facilities (NHCH and ANW), the vision of philanthro-
pists was a major factor in rethinking how to design physical space
to enhance the patient and family experience. In some cases, phi-
lanthropists also provided support for ongoing programs involv-
ing complementary therapies. Respondents in these hospitals
expressed a belief that, without the vision and support of these
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philanthropists, their hospitals would not have attempted to rein-
vent the patient experience. Two hospitals saw the potential for
an enhanced patient experience to create a competitive advantage
in attracting patients and attracting and retaining staff. But, inter-
estingly, they did not build marketing campaigns around their
efforts, because they were concerned that their communities,
including health professionals, might mistakenly assume that the
hospital did not provide competitive high-tech, as well as high-
touch, care. They did not want to jeopardize the flow of revenues
generated by the provision of specialty services. Respondents at
all hospitals expressed the opinion that the best way to inform the
community of their efforts to reinvent the patient experience was
through word-of-mouth opportunities from patients and family
members.

IMPLEMENTATION STRATEGIES

The ways in which the study hospitals approached implementa-
tion varied, depending on each hospital’s capabilities, culture, and
leadership. The four strategic components noted in Chapter 1
provide a useful way to organize the discussion of implementa-
tion strategies.

Physical Environment

When designing new facilities (three of the hospitals), or new wings
and specialty centers (four of the hospitals), all sought to create a phys-
ical environment that would enhance the patient experience and sup-
port the healing process. Hospital leaders believed that this empha-
sis also facilitated fund-raising and enhanced their ability to attract
and retain nurses and members of the medical staff. In this way, it sup-
ported the implementation of other components of their strategy.
They also believed that a carefully designed physical environment
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could facilitate the healing process for patients and that, at present,
most hospital space did not do this effectively.

Nursing Practice

The development of a new approach to nursing care received par-
ticular emphasis at three hospitals. These hospitals reported that
their attempts to redefine the therapeutic role of nurses in caring for
patients were well received by most nurses. However, some nurses
believed that spending more time at the bedside competed with the
demands of hospital quality improvement initiatives, especially the
installation of electronic medical records systems, and therefore
increased job-related stress. This was a minority viewpoint, and
nurses who strongly held it typically left to find positions in other
hospitals. Their departure actually facilitated implementation, as
they were replaced with nurses who were excited by and supported
the hospital’s new approach to nursing practice.

Complementary Therapies

In comparison with implementing changes in the physical environ-
ment and in nursing care, hospital leaders expressed greater concern
about introducing complementary therapies in their hospitals. They
sought to balance their desire to make these therapies available to inpa-
tients with their concern that this would provoke a negative reaction
on the part of medical staff. In general, they took a cautious approach
because of this concern. (This issue is discussed in more detail later.)

Spiritual Support

The spiritual aspects of patient care received attention in all eight
hospitals. In new construction, it was common for hospitals to

Christianson_book:gar6x9template  7/23/07  1:34 PM  Page 169



170 Reinventing the Patient Experience: Strategies for Hospital Leaders

include spaces designed specifically for family and patient medita-
tion and spiritual renewal. Two hospitals, both with religious affil-
iations, established organizational structures to support spiritual
aspects of care. Other hospitals pursued a less aggressive imple-
mentation strategy, developing spiritual support programs that were
not tied to religious practices but were consistent with their partic-
ular organizational cultures. In each case, it was assumed that, for
some patients, spiritual support could contribute importantly to the
healing process.

OVERCOMING OBSTACLES

Leaders in the study hospitals were concerned about how their
efforts to reinvent the patient experience would be received by
various constituencies, internal and external. They expected to,
and in fact did, confront significant obstacles to implementation
and used a variety of strategies to overcome them. At WMC, for
example, a financial crisis provided an opportunity to implement
changes relatively rapidly. Other hospitals took a more measured
approach, devoting time and effort to educating groups within
the hospital about the changes that were planned, what would
be expected of them, and why the changes would benefit
patients. In addition, they provided opportunities for experien-
tial learning. For instance, practitioners of complementary ther-
apies made stress-management therapy available to nursing staff,
so they could experience the potential benefits of relieving patient
stress and anxiety. And in many study hospitals we were told that
physicians who initially resisted complementary therapies sub-
sequently became supporters after observing positive effects on
patients.

Along with educating nurses and physicians, hospital leadership
took care to avoid confrontations with physicians who could organ-
ize and solidify resistance to change. Physicians were seen as a pow-
erful constituency in the hospital—a group where “values fit”2 might
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be an issue, particularly with respect to offering complementary
therapies to inpatients. Consequently, several of the hospitals
placed less emphasis on complementary therapies in reinventing the
patient experience, while others introduced them gradually, begin-
ning with the least controversial.

Perhaps the most important step that hospital leaders took to
address possible implementation obstacles was to emphasize that
their hospitals would be both high tech and high touch with
respect to patient care. This was important in even the smallest
facilities. Maintaining currency in high-tech treatment approaches
helped hospital leaders fend off concerns that their efforts to
enhance the patient experience signaled an inability, or unwill-
ingness, on their part to compete in the delivery of high-tech spe-
cialty services.

SUSTAINABILITY

The sustainability of efforts to reinvent the patient experience
depended primarily on the commitment of hospital leadership and
secondarily on funding. Most hospital leaders were consistent in
their support for these efforts. As a result, reinventing the patient
experience became an integral part of their hospital cultures (“It’s
who we are”). But nursing staff in some hospitals felt that sufficient
resources were not being allocated to this goal. To alleviate these con-
cerns, hospital leaders used different means to continuously rein-
force the importance of the strategy for patients and the commit-
ment of the hospital to its implementation.

From the standpoint of hospital staff, a change in CEO was a
significant threat to their hospital’s commitment. This was a rela-
tively frequent occurrence, with two of the eight hospitals having
interim CEOs at the time of our data collection visits, and others
having replaced their CEOs within the past three years. The fact that
the efforts of these hospitals to reinvent the patient experience sur-
vived (sometimes multiple) CEO changes suggests that hospital
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boards selected new CEOs who they believed would support these
strategies.

With respect to finances, most hospital leaders felt that their
efforts, excluding those involving new construction, likely “paid for
themselves.” In some cases, fund-raising was relied on to cover pro-
gram shortfalls or start-up costs for new initiatives. Only twice did
hospitals put initiatives in place that were subsequently scaled back
or abandoned for financial reasons. Some hospital leaders believed
that their strategies contributed to shorter lengths of stay for some
patients, reduced use of narcotics, lowered cancellation rates, or
reduced infection rates. It is important to note that these views were
based largely on anecdotal evidence. There were attempts to meas-
ure the impact of specific initiatives on inpatient treatment costs,
but the number of patients involved was small, and the findings
typically were inconclusive. For the subset of hospitals that empha-
sized nursing practice, the financial case for sustainability was
expressed in terms of reduced staff costs. Nursing leaders in these
hospitals believed it was easier to fill nursing vacancies, and nurse
turnover was lower, because of their nursing practice approaches
and the attractive working environments their hospitals provided
for nurses. Given the costs of recruiting and training new nurses,3

they saw this as convincing evidence that their nursing practice
approach reduced costs.

KEY SUCCESS FACTORS

Hospitals were identified as candidates for this study because they
had experienced some degree of success in their efforts to reinvent
the patient experience. Therefore, in drawing lessons, we cannot
compare hospitals that tried, and failed, to reinvent the patient expe-
rience, with the study hospitals, all of which succeeded to some
degree. Nevertheless, we believe that each case study provides insights
into how hospitals in particular environments can implement such
strategies and that general lessons can be drawn from the case
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studies as a group. Three of the most important relate to formu-
lating strategy, garnering support, and managing the change
process.

Formulating Strategy

There is no single template for reinventing the patient experience in
hospitals.
Reinventing the patient experience does not require changes in pub-
lic policy, substantial new financial resources, or unique market sit-
uations. The study hospitals were able to shape strategies that
addressed constraints and take advantage of opportunities that
existed in their own environments.4 For instance, some hospitals
found greater support for complementary therapies in their com-
munities than did others. And an emphasis on spirituality was more
readily accepted in hospitals that had a religious affiliation or that
were located in communities with cultures that embraced spiritu-
ality. There is no single strategic “template” for hospital leaders to
follow. While this challenges hospital leaders to be creative, it also
provides opportunities for hospital staff to be involved in shaping
change strategies. That involvement can help secure staff buy-in to
the implementation process.

Garnering Support

External pressures and opportunities can be leveraged to garner
support for reinventing the patient experience.
Financial challenges drove one community to consider a new vision
for its community hospital. In two other cases, philanthropists part-
nered with hospital leaders to create a vision for a reinvented patient
experience. The resources they provided allowed the hospitals to
envision changes that would not otherwise have been considered.
In two other instances, rapid population growth, or anticipated
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growth, in the community was used to support the need for a new
hospital, which then incorporated design features that enhanced the
patient experience. In general, hospitals can respond in many ways
to different environmental pressures and opportunities as they arise.
The study hospitals chose to leverage them in support of reinvent-
ing the patient experience, even though this carried with it some
degree of risk.

Managing the Change Process

Maintaining a clear and consistent focus on benefits for patients is
paramount.
Above all, as they managed their ongoing efforts to reinvent the
patient experience, hospital leaders repeatedly emphasized to hos-
pital staff and external constituencies that it was the “right thing to
do for patients.” Keeping a clear focus on this message, and articu-
lating it effectively, was a key to overcoming implementation obsta-
cles in every study hospital. Frequently, hospital leaders asked staff
members to reflect on their own hospitalization experiences, or the
experiences of family members, as evidence that change was
needed.5

PROSPECTS FOR THE FUTURE

It is difficult to predict if a significant number of hospitals will
commit to reinventing the patient experience and, if so, whether
it will be successful. The hospitals described in this book, and
hospitals like them, may prove to be anomalies, and may remain
so. Relatively little data are available on the number of hospitals
that are currently in the process of reinventing the patient expe-
rience in a comprehensive way. We believe that the intersection
of three factors will determine the future for such efforts: the
impact of emerging consumerism in healthcare, the emergence of
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an evidence base substantial enough to support management
decisions, and the ability of hospitals to assess and address patient
values.

The Emerging Consumerism in Healthcare

A variety of forces could inhibit future efforts to reinvent the patient
experience. For instance, Medicare budget pressures could result in
lower payments to hospitals, making it more difficult to sustain
nursing models that involve more nursing care at the bedside. Rising
interest rates may limit the ability of hospitals to improve patient
care environments through new construction or substantial reno-
vations. The need to keep pace with the proliferation of new and
expensive diagnostic and treatment technologies could also divert
hospital resources and attention away from the sorts of hospital
efforts that we have described. In combination, these forces could
well result in hospitals that provide technologically sophisticated
care, but in a manner and an environment that do not effectively
promote healing or recognize diverse patient values.

Other forces are at play that could lead hospitals to evolve in
a different direction—one that supports efforts to reinvent the
patient experience. Consumers are demanding more information
about hospital performance, and the market is responding with
comparative reports that include a variety of measures. At this
stage, the measures are primarily clinical in nature, but the num-
ber of measures addressing the patient experience could expand
in the future if consumers find these data valuable. The increas-
ing employer emphasis on high-deductible health plans with
greater out-of-pocket costs for consumers means that consumers
may face stronger incentives in the future to seek out informa-
tion on the totality of hospital care, including elements of the
patient experience not now reported. This could provide the
impetus for more hospitals to undertake innovative efforts to
reinvent the patient experience.

Christianson_book:gar6x9template  7/23/07  1:34 PM  Page 175



176 Reinventing the Patient Experience: Strategies for Hospital Leaders

Perhaps just as important, healthcare providers—including hos-
pitals—are increasingly being challenged to address limitations in
patient function, along with pain, depression, fear, and despair, all
of which may be considered components of the way that patients
experience illness. Hospitals may be judged in the future, more so
than they are now, on their ability to address these dimensions of
the patient experience. The hospitals described in this book are
attempting to manage the experience of illness for their patients and
for patients’ families more effectively. They are trying to create more
comfortable and patient-friendly surroundings; provide more per-
sonalized care and improve interactions and communication with
staff; provide treatments focused on healing, including comple-
mentary therapies; and offer spiritual support to ease suffering and
help patients cope with the profound impact illness can have on
identity and purpose in life. In a future healthcare environment
where consumers have more significant roles in managing their care,
the question is whether these efforts will be effectively communi-
cated to consumers, whether they will be understood, and whether
consumers and their primary advisers on medical issues—physi-
cians—will value them when selecting hospitals.

Developing an Evidence Base

A solid evidence base has largely been lacking for many of the pro-
grammatic efforts hospitals have undertaken to reinvent the patient
experience. The hospitals in this study can be compared with early
adopters of organizational innovations more generally. For early
adopters, where evidence on which to base decisions is limited, a
compelling vision articulated by a trusted leader can be sufficient
to motivate organizational change. However, the innovation liter-
ature suggests that later organizational adopters typically demand
supporting evidence drawn from the experience of early adopters
before they will implement an innovation.6 Numerous studies and
reports have pointed to the need for more research in this area.7 In
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the existing literature, there are some indications that the physical
environment of healthcare, the communication that occurs, the tone
and content of medical information provided to patients, and the
cultural assumptions that accompany treatment all influence pain,
function, well-being, medical utilization, medical errors, and costs.8

However, this evidence base will need to be strengthened to a point
where it can provide clearer guidance to hospital decision makers in
the future.This will be a difficult challenge, as outcomes related to spir-
ituality, relationship-centered care, and complementary therapies may
not be readily captured by standard measures of clinical processes.9 For
example, current measures of spirituality (one area addressed by hos-
pitals in this book) may not capture the extensive nonreligious char-
acter of spiritual experience.10 Hope and expectancy are other con-
tributors to recovery from illness,11 yet measures of these concepts are
poorly developed.12 And measuring the true costs of reinventing the
patient experience and linking those costs to revenues and patient out-
comes in a way that is informative for hospital leaders will also be a
challenging task.

Addressing Patient Values

While the rise of consumerism in healthcare could change this sit-
uation, to date most efforts to reinvent the patient experience have
not come in direct response to consumer demand, but as a reflec-
tion of values held by hospital leaders, local philanthropists, and pas-
sionate staff. Consumers have played a relatively limited role in the
choice of hospital, which has been largely influenced by insurance
plan designs and physician preferences. Nor is it clear that their val-
ues have influenced the way in which most hospitals organize and
deliver care. In fact, it would be accurate to characterize consumers
as mostly bystanders in the market for inpatient care to date. To
gather the patient’s perspective, hospitals are increasingly using sur-
veys, focus groups, and other means. These tools can be useful in
evaluating specific aspects of the patient experience, but they are in
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the early stages of development and use. Hospital leaders could do
much more to understand what patients truly value in the patient
experience and to incorporate this knowledge in hospital decisions.
Especially as the reliance of medicine on sophisticated diagnostic
and treatment technologies grows, hospitals will be confronted with
increasingly difficult choices in balancing the high-tech and high-
touch aspects of care. The technological aspects of medicine can
seem impersonal and may be largely invisible to patients, but main-
taining currency is critical to attracting medical staff and generat-
ing revenues. However, to maintain the trust of their communities
and their patients, hospitals will also need to address those experi-
ential aspects of caring and healing that patients value. The future
of efforts to reinvent the patient experience will depend to a con-
siderable degree on the willingness and ability of hospital leaders to
integrate patient values into their decision-making process.
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Appendix

RESEARCH METHODS

To study the experience of hospitals in implementing consumer-
focused innovations, we employed a multiorganizational, case
study research design of a type commonly used in comparative orga-
nizational analyses over the past three decades (Greene and David
1984; Glaser and Strauss 1965; Weiss and Rein 1970).

Conceptual Framework

Rather than focusing on specific hospital initiatives, we sought to
understand how hospitals combined different initiatives into
broader strategies. To guide our research approach, we relied on
findings from a review of the general literature on implementing
innovations in organizations (e.g., Rogers 1995; Klein and Sorra
1996; Duck 1993; Kanter 1985; Strebel 1996), along with selected
literature on innovation in healthcare organizations (e.g., Green and
Plsek 2002; Weber and Joshi 2000; Garside 1998; Ponte et al.
2003). Based on our review, we identified four areas of focus: the
sources of vision, leadership, and motivation for early adoption of
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consumer-focused innovation; strategies for implementation, espe-
cially the factors that influenced choice of components; perceived
obstacles to innovation implementation and how they varied with
hospital characteristics; and challenges to sustainability. We used
these four areas to organize the presentation of our crosscutting
study findings in Chapter 12.

Hospital Selection

In selecting hospitals for our study, we sought organizations that had
implemented strategies with multiple components. We also sought
variation with respect to hospital size, geographic region served, and
length of time involved in significant consumer-focused innovation.
Hospital selection is discussed in Chapter 1. The experience of our
case-study hospitals arguably generalizes to the 200 to 400 hospi-
tals in the United States pursuing similar strategies to reinvent the
patient experience, but not necessarily to all hospitals in the United
States because, by definition, hospitals voluntarily select to pursue
such strategies. This is an inherent limitation in any analysis of early
adopters of innovations.

Data Collection

We used a data collection approach that is common in cross-sectional,
multiple case study designs, relying on in-person and telephone inter-
views, media reports, and documentation provided by the hospitals
(Weiss and Rein 1970; Greene and David 1984; Firestone and Herriott
1983). We identified potential interview respondents, a priori, by the
nature of the position they occupied within the hospital. Separate
semi-structured interview protocols were developed for each position
(e.g., CEO, CFO, CNO, marketing or public relations executive,
chief of the medical staff, initiative champion). In-person interviews
were conducted with individuals in these positions as part of site
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visits carried out from November 2005 through March 2006. In
addition, where warranted based on information collected in
preparation for the site visit, individuals were added to the list of
interviewees (e.g., chaplains, donors, foundation development offi-
cers). Three of the authors participated in the collection of inter-
view data and in almost every case at least two authors were engaged
in each interview. Both interviewers took notes during the interview,
and all in-person interviews were recorded. Due to scheduling con-
flicts or last-minute schedule changes, four interviews were con-
ducted by telephone. Interviews with between six and ten respon-
dents were conducted in each hospital.

During the visits to the hospitals, a variety of materials were col-
lected that described hospital efforts to implement consumer-
focused innovations (e.g., program descriptions, meeting notes,
financial information, media releases, organizational newsletters).
Hospital websites were used as a source of background data as well.
Based on the interview data and these different information
sources, we created a detailed case study of each hospital, which then
was reviewed for accuracy by key informants. The summary find-
ings presented in Chapter 12 of this book reflect our crosscutting
analysis of these case studies.
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