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ABSTRACT 

As the complexity of change efforts increases in healthcare organizations, the 

demands on leadership increase, as well. This study examines the experience of the 

leaders who implemented the Emergency Department Patient Navigation (EDPN) 

program at Presbyterian Healthcare Services (PHS).  Utilizing a case study methodology 

to interview 12 participants, open-ended questions captured in-depth descriptions of what 

participants learned as they led a successful change effort.   

Findings emerged in three categories: Personal Shift to Agreement, Success 

Factors, and Leadership Characteristics.  Personal Shift to Agreement was used to 

describe the difference between the prior state and the end state.  Terms used to describe 

what caused the shift include trust, leadership, communication and a focus on the patient.  

What emerged as significant factors supporting the success of the program are the use of 

an enterprise approach, leader modeling, the importance of making difficult decisions, the 

navigator role, and physician involvement.  Key Leadership Characteristics identified by 
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participants as important to have demonstrated personally were adaptability, innovation, 

and collaboration.   

Analysis demonstrates that the program was led utilizing effective change 

methodology, thus creating transformational changes in patient care, and in 

transformation in the personal leadership of several participants (Kotter 1996).  The role 

of the physicians in development of the program demonstrated effective use of the social 

networks, specifically as Opinion Leaders (Rogers, 2002).  Effective use of Distributed 

Cognition (Hutchins, 1995) to develop the solutions allowed the team to create an 

environment that brought the strength of the enterprise to bear on the national problem of 

wait times in an Emergency Department (ED).   
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Chapter 1 

Introduction 

In order to produce the best outcomes for patients, to improve efficiency, and to 

meet regulatory requirements, healthcare organizations must be able to set a clear vision 

and then efficiently and effectively implement the changes needed to reach that vision. 

Healthcare is a difficult environment in which to successfully implement changes for 

many reasons, not the least of which is that there are often numerous change efforts being 

conducted simultaneously.  Success may be assumed without fully knowing what factors 

played a role in the outcome and further study is needed to understand what contributed 

to the success.   

This program was successful in meeting all functional requirements (See 

Executive Summary in the Appendix) established.  An example of priorities established 

were an overall cost reduction through a more appropriate venue of care, a mitigation of 

financial risk due to anticipated lower government reimbursement, and improved 

customer retention through lower premium.  The overall goal to reduce the ED treatment 

rate by 50% was met. 

The purpose of this case study was to utilize qualitative analysis to interview 

leaders who played a key role in the success of this complex change effort.  The study 

allowed leaders to reflect upon what they learned and how it is influencing their current 

efforts.  They identified best practices and learning others can apply in their leadership 

endeavors.   
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The research question is:  “What do leaders learn as they lead successful 

organizational change efforts?”   

The program.  The case study was the Emergency Department Patient Navigation 

Program at Presbyterian Healthcare Services (Stern, 2010).  Presbyterian Healthcare 

Services (PHS) is an integrated delivery system in Albuquerque, New Mexico comprised 

of: 

• Seven hospitals across the state  

• Over 500 primary and specialty care providers 

• A Health Plan with 390,000 members across multiple product lines 

including Commercial, Medicare and Medicaid. 

Low-acuity patients, patients with medical issues that are not urgent or severe, 

seek medical care through the Emergency Departments instead of through a primary care 

setting for a wide variety of reasons, taking time and space needed for the higher acuity 

patients for whom an Emergency Department was designed: life-threatening or serious 

medical conditions. Costs are greater and there is no continuity of care in the ED 

environment.  This results in episodic, sub-optimal medical management of chronic 

disease and higher overall costs to healthcare.  Presbyterian sought to facilitate the 

delivery of non-urgent care in a venue that facilities the highest quality and lowest cost: 

the Primary Care setting.  (See Appendix for the Lean Six Sigma Project Report 

Storyboard, Project #1089, 2010) 

Presbyterian patients and members, like those in many other healthcare 

organizations,  accessed care in the Emergency Department (ED) for non-emergent 

conditions, resulting in fragmented and episodic care for the patient and higher health 
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care costs for all involved.  This is a national trend described by Jennifer Brokaw in a 

May 18, 2010 Washington Post article (Brokaw, 2010): 

“ER doctors rarely have relationships with the patients we see, and we don’t 
have time for a lengthy dialogue about their ailments.  So we often order 

expensive tests that add to a hospital’s already-high fixed costs.  As a result 
non-emergency care delivered in the ER costs almost five times more than in a 

doctor’s office or clinic.  Solving the problem of access to care will require 
new thinking about how to meet all patients’ needs, and the first step should 

be rethinking the role of emergency rooms.” 
 
The original goal of the project was to reduce the cost of care by $10-15 million 

annually by leveraging the integrated system to deliver care in the most appropriate 

clinical setting.  The solution was a multi-faceted approach using Patient Centered 

Medical Home, ED Frequent User Program and the subject of this study, the Patient 

Navigation Program, one of the most ambitious programs ever attempted by PHS. 

The program is comprised of three components: 

1. Patients received a medical screening exam in the ED to determine the 

health condition in keeping with the EMTALA requirements. 

2. If the condition was non-emergent, patients worked with an experienced 

member of the Presbyterian’s Customer Service Center staff, a Patient 

Navigator.  Knowledgeable of PHS and community services available, the 

Navigator would schedule appointments within 12-24 hours in a Primary 

Care, or in some cases, an Urgent Care setting, thus establishing a venue 

for ongoing care. 

3. Navigation was extended to all patients without discrimination, not only 

PHS Health Plan members, regardless of their ability to pay. 
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The navigator program itself was developed by a small team of frontline staff and 

a supervisor who were given the ability to create the system they would implement. The 

team was formed with enterprise Customer Service Representatives (CSRs) were from 

areas such as scheduling and benefits and could provide support the patients being 

navigated.  The role of the CSR stayed fundamentally the same, but the location changed 

to the Emergency Room where their service was provided in-the-moment and for a 

different purpose: to send  patients to Primary Care or Urgent Care instead of the 

Emergency Department. 

Over the course of the program, the navigator role was developed to primarily 

include the following steps: 

1. Provider confirms a non-emergent condition and refers to navigator 
2. Navigator educates patient on how to utilize ED and what venue is most 

appropriate. 
3. Navigator explains costs of treatment decision so patients understand why 

the approach was chosen. 
4. Navigator sets up appointment within 12-24 hours to be seen for 

presenting condition 
5. Navigator sets up assignment and appointment with primary care 

physician if they don’t have one. 
6. Navigators assist patient within parameters to get to appointment (i.e., 

Safe Ride, bus pass, etc.) 
7. Navigator reporting system ensures patients are being seen. 
8. Analysis and follow up ensure system is working as intended and patients 

are following instructions. 
 

What emerged in the study.  The 4-person ICS leadership team was critical 

because it was very different.  It was small and fast and each member was highly 

experienced - and two of them were very senior leaders who knew the business, and the 

other two members of the team were a Black Belt (a certification for process 

improvement professionals with expertise in Lean and 6 Sigma methodology) with a 
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clinical background and an experienced project manager who was new to PHS. These 

leaders worked well together with a rare synergy.  They were deeply involved in the 

project - not observing from a distance.  They achieved the intended change they set out 

to do.  Without exception, every person interviewed pointed to the leadership team and 

the way they managed the project as critical to the success, describing the trust that was 

built, the communication, and an unyielding commitment to the patient as significant.  

Nobody who began working with this team had experienced anything like it.  It was 

transformational for PHS and for many of the individuals who were closely involved. 

Some described it as the difference between change leadership versus change 

management and how this program succeeded at both. 

While all leadership participants are extremely proud of the successful outcome, 

some were fundamentally transformed in their leadership approach.   One front-line 

provider leader talks about how resistant she was at the beginning - like it was not 

possible to be any more resistant - being quoted as using terms like "over my dead body."  

The way in which this program was led moved her from the strongest opponent to a 

committed supporter.  She transformed into an advocate and was transformed in the 

process.   She later took on a different leadership role, which she describes as completely 

outside her area of expertise pointing to this project as how she learned how to lead in a 

fundamentally different way.   

When describing what made it successful, all participants interviewed talked 

about what it felt like to be in the first meeting when the CEO said "I want you to make 

me uncomfortable."  It was the first time they had been given permission to do something 

radical with the kind of enterprise backing that could make it happen.  That moment was 
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so profoundly different for most of them that they remember with great clarity.  It 

immediately got their attention that this was profoundly different.   

PHS had tried numerous approaches to solve challenges in the Emergency Room 

and had been successful in making incremental changes. They needed a transformational 

approach to make a transformational change. They needed the weight of the enterprise to 

be brought to bear in a new, less traditional management model that could not be fully 

anticipated or put into a precise project plan at the beginning. They needed a tolerance 

that allowed the best model to evolve. The tough questions were asked and commitments 

for support were established to create an overall solution instead of one that worked in 

one silo, but not in another silo of the organization.  What the team developed was a 

program that determined the care the patient needed through an initial Medical Screening 

Exam.  If it didn't need to be handled in the Emergency Room, patients were navigated to 

the appropriate venue of care.  They changed the paradigm of the "Emergency Room as 

the community safety net" to the "entire system as the community safety net." This idea 

was a transformational solution that would require complex and extensive change.  

To create a solution of this magnitude, there had to be honest and extensive 

dialog.  The team atmosphere allowed the most fundamentally-opposed ideas to be 

debated without personal attacks. The senior medical director would say, "We are going 

to do something, so 'no' is not an option here."  In that atmosphere they were allowed to 

be open, they talked about their real concerns that people are thinking but rarely raise 

like, "You're asking me to put my career at risk" and "The way you want to do this is 

actually a financial disincentive for me."  "What if this actually creates harm to patients?  

How will we know they're getting better care?" "It's easy for you to tell me to stand in 
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front of an angry patient and tell them I'm not going to treat them while you sit in your 

ivory tower and count the money.  I'm the one taking the risk." The ability of the team to 

bring real concerns forward and to develop a plan to address them together helped to 

create an atmosphere in which communication was real and effective. 

As concerns were raised, they were added to an ongoing mitigation plan that 

captured how risks would be managed and who would be responsible was maintained.  

As plans emerged that were viable solutions to those risks, the leaders and team members 

began to trust the process.  Promises were kept and the reality that patients would actually 

get the "right care in the right setting" became a possibility. The leaders took the time to 

communicate plans with employees and allow their concerns to be included in the 

planning.  The thinking became "if we're going to do this, let's really do it right" so time 

was added to make sure everyone involved was given opportunity to express their 

concerns.   People felt heard and respected as their concerns were included into the risk 

mitigation plan.  

At the heart of the conversation was the primary concern for the safety of the 

patient.  The team established that clinical leaders could stop the line immediately if there 

was a negative impact to a patient.  All navigation would stop immediately if they felt the 

care of the patient was compromised or promises that had been made to gain their 

agreement were violated.   The decision to stop the line created a sense of empowerment 

and helped the leaders, especially clinical leaders, to trust that the right criteria was 

driving the program.  Without the best interest of the patient at the center of the program, 

participants indicated that they would never have been engaged, or interested in making 

such a transformational change to the delivery of care for Emergency patients.  The 
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ability to put the patient first was a significant determinant for providers and gave them 

confidence that the change was not more important than patient care. 

Participants with long-standing history in the organization and healthcare in 

general had not seen barriers removed with the speed and force they experienced in this 

program.  When it was clear that the revenue to the Emergency Department was going to 

have a very rapid and continued decline, agreements with the Health Plan were 

immediately sought to share the revenue savings.  This was a radical and ground breaking 

decision and helped to increase the trust of the participants that the effort was looking 

from an overall perspective of what was good for the enterprise. 

Although trust developed for a wide variety of reasons, the kind of trust that 

developed was discussed in great detail by participants.  They describe it as critical to the 

success of the program and the engagement of the participants.  They would never have 

undertaken such a radical effort without the ability to trust the team and the intervention 

they developed.   

The Patient Navigation process they developed was allowed to emerge.  They 

investigated what other systems had been doing with navigation and varying levels of 

success.  They did not take best practices in other organizations and try to force-fit a 

solution into Presbyterian but allowed a new model to develop by creating a vision and 

allowing the path to develop. This was a fundamentally different approach identified by 

participants as a key success factor.  The ability to allow the individuals at the front line 

to develop solutions that fit what they were actually experiencing, combined with a 

leadership team that listened and helped to form solutions was different. There was a 



9 
 

shared ownership of problems that created far more successful solutions, demonstrating a 

successful utilization of leadership and management.   

Presbyterian is a large organization and because the changes proposed were 

significant to the patients, the employees delivering the care, the organization, and the 

community, the leaders needed to be adaptable.  One way they demonstrated adaptability 

was by taking a phased approach.  The phased approach included gaining buy-in from all 

the critical stakeholders.  As the first phases of the program were launched, an 

atmosphere of commitment and open communication was established form which the rest 

of the phases were deployed.  An example of the phased approach includes that initial 

discussions with patients described what was coming before the navigation was 

implemented, physicians were allowed to continue to treat for awhile before they had to 

turn patients away, navigation at one location was established before it was launched at 

each additional location, and the navigators started tele-navigating once protocols and 

processes were established.   

If the leaders needed commitment and open communication, the front line needed 

it even more.  Meetings were filled with stories of how it was working and feedback on 

how their concerns were being addressed. There were forums and e-mails and feedback 

loops and huddle boards.  They used every communication channel available and then 

created more if they felt it was needed. There were more face-to-face conversations than 

any of the leaders had ever experienced.  Leaders showed up at the tough times asking 

how it was going and what they could do to help.   

Physician leaders pulled shifts and modeled themselves what they expected their 

staff to do.  They got into the details so that they knew it for themselves. They asked 
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questions and pushed back on the process requirements until they had solutions they 

could believe in before they required it others. They demonstrated what they wanted to 

see side-by-side with the staff they led.  They knew the barriers for themselves.  Then 

they went back to the team to determine what it was going to take to remove them.   

Innovative solutions were found to address barriers, like the fundamental 

understanding of EMTLA regulatory requirements that had been the foundation of 

Emergency care for more than 25 years.  Leaders read EMTALA regulations like it was 

the first time and discovered that long-held myths were surprisingly inaccurate. They 

worked aggressively with regulatory agencies and others in PHS and created something 

that helped patients get genuinely better care -- all while still meeting the actual 

regulatory requirements.   

The leaders collaborated to deliver the best care possible.  It was the heart and 

meaning behind everything and all staff could get behind it.  Patients could tell and were 

able to make sense of this radical change because it actually resulted in a better outcome 

for them.  Some patients had never known any other healthcare environment than an 

Emergency Room -- even if they had insurance -- because that was how it had been done 

for generations.  Ninety-two percent of navigated patients had never even considered 

anything except the Emergency Room to get care.  Patients appreciated the help because 

it gave them what they needed but didn't know how, what or who to ask to get it.  When 

every member of the team was working together, it helped the patients to have 

confidence in the recommendations. 

The central point of collaboration was the Navigator, selected from the 

Presbyterian Customer Service Center (PCSC).  Navigators knew the organization better 
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than anyone in the system. They knew the financial system, they knew the scheduling 

system, they knew how to read benefits and make sense of the system and in some cases 

even other local insurance plans and agencies.  They added a value to the customer 

experience to such an extent that some patients would sneak back into the Emergency 

Department just to talk to a navigator.  They became a GPS system with the compassion 

of a social worker. 

Measures of success are clear and compelling (See Appendix for 12/31/2012 

Report).  Functional requirements were met and patients were more satisfied as a result.  

Employees and providers were far more satisfied.  Financial savings were achieved 

because Emergency Room care is the most expensive way to use healthcare and changing 

that venue of care required a system approach.  Patients learned how to interface with the 

organization as demonstrated by the fact that only 3% of those who started out the 

Emergency Room for non-emergent issues ever come back after navigation.  The 

program provided a better outcome for the community by encouraging patients to engage 

in the continuity of their healthcare in ways that were actually cheaper overall.  

This was a solution that worked and the people who led it have a story tell that is 

captured in this case study.  It's easy to talk about the statistics and all the ways in which 

this program is successful.  That happens in the monthly report (see Appendix for the 

9/5/2010 Report).  What is harder to quantify is how the people involved were able to get 

this level of engagement, trust, and effort to create organization transformation in their 

approach to a very complex problem: Emergency wait times.   

Healthcare organizations are facing unprecedented scrutiny by federal and state 

governments to implement changes under the Healthcare Reform and other initiatives.  
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As a result of this intense pressure, change efforts are increasing.  It has never been more 

important to gain a deeper understanding of successful leadership models and approaches 

that support this imperative for transformational change. 
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Limitations and Assumptions 

Limitations:  The primary advantage of the case study approach is that much 

more detailed information will be available for study (Neale, et al., 2006); however, there 

are limitations.  The time frame is a significant disadvantage in that can be far lengthier 

than quantitative studies.  Additional disadvantages include the limiting factors of 

interviewing the leaders only.  Inclusion of staff would add strength to the study findings, 

further triangulate the findings, and also increase the time frame in which it could be 

completed.  All interviews, transcription, coding and analysis was done by the researcher 

and may represent validity and reliability concerns. 

Assumptions:  The researcher is a Learning Consultant focused on leadership 

development at Presbyterian and could represent bias as a result of the organizational 

connection and personal interest in leadership success.  Procedures were implemented to 

remove names of the participants as comments were reviewed.  Description of the 

process used to remove names and protect the participants are more fully described in 

Methodology section.  It is assumed here that the participants trusted the researcher and 

the program sponsor to deal honestly and respectfully with the information that emerged.  

Much of the organizational context in which the program occurred was known to the 

researcher and may limit context for the reader. While this study examines and an 

integrated approach to successful organizational change, there are many other ways to 

affect positive change. 
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Chapter 2: Literature Review 

The purpose of this case study was to utilize qualitative analysis to interview 

leaders who played a key role in the success of a complex change effort.  As leaders 

reflected upon what they learned and how it is influencing their current change efforts, 

they identified best practices that allow learning for others.  The research question was:  

“What do leaders learn as they lead successful organizational change efforts?”   

A qualitative study to identify factors that emerge in change efforts in healthcare 

organizations is supported by a wide range of research and literature.  The literature 

review that follows is organized by: Change Management and Transformational Change, 

Distributed Cognition, Social Networks, Leadership, articles that support the approach to 

study successful change efforts, and additional articles for reference.  

Change Management.  John Kotter is one of the leading writers on change 

management.  His book, Leading Change (Kotter, 1996) and numerous other writings, 

have provided insight into key factors of change that should be present and should be 

executed in order.  Kotter (1995) also examined the failures of several companies and 

determined that they did not follow the 8 steps he recommends, which leads him to 

conclude that the failure to do so was the reason for failure.  The eight steps Kotter says 

are critical to success are: 

1) Establish a Sense of Urgency 

2) Forming a Powerful Guiding Coalition 

3) Creating a Vision 

4) Communicating the Vision 

5) Empowering Others to Act on the Vision 
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6) Planning for and Creating Short-Term Wins 

7) Consolidating Improvements and Producing More Change 

8) Institutionalizing New Approaches. 

Kotter (1990) also wrote a foundational article examining the differences between 

leadership and management.  His assertion is that leadership and management are 

distinctive, yet complementary.  Management is about coping with or mitigating 

complexity where leadership is about coping with or making room for change.   If change 

efforts are championed by individuals whose focus is to manage the complexity rather 

than to lead through the change, it is anticipated that the effort will be less successful.  

Kotter believes that change efforts require leadership as he defines it. 

 Everett Rogers developed the concepts of innovative change in Diffusion of 

Innovations (Rogers, 2003) after years of agricultural study.  His research identified the 

process of innovation in organizations as: 

1) Agenda-Setting: general organizational problems that may create a perceived 

need for innovation. 

2) Matching: fitting a problem from the organization with an innovation. 

3) Redefining/Restructuring: the innovation is modified and re-invented to fit the 

organization, and organizational structures are altered. 

4) Clarifying: the relationship between the organization and the innovation is 

defined more clearly. 

5) Routinizing: the innovation becomes an ongoing element in the organization’s 

activities, and loses its identity. 
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Rogers’ steps are similar to those used by Kotter and represent very similar 

conceptual models.  The steps out lined by Rogers broaden understanding the steps in 

Kotter’s model. Rogers' research supports use of opinion leaders.   

Margaret Wheatley’s discussion of the chaos of change (Wheatley, 1999) 

supports a study of the success factors in a change effort.  Her approach acknowledges 

that fear of change and a desire to control or minimize it will exist; however, it is what 

was present that supported and embraced the new change that is of interest: 

“In a universe that is on a relentless road to death, we live in great fear.  Perhaps 
we become so fearful of change because it uses up valuable energy and leaves us only 
with entropy.  Staying put or keeping in balance are our means of defense against the 
eroding forces of nature.  We want nothing to rock the boat because only decline awaits 
us.  Any form of stasis is preferable to the known future of deterioration.”   

  
And 
 
“Entropy, that fearful measure of a system’s demise, was still being produced, 

sometimes in great quantities.  But instead of simply measuring how much entropy was 
present, scientists could also note what happened to it – how quickly it was produced and 
whether it was exchanged with the environment. Once it was noted that systems were 
capable of exchanging energy, taking in free energy to replace the entropy that had been 
produced, scientists realized that deterioration was not inevitable. Disturbances could 
create disequilibrium, but disequilibrium could lead to growth.” 

 
Kurt Lewin (Lewin and Gold, 1999) originated field theory with the following 

central features: 1) Behavior is a function of the field that exists at the time the behavior 

occurs, 2) Analysis begins with the situation as a whole from which are differentiated the 

component parts, and 3) The concrete person in a concrete situation can be represented 

mathematically.  Lewin’s theory supports the approach of this study in that it takes a 

situation as whole: the ED Navigation program, and analyses the component parts.  It 

also helps to identify the field that exists at the time of the change.  Lewin proposed three 

stages of change:  Unfreeze, Change, and Refreeze. 
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A study published in October of 2000 (ProSci, 2000) found that top 

management’s biggest contribution to the change management process is to define and 

communicate the vision.  Additionally, the ProSci study found resistance to be the most 

difficult part of the project, that change agents find that the initiators of the project end up 

being the biggest obstacles in the end, and that companies often use outside consultants to 

avoid political agendas and biases within their own companies.  The study also found that 

the three most effective change processes are benchmarking, self-assessment and Six 

Sigma.  Since the ProSci study identifies self-assessment as one of the top three change 

methodologies, this study is warranted to help PHS develop a repeatable self-assessment 

tool. 

Transformational Learning emerged from Mezirow’s (1996) work in adult 

education - primarily based on a socio-constructivist theory.  Mezirow identified 10 

phases for a perspective transformation to occur:  

1 A disorienting dilemma, 

2. Self-examination with feelings of guilt or shame,  

3. A critical assessment of assumptions,  

4. Recognition that one’s discontent & process of transformation are shared & 

that others have negotiated a similar change,  

5. Exploration of options for new roles, relationships, & actions,  

6. Planning of a course of action,  

7. Acquisition of knowledge & skills for implementing one’s plans,  

8. Provisionally trying out new roles,  

9. Building of competence & self-confidence in new roles & relationships,  
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10. A reintegration into one’s life on the basis of conditions dictated by one’s new 

perspective  

Scholars argued that the knowledge from the empirical-analytic tradition served 

the interests of professionalization and control, and that these interests are not 

emancipatory.  From the perspective of critical theory, it is important to examine the 

power relationships in which knowledge is produced and whose interests are served. This 

study interviewed all participants, regardless of their position, in order to understand what 

they considered to be the success factors.  This is a critical component in that the 

engagement of individuals in major change efforts is rarely motivational in and of itself.   

Influenced by Habermas’ (1984) view of rationality and analysis toward 

emancipatory action and Paulo Freire’s (1970) process of conscientization 

Transformational Learning is “the process of effecting change in a frame of reference” 

which relates to assumption that adults have developed, through their life experiences, a 

whole body of frames of reference that in some cases have been uncritically acquired 

(conditioned responses) as a result of cultural assimilation. A frame of reference is 

defined as habits of mind, or habitual ways of thinking, feeling, and acting; points of 

view or beliefs, judgments, attitudes, and feelings that shape a particular interpretation. 

Transformational learning occurs when adults critically explore their assumptions by 

engaging in task-oriented problem solving (objective reframing), or self-reflecting to 

assess their own ideas and beliefs (subjective reframing), that lead to the changes in 

points of view and/or a transformation of a habit of mind. In this sense, transformational 

learning can occur either as a result of an acute personal or social crisis (disorienting 

dilemma) or through series of cumulative transformed meaning schemes.  
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Distributed Cognition holds that knowledge is socially constructed and occurs in 

contextual circumstances and is distributed through people, artifacts and social 

mechanisms.  A change effort that occurred across a large organization over a diverse set 

of departments and that used interfacing software provides a valuable opportunity to 

demonstrate  “people and tools acting in unison to accomplish what no individual alone 

could.” Edward Hutchins (1995) defined cognition as a distributed phenomenon.  

Hutchins’ theory expands the concept of interaction to include human-human, 

human-artifacts, and human-artifacts-environment. Even when some division of labor 

occurs, something more than just the sum of parts is created and that the distributed 

cognition approach is more collaborative than cooperative. Context is described as a 

particular circumstance created by a specific arrangement of human-artifacts-

environment that take place at a certain point in time. The context is able to modify 

nature and performance of a system due to change in the arrangements of elements, 

including the inputs of environment or inclusion/ exclusion of a new artifact. Different 

elements assume different roles depending on the specific task, activity, or problem 

encountered.  In a distributed cognition view motivation for performance & learning 

resides in the efficient & successful process of solving a problem toward the effective 

interaction of the systems’ elements. 

Social Learning Theory (Bandura, 1977) explains human behavior in terms of 

continuous reciprocal interaction between cognitive, behavioral, and environmental 

influences.  Social Learning theory holds that people learn by observing other’s behavior 

and attitudes.  The behaviors and attitudes that emerge in this study should inform what 

needs to be observed by others for successful outcomes to occur. Bandura believed in 
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“reciprocal determinism”, that the world and a person’s behavior cause each other. The 

necessary conditions for effective modeling that Bandura describes are consistent with 

Kotter’s eight steps for change used in the survey:  

1) Attention includes distinctiveness, affective valence, prevalence, complexity, 
functional value. One’s characteristics affect attention (e.g., sensory capacities, 
arousal level, perceptual set, and past reinforcement).  

2) Retention is remembering what you paid attention to.  It includes symbolic 
coding, mental images, cognitive organization, symbolic rehearsal, and motor 
rehearsal.  

3) Reproduction is reproducing the image including physical capabilities and self-
observation of reproduction.  

4) Motivation is having a good reason to imitate and includes motives such as past 
(i.e. traditional behaviorism), promised (imagined incentives) and vicarious 
(seeing and recalling the reinforced model).  

Building upon John Dewey and Kurt Levin, Kolb (1984) described Experiential 

Learning as “the process whereby knowledge is created through the transformation of 

experience.” The theory presents a cyclical model of learning in four stages. Learning can 

begin at any stage, but should follow each stage in the sequence:  1) concrete experience 

(or “DO”), 2) reflective observation (or “OBSERVE”) , 3) abstract conceptualization (or 

“THINK”) , 4) active experimentation (or “PLAN”). Kolb’s four-stage learning cycle 

shows how experience is translated through reflection into concepts, which in turn are 

used as guides for active experimentation and the choice of new experiences.  

Presbyterian utilizes the Plan, Do, Study, Act model when considering making an 

Improvement.  The Presbyterian Improvement Model is provided in the Appendix. 

Social Learning Theory has sometimes been called a bridge between behaviorist 

& Cognitive learning theories because it encompasses attention, memory, and motivation. 
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The theory is related to Vygotsky’s Social Development Theory, (1978) which also 

emphasizes the importance of social learning with experiences "within the zone of 

proximal development, not so far beyond the learners' current capability that they have 

great difficulty mastering the experiences."  People learn through observing others’ 

behavior, attitudes, and outcomes of those behaviors. “Most human behavior is learned 

observationally through modeling: from observing others, one forms an idea of how new 

behaviors are performed and on later occasions this coded information serves as a guide 

for action.”  A study to capture key factors of a change effort provides a mechanism to 

apply Social Learning Theory in the practice of organizational activities. Unfortunately 

learning the wrong way to go about a change effort happens more than is desired.  The 

study of a successful change effort provides others with information to model the positive 

behavior, attitudes and hopefully, the outcome. 

When referring to Self-Regulated Learning, Zimmerman (2001) states that, 

“Learning that results from students’ self-generated thoughts & behaviors that are 

systematically oriented toward the attainment of their learning goals”.  It “involves goal-

directed activities that students instigate, modify, & sustain” “attending to instruction, 

processing information, rehearsing & relating new learning to prior knowledge, believing 

that one is capable of learning.  A systematic approach to learning about change efforts is 

supported by Self-Regulated Learning Theory. 

Operant Theory refers to self-regulation as (a) an attempt to provide a natural 

science account of phenomena (b) systematic application of behavior change strategies 

that result in the desired alteration of one’s own behavior (Zimmerman, 2001, Pg. 39).  

The Phenomenological view accepts the primacy of self phenomena in directing learning 
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behaviors, it favors a person-reference over performance-referenced account of processes 

& activities (Zimmerman, 2001, pg. 68).  Capturing the natural scientific account of a 

change effort is supported by Operant Theory. 

Social Network Analysis. The foundational work of Everett Rogers in Diffusion 

of Innovation (Rogers, 2003) helped to propel Social Network Analysis as a field.  

Change Agents are the term coined by Rogers to describe individuals who introduce 

change from outside the system.  They are usually bringing a message of change from an 

agency and are professional and/or educated.  They spark an innovative idea within a 

communication system that is transmitted to others.  It is usually the leaders or outside 

consultants that are considered Change Agents in organizations. 

Rogers identifies Opinion Leaders as the ones who catch the innovative idea and 

spread it.  They do not necessarily hold a position of leadership, but they are a critical 

part of the informal communication system that diffuses innovations.  They can make or 

break the ability of a new idea to catch on.  The combined effect of several Opinion 

Leaders adopting a new idea can be a tipping point where ideas catch on. Rogers cautions 

against overusing Opinion Leaders because of the need for Opinion Leaders to maintain 

the group connectedness.  They need to be careful not to deviate too far from the norm of 

the group.  If they begin to appear as professional change agents, they will lose their 

respect and position as Opinion Leaders.   

Several other writers have contributed to the literature which supports this 

approach.  Gladwell (2003) took Rogers concepts of how ideas spread and identified 

three types of individuals, Connectors, Mavens and Salesmen.  These are the ones who 

make it possible for ideas to catch on to the point of no return – the Tipping Point.  
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Connectors know a lot of people and can make the linkages between individuals.  

Mavens are ones who accumulate knowledge – they know what the rest of us don’t.  

Mavens like to help for the sake of helping.  Salesmen are persuasive.  They have that 

quality of connecting with people in ways that are often not noticeable or defined – you 

just like them and tend to agree with them.  Gladwell shares stories of how individuals of 

all three types were able to persuade, inform or connect others from one way of thinking 

to another.   

O’Keefe (2002) discusses how diffusion is more successful when the greatest 

dissenter becomes the advocate, i.e., that credibility of the source of information is 

enhanced when you would have expected a different message from this expert.  O’Keefe 

identifies trust and expertise as critical to the persuasive effect of the source. 

Rob Cross is a leading researcher on the ways in which social network analysis 

can be leveraged to business results.   In Driving Results Through Social Networks, Cross 

and Thomas (2009)  identified two goals: to teach members how to apply network 

analysis to critical business issues and to support a series of research programs that 

yielded actionable insights for measurable business impact.  The research was directed 

toward 1) innovation and top-line revenue growth, 2) client connectivity and sales force 

effectiveness, 3) large-scale change and post-merger integration, 4) talent management 

and leadership development, 5)  strategy executing and alignment, 6) financial return 

through effective collaboration, and 7) lateral connectivity in organizations, such as best-

practice transfer as is the focus of this study. 

Lacayo, et al., (2008) discuss the nature of social change in terms of Chaos 

Theory and complexity science.  Complexity Idea No. 4 is the free flow of diverse and 
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meaningful information is essential for the system to evolve.  The concept is that 

diversity and participation are critical to effective change.  It is important that individuals 

feel welcome to share their feelings on issues that are taboo or too sensitive to discuss.  

The greater the variety of participants, the greater the opportunity is to form new 

associations.  

Mato’s (2004) insight on how to engage social agents is relevant, setting the 

expectation that the individuals and groups will generate their own meaning on topics 

through conflict, transactions and negotiation among “agents”. Identified as 

“constellations” such as grassroots community organizations, workers, student unions, 

social, political and cultural leaders, teachers, artists, and intellectuals, agents are bound 

by certain agendas and interpretations “not just by needs or social problems, but by the 

way in which these needs and problems are subjectively felt and interpreted and the 

possible solutions and agendas that are put forward.”  People will generate their own 

concept of meaning on a topic and the meaning will connect to the group.   

Singhal, et al., (2006) provide definitions, sources and measures of social capital.  

Several definitions are provided, but the one identified as the most cited is:  “features of 

social organization, such as trust, norms, and networks that can improve the efficiency of 

society by facilitating coordinated actions.” Sources can be economic, cultural and/or 

social.  Social capital emerges from the ritualistic aspects of cohesive groups as they are 

“thrown together”.  Sources are also described as a “resource gained by social 

relationships with other human beings that can be used for a variety of benefits” with a 

“bounded solidarity” or principled form of behavior such as the capacity of a group to 

monitor with “enforceable trust”.  Groups have a way of creating social capital for 
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individuals who support the benefit of the group, as well as enforcing the group 

expectations on the individuals.  Measures include interpersonal trust, generalized 

reciprocity and the density of networks when looking for the degree of social capital that 

exists in a community.  Trust can be measured in willingness to take risks within the 

group, reciprocity involves the providing of informal mutual services, and civic 

engagement is the extent to which individuals are involved in their communities and the 

size of those groups.   

Hauser, et al., (2007) hypothesize that social capital plays an important role in 

diffusion of knowledge and regional innovative capacity.  They tested five different 

dimensions of social capital and determined that associational activity represented the 

most robust influence on innovation. The key finding is that weak ties provide better 

bridges to new information than strong ties in that new knowledge is more easily 

disseminated through loose contacts than close friendships since close relationships 

usually share the same information.  

Literature Supporting Approach. The Elaboration Likelihood Model (ELM), 

developed by Petty and Cacioppo in 1986, and the Heuristic-Systematic Model (HSM), 

developed by Chaiken in 1980, claims that there are two meditational routes to 

persuasion, the central and peripheral (O’Keefe, 2002). ELM and HSM propose that 

when an individual’s capacity and motivation are relatively high, the said individual will 

carefully consider and evaluate the available information, utilising the central or systemic 

route. In contrast, when capacity and motivations are low, an individual will process the 

information on a more trivial level, utilising only the peripheral or heuristic route. This 

results in the individual retrieving simple schemas or stored decision rules to evaluate the 
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information being presented.  The ELM and the HSM hypothesise that attitude changes 

resulting from central or systemic processing will show greater persistence, resistance, 

and will better predict behaviour. The approach of this study will address the need for 

both the compelling stories and the supporting data to encourage the use and learning 

across the organization.  

In the Harvard Business Review article, Why Leaders Don’t Learn From Success 

(Gino and Pisano, 2011) provides a compelling argument for the approach to study a 

successful change effort.  Our desire to prevent failure drives us to learn from mistakes; 

however, our pride in success keeps us from digging into the details enough to uncover 

any issues that might become larger problems later.  Studying success is an easily 

overlooked leadership activity with five learning points recommended in the article: 1) 

Celebrate success, but examine it, 2) Institute systematic project reviews, 3) Use the right 

time horizons, 4) Recognize that replication is not learning, and 5) If it ain’t broke, 

experiment.  This study examines the success as well as identifies processes for learning 

that with a focus on understanding what deserves replication.   

Successful change leaders do things differently that sets them apart from leaders 

who are not as successful (Miller, 2002).  Personal change adaptability is the key 

determinant, according to Miller, and it appears to be both genetic and learned.  The top-

line indicators of adaptability include behaviors such as being optimistic, self-assured, 

innovative, collaborative, purposeful, structured, and proactive.  Leaders who adapt well 

in change are very focused.  Their focus tends to be demonstrated in two ways.  First 

"they lead fewer initiatives than their less successful counterparts and ensure that the 

organization is focused on their agenda."  And second, they tend to focus less on the cost 
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of failure than the benefits of realization. (Miller, 2002  p.365).  The best leaders in 

successful change efforts are very adaptable personally and model the leadership 

behaviors they want to see.   

Sternberg's Successful Intelligence sets forth that there are three aspects of 

intelligence, Analytical Intelligence, which represents the thinking required to solve 

problems and to judge the quality of ideas, Creative Intelligence, which is required to 

formulate good problems and ideas, and Practical Intelligence which is needed to use the 

ideas and analysis in effective ways in everyday life.  Sternberg states that, "The most 

successfully intelligent people are not necessarily the ones with the greatest degree of 

intelligence in any of  this three forms, they are able to capitalize on their strengths, 

compensate for their weaknesses, and make the most of their abilities -- all of which 

require analytical, creative, and practical intelligence." The leadership in this program 

demonstrated these three keys to successful intelligence. 

Literature Supporting Research Methodology.  The methodology used was a 

case study (Stake, 1996).  A case study is the appropriate approach in this situation 

(Neale, et al. 2006) because it provides the opportunity to more deeply understand the 

impact to the individual leaders of change efforts in organizations.  Because the study 

involved navigating patients away from the Emergency Departments at Presbyterian 

Healthcare Services (PHS) and into and clinically appropriate care venues that were also 

more affordable, there was a diverse set of leaders involved across the organization.  This 

allows us to gain insight into what leaders are learning as they lead large scale change 

efforts, and more specifically, what they learn when the project is successful.    
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The case study design used qualitative methods collected through individual 

interviews of the team of approximately 12 leaders who were involved as they 

successfully sought system-wide solutions to a complex and entrenched problem. The 

leaders involved were from a cross-functional team, representing the Emergency 

Department leadership, the physician practice leadership, the health plan leadership, and 

other representatives of the organization who oversee the system support areas that 

needed to collaborate in order to execute this effort. It was important to allow this team to 

explore and reflect upon their experience to determine if this effort required a 

transformation in their leadership approach in which they accomplished their goals to 

improve patient care and save the company millions of dollars, thus the methodology was 

appropriate for the study.   

Individuals were asked to identify their role in the change effort as part of the 

interview.  All interviews were conducted in compliance with international and national 

ethical research standard and were approved by the IRB prior to initiation.  The interview 

instrument is attached as Attachment B.   

Representation of the audible and visible data into its written form is an 

interpretive process which involves making judgments (Bailey, 2002).   Although audio 

and video recording was made of the interviews, only the interviewer's notes are deemed 

necessary to be transcribed.  Audio and video recordings were made for the purpose of 

clarification in the event review might be required to determine the meaning the 

interviewee might have intended to convey or to verify exact quotes. Extensive notes 

were taken by the researcher and transcribed, coded and analyzed. The recordings were 

used as a back up to the researcher notes.  "Decisions about transcribing are guided by the 
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methodological assumptions underpinning a particular research project, and there are 

therefore many different ways to transcribe the same data.  Researchers decide which 

level of transcription detail is required for a particular project and how data are to be 

represented in written form (Bailey, 2002)."   

Project documentation was reviewed including, quarterly reports for the initiative, 

team project meeting minutes, videos, and any other related reports or documents or 

plans that provide insight into the intention and actions of the change effort.  Scorecards 

and other measurement data that captures the impact and/or success of the project provide 

triangulation of the data that emerges related to the perceptions and understanding of the 

interviewees. 

A qualitative study to identify factors that emerge in change efforts in healthcare 

organizations is supported by a wide range of research and literature.  The literature 

review demonstrates the need for further study to understand how application of Change 

Management and Transformational Change, Distributed Cognition, Social Networks, and 

Leadership principles could be implemented successfully and if leaders learned from 

their participating in this effort. The case study approach is an appropriate methodology 

for this effort and the field is advanced by finding answers to the compelling question of 

the study "What do leaders learn as they lead successful change efforts?"   
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Chapter 3: Methodology 

A case study was utilized to apply qualitative analysis in the interviews of 12 

leaders who played a key role in the success of a complex change effort in a healthcare 

environment.  These leaders reflected upon what they learned and how it is influencing 

their current change efforts, they identified best practices that allow learning for others.  

The research question was:  “What do leaders learn as they lead successful 

organizational change efforts?”  This chapter will describe the methodology utilized for 

this study.  

Rationale.  According to a comprehensive review of Transformational Learning 

research, further study was needed in the field (O’Sullivan, Morrell and O’Connor, 

2002), to “explore further the role of adult educators in promoting transformative 

learning, and the training of “transformative educators”, to “broaden the outcomes of 

transformative learning and to explore the occurrence of ‘undesirable’ outcomes, to 

“explicate more clearly the nature of the connection (and eventually the lack thereof) 

between individual and social transformation.”   The design of this study broadens the 

outcomes of transformative learning and informs the development of training for leaders 

on transformational learning.  Any undesirable outcomes identified will be reported and 

any connection or lack of connection between the individual’s transformation and the 

transformation of the team will also be reported. 

Observational data indicate that the subject study was different than standard 

change efforts initiated within the system and that further study is warranted to 

understand what was different and if any lessons learned can be applied in additional 

change efforts.  Because the individuals involved are in a wide variety of leadership 
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positions with varying levels of experience, education, and span of control a qualitative 

study is warranted in order to understand the effort from the perspective of those closest 

to it.  The design of open-ended questions will allow a free-flowing dialog permitting the 

participants to share as things come to mind with respect to their experience in the 

program.  

Study Design:  Qualitative methods were used to explore what leaders learned as 

they sought system-wide solutions to a complex and entrenched problem in healthcare 

that overcrowding highlights: the high cost and lack of continuity of care.  The leaders 

involved were from a cross functional team, representing the Emergency Department 

leadership, the physician practice leadership, the health plan leadership, and other 

representatives of the organization who oversee the areas that needed to collaborate in 

order to execute this organizational transformation effort.  

Step 1: Participant identification: All leaders of the EDPN program were 

identified by the program sponsor. Upon gaining approval for the study from the sponsor, 

the names of the participants were provided.    

Step 2: Invitation.  The program sponsor , Dr. Mike, sent an e-mail inviting all to 

participate in the interviews.  Solicitation and invitation to participate in the program was 

requested through the program sponsor.  After sending the e-mail, the participants were 

contacted by phone and/or e-mail by the researcher to determine if they were interested 

and to arrange for convenient dates for a 1 1/2 hour interview.  Of fourteen leaders 

invited to participate twelve agreed to be interviewed.  
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Step 3:  Consent.  The participants signed a consent form provided in e-mail to 

them and either returned it through inter-office mail or signed it as the first step of the 

interview.  A blank copy of the consent is provided in the Appendix. 

Step 4:  Interview Preparation.  Personal interviews were set up with each 

participant. In preparation for the interviews, the rooms were scheduled, a video camera 

and an audio tape recorder were obtained to ensure that the interviewer could review the 

conversation with the least risk to the participants of repeating or impact to their time to 

call back for clarification.  A checklist was developed to ensure that the same interview 

protocol was employed for each interview.     

Step 5: Interview Process.  Each interviewee was asked the same questions.  A 

copy of the interview questions is provided in the Appendix.  An interview template was 

created for the researcher with the question at the top of the page to allow room for notes 

to be taken.  Video tapes were titled with the date of the interviews and back up audio 

tapes was used to ensure full capture of the information.   

Step 6:  Video recording.  The videos and synopsis documents for each 

individual were captured and organized for retrieval using a unique identifier and 

removing names. The files, recordings, synopsis documents, and documentation with the 

participant names were kept in personal password encrypted devices, and not available in 

organizational storage systems.   

Step 7:  Transcription of interviews.  All interviews were fully transcribed to 

capture the text and context of the interviewee statements.    

Step 8: Data Analysis  Utilizing a slightly modified version of Cresswell's 6 

steps for data analysis, a multi-step process of organizing (described in Step 8) and 
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analyzing data was utilized to find the deeper meanings of the data, to show the data, and 

interpret the data. Cresswell's six steps to data analysis are: 1) organize and prepare the 

data; 2) read through all the data; 3) code the data; 4) use the codes to determine 

categories and themes; 5) determine how the categories and themes will be represented in 

the qualitative narrative; and, 6) make an interpretation of the data for meaning. The 

approach taken was one Creswell recommends to report the data as a basic qualitative 

analysis.  The analyzed data revealed the factors that participants identified as significant 

and were reported in narrative style. 

Step 9:  Data Coding Process.  Written notes captured in the interview template 

were captured in Microsoft Excel.  The key statements were captured in the rows with the 

columns represented the question they were answering.  Each subsequent interview that 

was conducted was added to the bottom of the spreadsheet and their statements were 

added until all statements made by each participant to each question were captured in the 

column for that question within the same page on the spreadsheet.  Answers to each 

question were then captured by the rows as shown in the example below. (See Appendix 

for sample of Master Interview Notes). 

Table 1: Example of Interview Notes  

  Question 1 Question 2 Question 3 
Interview 1 comment 1 comment 1 comment 1 
  comment 2 comment 2   
  comment 3 comment 3   
    comment 4   
        
Interview 2 comment 1 comment 1 comment 1 
  comment 2 

 
comment 2 

  comment 3 
 

comment 3 
  comment 4 
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Upon entry of all of the interview notes into the spreadsheet, all of the answers to 

each question captured in the corresponding column were copied into a new page in 

Excel , i.e., all of the participant answers to the question, "What was your opinion of the 

outcome?" were copied and pasted into Tab G.  Each statement was then coded.  Many of 

the statements contained overlapping contextual meaning and received more than one 

code. (See Appendix for sample of coded statements).   

Table 23: Coding of Statements 

QUESTION: What was your opinion of the outcome? 
Line Statement Theme 1 Theme 2 Theme 3 
G1 comment Code Code Code 
G2 comment Code     
G3 comment Code Code   
TAB G 

     

A master list of the codes was kept as each key statement or comment was coded. 

A sample of the master list of the questions and tabs where the coding of those questions 

were captured is shown below.  (See Appendix for complete document).   

Table 3: Sample of Questions and Tabs 

Question Tab 
1.  What was your role in this program? F 
2.  What is your opinion of the outcome? G 
3.  What is your opinion about the changes that you implemented? H 
4.  Please describe the state or context before the change and what is 
different now. I 
5.  What aspects surprised you? J 
6.  What do you consider to be critical decision points? K 
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A description of each code is included in an aggregated document (See Codes in 

Appendix).  The codes were given headings to establish themes or patterns that emerged.   

Each statement was given a unique identifier.   

Table 4: Sample of Codes 

THEMES CODE 
Team   
Composition TCOMP 
Provider involvement TPI 
Enterprise collaboration TEC 
    
Communication   
Extensive dialog  CD 
Frequent CF 

 

Once the coding of all of the statements in each tab was complete, all tabs were 

combined to create a new complete list with every coded statement on an individual line.  

Statements with more than one code were given a separate line so that no row in the 

master list contained more than one coded statement.  The individual statement unique 

identifiers were maintained.   

Table 5: Sample of Codes on Individual Lines 

Line Statement Code 
G31 Positive in what was accomplished - very successful SO 
G32 Positive - this type of change rarely has all barriers removed SO 
G33 Positive - navigation  SO 
G34 Positive - lack of complaints SO 
G34 Positive - lack of complaints SPS 
G35 Positive - media response is good SC 
G35 Positive - media response is good SO 
 

Statements from the question "Please describe the state or context before the 

change and what is different now" were identified by using a "B" for statements that 
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related to the previous state and using an "A" for statements that related to the state post 

intervention.  

When combined, the master list contained 3450 individual lines of coded 

statements.  Pivot tables were created to capture all statements that were identified by any 

specific code.  The pivot table also identified the number of statements that were 

identified by any individual code.   

Table 6: Pivot Tables 

Code Count of Line 
PSA 218 
KL 170 
LM 147 
CD 143 
LD 116 
AS 109 
LCS 108 
LT 104 

 

Upon reviewing the statements in the codes, duplicates were removed and coding 

similarities were combined to create more clarity for the data represented.  These steps 

included removal of spaces on the original codes and deleting some codes for which other 

categories of codes were a more accurate capture of the information. Codes that didn't 

serve a purpose were deleted.   

All codes with over 100 statements were reviewed.  Upon more thorough review, 

three categories of themes emerged.  The code that was utilized most frequently was 

whenever a "Personal Shift to Agreement" (PSA) comment was given by participants.  

By way of explanation of the code, the use of "personal shift to agreement" was used 

because at the time of the interviews, during the capturing of the codes, it was not yet 



37 
 

clear what the extent of the was.  The term was utilized to capture a statement that some 

change or shift had occurred.  The statements coded PSA were reviewed and determined 

to arrange into four categories:  Trust, Leadership, Communication and Patient Focus.  

Table 7:  Sample PSA Coding 

LINE STATEMENT PSA TRUST LEAD COMM PATIENT  

M15 

(Leaders communicated) how 
the process would be different 
and why it's appropriate 1     1   

M16 

Listening was key.  The team 
would hear our concerns and 
then come back with ideas 
asking "does this fit, would this 
be enough to make you 
comfortable?" 1 1   1   

M17 
They formulated a plan that 
would win for all  1 1   1 1 

    Total Total Total Total Total 
 

Once the PSA codes were captured, those that were identified as relating to Trust, 

Leadership, Communication and Patient Focus were totaled.  The percentage of the total 

number of PSA coded statements in each category were then represented in the findings 

by the percentage of the total number of PSA coded statements they represented.   

The next highest codes were related to Success Factors and grouped together for 

reporting purposes.  Several codes were originally utilized to capture statements 

reflecting the impact of an Enterprise Solution, however; when all of those codes were 

combined and duplicates removed, comments reflecting a reference to the Enterprise 

Solution comprised a higher number of comments than any other single code.   
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Table 8: Combination of Enterprise Codes 

Code Statement Number 
TEC (Team) Enterprise Collaboration 55 
LE (Leadership) Enterprise Leader support 53 
BLS (Belief that changed) That leaders would support 23 
TA  (Trust) Shared accountability built trust 23 
YE (Yielding) Engagement of all in outcome 40 
SOL (Successful Outcome) Organizational Learning  89 

 
Starting total  283 

 
Total after removing duplicates  243 

 

The Enterprise Solution was reported as a Success Factor, along with the Leader 

Modeling, Difficult Decisions, Navigator Role, and Physician Involvement.  

The final section of codes relate to the answers provided to the questions about 

the leader characteristics the participants personally demonstrated.  These statements 

were coded to identify how the questions were answered.  The statements of participants 

described their ability to be Adaptable, Innovative, Collaborative, Optimistic, Purposeful, 

Confident, Self-Assured, and Proactive and were reported in the summary of Leadership 

Characteristics.   

Step 10: Findings.  Upon completion of the coding and development of the 

descriptive statistics charts that represent the code frequency, the findings from the data 

was reported in Chapter 4. Actual statements were used in the report to allow for the 

voice and context of the participants to more thoroughly describe their experience and 

learning.  As participants described their experience, they often used the names of other 

participants.  Not only were all names changed of the participants to pseudonyms, but the 

names of other participants were also changed as they described their interaction with 

each other.   
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Step 11: Analysis.  The data from the findings was analyzed to identify what 

leaders learned to more fully identify how key learning from the program supported 

themes in related research on change management, transformational change, distributed 

cognition, social networks, and leadership.  The program documentation and themes were 

compared and validated.  See Appendix for program documentation provided.  

Human Subjects/Research Sample. No children, prisoners, mentally ill or 

disabled people were included in this study.  Therefore, there are no precautions needed 

for these vulnerable populations. 

Informed Consent.  Participation was completely voluntary.  Even though 

management identified the participants and requested their participation, there was no 

undue duress or implication from management that the survey participation was required, 

and can be validated by the fact that 2 who were requested to participate declined.. The 

participants were given an opportunity to select out at the beginning of the survey and to 

speak "off-the-record" if they wished.   

Sample Population.  The entire population of leaders in the program were 

invited.  All of them participated except two, who declined, stating that the individual 

from their area who would participate could speak meaningfully for them, as well.  Patton 

(1990) guidance explains that qualitative research generally uses small sample numbers and 

asserts that are no rules for sample size in qualitative inquiry. "Sample size depends on what 

you want to know, the purpose of the inquiry, what’s at stake, what will be useful, what will 

have credibility, and what can be done with the available time and resources (p. 184).    

Triangulation.  In qualitative studies triangulation is essential to ensure that the 

information gathered can be studied from multiple sources to “confirm the emerging findings 

(Merriam, 1998). Interviewing all participants garnered information from all participants 



40 
 

created the ability to make interpretations that were credible by exploring consistencies and 

inconsistencies, similarities and differences across the enterprise (Lincoln & Guba, 1985). 

Program documents such as reports, presentations and conference papers were also reviewed 

to determine consistency with participant comments. 

The methodology that was utilized was an effective way to capture the participant 

feedback so that their learning could be identified. The coding was thorough and provided a 

summarizing framework for the findings.  The analysis situated the findings within existing 

research, and identified further research opportunities and implications for practice.  
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Chapter 4: Findings 

The purpose of this case study was to utilize qualitative analysis to interview 

leaders who played a key role in the success of a complex change effort.  As leaders 

reflected upon what they learned and how it is influencing their current change efforts, 

they identified best practices that allow learning for others.  The research question was:  

“What do leaders learn as they lead successful organizational change efforts?”   

As leaders work in the constantly changing healthcare environment, they are 

required to implement changes to processes and programs, healthcare protocols, and 

general management principles every day.  There is never-ending pressure to make 

adjustments and corrections to previously held practices and beliefs to lead their areas 

and time to reflect upon their experience is rare.  Change is an ever-present expectation 

and forceful taskmaster for leaders that does not always yield benefits as billed.  When 

comparing the change efforts led from a management perspective to reduce variation or 

improve efficiency, the kind of change discussed in this study was entirely different and 

demonstrates the importance of the leadership involved.  This was a transformational 

change effort and participants descriptions describe the role that leadership played in the 

success of the program.   

This project was successful by almost anyone's standards as demonstrated by the 

scorecard and program documentation in the Appendix.  The functional requirements 

were met but what this study seeks to do is to investigate what role the leaders played that 

supported the success of the program.   

The themes that emerged as a result of the interviews provide insight into what 

supported personal transformation, factors that supported the successful outcome of the 
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project and the leadership characteristics that supported the participants involved.  As 

leaders reflected on the program and their personal involvement, many of the themes that 

emerged overlap, support, relate and connect.  Not all relationships are described; 

however, the key themes are presented to demonstrate their relevance, not necessarily to 

demonstrate how they were interrelated.  Representative quotes from participants are 

provided to demonstrate the language and tenor of the responses.   

The first section in this chapter discusses the transformation of the individuals 

involved in the effort.  As they shared their initial state and how they transformed, the 

term used to describe the change was a personal shift to agreement. The term "Personal 

Shift to Agreement" comes from a paradigm shift (Kuhn, T. 1962) referring to a change 

in the basic assumption within the ruling theory of the individuals involved. Because the 

shift described was personal to the individuals it reflects their transformation from their 

original paradigm to a profound change in their fundamental model in which emergency 

care can be successfully delivered.  As the participants described their own personal 

experience, they described four key factors that were related to or responsible for that 

shift that changed.  These four factors are trust, leadership, communication and patient 

focus as shown in Figure 1 below. 
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Figure 2: Personal Shift to Agreement 

The second section of this chapter discusses what the participants believe made 

the project successful and what they learned about the importance of that characteristic.  

As they described their involvement and the impact of the program on their work, the five 

factors shown in Figure 2 below, emerged as important to the overall success of the 

program.  These factors are an Enterprise Solution, Leader Modeling, making Difficult 

Decisions, the Navigator Role itself, and Physician Involvement.    

 
Figure 2:  Success Factors 
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The third section discusses the leadership characteristics participants believe they 

demonstrated and importance of the characteristic to their personal leadership success.  In 

"Successful change leaders: What makes them? What do they do that is different" (Miller, 

2002) identifies adaptability as the key determinate of implementation success and the 

following characteristics of being optimistic, self-assured, innovative, collaborative, 

purposeful, structured and proactive as indicators of adaptability. When given a list of 

characteristics that successful leaders tend to demonstrate and asked if they demonstrated 

any of the characteristics (See Interview Questions in the Appendix), the participants 

used statements that described themselves as being Adaptable 31% of the time, followed 

by Innovative 17%, Collaborative 16%, Optimistic 10%, Purposeful  7%, Confident 6%, 

Self-Assured 6%, and Proactive 6% as shown in the figure below.  

 
Figure 3: Leader Characteristics 

 
Personal Shift to Agreement. 

The code most utilized to describe participant comments was "Personal Shift to 

Agreement."  This topic was the discussed among the leaders interviewed and presented 
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interesting reflections regarding the point at which they themselves shifted or what they 

observed as causing others to change. It was interesting to observe that while none of the 

participants stayed opposed to it, not everyone had to shift to come into agreement with 

the program.  The program itself was radical, changed the way care would be delivered in 

fundamental ways, and yet there were some who didn't have a transformational 

experience.  There were eight participants who did not experience a shift. These formed 

into two groups:  six who were already in agreement and two who did not need to shift to 

support it.  

Of those the participants interviewed who were already in agreement, four were 

the initiating core team.  Their comments about shifts in agreement were directed toward 

what they observed as what caused the shift in others because they were watching for it 

and were working to create the shift to agreement.  

In order to provide a background and context for the comments and perspective of 

the participants, they will be introduced here in relationship to their perspective on the 

change.  The names of the participants have been changed.   

Dr. Mike is the Executive Medical Director of Integrated Care Solutions (ICS).  

ICS was a new group that was formed to address some of the most entrenched and 

difficult problems facing the organization.  The EDPN project was the first large project 

the team sought to address. Dr. Mike had a long history in emergency room medicine and 

is well respected by physicians, Emergency Department staff and others within the 

organization.  His belief in and commitment to the EDPN program was evident and often 

referenced by the others interviewed.  As one who started the program, Dr. Mike did not 

need to shift paradigms as shown in his comment below. 
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(Dr. Mike, Executive Medical Director) I take on a project and I have no 
thought the project's not going forward and be successful.  In this project I 
felt very confident we could get over a few huge hurdles: getting the docs 
to trust us and administration to have our backs when things aren't 
working or there is a bad outcome.  The key to success is gaining trust.  
 
Linda was the Chief Financial Officer of the Presbyterian Health Plan prior to 

becoming the Vice President of the ICS team and co-sponsor of the EDPN program.  As 

an expert in financing healthcare and how it impacts Presbyterian specifically, Linda's 

expertise played a critical role in the success of the program.  Similar to Dr. Mike's 

perspective, Linda was convinced that the EDPN program was the right thing to do from 

the start. When asked if she was excited when she first started on the project, Linda's 

response was: 

(Linda, VP ICS) I was.  I like knowing that there's something we're going 
to solve, but we don't have it (figured out yet).  And a lot of people get 
uncomfortable with that here at Presbyterian.  It's like they want to know.  
And it's funny because it's not just people in the project, but I think as an 
organization, I know there are people who want me to have a 20 page 
detailed work plan of everything I'm going to do for the next 5 years.  I 
don't know what I'm going to do for the next 5 years.  I know that our 
inpatient utilization is too high.  I know that our complex patients don't get 
the care management they need.  I know we do way too many surgeries.  
Those are the things we know, but I don't know how I'm going to solve it.  
That would be like me saying 4 years ago that we were going to implement 
ED Navigation and not treat people in the ER.  There's no way I could 
have known.  
 
Originally on loan as the Black Belt to the ICS team from the Process 

Improvement team and having led many Lean and Six Sigma projects at Presbyterian, 

Phil became one of the original 4 members of the ICS team that launched the EDPN 

program.  His expertise in process improvement efforts at Presbyterian, his capacity to 

bring clarity to data, and with a deep clinical background, Phil was also in agreement 

with the program from the beginning as described in his statement below. 
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(Phil, Black Belt) An aspect that surprised me was the shift of highly 
resistant people to highly supportive people.  Both Dr. Darrell and Dr. 
Isabella are two of those individuals who were resistant (but became) 
strong advocates.  That was a surprise.  I was more impressed.  But my 
state of mind, I was optimistic.  That's what I do.  I'm a change agent.  I 
design programs.  I went in there knowing we would design a new 
program.  I guess I was optimistic that we would do something creative.  
 
Sharon was the only member of the ICS team who was new to Presbyterian.  With 

a deep background in Project Management methodology, Sharon was hired to work 

specifically on the EDPN project.  She stated that she took the job because it was 

interesting and presented a challenging opportunity to work on a very difficult problem.  

She was eager to bring her skills to bear on an issue of organizational and national 

importance and did not have any preconceived understanding that changed as shown in 

her comment below.   

(Sharon, Project Manager) I think I have a different perspective because I 
had just come to Presbyterian.  This was the first project that I was 
assigned to as a new employee to Presbyterian.  I'm not clinical.  I have 
had a project management, Black Belt experience prior to coming here.  
So one of the things I've always heard is that it's very difficult, a long 
process, to change things here at Pres.  I think I personally was very 
fortunate for this to be my first project because we had very dedicated 
people to it.  I think a large part of the success, the transformation part of 
it, is because of the leaders that were involved in this.  And I think that if 
you had people involved that weren't willing to really challenge and 
research and ask the tough questions that this would have been a very 
easy effort to say, "Ok, this is too tough.  We're not going to go that 
direction."  
 
(Sharon, Project Manager) (It was) transformational really seeing that 
change in thinking and ownership. That the project team is very invested 
and kind of see the big picture and the rest of the people that you pull in to 
be a part of the team - not quite there yet.  You see that shift of "What 
about this? Can we do that?" with a "No, no, no, no, no."  One day they 
came to the table and started pushing  "We could do more."  So that was 
an exciting thing to see as a project manager.   
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Two other participants in the study did not experience a shift because they were 

already in agreement in principle.  When presented with the program and opportunity to 

be involved, they quickly accepted the opportunity. 

At the time of the program's inception, Joe was the director of the Presbyterian 

Customer Service Center  (PCSC), overseeing more than 200 employees with the 

responsibility to answer customer questions about their care, billing, and benefits.  Joe 

helped to shape the formation of the PCSC as an enterprise function and was eager to 

participate on the EDPN implementation team as a Presbyterian Health Plan and 

Customer Service representative.  Joe's enthusiasm was, at least in part, because he was 

able to recognize that there was something different about this team and that they were 

going to do something special.  He wanted a chance to contribute to help shape 

Presbyterian for the better.  His comment below demonstrates that he was already 

amenable to the idea and looking for an opportunity. 

(Joe, Director PCSC) This was a concept that had been talked about for 
several years.  People say now they don't remember where this came from.  
I do know that having discussions with the President of the Health Plan, 
probably 18 months prior to this work, where he started talking about the 
Triple Aim and how the Contact Center really served as the integrator for 
the Enterprise.  When we say an "integrator" somebody who really looks 
at broad functions that are served from different business units and starts 
understanding the connection points between those different areas.  He 
and I discussed that actually a program where we could utilize CSRs in a 
function that would integrate on the delivery system in some manner.  We 
never really specifically discussed the ED, but I when this project kicked 
off and I was on the invite list for the project team I went in there and did 
not introduce this concept as, "Hey, I've got this solution for what we can 
do".  But they had innovative leaders on the project team.   I think that's 
one of the other innovative aspects: choosing the right people for the 
project team.  Then allowing the group to actually throw out ideas and 
discuss.  It was amazing how quickly that everybody in the room came to 
the agreement that in order for this to work there had to be a process 
solution, technology solution, but most importantly, a people solution, to 
make this work.  That's why the patient navigator was embraced.  
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A latecomer to the program, Marcia, stepped into the role of Interim Director of 

the Emergency Department during a period of leave for the acting director.  In that time, 

Marcia was able to successfully implement the program which had been stalled prior to 

her involvement.  When interviewed, she indicated that she did not experience a 

paradigm shift because she was already in agreement with the concept and program as 

shown in the comment below.   

(Marcia, Interim Director ED) My original state of mind when we started 
the program was, "This is awesome, this has been needed for a long time."  
Immediate engagement and immediately onboard with it.  Because being 
that nurse out in the department for many, many years and trying to 
manage your resources and you know that this patient is non-emergent.  
That it's something that could have been managed either tomorrow or with 
their PCP or in Urgent Care.  To already have those thoughts and then to 
have a process (to address it) was great in my opinion.  
 
It was just really a fun project for me in process implementation because it 
was easy to engage in. We were actually providing better care for our 
patients.  At the same time an attempt to alleviate the congestion of the 
ED.  It was a win-win from a nursing perspective based on trying to 
balance the emergent and the non-emergent.  Keeping one alive and one 
satisfied.  (Marcia, Interim Director ED) 

 
The last group of those who did not experience a shift to agreement are two 

participants who had oversight of programs that did not require a paradigm shift or 

change in their duties to support to program.  They thought it was an interesting program 

and they were glad to support the organization's effort, but the impact to them personally 

was not significant because it didn't really change much in their day-to-day lives.  

Tommy was a relatively new leader in the Primary Care and Urgent Care 

environment.  When he first came into the role, the program was already started.  He 

participated in meetings, acted as a liaison for communication, and supported the overall 

program. He describes his approach as open and interested as shown below.  
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(Tommy, Urgent Care/Primary Care Administrator) My involvement in 
this program started right as I started my current role. And I came from a 
business development role into an operations role so I had a very open 
mindset.  I didn't have any biases or anything to that effect, because 
everything was so new to me, essentially.  I probably did experience a shift 
in thought or feeling after I learned more of how the Urgent Care operates 
and I would hear comments from providers and from administrators that 
certainly shaped my thoughts.  But it was largely wide open to start with.  
 
As the manager serving between the director and a front line supervisor in the 

PCSC, Karen was involved on the implementation team.  Karen was excited to be 

involved and supported the efforts of the frontline supervisor.  She maintained the 

communication to and from the team related to her area of responsibility.  Her duties for 

the EDPN team were not substantially different than it would be with the physician 

billing group or primary care scheduling groups she oversees.  As a result, Karen did not 

experience a shift as she describes below.   

(Karen, Manager, PCSC) I actually came on board just after a lot of the 
work had already been started so I wasn't part of this program from Day 
1.  A lot of work went into building this team up front and before we 
actually deployed it.  So the time we went go live on that January day, 
then I was already involved with it, but it took so much just to get to that 
point.  I think, for me it was really exciting and I was real motivated 
initially, in the very beginning.  
 
There were four leaders who experienced a paradigm shift to come into agreement 

with the program.  Although all four experienced transformational change, two were 

more dramatic, one was more gradual change, and one experienced a later phase change. 

The two leaders who experienced the dramatic transformational shift were 

enthusiastic and effusive about the program when interviewed.  It would be difficult to 

find stronger advocates for the program now.  Their efforts significantly impacted the 

success of the program but they did not start from a perspective of agreement.  What is 

common between them is that they both experienced a transformational paradigm shift.  
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What is different is the willingness to entertain and explore the program when it was first 

presented as demonstrated in their comments more fully described below. 

At the time of program launch Dr. Isabella was the Assistant Medical Director for 

the Emergency Department.  A long-standing ED doctor, Dr. Isabella had a seen-it-all 

and successfully-resisted-it-all before attitude.  Her shift to agreement was dramatic . 

(Dr. Isabella, Asst. Medical Director ED) We were not going to do it.  I 
think I told Dr. Darrell that we're going to quit. We're going to quit over 
this.  We're not doing it. I've been in the Emergency Departments for 20 
years and we can sabotage anything.  I have this fond memory of me 
sitting with my feet up at St. Joe's and there was this administrator I hated 
and saying, "Well, they'll be gone.  I'm just going to do what I do and 
they'll be gone eventually."   
 
(Dr. Isabella, Asst. Medical Director ED) So I went from I wasn't going to 
do it to buying in over weeks and months of negotiating to being the queen 
of the navigation program. 
 
(Dr. Isabella, Asst. Medical Director ED) I've had doctors who, without 
me prompting them when we recruited new doctors, they say, "We do this 
incredible thing in our Emergency Department. We navigate patients."  
These are the same people who were like I was.  So it's interesting that 
now we use it as a recruiting tool.  It's a pretty dramatic switch. 
 
Dr. Isabella's change was dramatic, in part because it was so extremely resistant in 

the beginning. She wanted no part of the program, believed it was ill-conceived and 

would never succeed. 

(Dr. Isabella, Asst. Medical Director ED) We were told that Pres was 
going to do this project.  I was aghast, actually.  And I don't know if I said 
this, but I was quoted as saying "over my dead body." Basically what I 
said was that I can't sell this to the docs if I don't believe this so somebody 
better start working on getting me to believe that this is do-able.  Because 
it's not.   
 
As a highly qualified emergency physician, Dr. Isabella's resistance was not 

because she was belligerent, as it may have appeared. Change efforts can come and go, 

but meaningful improvements in patient care are quite rare.  Her comments below 
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demonstrate how she changed to agree with the fundamental way Emergency care is 

delivered, but also how she changed her view of the organization. 

(Dr. Isabella, Asst. Medical Director ED) (Now) I'm way more willing to 
listen, be thoughtful, think it through.  Where before, I think coming from 
the Emergency Room doctor standpoint, I was pretty black and white 
about how I did things and how we did things.  And I think some of it was 
there's a huge sense of powerlessness in this big institution and in our 
Emergency Department.   
 
(Dr. Isabella, Asst. Medical Director ED) Having an ability to actually 
create change that worked was huge.  Because people are always trying to 
do change and 90% of it doesn't work and you're still doing the same thing 
that you were doing.  And people come and go and they hire consultants 
and they have projects and people come in and it's all the same.  And 
you'll hear that all the time here.  I think to be part of something that 
worked was very exciting.  It makes me more willing to try to something 
else.  I think, having done it, the huge amount of effort to make it work is 
not put into most projects and they don't work.  And I think it's because of 
that. That it takes someone giving, you know, their first born, over and 
over and over again to make a project work.  If you want to make a 
project work you have to own it, you have to believe in it.  You have to eat, 
sleep and drink it to make it really work.  And you have to get people in it. 
 
When asked what caused her to change her mind, Dr. Isabella's responses include 

descriptions that other participants also attribute as key to the effective leadership of the 

team that are more fully described later.  Dr. Isabella's interview was especially telling 

because she had spent time in reflection and understood what happened to her. She 

openly acknowledged her transformation, knew what caused it and what the personal 

implications were to her career. 

(Dr. Isabella, Asst. Medical Director ED) It probably it surprised me more 
than anything how I came around.  I think a lot of it had to do with the 
Core Team with how they dealt with us.   
 
(Dr. Isabella, Asst. Medical Director ED) The team got it that they had to 
work with us or it wasn't going to work.  I think they understood that they 
had to have that buy in from us - Dr. Darrell and me and the nurse 
administrator, who probably never bought in.  And then it was sort of our 
role to get buy-in from the docs.  And they helped us with that.  They tried 
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to have barriers, but we saw through that.  So we (Dr. Darrell and I) were 
dogmatic about it like, "The physicians won't do it if you do this." They 
kept saying, "Ok, so we'll do that." So they not really capitulated, but they 
heard.  Because we were experts on our positions.  I felt like they listened. 

 
When asked if her participation in the project affected her adaptability in 

general, Dr. Isabella's response was: 

(Dr. Isabella, Asst. Medical Director ED) It's not too big to say it's 
because of this project.  It may be this project and it may be Dr. Mike.  
Because I met Dr. Mike because of this project.  It totally changed my 
career.  I went from a working Emergency Department Physician, to an 
Assistant Medical Director to a full-time physician administrator.  It's 
almost too strong to say it's because of this project, but that's sort of 
where that happened.  I've completely switched career paths essentially. 
 
(Dr. Isabella, Asst. Medical Director ED) I'm now the director for Case 
Management. After the navigation program, after he (Dr. Mike) moved on, 
he hired me to do his job. I ended up taking his job, which I had no 
experience in.  I'm (also) the medical director for the Transfer Center.  
What I tell people is he comes up with the ideas, somehow I'm the one who 
has to make it all work. 
 
By contrast, Barb didn't object to the program when she was presented with it.  

She quickly came into agreement with the idea.  She was a Customer Service 

Representative (CSR) with a reputation for putting the customer first.  When she was 

approached to explore the role of the navigator, her decision was an easy and quick, 

"Yes."  She was transformed by the experience in the Emergency Room.  What she came 

to understand about the customers she was serving changed her view of her role to be 

more compassionate and less judgmental as her comments below demonstrate. 

(Barb, Supervisor PCSC) When we first started it was a pilot program. I'm 
like, "You want me to be a part of this group? Sure.  I'm up for a change.  
If it gets me off the phones it's awesome - not knowing what I was walking 
into."  Five PCSC reps were chosen from different units within the PCSC.  
There were two from Scheduling, there was one from Health Plan 
Services, and there was one who managed the Manage Growth piece of 
the process from our department and then I was from Patient Financial 
Services.  It was maybe six months into the program, I became a 
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supervisor.  I didn't realize the seriousness and how much we would 
change the culture in the ER.  I think being in that leader role I learned 
that early on and how important this was...this was special. This was 
changing culture as we knew it.  My director had been a mentor to me.  I 
had it in my mind that there was no way I was going to let him down.  And 
then when I knew how big and special this project was and how many 
stakeholders were there.  I was going to do whatever it took to make this 
work. 
 
(Barb, Supervisor PCSC) This was a big change in the ER.  You're talking 
about a clerical type of position living in the clinical world and it was not 
accepted.  Our background is customer service.  We've been here for a 
long time but we've only provided that service over the phone.  It's a 
totally different experience.  We're on the front lines now.  We're dealing 
with patients who were feeling sick and we've never experienced that 
before.  So when we walk them through the process and we get them to 
where they need to be it's just that sense of helping these patients get to 
where they need to be.  It's like social work, in a way. 
 
After being asked if she experienced a shift her thoughts, feelings and/or actions, 

Barb compared her previous view of customer service to how she sees her role now. 

(Barb, Supervisor PCSC) "Presbyterian provided you a service and we're billing 
you because your insurance left you this responsibility.  How can I help you pay 
that?  This is still your balance.  We provided you a service."  To me this is a 
business.  "You received your services now you've got to pay us for the services 
we provided to you."  After knowing what walks in and out of the ER - it's a whole 
different type of customer service that I want to provide to these people. Whether 
it be a person who is financially stable to a patient who is sleeping under the 
bridge tonight. It's not just about medical care anymore.  It's about helping that 
person.  I don't pass judgment on a patient who could be drug-seeking or who 
actually really needs to be there.  I mean, we see everything.  Everybody deserves 
the same respect regardless of what issues they're going through.   
 
(Barb, Supervisor PCSC) I think it was just the whole thing.  Being in that 
environment.  Because you see so many different things, the patient just had a 
baby in the parking lot to somebody coding in the ER and their family grieving. 
From one extreme to the next.  I think it's changed me.  And my team.  
 
As the Medical Director of the Emergency Department, Dr. Darrell, shifted to 

agreement more gradually.  A thoughtful leader, who made it a practice to listen and 

respond to the physicians, he was being asked to change everything he believed about 
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how to deliver emergency care.  His comments below demonstrate how he learned how 

to take what he already valued and apply it in a very high-consequence situation.  As a 

result, he came to agreement with the program and is maintaining successful 

implementation.  

(Dr. Darrell, Medical Director ED) The role that I played initially was 
one of a skeptic.  In the explanation of the whole process, it became clear 
that not only was it the right thing to do because we need to make it an 
affordable and sustainable model, but also the fact that there was a lot of 
willingness to listen to concerns. 
 
(Dr. Darrell, Medical Director ED) I was surprised by the willingness of 
Dr. Mike and Linda to listen to our ideas, to understand and to say they 
accept that if we can't get this in place, for instance if the navigators could 
not get our patients seen within 12-24 hours, then the whole program 
would be put on hold.  We had a tremendous amount of input, a lot of 
ability to stop the program - essentially pull the cord and stop the line - if 
there was a safety issue. That has never, never happened before.  They 
would say here's a program and if there's a problem we'll try to adjust and 
try to work with it but it will continue.  What (this) did was give us control.  
It gave us the ability to say, "We're going to do this program but under 
these conditions and if these conditions aren't met, then we can stop the 
program until they are fixed.  That's what enabled...control that I don't 
think has been there before.  There was comfort in knowing that there was 
a safety valve.   That allows you to do a lot more, I think, with pushing 
people out of their comfort zone when they know in their back pocket they 
can stop it if they need to. 
 
(Dr. Darrell, Medical Director ED) Prior experience with other 
programs, where you've had the flavor of the month and you bust your butt 
and it's quickly forgotten about.  We've never been listened to, we've never 
really had a significant impact on how a program is developed, we're 
never really brought in early on in the process.   
 
Dr. Darrell's role became important to give a voice to the providers and to 

be able to convey concerns and barriers to the leadership team.  His ability to 

articulate the issues in language for both staff and leadership was critical to the 

team's ability to address the concerns because he fully understood what was at 

stake for the physicians as well as the organization as shown below. 
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(Dr. Darrell, Medical Director ED) So with that background (flavor of the 
month) why would this be any different?  On top of that, here's this risk - 
you're actually not going to treat patients.  Well, we got into medicine to 
treat patients.  So there was significant risk in my mind in doing that: the 
safety of the patent, safety of the provider. If you have a physician that 
ends up in litigation, the impact of that is so significant on every aspect of 
their life.  In their personal life, there's self doubt, there's worry, anxiety, 
am I going to miss something again?  All sorts of stuff.  But then there's 
the work environment.  For the next 3-5 years, they're going to cost so 
much more because of the work up their going to do on every patient 
because they're worried about litigation.  To the point that they're going to 
order tests that aren't medically necessary because they're going to be 
worried about the slimmest chance that there might be something going 
on. It decreases your efficiency.  It's huge.  So when I say it's a risk to the 
physician, it's a lot of caveats in there. 
 
(Dr. Darrell, Medical Director ED) When we first implemented the 
program, for the first 3-6 weeks, we said, "We have this program and this 
is not considered an emergency.  I'm going to treat you this time, but 
understand that in the future, this is not the appropriate way.  I'm going to 
send you to the navigator who's going to help you get into an 
appointment."  That helped us with some for the frequent flyers to help get 
them into the program.  But it also helped us, more importantly I think, 
ease ourselves into the dialog with the patient to help them understand the 
rationale for that.  
 
Because of his involvement in the program, he was able to see how the 

program progressed from the very beginning through the implementation which 

he continues to manage.  He describes his transformation as gradual.  

(Dr. Darrell, Medical Director ED) I don't think it was one thing.  I think 
it was the cumulative effect of all those things.  But if you had to nail it 
down to one thing, I think it was that we were heard and our concerns 
were addressed. That's a distinction from all the other programs.  If you 
already have your ideas and you're not going to listen and if you're just 
going to push it forward, I'd rather you just push it forward and not bring 
me along and make think that I'm going to have some sort of input.  But 
when I actually see things shifting because of different things that I would 
say, then you come to realize that this is different and it piques your 
interest, but it also gains your trust. 
 
The director of the Emergency Department, Denise, openly supported the 

program during the interview, even to the point of giving a presentation at a conference 
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on the success of the program in the weeks just prior to the interview.  She had been 

away from the program for more than 6 months, having moved to another job with the 

organization away from the Emergency Department after having been in leadership there 

for more than 20 years.  Her responses represented a combination of a complete paradigm 

change with hints of underlying concerns that did not appear to be resolved. 

(Denise, Director ED) I think that we made some good changes.  It's 
definitely something that we'd never done before.  It really did push the 
limits of tolerability - I don't know if that's a word, but - acceptance as far 
as providers and nursing staff, particularly in the Emergency Department, 
being comfortable sending patients elsewhere. We did a lot of checks and 
balances.   
 
(Denise, Director ED) We did a very extensive risk analysis and risk 
mitigation plan. We thought up every scenario you could possibly think of 
which was very time-intense.  It was very tedious. Some people thought 
that we were just stalling and borrowing trouble.  But in the end when we 
all met to talk about we did and were glad we did.  That's one of the things 
that we did.  Because we were able to avoid any bad outcomes with 
patients and had mitigation plans in place if something would happen.  
 
(Denise, Director ED) So the changes that we put in, we knew that if there 
was poor outcome, we could stop the line right there and re-evaluate.  And 
that ability to stop that was at the level of the charge nurse.  So people felt 
comfortable with being able to keep it safe for patients.   
 
(Denise, Director ED) The changes that we made really embraced the 
integrated healthcare system that we're a part of.  I truly believe that this 
would not have been possible if we did not have an integrated healthcare 
system to work with because we were able to work with Finance.  We were 
able to work with the Health Plan.  We were able to work with PMG. You 
know all those different parts of the organization were able to pull 
together to help pull this off.  And to make it work. And again, I believe it 
was the right thing to do.  I really do believe it was the right thing to do.  
 
When asked if something specific influenced her decision to make the paradigm 

shift she identified several things that influenced the shift for her shown below. 

(Denise, Director ED) I think that one thing that was different was that 
(the CEO), from the very beginning, challenged us with this project.  
When we came back to him with our suggested solution, he embraced that 
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and supported that and made it very clear that all the other leaders would 
support that as well.  And that we as an organization would move forward 
using our integrated health care system to be able to make this happen. 
 
(Denise, Director ED) I think one of the big changes for me was the 
conversation I had with Dr. Mike when we were able to reach consensus 
and agreement on who was going to do the medical screening exam.  That 
was an incredibly important piece and the project was either going to fail 
or succeed based on that.  That was such a huge, huge patient safety issue.  
And also it was going to (decide if it would) fly with the nursing staff and 
the providers. So to be able to work that through wasn't easy. Dr. Mike 
and I had a mutual respect.  It was sort of a running joke that he's an ER 
doc and I'm an ER nurse and so we're not going to agree on some things.  
Which is true and part of the reason we don't is because nurses tend to be 
extremely patient centered - not that physicians aren't, but sometimes 
(nurses are) almost to a fault.   
 
(Denise, Director ED) That was a big change to be able to see that it 
wasn't it all predetermined and that there was room for negotiation and 
that when folks could sit back and listen to each other.  Sometimes it was 
hard to listen because part of the issue on this team is that you have non-
clinical people and clinical people and one is from Mars and one is from 
Venus.  And often times to get across that communication gap was difficult 
because sometimes clinical people come off being emotional and you 
know, not having a lot of data to support what they're saying, but they 
know it's the right thing and they feel it's the right thing, versus someone 
who's used to counting numbers and dollars. 
 
(Denise, Director ED) Being able to bring some life into those numbers -  
looking at that list of acuity codes that we should be able to navigate - 
going through those one by one and saying, "This is the person that's got a 
broken ankle and can't walk on it.  They've got to have it splinted.  They've 
got to have crutches."  I mean sure it's a low acuity code, but you can't 
send them without treating them.  Bringing some of those things to life and 
saying, "Sure I can send someone that's got burning with urination out for 
12 to 24 hours.  I'll be miserable, but I can do it."  But the other thing was 
to have the physicians involved, too.  Both on the primary care side and 
the ED side too, to carry that through. 
 
(Denise, Director ED) I think that the trust developed.  As we worked 
together that we were really trying to solve it together. And where for me 
that trust really melded was when we did the risk mitigation plans.  And 
we'd go to (senior leaders), and say, "Okay, this is what could happen.  
Are you willing to go to the mat for this?"   Are you willing to risk a 
$50,000 EMTALA fine.  And (they'd say) "Yep", so (I'd say), "Ok."  So 
that's the level it was at for some of these decisions.  "Are you willing to 



59 
 

deal with a Department of Health complaint?" (They'd say), "Yep."  To see 
that and know that and work through that they were interested in patient 
safety as much as we were and willing to make it work as much as we 
were. 
  
(Denise, Director ED) The key thing is that it was the right thing to do for 
our patients.  Because it's getting them to the most appropriate venue of 
care.  And by appropriate, I mean, cost effective. But also where they can 
get the kind of care, continuity of care, preventive health care.  Some of 
them didn't even know that they need it.  And they've never had that level 
of care before where they had that relationship. I really think the key to 
this success is the ability to improve the care. And that sounds kind of 
funny, but by navigating away from the ED, we have improved their care, 
but we have. 
 
While the direct responses to questions about shifting were affirmative, there were 

other comments throughout the interview that indicated lingering concerns that didn't 

appear to be resolved at the time of the interview.  

(Denise, Director ED) I don't know that I feel that I received the level of 
support from my direct leaders as far as the time commitment. On the 
surface it was given there, but there was no decrease in expectations of 
what I was supposed to do with other stuff.  At times (I) was called out for 
not being at something when it was because I was doing this. 

 
(Denise, Director ED) There was a hidden agenda that I was trying to 
figure out what was really going on.  And I think it was very 
uncomfortable because we were told that this would not be a data-driven 
process.  And it was like, "What do you mean?  This is Presbyterian.  It's 
not going to be data driven?  We have to use data to go to the bathroom 
around here." And that we would not be using any of our typical process 
improvement.  We wouldn't be using Lean, we wouldn't be using 6 Sigma.  
We wouldn't necessarily be doing PDSA.  We were just going to go do 
this.  Because we were under a strict time frame and we just needed to get 
it done.  
 
(Denise, Director ED) So that made a lot of us nervous, me included, 
because it was like, how are you going to know that we're going to do the 
right thing?  We're just going to make something up?  How do you know 
it's really the right thing to do? But I also think, that being said, the 
importance of what we needed to accomplish was very clear.  I think that 
the urgency and the need for change that was very clear going in.  
Probably more clear for this project than for any other project I'd worked 
on. 
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When describing the leadership characteristics she demonstrated, Denise did not 

mention adaptability, even though there were follow up questions about it.  She was silent 

when discussing adaptability as being a component of her personal leadership repertoire.  

She discussed other characteristics she did possess, but perhaps most telling was that she 

did not appear to believe she was adaptable.    

When asked what they believe caused the shift in agreement for themselves or 

others, the role of trust, the team itself, communication, and patient care as the focus.  

These themes are very interrelated and often appear in the interview quotes together; 

however; each theme represents important ways in which project success was achieved 

and are discussed separately here to highlight the importance of each.  Percentages 

reported are the descriptive statistics representing the number of times statements 

received the code identified.  The totals exceed 100% because many single comments 

contain a reference to more than one of these themes.  

Trust. The trust that participants describe was telling and pointed to the 

leadership of the effort. When asked why they or others shifted, participants pointed to 

trust in 55% of their comments.  
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Figure 4: Trust 

Trust played a critical role for the leaders.  Although they described a number of 

different reasons for why they came to trust the project and the leaders, participants could 

describe with great clarity the role that trust played to themselves personally, the 

importance of trust to the success of the project, and how it critical it was for staff. A 

sample of their comments are below. 

(Denise, Director ED) I think that the trust developed.  As we worked 
together we were really trying to solve it together.  
 
(Dr. Darrell, Medical Director ED) When I actually see things shifting 
because of different things that I would say, then you come to realize that 
this is different and it piques your interest, but it also gains your trust. 
 
(Dr. Mike, Executive Medical Director) It's taking time, but they had to 
see it happen. They didn’t trust the system there are other reasons they 
just didn’t trust the system from historical reasons or past experience here 
and elsewhere that people say one thing then things flip and things turn or 
people leave.  We had to gain their trust by being there every time there 
was an issue or problem.  
 
(Linda, VP ICS) How you communicate to the physicians, if you rely on 
our standard mechanisms, it doesn't work.  One of the things we learned is 
that we will not rely on anyone else to go talk to the doctors.  And there 
was something where we relied on someone else and it was a disaster and 
we said we're going to go back to doing it ourselves.  I think it's the 
personal touch.  I think it's really knowing a lot about what you're 
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explaining to them.  I couldn't do it without having a physician partner.  
He really is the face for the physicians.  And that really makes a difference 
because I can't talk to them in the same way.  He can say things I could 
never say and he can challenge things I could never challenge. So when 
we talk about communicating we try to fit it in a bin that seems like we 
have a goal of getting something done by X and we only have this date and 
we can communicate and we may not know enough about it and we're 
trying to rush things.  I think that because we're in meetings so much that 
we're not available to people.  Not really.  We're just in meetings all day 
long.  And so that communication that you get by being out - it doesn't 
really happen in the same way.  
 
(Linda, VP ICS) The easy thing to say is "it's not affecting you and the 
data shows it."  The hard thing to do is to pull all the data and go out and 
say, "Ok, this is what it really is." It took a lot of extra time to do that. And 
I think our normal tendency is to say, "It's not really impacting you" or we 
really wouldn't address it at all. We'd say we don't see it so we're just 
going to ignore it. But by going out and sitting down with them and 
looking at the data and taking all that extra time, it just kind of deflates the 
emotion around it.  
 
(Dr. Mike, Executive Medical Director) Unfortunately there hasn’t been a 
lot of trust for a lot of reasons.  Most emergency physicians don’t trust 
organizations and large administrations because they usually are the ones 
that get all the issues when things don’t work in an Emergency 
department. I think the key is that you will support them and if they say 
something isn’t working that they recognize it the same way I recognize 
that administration had my back and that we will have their back.  How do 
you build that? You sit down talk to them and give them your examples.   
When they bring up issues, you address them in real time, you don’t wait 
24 or 48 hours you walk down that day (and say,) "I got your thing.  It is 
going to take me a couple of days to get back to you on this, let me look 
into it."  Or, "I disagree, let’s talk about it and understand what your issue 
is.  I am not appreciating your issue. Let me understand it so I can address 
it."  If you let things go a week or 2 or 3 weeks it just smolders and it 
becomes, "These guys don’t care." Whatever that issue is, it is 100 times 
worse and then it becomes that much more to address it.  Dealing with 
things in real time is critical to gain trust as well as to deal with problems.   
 
(Dr. Darrell, Medical Director ED) We've all gotten to know some of the 
deep seated feelings of physicians.  Late adopters and why late adopters 
and getting through those dialogs and why do you think it's not the right 
thing to do and let's think about different ways to approach this. Your 
fears.  At that level, that develops a level of trust between the two that are 
having that conversation. So that gets them to understand that I'm the type 
of leader that I am.  And builds the bonds of trust so that in future 
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programs they know where I stand and what I'll do to back them up. I 
think that's significant.  
 
Leadership.  The team composition was unusual by Presbyterian standards.  This 

project was started by four highly-skilled, deeply-experienced, and like-minded experts. 

These four were the founding leaders of the Integrated Care Solutions team which was 

chartered to develop solutions to difficult organizational problems to deliver better care 

and reduce costs overall. The subject of this study was the first project they undertook to 

meet that objective. 

 
Figure 5: Leadership 

When asked why they or others shifted, participants described the team as a driver 

in 49% of their comments. Themes that relate to the team leadership include the strength 

of the four originating team members, the role of data, the role of process, speed and 

enterprise representation.  

(Sharon, Project Manager) I would say that selection of leaders to 
sponsor the project was probably number one - and continues to be - the 
biggest decision. Dr. Mike and Linda demonstrated sponsorship in every 
sense of the word.  That was important. They were working leaders.  They 
were present.  They participated.  They understood the clinical and 
business issues.  
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(Joe, Director PCSC) I've worked on other programs that involve clinical 
staff and changing the work flow in the clinical setting.  If you don't have 
physician engagement - which I think was one of the key aspects to the 
success of the program was having a business leader and a physician 
leader.  
 
(Linda, VP ICS) I think being successful gave us, not just members of the 
team, but others, a lot more confidence in really challenging some of the 
pre-conceived notions around regulatory requirements and other things.  
So we push a lot more and research a lot more on our own.  And then I 
think it really freed up the providers to say, we don't have to do this (treat 
patients in the ED).   You know there is an alternative way.  Seeing the 
possibilities and seeing all those barriers we create for ourselves can 
really be removed if we choose to do it. How we approach this type of 
change is different now.  
 
Delivering health care generates a phenomenal amount of data in complex 

and sometimes inaccessible systems.  In previous projects, data was primary used 

after the fact and not available in the ways that helped to support a change effort. 

The role data played in the leadership of this project was that it was available in 

real time and to those who needed it.  It met a statistical rigor that could be trusted 

as accurate and was verified as appropriate from a clinical perspective. 

(Dr. Isabella, Asst. Medical Director ED) It takes a huge amount of effort 
and then you have support people to make a project work.  So that team, 
more than any team I've ever had, are smart in their support people.  I 
never did data.  I don't do data.  I hate data.  And now I don't do anything 
without Phil.  To have data, to understand how important data was, to 
have project managers, to have people run meetings, all that support that I 
had never knew existed and never had was huge. The team Dr. Mike and 
Linda have created, that's big. You know I didn't have to run the meetings, 
I didn't have to take the minutes.  I don't have to worry about every detail.  
That's huge as a leader. So it takes an enormous amount of work as a 
leader and an enormous amount of support.  And good support.  The first 
time I gave a navigation talk I called and someone gave me the 
PowerPoint and I almost passed out like I had no idea that you could have 
support and someone would call where you went and they'd put the 
PowerPoint up for you!  Oh my God.  
 
(Denise, Director ED) Having Phil as our Black Belt - even though it wasn't a 
black belt project - what he was able to accomplish with access to data, with data 
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collection, reports, data analysis, helping us make sense out of some of those 
things, and bringing in information that we wanted.  Because even though it 
wasn't a data-driven process, we did use data.  We just didn't let it slow us down.  
 
(Denise, Director ED) Phil was very valuable in some of the initial chart 
reviews because there was a lot of tedious work involved in this project.  I 
don't know - I can't even tell you how many patients we navigated.  He 
went back and looked at every single one of those patients, their chart.  
(He) even looked at days of patients to see if we missed anybody that we 
could have navigated to give feedback on his statistical analysis of how 
patients did we really navigate and where are our opportunities.  
 
(Dr. Isabella, Asst. Medical Director ED) A good example was that 
Primary Care docs said it's really going increase our no-show rate.  
Because they aren't going to show up.  So Phil collected data and found 
out that 75% of the time these patients do show up.  They have a lower no-
show rate than regular patients. So that's an example of that he was able 
to do.  
 
(Denise, Director ED) Their information allowed us to say, yes we do 
have access.  And we are sending X number of patients, and we're not 
overloading Urgent Care with all these patients.  So having that data, 
considering we didn't have an electronic medical record, we were getting 
data that's 24 hours old.  And docs were getting them weekly.  When you 
consider how un-automated we are, that was really remarkable.  
 
(Joe, Director PCSC) We thought we knew (why patients come to the ED) 
- because they're lazy, uneducated, don't want to go to take the time to get 
established with a Primary Care physician - so all these assumptions that 
the ED is just being used out of convenience.  What we came to discover 
was that our own processes and structure and systems within the 
organization actually was driving behavior of the patients to go to the ED.  
You're dealing with someone that's a parent of 2 children that works a job 
from 8 in the morning to 6 at night and is being told that if you take off 
from work that you're not going to have a job, where else is that parent 
going to present? I often go back to one of the CEOs comments that we 
cannot do better than our community as Presbyterian - meaning that we 
have to make sure that we are really meeting the needs of the community 
and for me it just highlighted looking at all the reasons people were 
coming to the ED.  I think one of the key things around this project that 
was so successful about the changes that we implemented was that it was 
that it was the first time where we really looked at the data in an 
intelligent way and built a very robust data collection system so that we 
asked every patient that we navigated or sent to the patient navigator, 
"Why did you come here?"  And patients were very honest, they were 
saying, "Well, I work until 6:00 PM and I'd lose my job if I came here and 
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took time off work." " I don't have transportation to get to a primary care 
physician."  Whatever the reason was. "I tried to get into my primary care 
and they told me the next appointment was going to be 8 weeks from now. 
I'm sorry, I need medical care now." "I don't have healthcare insurance, 
but I need to be seen."  "My benefit for this medication is cheaper if I 
come in the ER as opposed to primary care physician." The navigator 
position is really about interviewing and determining needs and doing a 
needs assessment and then connecting them with resources. The benefit of 
doing this at a grassroots level with the patient navigators who are really 
customer service reps (who) understand how healthcare works and they 
have access to all the systems.  The great thing about this is that as they 
were doing these interviews, they would identify something like a 
transportation issue.  Now we buy bus passes for folks and we send them 
to a primary care physician and give them a bus pass to and from the 
primary care physician office so that they can get established.  But really 
identifying the issue based on the customer and then (the representatives) 
designed the solution themselves.  
 
Process management is critical in the delivery of care because it enables 

consistent actions that have been proven to generate positive clinical outcomes.  As a 

result, the approach to process improvement is rigorous and important to ensuring that the 

highest standards of quality are met.  The process improvement efforts at Presbyterian 

had become a high priority in the years just prior to the implementation to the EDPN.  

Teams of process improvement experts had been assigned to study and improve 

processes in the delivery of care so that it was more consistent, cheaper and streamlined.  

A standardized approach was established and numerous improvements were made 

enterprise-wide.  The leadership approach for the EDPN program was different in 

significant ways because they chose a more discontinuous approach.  One way this was 

demonstrated was that if the tool wasn't working, they discarded it and used another tool 

to serve the project.  This was important in the team's ability to move quickly, effectively 

and successfully to implementation.   

(Sharon, Project Manager) One of the big things that as a project team 
was very beneficial for us was having the flexibility to change course.  We 
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talked about going down a different path that we didn't necessarily project 
on day 1.  We had the flexibility within our group to address those issues 
whereas if you're following a very strict project management framework, 
or Black Belt framework, I think often times that they'll say - no that's out 
of scope.  That's scope creep.  We can't address that.  We'll have to put 
that on the table for the next initiative.  I say this as someone who in the 
past has followed very rigid expectations.  I think that's one of the things 
that (we) were empowered to do - to navigate the project using the tools 
that best fit the situation.  That also helps us in choosing the right tool for 
the project.  The ability to choose the right tool for the situation - if you're 
following a project management framework and or a Black Belt project 
and here are your 40 steps.  You can't go to number 4 until you've checked 
1, 2 and 3.  The ability to say, we talked about step 3 but we can move 
straight to 5, 6 and 7.  Having the ability to tailor the tools to the needs of 
the effort as opposed to following a very rigid check all of these 40 boxes 
or you can't have a successful project. I say that consciously in the sense 
that structure is very important.  The ability to have flexibility was very 
critical - to allow the structure to suit the needs.  
 
(Denise, Director ED) Having a project manager - having Sharon - she 
was amazing.  Absolutely amazing, but just looking at her role at keeping 
us on track, she was a slave driver. She was very kind, but she sent out 
that list and you had to update it.  But she very gently kept us all on target 
and kept it all on time.  You can imagine this group of people didn't 
exactly stick to the subject either because we'd all go down little rabbit 
holes, but having that person there that it was her responsibility to run the 
project to keep us on time, not only in the meeting, but also on the big 
timeline.  She also could be our go-between with the senior leaders of the 
project if we needed extra time.  
 
As momentum began to build, the speed with which the leadership team 

responded and addressed issues increased.  Comments below by participants indicate 

their awareness of the importance of speed, the indicators of the speed that they 

recognized, and how it affected them personally.  

(Phil, Black Belt) Another thing that surprised or impressed me was the 
speed in which we deployed.  The team were really the key drivers of the 
initiative.  There was extensive synergy amongst the 4 of us. We brought a 
lot of experience to the table.  I did not follow the standard approach to 
deploying so I had more latitude and was able to utilize tools and 
techniques as they were needed and I didn't have to go through the same 
level of oversight that other projects have which allowed us to function in 
a more rapid fashion.  
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(Phil, Black Belt) (It was) more like (we) used a tool to the extent that it 
was needed. Once I gleaned enough information using one approach or 
tool, I could then take that information and move on to the next thing and 
then I could then progress through that. The decision that we wouldn't 
have green belts on the project that had to certify because then you have 
to cross every T and dot every I.  Having experience leaders leading these 
processes we just did what needed to be done at the time.  I think that was 
a critical decision point.  
 
(Phil, Black Belt) (Knowing when to stop using the tools) absolutely 
allowed the speed.  I remember talking to someone else with training as a 
black belt and showing him my timeline and he couldn't believe the speed 
from which we were able to go from our first kick off meeting to the pilot.  
It was like wow!  In my mind that speaks to momentum but that also 
speaks to not having to use every tool in the toolbox and not having to put 
together PowerPoint slides to show what you did. It's the leadership, the 
ownership, it's the continued improvements because of their continued 
oversight.  
 
(Linda, VP ICS) I actually saw the value in taking a step back.  I saw 
value of slowing down, listening.  And it doesn't mean I totally changed, 
but I recognize it more now than I did.  I watch for it more in other 
projects. Presbyterian's Integrated Care model had been in place for 
many years, but the full force of working as an Enterprise was 
substantially untapped.  Silos exist and little motivation to move beyond 
them was given.  I think it was all around the physicians saying, "Well, 
we'll do it but only want to do it for 10 diagnoses."  And my initial 
reaction was, "Wow you're limiting it to 10.  Why would you do that? It 
doesn't make sense. There's a lot more stuff."  I really wanted to push, 
push, push.  They put so many restrictions on what they were willing to do.  
And I didn't like it and I was really pushing to have it broader.  And it may 
have been Dr. Mike during that process that said, "I think we're just going 
to have to let them do this." It slowed it down to make it go faster in the 
end.  Within a week of launching, they came back and said, "Anyone over 
the age 65 can be navigated." Then a couple of weeks later they said, 
"Anyone from (age) 5 down to 2".  And then a couple of weeks later they 
said, "Well those 10 diagnoses, we don't want to limit to those.  Just let us 
do them all."  To listen to them, to address their needs and to slow down 
enough - it just accelerated.  I wouldn't have predicted that.  I thought we 
were going to fight 10 diagnoses forever.  
 
The team was comprised of leaders representing the enterprise.  The ability of the 

team to work well together, to understand the role and significance of other parts of the 
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organization to overall success of the project, and to the willingness to support each other 

was important.  There was strong support throughout the project from senior leadership, 

as well, and that made an impact on the leaders in their ability to lead.   

The enterprise leadership, and specifically senior leadership, was 

described by Linda below as critical to actually getting the program implemented 

successfully. 

(Linda, VP ICS) It brought to light that it really takes senior level people 
to get anything to change around here.  That the folks out in the field or 
manager level, they really can't get it to change.  They should be able to, 
but they can't.  The level that we put in, probably should not be required 
but it is what it is.  We shouldn't have had to get involved in the types of 
things we had to get involved in.  Barb should have been able to make 
things happen without having to call us saying, "I'm not getting anywhere 
can you guys help me?"  People should have been more responsive to her 
needs without having to come to us. She tried and some of it she was able 
to do and some of it she had to come and say "Look, I'm just not getting 
what I need.  Can you guys help?"  
 
Marcia describes how important it was to her that her team could handle 

the issues without having to call on the senior leadership to step in to solve 

problems. 

(Marcia, Interim Director ED)  (We used an Administrator on Call 
process) if a patient was really upset and dissatisfied with the process and 
there wasn't any way we were able to de-escalate the patient and enable 
them to understand that we were actually providing better care for them 
and getting them set up with a primary care, etc.. The staff felt supported, 
but also the patient (got the message) coming from a higher level.  
Administrators on Call are senior level leaders.  It was interesting 
because we set up a program for night shift to have support if there was a 
patient that was very dissatisfied with being navigated.  The Administrator 
on Call would be the one to) talk with the patient. I actually had a bet with 
(the senior hospital administrator) because I thought, you know, Nursing 
staff was on board.  We've known this for years, I guess.  I had a bet that 
the Administrator on Call would not get any calls from the Night Shift 
because I knew that my Charge Nurses were so capable in having these 
discussions with patients. I won.  I think for the whole program initially 
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when we implemented there was one call.  One after-hours call.  Just one.  
And it was actually a month and a half into the program initiation.  
 
Joe describes the team leadership as significant to supporting his ability to lead 

the way he believed was best. 

(Joe, Director PCSC) We were sitting in some of these design meetings 
with directors, and medical directors, and CFOs a VPs, having 
discussions about how this needed to work. It came along at the right time 
in my journey of really providing leadership. Being able to voice that 
opinion with VPs and senior executives in the room to say, "If we want to 
design this right, we need to get out of our own way and let the people 
who are doing the work - that know, that are on the ground - design this." 
For me that was the really the first grassroots level employee-led initiative 
that I had been involved with where we really let the front line staff design 
the work and work together.  So if something wasn't working with 
Registration and Patient Navigation, it wasn't directors and VPs trying to 
work out the issue.  It was the two supervisors over the area sitting down 
with the staff and talking about "Hey, how do we work this out for the 
patients?"  
 
Communication.  Communication was exceptional on this project.  This team 

communicated extensively with each other, with their teams, and with other parts of the 

organization. When asked why they or others came to agree with the approach, 

participants used communication as a primary driver in 36% of their comments. A wide 

variety of references to communication activities that were given.  They didn't delegate it 

to others; everyone was personally involved regardless of position or title.  They didn't 

leave important things unsaid in meetings and then discuss it behind closed doors 

separately.  Everything was laid out on the table and discussed openly.  They used every 

communication vehicle available to them extensively, fully, and frequently.  They valued 

hearing from employees to such a high degree that they conducted extensive meetings 

allowing any and all concerns to be brought forward.  These concerns were included into 

a Risk Mitigation Plan.  The Risk Mitigation Plan demonstrated the willingness of leaders 



71 
 

to listen to everyone and anyone.  Transparency, frequency, involvement at all levels, use 

of all communication tools and the Risk Mitigation Plan were all described by 

participants as significant, and in some cases very different from their previous 

experience.   

 
Figure 6: Communication 

 
When asked why they came into agreement, many of the individual comments 

identified communication as playing the key role in their personal shift.  Two critical 

players in the change effort were the physician leaders.  The fact that they point to 

communication described below as the deciding factor for their change is a substantial 

finding. 

(Dr. Isabella, Asst. Medical Director ED) If I had to choose one (reason) 
it's that we were heard and our concerns were addressed.  
 
(Dr. Darrell, Medical Director ED) In the past I'd want to say if you aren't 
going to use my feedback, don't waste my time, just tell me what I have to 
do.  
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Openness and honesty characterized the communication of the team.  In some 

cases, participants were not prepared for this level of transparency and found it at first 

unfamiliar and unnerving and then refreshing. 

(Denise, Director ED) We all struggled with our own little piece of the 
world because we were all into each other's business.  You could see the 
support that developed - intolerance may be a strong word - there was a 
not a tolerance for people saying we can't do it or we won't do it.  It was 
figuring out together how it can work.  
 
(Joe, Director PCSC) It was not offensive, but the meetings were very 
candid and it was an environment where everybody was encouraged to 
speak up.  This is one project I've been on where there were no "parking 
lot" discussions outside the project room.  Everything was said in the 
room and we worked on the issues.  
 
The team was committed to communication because they understood the 

importance and value of it.  One of the ways that was demonstrated was the frequency 

and amount of communication required of the team in early phases of developing the 

project as shown in the examples below. 

(Denise, Director ED) We were meeting 16 hours a week for weeks.  We 
lived with each other.  It was incredible.  I mean, we met a lot.  
 
(Linda, VP ICS) Once people feel like they're heard they become much 
more comfortable.  Our different personalities, helped too.  I think 
Sharon's personality allowed for a lot more dialog than my personality 
allowed.  So a lot of times we weren't even in some of those meetings - 
knowing when we didn't have to be there, and letting folks who were more 
suited to that, do it.  I see how Sharon gets things done.  People love her.  
I couldn't get it done the way she gets things done.  I don't have the 
patience to get it done the way she gets it done.  She has the ability to 
listen to every possible scenario they want to throw out.  All 200 of them.   
 
That commitment to communication carried into dialog sessions with the staff 

before, during and after implementation.  Participants frequently mentioned their own 

commitment and the commitment of other leaders to the project and what it required of 

them personally to be willing to have the same conversations with different people, to 
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recognize how important it is that they be involved in it even when they are incredibly 

busy, and the self-management it took to remain open to it. 

(Dr. Mike, Executive Medical Director) Sometimes you start a project and 
before we share (it), we have gone through iterations in our mind.  And 
then you go to your first meeting and everyone comes up with dozens of 
the same questions.  It's very important to recognize that we have been 
thinking about this for months and now we have a new group.  You are 
going, "Man, we have already established it in our own minds and this is 
critical."  You just need to give people the opportunity to at least voice 
their opinion.  
 
(Linda, VP ICS) It's amazing to me the personal energy that it takes to do 
this.  It's really challenging because when you get under a tremendous 
amount of stress you really just want to default back to, "You just need to 
do it this way."  To keep that openness that people can always come to you 
is really hard.   
 
(Linda, VP ICS) One of the things people say about why this was 
successful is all the communication we did.  No wonder they (people 
affected by the change) don't feel like they know.  The communication 
piece isn't the first thing we think because it takes so much extra energy.  
We (typically) don't value communicating and engaging as much as 
implementing.  
 
Perhaps it was because of the level of commitment the team had to 

communication, every participant interviewed considered communication an important 

part of their role.  Nobody was excused from participation.  The flattened hierarchical 

approach allowed for truly effective dialog as demonstrated in Barb's comment about 

being able to discuss her concerns with the team. 

(Barb, Supervisor PCSC) I felt like my opinions mattered. I would ask my 
team for their feedback and what they thought. How it could work better.  
I was constantly asking them, "What are your barriers?  What are you 
coming across?  What are you finding difficult?"  Every time I came with 
a barrier to what we call our core team.  I would come with the barriers 
but I would also come with opinions of how to fix them.  
 
Every tool available to the team to communicate was exploited.  The project was 

a topic at every existing meeting of any involved group, they discussed it at staff 
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meetings, a physician meetings, at huddles in shift changes, and they sent e-mail about 

changes and updates.  Most importantly, they rounded.  Rounding is a healthcare term 

used to describe one-on-one conversations between a leader and a staff member.  There 

are prescribed things to ask, but it is intended to allow the staff member to share how 

things are going and allows the leader to get a first-hand view. All participants rounded 

on employees extensively.  They also used regularly scheduled meetings to understand 

how things were going.  

(Denise, Director ED) (In the Emergency Room) We brought it up at the 
staff meetings.  We have the ED section with the docs.  We included that 
leadership from Kaseman and Rio Rancho on the planning teams so we 
could start that early on.  We had have huddles every shift change with the 
nursing staff and the charge nurses, so the huddles were a good 
opportunity for them to talk about what we were doing, why we were 
doing it.  We had the white board up or flip chart up so people could write 
down issues at the time.  We had our board in the breakout room that was 
the issues board where the staff could make a suggestion with their name 
and stuff on it and stick on the board and there'd be this suggestion and 
get back to them. So providing different venues for them to be able to 
provide feedback.  And then having the docs round, too and nursing staff 
really helped a lot, too. ( 
 
(Dr. Darrell, Medical Director ED) (Physician leadership to physician 
communications) We have 40 providers, and half of them are working any 
given day.  A third of them are working nights, so there's a lot of difficulty 
with getting everyone together. A lot of e-mail communication, a lot of 
phone calls.  A lot of face-to-face meetings with either individuals or 
groups.  So it was trying to hit it at every level.  We would have meetings - 
some would start at 7:00 in the morning and some would start at 9:00 at 
night.  So you have your night doctors and just trying to be respectful. It 
required a lot of flexibility on my part to do that.  
 
(Tommy, Urgent Care/Primary Care Administrator) (Urgent Care and 
Emergency Room team communications) I just remember at one point that 
Dr. Isabella came in and talked to the providers and it was just really well 
received.  She answered the questions just perfectly.  And it gave the 
Urgent Care providers a chance to really express their concerns and Dr. 
Isabella listened carefully and addressed it appropriately.  Linda, and 
Phil, and Dr. Darrell and Dr. Isabella were all very, very open to coming 
to our meetings and did in several cases.  
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(Marcia, Interim Director ED) (Nurse leader to physician 
communications) I would round with the providers and the staff and find 
out what were their barriers were.  The nursing staff, for the most part, 
were easier to adapt and adopt the process.  (For) the providers, it was 
difficult because all of their training is to treat - assess and treat. So there 
was a major change of practice for them that was difficult.  Plus they were 
primarily responsible for having that conversation with the patient.  
Which was very uncomfortable because they were essentially giving the 
patient the news of this is what you have, however, I'm not going to 
provide treatment, I'm going have you navigated to another facility at a 
different timeframe.  That was hard for them and I completely understood 
that.  (I was) supportive of the providers as well just to provide tips on 
how that conversation could occur and figuring out role models - 
providers that were highly capable of doing it - and finding out how they 
approach the patient. Giving them that opportunity to verbalize it and then 
(saying), "This is what some of the providers are using that seems to be 
working well for them that maybe you might want to try."  So it seemed to 
work.  They felt like they were supported because it was such a big 
practice change.  Another thing that really helped: giving the bigger 
picture.  Providers felt like they needed to treat the patient that was there, 
at that time rather than sending them elsewhere, we were actually doing a 
disservice to that patient.  Using examples of not having continuity of care 
that these patients that potentially have frequent UTIs (Urinary Tract 
Infections) that really needed to be referred to a Urology physician, would 
not get that referral because they're seeing so many different physicians in 
the ED and its fragmented and the ultimate goal of actually fixing what's 
going on with the patient.  We were actually doing the patients a 
disservice (not to navigate).  
 
In the early stages, the team began to collect the concerns expressed about what 

might happen and the implications.  The team began to collect these risks, identify 

solutions to mitigate the risk, and who would take action in the event it occurred.  This 

document was called the Risk Mitigation Plan and it played an important role in 

communication for many reasons.  It represented being heard and that leaders were 

responsive to concerns and that built trust. Numerous meetings were held to allow 

concerns to be raised and once it was compiled it could be used by anyone, at any level, 

to communicate what had been heard and how concerns would be addressed.  
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(Phil, Black Belt) There was an extensive time period in which we did risk 
analysis and mitigation planning. More so than we had done in the past. It 
gave a voice the people who would be more critical, who were more 
resistant. So they had a forum to raise their concerns.  We were able to 
put in plans to address if any of those concerns came to fruition even 
though the likelihood may never have been very high. So that deflated 
those individuals level of resistance.  It also gained their support because 
they could say that all of these concerns that we raised were re-formulated 
into factual concerns, and we would have a plan in place if we weren't 
able to meet that need.  So now we were able to get the support for those 
individuals. Concerns were validated and then there was a plan to 
mitigate. 
 
(Phil, Black Belt) Seeing the people who were resistant become less 
resistant and seeing their shift - seeing how the investment in the risk 
analysis and mitigation activities got them to deflate their resistance to 
become neutral or become supportive. It was the demonstration of buy-in 
that I got from providers and staff. There's hidden resistance.  Oftentimes 
it's like I'll continue with this long enough and then it'll go away.  When 
the people who were resistant and they become the raving fans and are 
now out there talking to their colleagues - you know it's not a game.  
 
(Dr. Isabella, Asst. Medical Director ED) Whether it was an EMTALA 
violation or "that's not how we do things in the ED" or providers will 
never buy in to this.  We came up with different ways of approaching 
answers to the issues.  So it was ok, let's do some scenario planning.  Let's 
come up with all of the scenarios that we can think of for this effort of 
navigating patients and let's come up with solutions for them. There were 
a whole lot of action items around that.  For example, the EMTALA 
violation.  Let's go investigate it - talk to Legal, do some research.  For all 
of our scenarios, we were actually able to come up with either, "No it's not 
valid" or "Here's a mitigation plan if this happens."  So it's 2:00 in the 
morning and a patient comes in with her sick child, are we going to 
navigate? So we had answers to all of those.  All of a sudden it became not 
the project team that said we can do that and you need to buy in.  It was 
let's come up for solutions for a mitigation plan, and if at the end of this 
we can't come up with a mitigation plan, then we need to truly evaluate 
whether this was possible.  At the end of mitigation scenario planning, 
there was that shift in thinking and buy in from the team about hey, this is 
really possible. It was the team that shifted.  I think it was the way it was 
approached. It couldn't have been our leadership (decision) if it had been 
Dr. Mike or Linda (saying) "That's not an issue. We can take that off the 
table." It was (that they) allowed the team to come to that resolution - 
working through and making them responsible for coming up with those 
mitigation and scenario planning.  
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Patient Focus.  The priority of the project was focused on the best outcome for 

the patient.  The financial benefit was included, but participants never felt it was the 

driving force.  The patient care focus was a unifying theme around which every employee 

could rally and the driving reason why some were willing to come into agreement with 

the program.  A focus on financial improvements would have disengaged many providers 

and created resistance. Patient care had to be first - especially for the direct care givers.  

When asked why they or others shifted, participants used a focus on patient care as a 

primary driver in 13% of their comments.  

 
Figure 7: Patient Focus 

 
Comments that demonstrate the importance of the focus on the patients were 

made by several participants and include the different perspectives each had on what it 

actually meant to focus on the patient first. 

(Denise, Director ED) We started out to save $10-$15M, but we never lost 
sight of patient care. The goals were always the patient safety and 
continuity of care.  Because it would have turned way too many people off.  
It's like, "I'm not going to listen to one more thing about money.  I don't 
take care of patients because of money.  I like to take care of patients."  
And you can't lose those people because there's lots and lots of those out 
there, thank goodness, taking care of our patients.  
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(Sharon, Project Manager) Patient care was important to everyone that 
was involved in this effort.  So it was important to me as a project 
manager although I don't interface directly with patients. I think we all 
had that common goal of we need to do what's best for the patient. We 
probably all came to interpret and define that differently, but people that 
pushed back maybe that took longer for them to understand the value or 
the believe in the value of the patient navigation project I think still had as 
the basis that patient care at the core of what's important to them.  
 
(Barb, Supervisor PCSC) Patient care is the most important reason we do what 
we do, whether finance or PCSC or any other view - it's all about patient care.  
 
(Dr. Isabella, Asst. Medical Director ED) Money had to be the afterthought.  
Patent Safety and continuity of care were foremost because ED providers don't 
take care of patients for the money.  
 
(Dr. Mike, Executive Medical Director) If anybody asked what are you 
trying to do long term...making sure that patients were getting taken care 
of, that patients would not get injured or hurt in any way and the care 
would at least be equal, if not better.   
 
(Linda, VP ICS) I learned a lot about working with physicians.  Because 
that takes a whole different way of thinking.  That you can't approach 
them from the money standpoint.  You really have to take it back to the 
patient and the benefit to the patient.  
 
(Sharon, Project Manager) (I learned) how passionate people are around 
patient care.  It's the most important reason that we're doing what we're 
doing. You can look at this effort from a lot of different perspectives: from 
a financial perspective, from a project perspective, from a clinician 
standpoint, but in the end it's about how we provide care.  Truly for all the 
different reasons that people had for pushing back in the beginning, we 
could all probably step back and say, patient care really comes to the top 
in all of that (and) how we all process that differently.  
 

Success Factors  

As with the statements made with respect to what caused a personal shift to 

agreement, the individual statements in this section also overlap and reflect other factors.  

In order to identify what contributed to the success of the program, five key success 

factors emerged that will be discussed here: the project brought an Enterprise solution to 
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bear on an entrenched national problem; leadership was involved in the trenches and 

modeled the behavior they wanted to see; the team made the difficult decisions when they 

needed to be made; the role of the Navigators was well-designed and effective; and the 

involvement of the physicians was compelling.      

 
Figure 8: Enterprise Solution 

Enterprise Solution.  The most frequently referenced success factor was the 

significance of bringing the Enterprise to bear to find a solution.  In past experience, 

leaders had been able to bring change and improvement to a certain degree, but were 

often unable to bring resolution to problems that were not within their span of control.  

Participants commented about the role of bringing the Enterprise to bear to find a solution 

to the problem 28% of the time when discussing what was critical to the success of the 

program.  

Perhaps the most critical moment at which the difference in the enterprise 

approach of this program was at the meeting when the idea was launched.  The CEO met 

with the team and told them that he wanted them to "make him uncomfortable".  This got 
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their attention which almost every participant pointed to as significant to helping them to 

understand that there would be enterprise support.  

(Joe, Director PCSC) The CEO set down the standard at the time that we 
will make this work and this will be something that is innovative, outside-
the-box, that we need to make him feel uncomfortable with and so I think 
that set the tone.  But the collaboration and the partnership has astounded 
me in this.  Any of the detractors were addressed.  We had very strong 
leaders over the project.  When I say that we had strong leaders, I'm 
talking about the medical director, Dr. Mike, and from the Business Unit 
of Integrated Care Solutions, Linda.  
  
(Denise, Director ED) I was invited to the initial meeting by (the CEO) 
where he provided the challenge to transform how we change care in the 
Emergency Department.  He gave us big invitation to make him nervous.  
We did.  He really challenged us to do something that had never been 
done anywhere.   
 
(Phil, Black Belt) I requested that (The CEO) kick the meeting off.  We had 
resistance to participation on the team.  So that was elevated to (the CEO). I 
asked (The CEO) to kick the meeting off to give his vision and his challenge which 
provided impetus for participation for those who were resistant.  It also elevated 
the project in the eyes of senior leadership in terms of expectations so that the 
team knew that their participation was critical and that expectations for the 
outcomes were very high.  
 
One point at which the team brought about a significant enterprise solution was 

regarding how clinicians were paid.  Relative Value Units (RVUs) are the method used to 

bill for physician time.  When the program was launched, some physicians were 

navigating less than others because there was actually a disincentive to navigate:  they 

were paid more to treat than to navigate.  This was a significant barrier that the team 

immediately resolved to align the financial incentives to the program expectations. 

(Dr. Mike, Executive Medical Director) What we had to do is pay more 
(RVU’s) for navigating a patient than to treat the patient with the same 
diagnosis.  This was critical and that was something that was unspoken 
for awhile.  That was one of those things that people in healthcare don’t 
want to talk about.  It's like anything in human nature - people don’t want 
to bring that up.  We had to figure out what is really going on here, why 
aren't people navigating?   When we found out about it, we got it changed 
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within a week which was probably has never been done in a large 
organization like this.  That is where we told senior leadership what was 
going on and we need to fix it. If this (went) on for six months the program 
would go down the tubes.  Nothing gets changed in a week, especially 
when it comes to payroll.  
 
(Linda, VP ICS) We cleared a lot of the barriers around RVUs - things 
that allowed physicians, staff and others to not be penalized by the results 
of the program.  In the short term there were certain individuals or 
departments who saw a negative impact financially, but in the long term 
as an enterprise, it was something that benefited us significantly.  
 
The team expected that revenue was going to decline in the Emergency 

Department.  The organizational financial gain would be realized in the Presbyterian 

Health Plan because they were paying less for member visits.  In a demonstration of the 

Enterprise support of the program, the leaders negotiated a split of the financial gain 

between the Emergency Department and the Health Plan.  This was the kind of silo-

breaking effort that demonstrated the reality of the leader support available to bring about 

success.   

(Denise, Director ED) The ED revenue may decrease, but the Health Plan 
is going to be spending less money and we're all Presbyterian and it's 
going to work out in the end.  And you know, it did drop, the revenue in 
the ED.  The decision to allow consequences of the decisions to play out 
and not be punitive - that might be a little strong term - not getting 
negative reinforcement.  We knew going in that there were going to be 
things like that that would happen.  
 
(Dr. Mike, Executive Medical Director) Before we even pulled the trigger 
on this program, we sat down with all the key leaders and said to them, 
"You understand that the Emergency department is going to lose 
revenue?" "PHP is going to make more money, (it is not going to cost 
them as much because they're not spending it).  You guys are okay about 
that?"  
 
The level of change needed for this project had not been possible with 

previous approaches.  Without the ability to bring the enterprise to bear, the 

likelihood for success would have been diminished because you can only go as far 
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as you are able to manage within your span of control.  Only an Enterprise 

approach with full leadership support would have worked in this project.   

(Linda, VP ICS) (A leader) would have never said "turn people away from 
the ER".  It's unnatural for a hospital administrator to say "let's cut my 
revenue by a couple hundred thousand dollars a month."  You're not going 
to get that.  The way we create some of these (process improvement) 
projects is that it's the business leader defining the project and getting the 
resource.  So you don't get that kind of change.  And then you don't have 
the leadership in the room with the clout to say, "It won't work that way, 
we're not going to do it that way."   The Black Belt sees it but the Black 
Belt doesn't have the power to make it change.  They can't say, "No, we're 
going to do it this way.  We've reached that decision."  Because I think 
they view themselves more as a support versus a driver of change.  This 
would never have happened if we hadn't said, "No, we aren't going to do it 
this way."  And if we had approached it the way we do a lot of other things 
here, all the barriers that got thrown up, we wouldn't have done it.  We 
would have said, "Let's educate them and not (navigate)."  I don't think we 
would have ever gotten to the place where we said we're not going to treat 
them.  To drive of the kind of change that we need I don't think will ever 
come within the business unit itself.  Because there are too many conflicts 
to get transformational change.  You will get efficiency, which I think is a 
really critical thing, too.  The role of the Black Belts in creating more 
efficient processes is really critical, but an example of that is the lean 
track.  They created a more efficient solution for something that shouldn't 
have been happening in the first place. I don't think without Dr. Mike and 
I coming at it from a totally different  angle we would (decide to) just 
eliminate it at the root.  
    
(Denise, Director ED) I think that the urgency and the need for change 
was very clear going in.  Probably more clear for this project than for any 
other project I'd worked on.  I actually was aware of the urgency and the 
need, but what I'd never had was the resources to be able to do something 
about it.  Because it's very easy to say fix the ER, but the ER is a symptom 
of what's wrong in our system.  And not just at Presbyterian, but in our 
country's healthcare system. I mean EDs have been the safety net for the 
community for a long time. This was the first time that the resources were 
placed on the table to actually be able to reach into the depths of the 
organization and have folks that have broader and deeper span of control 
than I did and actually owned those pieces that could make the changes. 
As a department director, I had a piece of the pie, but I didn't own a lot of 
the other stuff out there, nor could I impact it.  It was very clear that those 
resources were there and that they would be called upon to help make this 
happen. It was very significant … throughout the project to see the 
support that developed.   
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Leader Modeling.  A fundamental component to the success of this project was 

the amount of leadership modeling that was involved.  Leader modeling was identified as 

a factor of success in 209 statements, representing 24% of the comments about success 

factors. 

 
Figure 9: Leader Modeling 

The leaders knew firsthand what the difficulties were and became involved in 

developing solutions when needed because they were experiencing it firsthand.  There 

wasn't an arm's length distance and yet they were able to allow the front line to develop 

their own solutions.   

(Linda, VP ICS) I learned that if you put really highly effective people on 
the team who are really committed to making it work that you just get 
amazing results.  You can see the difference.  I'll just be really frank.  Joe 
was not going to be unsuccessful in this. He came really creative with "Let 
me do this. I'll take it, let me go do this.  I'll come back next week and have 
this done."  He created that navigation team. We didn't create how they 
did it.  They created how they approached it.  We didn't have to do that.  
 
(Dr. Isabella, Asst. Medical Director ED) I still work two shifts.  And I 
don't have to. It's not like, a part of my job, but it's huge for docs.  It's like 
you're part of a brotherhood. 
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 (Joe, Director PCSC) One of my cautions during this was that we were 
going to design the same old thing that we always got and we needed to 
step out of our way or else we would be our own worst enemy once again.  
It was a thing that came along at the right time in my journey of really 
providing leadership -  being able to voice that opinion with VPs and 
senior executives in the room to say, "If we want to design this right, we 
need to get out of our own way and let the people who are doing the work 
on the ground design this."  
 
(Barb, Supervisor PCSC) I feel that I had to play several roles.  Not only 
managing my team as a supervisor and doing the regular supervisor stuff, 
you know you're late, your calling in sick. I played the role as a project 
manager.  We came up with risks.  We came up with who is this going to 
affect and we just kind of planned out our process.  Especially when we 
implemented into different areas, but I also had to be the trainer.  And 
being that we were so spread out and we were there 24/7 and people 
would have days off too, I would have to put in another process or we had 
to use another system.  So I would have to actually sit there and show 
them how to enter into a specific system.  I mean my navigators are 
working in today, probably 6 or 7 different systems.  I also was part of the 
Core Team, just little ole me, little ole' supervisor with medical directors 
with doctors and VPs and directors.  It can get a little intimidating at first.  
It didn't take long though (to adjust).   
 
(Joe, Director PCSC) I worked (as a) patient navigator, but I could not 
work a swing shift.  So I was working 12 hours overnight and coming into 
the office in the day.  It was crazy hours.  I actually did that for 2 1/2 days 
and then that third night it was 1:00 in the morning and I was like, "I'm 
done.  I cannot perform this."  
 
(Barb, Supervisor PCSC) It needed to be a team effort and everybody's 
opinion was important.  Everybody's ideas were important.  Even though I 
thought it may not have been such a great idea or I'm thinking no, that 
ain't gonna work.  I had to remove that piece of me out of it and try.  I 
didn't want to be judgmental.  I didn't think this was going to work in the 
beginning.  Especially when we got there and we were in the ER.  We're 
just not accepted here and this is not going to work.  I don't see this 
working.  There was a lot of give and take.  I'm more than willing to try 
something and if it's not going to work, I'll try something else.  I was given 
that ability to do so.  
 
(Linda, VP ICS) You have to be really committed to doing it for it to work.  
And it takes a lot of energy and a lot of patience and sometimes we don't 
allow for that here.  How we started out, we changed along the way.  The 
amount of energy and effort that it took surprised me.  How difficult it is to 
get something done in this organization with something complicated like 



85 
 

this.  And how, when you think you're working on one project, you actually 
end up having to solve a lot of other things along the way to make that one 
work.   
 
(Dr. Isabella, Asst. Medical Director ED) I actually said this to (the CEO) when 
they wanted us to do senior leader rounding twice a week, "We rounded 3 times a 
day to make this (EDPN) work."  You know if you want to make a project work 
you have to own it.  
 
Difficult Decisions. Although it was an important factor that the Enterprise team 

worked together to bring solutions available within the organization to bear, another key 

factor was that the team did not delay or avoid making difficult decisions which 

represented 23% of their comments about the success of the program.   They challenged 

themselves to really understand the EMTALA language, they decided to actually turn 

patients away, they used scenario planning and risk mitigation, they used a phased 

approach, and they spent significant time in Community organizations preparing agencies 

that might be affected by the change.  

 
Figure 10: Difficult Decisions 

A significant decision made by the team was to read the EMTALA regulations for 

themselves to fully understand the parameters that they were required to follow.  After 
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this review, they decided to break from a long-standing belief upon which Emergency 

Departments had based their care model for more than 25 years: that Emergency 

Departments were required by law to treat every patient that presented there. The team 

determined that the regulation required a Medical Screening Exam (MSE), which they 

continue to provide by a physician or a mid-level provider.  Treatment was not required 

and could, therefore, be delivered in the Primary Care setting. This was the fundamental 

decision upon which all the rest of the navigation program was based.  The willingness of 

the team to view the regulations openly created the opportunity upon which the program 

was designed.   

(Linda, VP ICS) Providers never really thought they could not treat.  They 
viewed it more of a safety net, that they were not able to do that.  All 
healthcare, not just us, really take a very black and white view of that.  
When we went in actually read the reg's ourselves and said, "What does 
this mean really?" We started asking questions.  At the end then it was, 
"Ok, no it doesn't really mean that."  I think the context was really, there 
isn't a way to solve this, it's just is, and we just have to keep building more 
and more ER capacity to take care of people that may not need to be taken 
care of here.  We thought, well we can just educate through phone calls 
and outbound work that the health plan would do.  We never thought 
about intervening at the place where the care got provided.  I think that's 
different now.  Being successful gave us, not just members of the team, but 
others, a lot more confidence in really challenging some of the pre-
conceived notions around regulatory requirements and other things.  We 
push a lot more and research a lot more on our own.  I think it really freed 
up the providers to say, "We don't have to do this."   You know there is an 
alternative way.   
 
(Denise, Director ED) The influence that having direct senior leader 
support and involvement in this project.  They were able to remove 
barriers.  An example is we said we have to treat patients all the same and 
if someone says that they don't have insurance, how can we send them to 
an Urgent Care when they don't have a co-pay?  We can't do that. Linda 
and Dr. Mike said, "Ok, we'll fix that."  And they did.  Things like that 
would have not been possible if we had not had that level of leadership.  
They would tell us to keep on doing what we're doing - keep on planning 
and we'll make sure that's taken away.  Same with the meeting with all the 
regulatory agencies, you know, Joint Commission, CMS, Department of 
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Insurance, Department of Health.  All of those bodies that could have a 
patient complaint or we if missed something and that could have been 
really serious. Three months after we went live, (we) met with the New 
Mexico Department of Health - our agent for CMS here in New Mexico -  
and gave them an update of how many patients we navigated and what the 
complaints were.  They were very interested in what we were doing.  They 
wanted to support us and they wanted to be prepared if there were any 
complaints.  Because they knew as well as we did that there was a 
potential for some serious complaints and some serious EMTALA 
accusations even though we were meeting EMTALA.  If an accusation is 
made there's this really painful process that you have to go through. 
Which nobody wants to do - including them. We were very proactive with 
them and in turn they were very proactive with us.  
 
When the team was investigating options, including navigation, they reached out 

to organizations that already had navigation programs.  One organization chose to 

continue to treat in the Emergency Department.  They kept telling the patients to go to 

Primary Care, but were unwilling to turn the patients away.  As a result, the success of 

that program was greatly limited.  There was no motivation for a patient to quit 

presenting in the Emergency Department if there were no consequences.  This was a 

significant learning for the Presbyterian team and greatly impacted their determination to 

make difficult decisions as shown below.  

(Linda, VP ICS) They were never able to do it.  They had a navigator but 
it was more around coordination of follow up and giving materials.  They 
never got to the place where they stopped (providing treatment).  Making 
that decision to say we will not provide care was probably the single 
biggest turning point.  We'll assess them and if they don't need it, we're 
just not going to do it (treat).  There is a lot of fear about taking that step.  
 
Deciding to implement in a phased approach was another difficult 

decision.  The team began introducing navigation to patients before they ever 

started doing it.  It allowed the patients to have an opportunity to think and really 

understand options before they came to the Emergency Department the next time.  

Perhaps more importantly, however, it allowed the staff and providers to get used 
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to the idea of telling the patients what navigation was before they actually had to 

do it. 

(Marcia, Interim Director ED) That we did it in phases was very helpful 
because we didn't just go from treating these patients to not treating these 
patients.  We did it slowly to provide that education in the future.  We 
treated, and provided education that we were making changes.   
 
(Dr. Darrell, Medical Director ED) People are understanding now that 
not everything has to be treated as an emergency and if it's not an 
emergency does it really need to be treated right away in the most 
expensive area?  That has been the biggest change in people's minds.  
Getting them to understand how to communicate with the patients to help 
the patients understand.  Here's the education, "This is not necessarily an 
emergency, and we think that you're better served by having continuity of 
care in this Primary Care setting. We're going to set you up for that.  
We're going to  make sure there is no emergency right now." It's getting 
that transition going.  I'll tell you when we implemented this program we 
also started off with post-treatment navigation for everyone, meaning to 
help get ourselves used to the scripting.  Because you feel bad when you 
have someone who is like, "All I have to do is write the script and I'm done 
with the visit, everything's completed, but I'm going to hold off on doing 
that?"  We started off by giving them the script and saying, "This is not 
really an emergency and we need you to do this."  It helped ease us into it.  
 
(Denise, Director ED) I think that actually doing the phased approach 
was a critical decision point, because that allowed us to build trust.  That 
allowed us to build adoption, to build safety, to build skills, to build 
relationships between the docs and navigators, nursing staff and 
navigators. I think that really enabled our success.  To be able to phase it 
in when we went live at Kaseman and Rio because all of the docs were the 
same.  The nursing staff was different and the patient populations were 
different.  Although it was a little bit shorter time frame, we still did the 
phased approach in every facility when we went live - and that was huge. 
That was huge.  
 
The team took the initiative to take on the difficult task to ensure that everyone in 

the community knew about the changes in Emergency Room care they were 

implementing.  They were transparent, proactive and thorough in their approach. 

(Marcia, Interim Director ED)  They did Public Service Announcements.  
Every patient that was on the Presbyterian Health Plan, Pres Health Plan,  
received information in the mail  giving the kind of guidelines of when to 
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use your Primary Care, when to use the Urgent Care, when to use the 
Emergency Department.  I got my flyer in the mail.  It was really neat, 
being part of the planning and to see it come to fruition.   
 
(Denise, Director ED) We met with the other hospitals in town to tell 
them, "This is what we're doing, because what's going to happen is, we 
won't see them in our ER so they're going to come to yours."  Which in the 
end didn't end up being the problem that we thought it was going to be.  
We actually were able to get access for these patients to be seen in offices 
or in Urgent Care. That is another thing that was sort of surprising, that 
you would go to your competitors and say, "Here's what we're doing and 
we want your support in this.  In turn if you'd like us to support you, if 
you'd like to do a similar project, we'll be more than willing to."   It went 
well.  (A competitor) had actually been doing some (intervention, but) they 
really weren't doing navigation.  What they were doing was bringing the 
patient in, (the patient would) wait, go through the process, see the doctor. 
The doctor would see them and say, "Sorry, you don't have an emergency.  
We're not going to treat you." And just send them away.  
 
(Linda, VP ICS) When we started doing this, Denise says we've got to go 
meet with Healthcare for the Homeless and we've got to do this and this.  
It took twice as much energy to go meet with all of these groups.  And my 
initial reaction was, "Why are we doing this?"  In the end I understand 
why.  Because it was so smooth and we never had any issues.  That part of 
it takes a lot of time. Thinking about the community, thinking about who 
are all the people you need to tell what you're doing.  
 
Finally, the decision providers and clinicians point to as extremely critical 

was the power to "stop the line" that was given to the front line.  This authority 

gave clinicians a level of comfort that at no time would the safety of a patient be 

overridden by a decision to support the program.  Some considered it a safety 

decision, some considered it a trust-building exercise, but several participants 

point to it as a critical decision that made the project successful.   

(Dr. Isabella, Asst. Medical Director ED) One of the things Dr. Mike said 
a thousand times is, "If something doesn't go right, we stop it.  That day.  
If it's not (right), we're going to stop right now.  We're going to stop right 
now."  I'm like okay, okay.  He was pretty passionate about it.  We were 
very much involved.   
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(Dr. Darrell, Medical Director ED) We had a tremendous amount of input 
in the development of the program and the implementation and the safety 
factors.  (We have) ability to stop the program, essentially, pull the cord 
and stop the line if there was a safety issue that we recognized.  Part of it 
is that we look at every re-admission that was a navigation or repeat visit 
to the Emergency Department or an admission from someone who was 
navigated.  We review every case to make sure that we aren't 
inappropriately navigating.  It's kind of our checks and balances to make 
sure that we're doing the right thing. That's never, never happened before.  
They would say here's the program and if there's a problem we'll try to 
adjust and try to work with it but it will continue.  What it did was it gave 
us control. It gave us the ability to say we're going to do this program but 
under these conditions and if these conditions aren't met, then we can stop 
the program until they are fixed.  Physicians feel like once it's going, it's 
going, and that's the way it is and there's no options. If there are problems 
they're just going to have deal with it. And how do you get buy in for 
something like that?  This took care of that unknown aspect.  There was a 
comfort in knowing that there was a safety valve.  That allows you to do a 
lot more, I think, with pushing people out of their comfort zone when they 
know in their back pocket they can stop it if they need to.  
 
(Denise, Director ED) We knew that if there was poor outcome, we could 
stop the line right there and re-evaluate.  And that ability to stop was at 
the level of the charge nurse.  So people felt comfortable with being able 
to keep it safe for patients.  
 
Navigator Role. Once the team came determined that they needed navigators, 

they knew that the navigator role was critical to engaging the patient in the transition of 

the safety net of the Emergency Department, to the safety net of an integrated system.  

The navigator program itself was developed by a small team of frontline staff and a 

supervisor who were given the ability to create the system they would implement. The 

team was formed with enterprise Customer Service Representatives (CSRs) were from 

areas such as scheduling and benefits and could provide support the patients being 

navigated.  The role of the CSR stayed fundamentally the same, but the location changed 

to the Emergency Room where their service was provided in-the-moment and for a 

different purpose: to send patients to Primary Care or Urgent Care instead of the 
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Emergency Department. Over the course of the program, the navigator role was 

developed to primarily include the following steps (See Appendix for diagram): 

1. Provider confirms a non-emergent condition and refers to navigator 
2. Navigator educates patient on how to utilize ED and what venue is most 

appropriate. 
3. Navigator explains costs of treatment decision so patients understand why 

the approach was chosen. 
4. Navigator sets up appointment within 12-24 hours to be seen for 

presenting condition 
5. Navigator sets up assignment and appointment with primary care 

physician if they don’t have one. 
6. Navigators assist patient within parameters to get to appointment (i.e., 

Safe Ride, bus pass, etc.) 
7. Navigator reporting system ensures patients are being seen. 
8. Analysis and follow up ensure system is working as intended and patients 

are following instructions. 
 
Participant comments about the importance of the navigator role to the success of 

the program represented 13% of the comments. 

 
Figure 11: Navigator Role 

The Navigator Role itself was developed by the front line team.  By allowing the 

navigators to design their role, it put the decision-making in the hands of the people who 
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were in the best position to make judgment calls that would limit or increase success.  

This was a critical decision and the navigators took that role seriously.   

(Joe, Director PCSC) I focused on the grassroots, front line, forward 
facing staff who are actually closest to the issues.  They often are the ones 
who have the innovative answers.  It's increased my leadership skill 
because I now work at a higher level and focus on removing barriers, 
offering support and guidance, coaching and development and provide 
minimal oversight.  The direct accountability remains on the supervisor, 
the manager, and the navigators who actually work in that department.  
When they have staffing issues, they have issues with the form not being 
completed correctly by physicians, or patients aren't getting navigating 
correctly, they don't bring those issues to me.  They take them directly to 
the person that can help them make the decision and can help provide the 
solution.  
 
(Barb, Supervisor PCSC) This was a big change in the ER.  It was not 
really accepted at first.  You're talking about a clerical type of position 
living in the clinical world.  And it was not accepted.  They felt like they 
were turning patients away.  It can't be done. I think now today, they're 
very comfortable in what (we) do.  I think once we gained their trust, let 
them know what we were here to do, you know we weren't there to take 
anybody's jobs.  We weren't there to fill in shoes of the provider, the 
nursing staff or anything like that.  We just built trust. It was very 
uncomfortable in the beginning. We were available on the floor for any 
questions (before navigation started). as we got to know the staff and we 
were all the same.  You know what I mean, we were new at this and we 
tried to help.  (We helped staff) in their own personal journeys trying to 
find a medical home, assigning a primary care physician for the staff, 
getting them appointments next day or following day and helping them get 
their own situations on a personal level.  Because you know there's a lot 
who didn't have primary care physicians.  Or they would come with health 
plan questions.  This was around enrollment time when they didn't know 
what plan to choose.  I can remember just one story specifically of  (a staff 
member) and his wife were trying to have a baby and they were on their 
own individual plans.  I think they were newlyweds or something.  All of 
this family stuff was new to them.  He was asking questions about family 
plans - which one was best for them.  He even said, "I have this huge thick 
(enrollment) book at home." It was actually kind of cool because (it 
became), "Go ask the navigator because, they'll know."  "I don't know, go 
ask the navigator, maybe they'll know."  So we were just like a walking 
book of knowledge from the business office.   
 
(Barb, Supervisor PCSC) We kind of put ourselves in a social worker 
shoes.  We didn't know what kind of patients we were going to see.  We 
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expected the worst and hoped for the best. We just went over every 
scenario we thought we'd run into and tried to build resources that way.  
We talked to City of Albuquerque and their resources like senior 
programs, transportation programs, free healthcare programs.  We talked 
to United Way.  We talked to Human Services.  Even if it didn't pertain to 
our program - we wanted that material.   
 
(Barb, Supervisor PCSC) I feel that our work in the ER is to educate our 
patients and understand the importance of finding a medical home.  We 
educate them on their conditions like they present with flu-like symptoms, 
sore throats, very minor conditions and we educate them on what the ER 
should be.  These are for life threatening situations.  A lot of people don't 
even know who their doctor is and where their doctor is located. We 
helped them to understand when they should be using the ER.  Sometimes 
people just don't know.  
 
(Dr. Isabella, Asst. Medical Director ED) We (clinicians) got to know the 
navigators.  Then we realized that any patients we saw we could send to 
the navigators.  So then it became this asset, like one of the doctors had a 
quote that "Navigators were the most important things she'd seen in her 
whole career in Emergency medicine and she'd be doing this for 20-25 
years."  She just said it was huge because you could send the patient off 
and know that someone's going to help them get access to our system. We 
wasted a lot of time doing that or we spent a lot of time and were very 
frustrated seeing patients who couldn't access our system.  Like I said, it's 
far from perfect, but the navigators were huge.  
 
Physician Involvement.  The involvement of frontline physicians in leadership 

was significant to the team's ability to understand the issues.  There was a willingness on 

the part of the physicians to engage and eventually come to trust that their concerns 

would be heard by leadership.  The physician leaders were involved in the design from 

the start and could visibly recognize their recommendations as the project progressed.   

Physician Involvement was referenced in 12% of the comments as a success factor. 
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Figure 12: Physician Involvement 

(Dr. Isabella, Asst. Medical Director ED) I think the first meeting was sort 
of top down (but) it was very clear that they wanted to listen to us.  Even 
though it was top down, the project hadn't started.  So the project started 
with us involved in it.  Dr. Darrell and I were intimately involved with 
every detail of the project from the beginning. And they really did listen to 
us.  
 
(Dr. Darrell, Medical Director ED) It became clear that not only was it 
the right thing to do because we need to make it an affordable and 
sustainable model, but also the fact that there was a lot of willingness of 
Dr. Mike and Linda to listen to the concerns and myself and my Assistant 
Medical Director, had in terms of making sure that all the bases were 
covered.  And so the main concern for us was, of course, not letting any 
patients fall through the cracks, or not getting the appropriate treatment. 
That was one of our main concerns.  
 
(Dr. Isabella, Asst. Medical Director ED) Initially, I didn't want the docs 
to do it.  Even after the first few meetings, I said. "The docs won't do it 
you'll have to make the nurses do it.  These guys can talk big, but we're the 
ones who have to do it. You know we were scared. It's great for Linda and 
Dr. Mike to talk about it, but it's like you're the doc with the patient in 
front of you and you have to somehow tell this patient that you're not 
going to treat them. The first month was brutal.  Our first week we only 
navigated 3% of patients.  And Dr. Mike was down my back.  So ED 
Leadership was in the ED to talk to the docs on every shift.  We took turns, 
three shifts a day.  We came in to talk to the docs about the navigation 
program about what they thought of it, what were the obstacles, what were 
their concerns.  We did that (for) a month!  We had outliers. Those 
outliers had conversations with Dr. Mike about what their issues were.  
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Some just wouldn't do it.  We talked to them, we discussed it with them.  
And now it's like, if you work here, this is part of what you do.  And if you 
feel like you can't do it, then you probably can't work here. I mean that's 
how much of the culture it is.  
 
(Linda, VP ICS) How we approach this type of change, is a little bit 
different now in terms of how you engage the providers.   I think there's 
lessons learned for sure with our group and I think there are lessons 
learned across the organization now.  
 
(Dr. Darrell, Medical Director ED) So we had a tremendous amount of 
input in the development of the program and the implementation and the 
safety factors.  (We have) ability to stop the program, essentially, pull the 
cord and stop the line if there was a safety issue that we recognized.  Part 
of it is that we look at every re-admission that was a navigation or repeat 
visit to the Emergency Department or an admission from someone who 
was navigated.  We review every case to make sure that we aren't 
inappropriately navigating.  It's kind of our checks and balances to make 
sure that we're doing the right thing.  
 

Leader Characteristics.  

When given a list of characteristics that successful leaders tend to demonstrate 

and asked if they demonstrated any of the characteristics (see list of Questions in the 

Appendix), the percentage of the time participants described themselves as using the 

characteristics, they used statements that indicated that they were Adaptable 31%, 

Innovative 17%, Collaborative 16%, Optimistic 10%, Purposeful 7%, Confident 6%, 

Self-Assured 6%, and Proactive 6%. As each participant reflected on their role in the 

project and compared it to the characteristics that tend to make leaders successful, they 

provided examples and stories that demonstrated their belief that they demonstrated the 

characteristics provided.  The characteristics were difficult to separate in describing how 

they were demonstrated and, as in the previous sections, often were described together.  

For purposes of highlighting the characteristics individually, they are discussed below. 
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Figure 33: Adaptable 

Adaptable. The characteristic most discussed was being adaptable. Participant 

statements of when they demonstrated adaptability represent 31% of the overall 

references to successful leadership characteristics. They discussed it as though they 

expected it of themselves and the other members of the team. They identified the 

importance of adaptability to the overall success of the program, and shared how they 

became more adaptable as a result of their participation.  

 (Sharon, Project Manager) I think that all project managers should be 
highly adaptable, but I guess that's probably not the case, I mean, if you're 
following your 40 steps and checking every box.  I think our success or 
any success that we think we had with this, we have to attribute to being 
adaptable.  Adapting to all of the challenges and the things that came up 
that we didn't project.  We tried to be as purposeful as possible, however, 
we had to be adaptable in order to be purposeful.  It (adaptability) means 
taking lessons learned and using those in new efforts.  Trying to anticipate 
but acknowledging that the culture shift is huge.  As much as you try to 
plan for the culture shift, I think it's going to be a little bit different in 
different situations.  
 
(Joe, Director PCSC) It wasn't over-structured but it had the right 
framework that allowed people the freedom to do the work they needed to 
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do.  My (belief about) adaptability is that anything is possible with the 
right leadership and the right team and the right approach.   
 
(Dr. Mike, Executive Medical Director) Experience is the key (to 
adaptability).  Experience that you learn from.  Some people know when to 
step back and some don’t.  Maybe I know when to step back because of 
being burned so many times. I learned from my mistakes - trying to 
understand that when we come to the table, that I have been thinking 
about this six months, or 25 years in this particular case, and they are 
coming to the table hearing concepts they have never heard. Rather than 
saying, "What, are you stupid?"  Just hearing them.  Experience that you 
learn from (teaches you to be adaptable), "How can I get this doc on 
board? What am I missing in this particular case?"  It’s the learning 
process.  
 
(Dr. Isabella, Asst. Medical Director ED) I probably wasn't very 
adaptable or I probably didn't see myself as adaptable.  But fairly quickly, 
once presented with the facts, and once I was invited to collaborate, I 
think I (became adaptable).  
 
Innovative.  The second characteristic described by participants was being 

innovative, with 17% of their comments reflecting the importance of it to the success of 

the project. This project was described in terms that considered it as a highly innovative 

solution, and yet the leaders did not speak extensively to this characteristic.  They 

discussed how innovative the project was, but described their own innovative 

characteristics tentatively. 
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Figure 14: Innovative 

(Phil, Black Belt)I think innovation requires adaptability and that's what 
our part of the organization has been tasked to do. To be innovative.  To 
leverage technology to look for appropriate use of individuals to change 
paradigms.  That's we do.  
 
(Dr. Darrell, Medical Director ED) In terms of (being) innovative I would 
agree. I think that this program is one demonstration.  You could look at 
Lean and that was very innovative.  Lean is essentially an efficiency model 
of running the department.  We're starting up a coaching program.  
Identifying physicians within the group that are best practice for patient 
satisfaction, for efficiency, for documentation, for whatever it may be and 
turning them into coaches for the other physicians. That's a program that I 
just started up. We've also started a mentoring program for physicians 
starting just out of residency so that they have what they need to feel solid 
so that you don't have people leaving the job after a year or two.  And so 
those are some of examples of (being) more innovative. 
 
(Joe, Director PCSC) (The program was) very innovative.  We (PHS) are 
focused on doing the right thing for the patient, the member and the 
community.  This was not about saving money. This was about really 
connecting the patient with the right venue of care so that they had better 
continuity of care.  I (now) focus on the grassroots, front line, forward 
facing staff who are actually closest to the issues.  Because they often are 
the ones who have the innovative answers.   
 
(Denise, Director ED) You can be innovative and have it be just a little 
piece of something that needed solved and ding there it was.  It doesn't 
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have to be like you changed the world.  So it's being able to work within 
those constraints.  
 
(Linda, VP ICS) You know it's funny the whole innovation thing.   It's 
always interesting how we define innovation here.  I wouldn't have 
described myself as being innovative.  But I would describe myself as 
being kind of like a "keep it simple stupid" type.  I mean, just kind of 
cutting out the extra stuff and saying "Why do we have to it that way?"  
And it's funny  because people define some of the things we do as 
innovative.  But I don't define it as innovative.  I just define it as common 
sense, kind of like street sense.  I think we get caught up in this innovation 
word.  People perceive what we did with ED Navigation as really valuable 
but a lot of this efficiency stuff is really valuable,  too. They're just 
different approaches.  Somehow we need to figure out the right mix of 
where to focus on efficiency and where to focus on this type of change and 
how can we leverage more resources across the organization to affect that 
broader change versus such a small group doing it.  How we use our 
resources - not letting people kind of come up with ideas for projects but 
letting our strategy drive the projects and making it really clear going in 
that we expect that kind of (transformational) change.   
 
(Phil, Black Belt) I've never had a set of champions or process owners 
engaged to the degree that I had Dr. Mike and Linda.  And then in turn 
have a team members as engaged as Dr. Isabella, Dr. Darrell, Denise, etc.  
I've never had that.  It was more of reporting out versus communicating (in 
the past), because they didn't have the level of commitment or interest. 
Here we had, "This is truly affecting how I do my work. I'm truly interested.  
I want to make sure that my license isn't at risk and my patients aren't at 
risk."  They know it's happening so they'd better get on board.   It was 
happening because (the CEO) says, "Go out there and be innovative."  So 
they were fully engaged.  They wanted to consume the communication 
versus communicating because it's another thing I have to do.  
 
Collaborative. The third leadership characteristic participants discussed was 

being collaborative.  With 16% of their comments attributed to being collaborative, they 

understood the importance of working together.  Participants describe their ability to 

collaborate as playing a critical role in their ability to lead in this program.  
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Figure 45: Collaborative 

(Dr. Darrell, Medical Director ED) I do think of myself as very flexible 
and open minded and willing to consider all different aspects of what 
people are approaching me with (asking), "Does this work, does this not?"  
I also seek a lot of input.  I'm aware that I can have my own flaws in terms 
of my own thought process. Maybe I'm not seeing something or I'm not 
communicating in terms that work for someone.  I get a lot of input from 
people that I trust within the group - just regular physicians that I know 
will be honest with me and that they're passion is for good patient care.  
I'll seek their input as well.   
 
(Denise, Director ED) Get to know the other people you're working with 
and you find out who's got strengths that you don't have and you work 
together and you collaborate and you build off of each other.  You  work 
together to combine those strengths because when you combine them, 
that's huge.  You know you have a mind meld and it can be pretty awesome 
what a group can accomplish together - especially when they're 
comfortable questioning each other.  When you're free to really explore 
and feel safe in doing that I think is the key, too.  And to be able to trust.   
 
(Dr. Isabella, Asst. Medical Director ED) I'm optimistic. I'm self-assured.  
I'm not innovative, to be perfectly honest.  I'm not the rainmaker.  I'm 
pretty collaborative.  Doctors tend not to be collaborative at all.  I think 
for a doctor, I'm more collaborative.  Partly because as an Emergency 
Medicine doc you work with nurses all the time.  You're not that high on 
the food chain - or you don't feel like you are - so you tend to be more 
collaborative.  
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Optimistic.  The fourth leadership characteristic participants discussed, in 10% of 

their comments about leadership characteristics was being optimistic.  Ten percent of 

their comments reflected the importance of an optimistic approach and how it helped 

them in the implementation of the program. 

 
Figure 56: Optimistic 

(Barb, Supervisor PCSC) Even though I had reservations in my own mind 
thinking, "Well I don't know if this is going to work" because of the 
environment and how people were reacting to us being there.  I always 
tried to come in positive.  I tried to be an example instead of having a bad 
attitude.   I tried to come in with a good attitude no matter what kind of 
day I was having.  No matter what barriers I personally was having.  I 
tried not to let my team see that nor anybody on the ED staff.  
 
(Denise, Director ED) Most of the time, I'm pretty optimistic.  Because I 
do look on the bright side of things.  I try to see the good in whatever it is.     
 
(Joe, Director PCSC) My personality that such we are going to do it.  If it 
can be done, we will do it.  So my role, in addition to providing more of 
the patient navigator staff and really trying to keep from being our own 
worst enemy was around cheerleading and saying every reason that we 
could do this.  More of an optimistic team member approach.  
 
(Linda, VP ICS) I think I am pretty optimistic going in to most things.  I 
expected that we would be successful .  
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Purposeful.  The fifth leadership characteristic discussed was being purposeful, 

with 7% of their comments reflecting their perception of the importance of being 

purposeful. The participant's demonstration of being purposeful were primarily related to 

their ability to push through difficult times or times of doubt and how that helped them to 

succeed.  

 
Figure 67: Purposeful 

(Barb, Supervisor PCSC) One the biggest things was my director has been 
a mentor to me.  I had it in my mind that there was no way I was going to 
let him down.  When I knew how big and special this project was and how 
many stakeholders were there,  I was not got going to let nobody down.  I 
was going to do whatever it took to make this work.  I had passion for this 
project.  And I was determined to make it work.  
  
(Dr. Mike, Executive Medical Director) Am I optimistic? I wouldn’t even 
call it optimism. It was self-determination. It is just optimism that there is 
no way we are not going to make this happen.  We have the support, we 
have the people. The most important (thing we had was that) the goal was 
critical: the care going to be better. I really believe it's true.  It's kind of 
facilitating the process and make sure it moves along.  The optimism was 
there. I mean it was optimistic in the sense that we (said), "We’re doing 
this." We felt it was the right thing to do for patients and the organization 
and cost effectiveness.  So we were optimistic, we were self assured.  After  
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many hours and many weeks and days and months of discussion (there 
was no doubt) that this wasn’t the right thing to do.  I was self-assured in 
my belief that this was the right thing to do so there was little waffling on 
the concept because the concept makes total sense to me.  I guess what I 
am saying is what works for me is I need to believe in what I am doing.  I 
need to absolutely believe in what I am doing and if I put a program in 
place that I don’t believe in, people see it through it immediately and I 
won’t have the energy and fortitude and perseverance, the ability to sit 
down over and over again to make people to keep pushing the product or 
service or whatever it is you want to do.  I have a purpose.  
 
(Sharon, Project Manager) Sometimes (being) purposeful was the night 
before, thinking, "How are we going to facilitate this topic tomorrow?"  It 
was a lot of work in that we didn't have a lot of time to really sit and think 
about it for months, it was something we wanted to keep moving.  The 
purposeful (part) was (being) very quick.  
 
(Joe, Director PCSC) The two areas though that I think highlighted as an 
opportunity for me was to be purposeful and structured.  Those are two 
attributes that I cannot stand in my past life but I needed to understand to 
have a balance with that.  I think seeing people on the team that have all 
these attributes, but also have some structure as well and the right level of 
structure.  Really purposeful about what was being done.  I think a lot of 
times we're on project teams, especially in the work place, where things 
are done as a checklist.  This program was very intentional, fact-based, 
purposeful.  Things were done in a very structured manner.  
 

Confident, Self-Assured, and Proactive. The next three leadership 

characteristics tied for frequency as leaders discussed when they were confident, being 

self-assured, and proactive.  These three characteristics were each discussed 6% of the 

time and often overlapped in the comments. 
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Figure 78: Confident, Self-Assured, and Proactive 

Confident.  Participants described their confidence as important to their ability to 

stay engaged and supporting their ability to make adjustments. 

(Joe, Director PCSC) I was very optimistic.  Also innovative, 
collaborative and proactive. Just being a can-do person and working 
together to get this done, let's figure out the best solution.  I've always 
worked from an approach that it's not about me. The success is going to 
be in how the patients receive better care. The thing for me is self-
assurance - it really helped increase my self-assurance and confidence.  It 
really helped build upon that.   
  
Self-Assured.  Most participants considered themselves as self-assured and 

attributed some component of their ability to succeed in this program as related to their 

self-assurance, as demonstrated by the comments of both Dr. Isabella and Denise below.  

Their references were tied to their long experience in an Emergency Department and 

reflect the battles they had already successfully endured. 

(Denise, Director ED) I think most of the time I'm pretty self-assured.  I 
have been doing what I do for a really long time so I've got the knowledge 
base of that.  That helps with that.  And I was comfortable with where I 
was in the organization.  What I thought my role was.   
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(Dr. Isabella, Asst. Medical Director ED) In terms of thinking that I'm 
self-assured, once I believed in it and if (doctors) disagreed just because 
they weren't going to do it, I was pretty willing to take them on.  In leading 
doctors, you have to be enormously self-assured.  Emergency Room docs, 
I mean they're brutal.  Now having stepped away from them, I realize how 
brutal they really were.  So you had to be willing to take the hits from 
them.  And be willing to just say, "You know what?  I'm willing to talk to 
you about it, I'm willing to make this work, but you know, this is what were 
going to do."  Emergency medicine docs will do whatever they want.  
Because we all said, "We'll be here and no-one else is here at 2:00 in the 
morning.  So I get to do whatever I want."  You had to monitor that and let 
them know they weren't going to be able to beat you down and get their 
way.  And once you've got your early adopters and all of that, it worked.  I 
think being self-assured was huge.  
 
Proactive.  Although they did not point specifically to being as proactive when 

asked this question, many of the interventions, communication, and efforts were 

undertaken with a proactive approach.  One such example was Barb's comment below 

when she didn't wait to be told what to do, she sought out what would be needed for her 

team to succeed.  

(Barb, Supervisor PCSC) I tried to be proactive with my team so if I had 
to step in to cover a shift and cover the navigator instead of (being) the 
supervisor.  I tried to keep up my skill so that I was able to be efficient and 
effective helping them because they're the ones who are out there 12 hours 
a day, 24/7.  

 
Summary.  The design of the study to allow reflection allowed the learning of the 

leaders to emerge and provided a wide variety of perspectives on what they learned, why 

it mattered to them personally or professionally and what it meant to the success of the 

program.  Thus it can be concluded that participants were able identify and effectively 

answer the question "What do leaders learn as they lead successful organizational 

change efforts?" 

The findings demonstrate that the participants could articulate with clarity what 

they learned as a result of participation in the program as they reflected on their 
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experience.  Their comments grouped into themes that demonstrated their Personal Shift 

to Agreement and underscored the importance of Trust, Leadership, Communication, and 

Patient Focus to the ability to change form opposition to agreement. Participants 

validated their belief that the program was a success and could point to what they 

considered to be the Success Factors as an Enterprise Solution, Leader Modeling, 

Difficult Decisions, the Navigator Role, and Physician Involvement.  Participants also 

clearly identified the characteristics they demonstrated that supported their ability to lead 

successfully as being Adaptable, Innovative, Collaborative, Optimistic, Purposeful, 

Confident, Self-Assured, and Proactive.  
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Chapter 5: Discussion 
 

This case study set out to answer the question "What do leaders learn as they lead 

successful organizational change efforts?"  As participants discussed their involvement in 

the Emergency Department Patient Navigation Program during the interviews, they were 

reflected upon their personal learning as well as what they learned and observed by 

watching others through the implementation of the effort.  As reported in Chapter 4, the 

learning themes emerged in three distinct, but interrelated areas of a personal shift to 

agreement, success factors and leadership characteristics.   

Chapter 4 describes the theme that emerged for a Personal Shift to Agreement and 

the themes that contributed to their paradigm shift.  The themes that emerged were 

described as significant contributing forces are trust, leadership, communication, and a 

focus on the patient.  Research on change, and more specifically, transformational 

change, is in keeping with the findings of this study. 

 Leading Change.  Effective change leadership was critical to the success of this 

program.  John Kotter asserts that leadership and management are distinctive yet 

complementary.  He describes management as coping with or mitigating complexity 

where leadership is about coping with or making room for change  (Kotter, What Leaders 

Really Do, 1990).  If change efforts are championed by individuals whose focus is to 

manage the complexity rather than to lead through the change, it is anticipated that 

change effort will be less successful. This study supports Kotter's theory, and participants 

supported the idea that the approach was different on this dimension.  Participants 

describe the leadership versus management approach as critical to the transformational 

change the effort required for a project of this size to be successful.   
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(Phil, Black Belt) A critical decision point (was) that we wouldn't have 
green belts on the project that had to certify. (Because) then you have to 
cross every "t" and dot every "i".  Having experienced leaders, Sharon 
and myself, leading these processes we just did what needed to be done at 
the time.  
 
(Linda, VP ICS) To drive of the kind of change that we need I don't think 
will ever come within the business unit itself because there's too many 
conflicts to get transformational change.  You will get efficiency, which I 
think is a really critical thing too.  

 
(Linda, VP ICS) I think we get caught up in "innovation" as what's 
valuable.  What we did with ED Navigation was really valuable but 
efficiency is really valuable, too.  They're just different approaches.  
Somehow we need to figure out the right mix of where to focus on 
efficiency and where to focus on this type of change and how can we 
leverage more resources across the organization to affect that broader 
change versus such a small group doing it. Not letting people come up 
with ideas for projects but letting our strategy drive the projects and 
making it really clear going in that expect that kind of (transformational) 
change.  

 
The team successfully utilized Kotter's 8 steps identified as critical to success 

(Kotter, 1947). When discussing the approach to the study with Dr. Mike, the sponsor of 

the study, he described his use of Kotter's 8 steps as an important guiding framework for 

the program. It was not clear that the team took an intentional approach to utilize Kotter's 

8 steps, but it was clear that they were all met, as described below. 

  
1) Establish a Sense of Urgency:  Emergency Department wait times are a 

national problem.  Presbyterian had not be successful in implementing more 

than incremental changes prior to this effort.  The cost of care is the most 

expensive option in the Emergency Department and does not offer continuity 

of care for patients.  The sense of urgency and what needed to be done was 

very clear to the participants, as demonstrated by Denise's comment below. 
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(Denise, Director ED) The importance of what we needed to 
accomplish was very clear.  I think that the urgency and the need for 
change that was very clear going in.  Probably more clear for this 
project than for any other project I'd worked on.   

  
2) Forming a Powerful Guiding Coalition:  The formation of an enterprise 

team was new and foundational to the success of this program as identified in 

Chapter 4.  Senior leadership supported the effort fully aware of the potential 

risks and the importance of staying focused.  Participants had not experienced 

this kind of support before and tested their assumptions to ensure success, as 

demonstrated by Dr. Mike's comment below.  

(Dr. Mike, Executive Medical Director) Before we even pulled the 
trigger on this program we wanted to sit down with all the key leaders 
and say to them," You understand that the Emergency department is 
going to lose revenue?  PHP is going to make more money or it is not 
going to cost them as much. You guys are okay with that?  Legal, there 
are issues here.  We are trying something that we believe no one has 
done before and we might have a bad outcome.  When you see 12,000 
patients at some point in time there is going to be a bad outcome. It is 
just the way it is. Medicine is dynamic and you can’t predict 
everything.  If that was the case then you wouldn’t need an ER.  You 
would know what to do to with these patients.  Are you going to 
support us (and) support docs on this?"  Those types of things.  The 
ability (to know that) when push comes to shove that we are not going 
to immediately retreat and go back to our old ways, (saying), "Let's 
just get rid of this thing,"  after it is up and running and starting to 
make progress.  It will be bumpy at beginning and all of a sudden 
there will be cuts in Medicaid or something else (comes up).  For me 
for me a critical point was to make sure everybody is hearing the same 
thing , and ask the question, "Are we all okay with this?"   
 
The comments by Denise below also demonstrate what role the 

strength of the guiding coalition played in her learning. 

(Denise, Director ED) I learned that being part of an integrated 
healthcare solution can be very powerful.  The change you can make is 
phenomenal when everybody works together, has clear goals, 
expectations, and are all moving in the same direction.  And that when 
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you have the right individuals at the table, at all the different levels of 
the project, that also makes a huge difference.  

 
3) Creating a Vision.  The vision without question was to create a better venue and 

continuity of care for the patients.  Participants pointed to the clarity of the patient 

focus and articulated the importance of knowing the cost savings would occur, but 

not at the expense of the patient. Dr. Mike described the vision below.  

(Dr. Mike, Executive Medical Director) Our ultimate goal needed to be 
crystal clear. Making sure that patients were getting taken care of was 
critical from the Emergency Department, critical from administration, 
critical across the board that patients would not get injured or hurt in any 
way and the care would at least be equal if not better.   

  
4) Communicating the Vision:  Communication was a significant focus as 

demonstrated in Chapter 4 (See also Communication Plan in the Appendix).  

From the very beginning, the team knew what the vision was for the final 

outcome.  Every member of the leadership team was committed to 

communicating extensively whenever it was needed.  When Dr. Isabella describes 

how she first became aware of the vision, she clearly articulates how different the 

vision was than the existing state prior to implementation and points to how 

important it was for all involved to really understand what needed to change. 

(Dr. Isabella, Asst. Medical Director ED) In the Emergency Department, 
we treat everybody.  When you become an Emergency Room physician, 
that's the mantra.  You're the safety net.  People come in, whether they 
need to be there or not, whether they can pay or not, based on EMTALA, 
you see treat everybody.  One of the things I often said was that that was 
what I loved about being in the Emergency Department.  I don't want to 
have to worry about their insurance.  I see patients.  I treat them.  
Nobody's ever told me I can't treat them, I can't order a CT, I can't do this.  
Most people in emergency really like that. So what this program wanted to 
do was a complete paradigm shift -- as much as you could.  We're going to 
have patients come into the Emergency Department and if they're not 
emergent, we're going to tell you not to treat them.  So that's how it 
started.  
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5) Empowering Others to Act on the Vision.  One of the obvious ways this team 

empowered others to act on the vision was with the role of the navigator.  They 

understood from the beginning that it was critical to the success of the program to 

empower navigators to act in real time on the issues that presented.  

(Dr. Mike, Executive Medical Director) Giving latitude to the navigators 
was another big part of this.  They were pretty empowered.  That word is 
overused, but they were pretty much empowered to do the things they 
needed to do.  They had the ability to make a lot of real decisions that 
affected them, how they cared for the patients, and how they ran their 
shop.  It’s one of these things we talk about but do we really do it?  

    
6) Planning for and Creating Short-Term Wins.  The team demonstrated 

awareness of the importance of short-term wins in many ways, not the least of 

which was allowing the physicians to gain a sense of comfort with the idea of 

navigating.  By allowing physicians to choose how many diagnoses would be 

permitted to navigate, it gave them short-term wins that led to ownership.  Linda's 

comments describe how difficult it was to allow the short-term wins when so 

much as at stake. 

(Linda, VP ICS) I think it was all around the physicians saying, "Well, 
we'll do it but only want to do it for 10 diagnoses."  And my initial 
reaction was, "Wow you're limiting it to 10.  Why would you do that? It 
doesn't make sense. There's a lot more stuff."  I really wanted to push, 
push, push.  They put so many restrictions on what they were willing to do.  
And I didn't like it and I was really pushing to have it broader.  And it may 
have been Dr. Mike during that process that said, "I think we're just going 
to have to let them do this." It slowed it down to make it go faster in the 
end.  Within a week of launching, they came back and said, "Anyone over 
the age 65 can be navigated." Then a couple of weeks later they said, 
"Anyone from (age) 5 down to 2".  And then a couple of weeks later they 
said, "Well those 10 diagnoses, we don't want to limit to those.  Just let us 
do them all."  To listen to them, to address their needs and to slow down 
enough - it just accelerated.  I wouldn't have predicted that.  I thought we 
were going to fight 10 diagnoses forever. 
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7) Consolidating Improvements and Producing Still More Change.  As the 

program was fully deployed across the Emergency Departments across the 

Albuquerque system, there was concern for how much staffing would be needed 

and how difficult it was to keep Navigators physically present in every location.  

One way that the team consolidated improvements and produced more change 

was to collaborate with the Manager of Telecommunications to introduce 

Telenavigation.  Telenavigation allowed the team to work closely with the 

individual sites to create a comfortable room at each location where patients could 

interact with the navigators in real time via live video link.  This improvement 

reduced the number of staff needed to support the navigation program without 

creating any patient concerns.  It also introduced a new change to the system that 

became improvement that could be used in other scenarios within the 

organization. The importance to the team of the development of Telenavigation 

was described by Barb. 

(Barb, Supervisor PCSC) It was a struggle because we didn't want to 
overstaff - we just didn't know how much staff we needed in the beginning. 
There was a time when we were short-staffed.  We didn't think about when 
people got sick.  There was limited PTO granted, especially for the first 
year. I took that back to my management team.  I told them the concerns.  
We tried different changes at Kaseman where we didn't have the volume in 
the late night hours.  When we moved to the video conferencing equipment 
and implemented that, we were able to branch out to different facilities not 
have a full-time staff (physically present) 24/7 at all 3 facilities.  
 

8) Institutionalizing New Approaches. Once the organization began to see the 

success of the program, new ideas for big challenges started looking easier to 

tackle.  Dr. Mike describes how the approach in the EDPN program began to 

inform approaches to other, very challenging programs. 
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(Dr. Mike, Executive Medical Director) We are taking on the projects that 
nobody in the country is willing to take on. We are taking on chronic pain. 
That is huge.  The Transfer Center, not quite as huge but the way we did it 
was huge.   We talked about taking on  projects that are end of life - things 
that people are talking about as long as I have been in healthcare.  
Everybody knows it is a problem but no one takes ownership.  That is what 
we are doing now.  It is pretty cool stuff.  It is amazingly cool.  
 

Described in Resistance To Change: the Rest of the Story (Ford, Ford and 

D'Amelio, 2008), agent-recipient relationship conversations are identified as important to 

understanding resistance negotiation that is taking place.  Continued study on the 

negotiated transactions is important to understand how to apply the learning in additional 

environments.  The negotiated transactions that occurred in this program happened at 

each stage of the change effort and across a wide range of organizational functions.  

Further study should be given to what the participants considered to be negotiated and 

why they agreed to make the transformational changes requested.   

Transformational Learning.  When describing the statements participants made 

about whether they changed their minds or not and any causes identified as the reason for 

the change, codes identified such changes as a "shift" to agreement.  The purpose of using 

the term "shift" instead of "transformation" in the initial documentation of the interviews 

was because transformation involves much more than just changing from doing one set of 

tasks to another set of tasks.  It involves the broader lens that the design of this study 

allowed.  While eight out of the twelve participants did not experience a personal 

transformational change, they were aware of the transformational nature of the program.  

The four original team members actually joined the project or were assigned to it because 

of its transformational nature, these were Dr. Mike, Linda, Phil and Sharon.  Joe and 

Marcia had been looking for the opportunity to see this kind of transformation and 
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immediately supported it, encouraged it, and took steps to engage in ways that 

fundamentally made it possible. Joe's ability to lead his team to develop the Navigator 

Role was transformational to the program.  Marcia's ability to step in to the interim 

Emergency Department leadership role at the critical time of initial implementation was 

identified by some participants as pivotal to the program's overall success.   Tommy and 

Karen knew it was transformational and were glad to support it, but did not demonstrate 

any personal transformational learning with respect to their role or their personal 

learning.    

At least four participants experienced Transformational Learning, Dr. Isabella, 

Dr. Darrell, Barb, and Denise.  Each of them experienced transformation on different 

dimensions. According to Mezirow’s Transformation Theory (Mezirow, 2000) there are 

four ways in which it occurs: “by elaborating existing frames of reference, by learning 

new frames of reference, by transforming points of view or by transforming habits of 

mind.”  

1. Dr. Darrell experience a transformation in his frame of reference on how 

Emergency Care should and could be delivered and is successfully 

sustaining the model as Medical Director of the Emergency Department 

as.  

2. Dr. Isabella experienced the same transformation of her frame of reference 

on how Emergency care should be delivered and supported the 

implementation.  She also experience a transformation of her frame of 

reference for leadership and took on a new role she would never have 
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previously considered.  She attributes her participation on this program to 

transforming her leadership. 

3. Barb had been a successful customer service representative prior to the 

program.  She experience a transformation in her frame of reference of 

Presbyterian customers and what they really needed.  Having no 

leadership experience prior to this program, Barb also transformed her 

frame of reference to take on a supervisory role that required a 

fundamental change in her habits of mind about her work and her ability 

to contribute.  Barb and her team transformed the navigator role and by 

allowing her personal transformation, substantially supported the ability of 

the team to implement the program.  

4. Denise transformed from a frame of reference of absolute opposition to 

one of support.  She did not stay in the Emergency Department, but was 

able to transform her role within the organization.  She successfully 

learned a new frame of reference and applied it to a leadership role in a 

different area of care delivery.   

Transformation is referred to as a movement through time and restructuring of 

structures.  The EDPN redefine the structure in which care would be delivered and 

changed the habits of mind of many Presbyterian employees over the course of time and, 

by its success, convinced them to continue implementing the new process.  An interesting 

component of this program, but not specifically addressed in the study, is that the 

navigation process was designed to and successfully changed the structures and habits of 

mind of the patients, as well. 
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(Barb, Supervisor PCSC) Our work (Navigators) in the ER is to educate 
our patients to understand the importance of finding a medical home. We 
educate them on their conditions that they present with like flu like 
symptoms, sore throats - very minor conditions - and educate them on 
what the environment of the ER should be -  for life threatening situations.  
A lot of people don't even know who their doctor is and where their doctor 
is located.  We helped them to understand when they should be using the 
ER and when to connect with Primary Care.  
 
(Phil, Black Belt) What surprised me, was that like 92% of the patients we 
navigated didn't think of going anywhere else.  It wasn't a matter of 
extending our hours or having other venues available to them.  They never 
considered going somewhere else. We're educating the patient.  In turn we 
see a very low percentage of our patients return for repeat navigations 
which suggests that as longer periods of time go since they were 
navigated, we can see that we really have an impact in their future 
behaviors.  

 
When describing what must be present for organizational transformation to occur, 

Boverie & Kroth (2001) purport that the organization must be free to question 

assumptions and to work together to create a new system based on clear assumptions, 

values and beliefs.  The extensive communication efforts undertaken by the participants, 

and especially during the Risk Mitigation Plan development,  had the underlying purpose 

to provide a forum for assumptions to be questioned or challenged and concerns to be 

heard.  As participants began to see their recommendations appear in the program 

discussions and documentation, it became clear to participants that a new system was 

emerging as a result of their work together. Participants pointed to the team approach that 

allowed for questioning and creating of a new system as critical to developing the trust 

needed. 

(Denise, Director ED) I think that the trust developed.  As we worked 
together that we were really trying to solve it together. And where for me 
that trust really melded was when we did the risk assessment and the risk 
mitigation plans.   
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When describing why participants made a personal shift to agreement, they spoke 

about trust the most.  The title of  their book, Transforming Work, Boverie and Kroth 

identified as having a dual meaning referring to the act of changing the work as well as 

changing the individual.  They identify the keys to transformation as trust, commitment 

and passion. When describing the approach to change efforts in the past, participants used 

language - especially body language - that implied resignation or continued personal 

resistance when identifying how they would comply or even not comply with respect to 

the work alone.  At no time when describing this kind of compliance did they describe a 

personal change.  When they described why they came to agree with changes of the work 

in this program they also described personal transformation couched in terms that 

demonstrated the role of trust, commitment and passion in their transformational process. 

For personal transformation to occur, it needed to be something that mattered to them 

personally, it had to mean more than just a paycheck. They became invested because their 

efforts made a difference.  Examples below include Barb's transformation in her 

understanding of the customer's needs and Dr. Isabella's transformation of her leadership. 

(Barb, Supervisor PCSC) In the past I'd say, "Presbyterian provided you a 
service and we're billing you because your insurance left you this 
responsibility.  How can I help you pay that?  This is still your balance."  
To me this is business.  You received your services now you gotta pay us 
for the services we provided to you. But after knowing what walks in and 
out of that ER, it's a whole different type of customer service that I want to 
provide to these people.  Whether it be a person who is financially stable 
to the patient who is sleeping under the bridge tonight.  Get that person 
the help that they need.  Get them a bed to sleep in tonight.  Get them a 
meal to eat tonight.  To me it's not just about medical care anymore.  It's 
about helping that person.  I don't pass judgment on a patient who could 
be drug-seeking or who actually needs to be there.  I mean we see a lot of 
everything.  And everybody deserves the same respect regardless of what 
issues they're going through. It's just going that extra mile.  Say somebody 
who's been using drugs and wants to get clean and because of the 
foundation we've built we don't send these patients over to these facilities, 
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but we have resources if we need to.  Some patients will even just come to 
the registration area (and say), "I need to talk to a navigator. They told 
me they were able to help me.  They can find me a doctor."  Sometimes 
they'll even make up diagnoses on their own.  They're sick because they 
have this, that and the other.  "I need a doctor and the Navigator can get 
me there."  
 
(Dr. Isabella, Asst. Medical Director ED)  (Dr. Mike's) incredible drive 
about it happening but (also) his incredible willingness to listen.  I mean it 
was clear this was going to happen.  I don't know if you've ever seen him 
on a project, but get out of his way.  It's not pretty.  But he also was never 
unreasonable.  It was going to happen and he was going to make it work, 
but he always listened. Always, always, always listened.  So that was huge.  
I learned an enormous amount.  I certainly had my opinion and I felt 
really strongly about that opinion and wasn't about to have that opinion 
changed.  And now when someone tells me about something, I try to step 
back a little and not be quite so, I don't want to use the word virulent,  but 
maybe it's the right word.  Aggressive or assertive about my opinions.  I'm 
more willing to listen.  Because I think I learned so much that I could take 
a total paradigm shift that now when someone says something or wants to 
do something that I think is like, "You're nuts" I think wait a minute, are 
they nuts?  Let's think about this. It really changed how I feel about things 
like that and how I look at roles.  Where before I was pretty black and 
white and now I'm much more willing to hear about something or listen or 
be thoughtful."  

 
As described in Chapter 4, the success factors that emerged were that the program 

was an Enterprise Solution, there was effective Leader Modeling, Difficult Decisions 

were made, the Navigator Role was well designed, and there was Physician Involvement.  

The factors described by participants as important to the success of the program are 

supported by research in Distributed Cognition, Diffusion of Innovations, and Social 

Network Analysis.    

Distributed Cognition. The goal of the program was to create a navigational 

system for patients that utilized an enterprise solution engaging expertise from across the 

organization rather than from the Emergency Department alone.  The program launched 

with a Distributed Cognition perspective that they didn't know what would emerge but 
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were convinced that if they brought the right people together from across the 

organization, they would find a solution. 

By developing a solution designed for the patient to navigate the Presbyterian 

system to get a better care outcome, the participants began to learn how to navigate the 

system themselves to reach a better program outcome.  In Cognition in the Wild 

(Hutchins, 1995), Distributed Cognition is studied as a factor of success for navigating a 

ship. Of interest is that the key questions answered in navigating a ship are remarkably 

similar to the navigation questions a patient wants answered as shown in the table below. 

Table 9: Navigation Comparison of Ships vs. Patients 

Navigation questions for ships Navigation questions for patients 

Where are we? Where is my entry point to the system? 

Given that we are here, how do we get to 
a different location? 

If the ideal entry point is somewhere else,  
where is it, how do I get there from here and 
what will it take? 

Where will we be if we travel in a 
particular way for a particular period of 
time? 

Where will I be medically if I follow your 
advice to take a different route?  

 

In both ship navigation and patient navigation the systems are required to 

compute data.  The human interactions facilitate the process of group learning as 

Hutchins describes, "Knowledge is intersubjectively shared among the members of the 

navigation team. This permits the human component of the system to act as a malleable 

and adaptable coordinating tissue, the job of which is to see to it that the proper 

coordinating activities are carried out." The EDPN program had a very flat hierarchy and 

all members of the team considered it a part of the job to share learning so that everyone 
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was able to function well together.  The "connective tissue" of the team was extensive 

communication, availability of the leaders, and incorporation of the learning into the 

program, which mirrors successful ship navigation methodology.  

One way in which the learning is shared in ship navigation is that the goal 

hierarchy of the team represents shared goals so that responsibility for meeting the goal 

can be allocated to specific agents and to provide a control device by identifying the 

shared goals among the team members.   

 

 
Figure 19: Goal Hierarchy for Goal Satisfaction (Hutchins, 1995) 

The EDPN program provided extensive support to the front line teams 

implementing the program by sharing goals and finding group solutions. When 

describing the amount of communication and involvement required to remove barriers, 

Linda refers the difficulty the extensive communication presented.  Ship navigation 

provides a goal structure for the middle leadership that could support the shared goal 

ownership the team sought without requiring senior leaders to own every level of every 

goal.  
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(Linda, VP ICS) It really takes senior level people to get anything to 
change around here.  The folks in the field or really can't get it to change.  
They should be able to, but they can't.  Probably the level that Dr. Mike 
and I put in, probably should not be required but it is what it is.  We 
shouldn't have had to get involved in the types of things we had to get 
involved in.  Like Barb should have been able to make things happen 
without having to call us saying, I'm not getting anywhere can you guys 
help me?  People should have been more responsive to her needs without 
having to come to us and saying, no you have to do it. 
 
Hutchins (1990) discusses using Marr's Vision Model for the computational 

systems that underlie navigation: Marr's Levels of Description represent computations 

that are implementation tasks which set constraints upon the performance of the 

navigation staff.  Computation by the system and computation by the individual 

navigation practitioners are different.   

Level 1: Describes what the system does and why it does it, mapping precisely the 
abstract properties from one kind of information to another within the system, and 
the appropriateness and adequacy for the task at hand. 
 
Level 2: Describes a logical organization of the encoding inputs and the 
transformation of information as it propagates through the system from input to 
output.  
  
Level 3: Describes the details of how the algorithm and representation are realized 
physically by recognizing that choices at one level may constrain what will work 
at other levels.  
 
Level 1 for EDPN: The EDPN program could be compared to a ship's 

navigational system and the role of the Navigators at Presbyterian appeared to have been 

highly effective at Level 1 descriptions that supported patients and staff.  Participants 

described understanding what the Patient Navigation program does and why.  The 

physicians and mid-level providers were able to map the abstract properties of medical 

conditions that helped to determine appropriateness and adequacy of care. The 

effectiveness of the program can also be determined by the change in the patient 
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behaviors when they arrived at the physician offices and followed the directions mapped 

out by the Navigators for them.  Patients moved from Point A to Point B. 

While the enterprise team approach provided progress on Level 2 by making 

decisions to transform information such issues as RVU payments that were a disincentive 

for navigation, it was not clear what additional organizational understanding occurs at 

Level 2.  Descriptions of the information as it travels through the system were not 

included in the design of this study; however it is likely warranted.  While the team 

closely monitored the patient actions and impact during the initial launch of the program, 

how the choices made through the Patient Navigation program impacted the patient and 

the system at Level 3 Descriptions are also unknown.  The idea that ship navigation 

contains implications to support learning in healthcare is compelling. Additional study is 

warranted to determine what constraints affected the performance, if any, of the patient or 

the organization as a result of the decisions made through the deployment of the EDPN.  

Further study is also needed to more fully understand if and how connections between 

ship navigation and navigation of patients could be applied. 

Diffusion of Innovations.  Everett Rogers (Diffusion of Innovations, 2003), 

extensive history of studying how ideas spread, discusses several concepts that explain 

the effectiveness of the program. Utilizing a framework for change that shares some 

commonality with Kotter's framework for leading change, Rogers identifies the process 

of innovative change in organizations as: 

1) Agenda-Setting: general organizational problems that may create a perceived 

need for innovation. 

2) Matching: fitting a problem from the organization with an innovation. 
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3) Redefining/Restructuring: the innovation is modified and re-invented to fit the 

organization, and organizational structures are altered. 

4) Clarifying: the relationship between the organization and the innovation is 

defined more clearly. 

5) Routinizing: the innovation becomes an ongoing element in the organization’s 

activities, and loses its identity. 

Rogers’ conceptual model contains the idea of Matching and how making a 

decision to match the solution to the problem was significant.  Numerous attempts to 

solve wait times in the Emergency Departments had been attempted with limited success. 

The ability to develop and implement the Patient Navigation solution fit, or matched, the 

problem and the organization.  The ability of the team to take on the really difficult 

decision to send patients away, to create a different kind of safety net, to get to the root of 

the problem is likely an important component of what finally allowed the team to create a 

good fit for the solution.  Once the team made the difficult decision and committed to 

support it, it created an atmosphere in which other difficult decisions more easily 

followed that supported matching solutions to the problem.  The importance of this 

decision should not be undervalued because, as Linda states below, it was pivotal in the 

success of the team. 

(Linda, VP ICS) When we visited Memorial Herman, they said, "We have 
the program but unless you stop treating the patients, if you just try to 
treat them and educate them they'll never change.  If you stop treating 
them, they will change."  They were never able to do it.  They had a 
navigator but it was more around coordination of follow up and giving 
materials.  They never got to the place where they stopped.  So making 
that decision to say we will not provide care was probably the single 
biggest turning point in this.  We'll assess them and if they don't need it, 
we're just not going to do it.  Because there is a lot of fear about taking 
that step.  
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Granovetter's (1973) Strength-of-Weak-Ties theory also describes weak ties as 

important to diffusion networks because they are bridge that links disconnected networks 

of information.  By comparison, strong ties are shared by individuals within a network 

and much of the same information is already shared because most members of the 

network already know each other and have access to the same ideas.  Weak tie 

relationships create a path to the networks of information that are not currently shared 

because access is granted by a bridging member of both networks. Weak tie relationships 

were an important component of the design of the enterprise team because the intention 

was to bridge existing silos. Zhou, Shin, Brass, Choi and Zhang (2009) argue that a 

moderate amount of weak ties is tied to creativity.  The inclusion of Joe on the initial 

team could have been extended for any number of reasons, however, what emerged was 

significant because it allowed the role of the navigator to be designed from an enterprise 

perspective.  Joe was able to bridge, in a weak-tie relationship the organizational 

networks of information. His ability to bridge between the Presbyterian Health Plan, the 

Emergency Department and billing systems played a critical role in the development of 

the Navigator role.  What quickly emerged was the need to establish the strong tie 

framework that would support the ongoing role of Navigator.  A department was formed, 

training was established, and a job description for the right people for the role were 

quickly established.  Without taking those steps to solidify the role, success would have 

been less likely. Joe describes his approach below.  

(Joe, Director PCSC) People say now they don't remember where this 
came from.  I do know that having discussions with (the) President of the 
Health Plan, probably 18 months prior to this work beginning where he 
had started talking about the Triple Aim and how the Contact Center 
really served as the integrator for the Enterprise.  When we say that an 
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"integrator" is somebody who really looks at broad functions that are 
served from different business units and starts by understanding the 
connection points between those different areas.  He and I discussed a 
program where we could utilize perhaps CSRs in a function that would 
integrate on the delivery system in some manner.  We never really 
specifically discussed the ED, but I when this project kicked off and I was 
on the invite list for the project team I went in there and did not introduce 
this concept as, "Hey I've got this solution for what we can do." I was not 
a plant in the room by any means, meaning go in there and sit and listen 
and this is what we're going to do. But they had innovative leaders on the 
project team. I think that's one of the other innovative aspects: choosing 
the right people for the project team.  Then allowing the group to actually 
throw out ideas and discuss.  It was amazing how quickly everybody in the 
room came to the agreement that in order for this to work there had to be 
a process solution, technology solution, but most importantly, a people 
solution, to make this work.  That's why the patient navigator was 
embraced.  

 
If the team did not establish a temporary review system to ensure that the patients 

were actually following through with navigation, the decision of the patient to follow the 

navigation directions was not strongly supported after they left the Emergency 

Department and dependent on the patient being able to transform the information 

received from the navigator into action they could reasonably take.  While some support 

systems were put into place, like providing bus passes, the support to patients was still a 

weak tie solution.  If patient compliance appears to lag,  investigation should be 

conducted to determine if a strong tie solution - a more intentional transfer from the 

Emergency Department to a Primary Care setting - may be needed.  This is an excellent 

example of how navigational discipline could inform healthcare improvements.  A 

longitudinal study of the actual patient behavior from Emergency Department to the 

Primary Care setting would provide a Marr's Level 2 evaluation of the long term impact 

of navigation on patient care. 
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Social Networks.  Rogers (2003: p. 323) identifies the opinion leader as a key 

role in change efforts.  Change Agents are described by Rogers as individuals who 

introduce change from outside the system. They are usually bringing a message of change 

from an agency, or in this case, from a senior leadership position, and are usually 

professional and educated. They spark an innovative idea within a communication system 

that is transmitted to Opinion Leaders. Change Agents are important to introduce the idea 

into the system, but they are not the ones who make it happen. The CEO, Dr. Mike and 

Linda, as senior leadership, primarily played the role of Change Agent.   

This program utilized physicians in as Opinion Leaders in ways that were unusual 

by Presbyterian standards and highly effective.  Physician involvement, which is used 

interchangeably in the interviews to include physicians and mid-level providers, is 

described in Chapter 4 as a factor of success and is an example of effective involvement 

of physicians on three critical levels:   

1. The senior co-sponsor, Dr. Mike,  was an ED physician and engaged the 

physician leaders. 

2. The physician leaders, Dr. Darrell and Dr. Isabella, then engaged the staff 

physician to create adoption.   

3. Physician who adopted navigation played a role in the adoption of Emergency 

Department staff. 

The direct involvement as a Change Agent as co-sponsor of the program, Dr. 

Mike, created credibility for the proposed intervention for the enterprise, and perhaps 

more importantly, for the physician leaders who became the Opinion Leaders for the 

physicians. His ability to identify legitimate concerns and cut through unfounded 
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resistance was critical to developing a clear understanding of what needed to be 

addressed. His direct engagement of the physician leaders in the Emergency Department, 

Dr. Darrell as the Medical Director, and Dr. Isabella was the Assistant Medical Director 

at the time of the implementation of the subject study, was time consuming and 

challenging, but later came to be a critical component of the adoption of the change. 

These two physician leaders were critical Opinion Leaders.   At the introduction of the 

study, they were vocal about their lack of support for the program.   

(Dr. Isabella, Asst. Medical Director ED) I went from I wasn't going to do 
it to buying in over weeks and months of negotiating to being the queen of 
the navigation program.  I've had doctors who, without me prompting 
them when we recruited new doctors, they say, "We do this incredible 
thing in our Emergency Department. We navigate patients."  These are the 
same people who were like I was.  So it's interesting that now we use it as 
a recruiting tool.  It's a pretty dramatic switch.  

 
As described in the quote above, the energy invested in the physician leaders 

helped to create strong advocates which supports the importance of the Opinion Leader 

role described by Rogers and to support his assertion that "the opinion leadership strategy 

generally has robust effects in health improvement" efforts (Rogers, 2001: 325).  Valente 

and Davis (1999) support the use of Opinion Leaders and simulate the acceleration of 

diffusion among physicians using optimal opinion leader matching.  They claim that it 

not only speeds up the process, it encourages completeness. 

Dr. Darrell and Dr. Isabella followed the example provided by Dr. Mike.  They 

engaged the front line providers, modeling the leadership demonstrated for them by Dr. 

Mike as the Change Agent.  They navigated patients themselves so that they knew 

exactly what they were asking the physicians to do and could speak from experience.  

They rounded three times a day to support, listen and share learning.  They held 
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physicians accountable so that what was expected was clear and compliance was 

transparent through reporting that showed navigation statistics by provider.  

The staff physicians then acted as Opinion Leaders for the rest of the Emergency 

Department staff.  Once navigation was initiated the staff looked to the opinion of the 

physicians to validate the navigation decisions.  If physicians or providers were not in 

agreement, the entire program was at risk. As Marcia describes below, the entire system 

depends upon the decisions of physicians and providers when it comes to how care will 

be delivered.   

(Marcia, Interim Director ED) I saw solutions immediately.  I think for 
nursing staff, we were onboard.  But when we saw resistance from 
providers we started questioning if we were doing the right thing.  It was 
just difficult for staff because they felt they were being pulled two different 
directions.  

 
Research supports that use of Opinion Leaders as was demonstrated in this 

program.  Opinion leaders should exemplify the system and express the system’s 

structure. They conform to the system norms and have social accessibility. They do not 

necessarily hold a position of leadership, but they are a critical part of the informal 

communication system that diffuses innovations.  They can make or break the ability of a 

new idea to catch on. The combined effect can be a tipping point when several Opinion 

Leaders adopt a new idea. Rogers cautions against overusing Opinion Leaders because of 

the need for Opinion Leaders to maintain the group respect. They need to be careful not 

to deviate too far from the norm of the group.     

Effective Opinion Leaders must be connected in the communication channel. The 

communication channel is the process by which information is exchanged to reach 

mutual understanding. It has 4 requirements: something to share (the navigation or 
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learning that supports its full implementation), somebody with knowledge or experience, 

someone who doesn’t know about it, and a channel connecting the two. The individuals 

involved should have similarities on most dimensions with the exception of the 

knowledge and experience about the innovative idea. These individuals should have both 

strong ties and weak ties. Effective Opinion Leaders in a social network are seen as 

technically competent. It is important that the others to which this individual is connected 

view them as having competence or expertise on the topic at hand. They have some level 

of education, experience or knowledge that causes others to believe that they know what 

they are talking about. This is in keeping with what was observed in the EDPN. 

Effective Opinion Leaders are seen as socially accessible. This relates to being 

connected in the communication channel, but also includes the component that the others 

feel that they have the ability to communicate openly with them. They are not too high up 

in the hierarchy or they aren’t perceived as distant. The relevance of social accessibility 

with respect to physicians played a critical role and allowed communication both to the 

patients and staff, but also critically, back to the team making the decisions. 

(Dr. Darrell, Medical Director ED) It was a process of people hearing me 
and listening to me and coming back and saying, "does this fit your 
criteria?" or "What about this?  What if we did this, would this be enough 
to make you comfortable or for your providers to feel comfortable."  So it 
was my own education in terms of the process we were going to take and 
how this was going to be different and it was my education in terms of why 
it would be appropriate to do this and the education that yes, we do have 
the ability to care for those patients in another venue.  So it took care of 
all of the concerns that I would have.  And once you addressed those 
concerns, I certainly didn't think of everything, so I started putting it out to 
the physicians, and they'd say, "What about x, y, and z?" and I'd say, 
"Great question!"  I'd go back to the leadership group that brought it to 
us, "What about this and how about this?" It was really coming together 
to formulate this model of what's the best win-win situation for everyone, 
how are we accomplishing decreasing inappropriate Emergency 
Department visits an also making sure that no one falls through the 



130 
 

cracks.  Even adding the benefit of the post-treatment navigation to it. I'm 
not really sure exactly what engagement means, it's a spectrum.  People 
can be engaged if you pay them.  Or they can be engaged if you incentivize 
them somehow.  Or you can get their passion.  You can find their passion 
and get them engaged.   
 
(Dr. Darrell, Medical Director ED) I think it's all that comes down to 
physicians are just people.   Physicians want to be respected. They want to 
be heard.  They want to have what they say matter and alter the outcomes 
of what's going on. Because it's something that they're passionate about. 
It's significant and that's something that I saw different with this program.  
That's something that I've tried to do in my leadership.  I think that's kind 
of been my style from the beginning just because that's what I would 
respond to. But this program certainly has helped bring that to the 
forefront to what has to happen for any sort of successful implementation 
of programs small or large is really dealing with that.  
 
Informal communication structures exist alongside the formal communication 

structures. This is how members of the system track who interacts with whom and under 

what circumstances. The formal system is the hierarchy or organizational structure. Just 

as organizational charts depict how the formal system works, a social network is how the 

informal social system works. The social system allows all members to cooperate to solve 

a problem to reach a common goal. The sharing of a common objective is what binds the 

system together. Opinion Leaders are “the differentiated elements that can be recognized 

in the patterned communication flows in a system” (Rogers, 2003 p. 27).  The importance 

of a shared focus on patient care cannot be separated from the importance of the 

physicians as Opinion Leaders because they were linked in the participants' beliefs and 

demonstrated in their discussions.  With any other focus, the likelihood of engagement in 

the outcome would have been greatly diminished.   

Relational structural mechanisms are useful to understand the flow or restriction 

of the flow of information, such as gossip. When describing how they got the information 

about how things were actually working, Dr. Isabella would ask the staff, "How's it 
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working?  What's the gossip?" with a goal to understand the informal flow of 

information. Structural relationships provide a network for the care of others and are 

critical for sustaining cohesion and solidarity of the group. They provide the structure for 

mobilization for collective action. As the direct supervisors over the staff providers, the 

physician leaders were in the appropriate position to provide that structural relationship.  

Social networks are dynamic and change over time. Having accurate information about 

the existing networks can be an effective decision tool for strategic alliances or for 

determining which networks to leverage.  Further study on the social network that was 

utilized in the Emergency Department is warranted to understand how to develop 

effective social networks with both weak tie and strong tie structures. 

As healthcare organizations continue to take on increasingly complex strategic 

initiatives, managing the social networks to drive results takes on increasing importance 

(Cross and Thomas. 2009).  Further development of the social network is warranted for 

developing an internal learning region as discussed by Hauser, Tappeinier and Walde 

(2007) that roots the collective learning in the local community at the center of the 

analysis.  Their research provides empirical evidence that social capital triggers the 

output of the innovation process demonstrating the importance of weak ties in social 

interaction and innovation on a regional scale.   

The strength of the physician social network that was demonstrated as important 

to the spread of the navigation program should be further studied to determine the effect 

of weak ties on those without the physical proximity determined to be critical to the 

utility of social capital in innovation.  Capello and Faggian (2005) state that "social 

capital exists wherever society exists, while relational capital refers to the (rare) 
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capability of changing different skills, interacting among different actors, trusting with 

each other and cooperating even at a distance with other complementary organizations."  

As Presbyterian continues to take on projects with increasing strategic 

complexity, the importance of developing social capital becomes important to 

understand.  Social capital in external networks takes on critical importance in situations 

of increasing strategic complexity, as determined by Houghton, Smith and Hood (2009) 

because it strengthens the ability of the  internal networks within an organization to take 

more complex initiatives when supported by external networks such national trade 

associations exist. An intentional plan to connect those who need the social capital of an 

external social network is important.  

In a study designed to measure training versus social networks when 

disseminating educational innovations in a healthcare setting Jippes, et al, (Jippes, et al. 

2010) confirmed the utility of both weak ties to introduce and strong ties to implement a 

process change.  They confirmed Rogers (2003) assertion that the more communication 

that occurs between the members (the stronger the tie), the more homophilous (alike) the 

group becomes. This subject study also confirms this through the relationships of the 

physicians through which the diffusion occurred.  The participants describe 

communication in 36% of their as the reason for their change to agreement. When 

describing the leader modeling considered as one of the success factors of the program, 

communication was a characteristic commonly referred to as what was modeled.  This 

study also confirms the findings of  Greenhalgh, et al.  (2004) that more frequent 

communication decreases potential risk and results in high diffusion and adoption.  The 
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rounding that was conducted three-times daily by physician leaders demonstrated a high 

degree of communication in close tie relationships. 

Successful Focus.  In Sternberg's "Successful Intelligence: How Practical and 

Creative Intelligence Determine Success in Life" (Sternberg, R., 1997) purports that 

successful people are not necessarily those with the highest IQ.  Successful people build 

their success on Analytical, Creative and Practical Intelligences.  Successfully intelligent 

people motivate themselves, know how to control their impulses, and know when to 

persevere.  "Successfully intelligent people are flexible in adapting to the roles they need 

to fulfill.  They recognize that they will have to change the way they work to fit the task 

and situation at hand, and then they analyze what these changes will have to be and make 

them." (Sternberg, 1997. P. 153)  The team appeared to be effective in utilizing all three 

intelligences.  Analytical intelligence was used to develop a solution that would solve the 

problem.  Creative intelligence was demonstrated in the development of the Navigator 

role, and Practical intelligence was demonstrated as the physicians were allowed to adopt 

at their own rate. The combination of the team brought together people who could 

operate in all three successful intelligences. 

In "Successful Change Leaders: What makes them? What do they do that is 

different", (Miller, 2002), Miller underscores the need for higher levels of adaptability in 

times of great change in order for leaders to demonstrate "grace under pressure" during 

the turbulent times.  Utilizing Miller's top-line indicators of adaptability in the interviews, 

the study validates the conclusion that Miller's top indicators of adaptability (Optimistic, 

Self-Assured, Innovative, Collaborative, Purposeful, Structured, and Proactive) were 

characteristics that supported the adaptability of the participants in this study.   
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In "Why Leaders Don't Learn From Success", (Gino and Pisano, 2011) make the 

case that triumphs should receive post-mortems with the same level of attention as 

failures.  In the case of the participants in this study, they took the time to develop 

Lessons Learned (see Appendix) with respect to the learning they wanted to carry 

forward.  What they had not done was a thorough reflection upon their own personal 

journey in the process.   As they shared their stories, they solidified for themselves what 

they learned and by allowing it to be captured, enable sharing it with those will follow.  

This kind of openness was personally risky, but these leaders had learned how to 

successfully take that kind of risk. 

Summary.  The study of a successful change effort to identify what leaders 

learned as a result of their participation is an effective way to capture organizational 

learning.  The team was effective in utilizing change methodology as demonstrated with 

several leading change writers.  The ability of the team to transform the way in which 

care was delivered also resulted in the transformation of a third of the participants 

interviewed.  This alone was a compelling reason for the study to uncover what supported 

their transformation and what can be applied to other efforts.  The effective use of 

Distributed Cognition brought the team together to develop a solution for the enterprise.  

The physician social network followed best practice supported effective implementation 

of the effort.  And finally, leadership was in charge, not just management.  Successful 

efforts must be championed by those who understand the difference and are not afraid to 

lead.    
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Table 9: Summary of Key Findings and Implications 

PERSONAL SHIFT TO AGREEMENT 
Findings When describing the paradigm shift they experienced or 

observed, participants comments reflected the following four 
key factors as important to the shift.  (Many comments 
contained relationships to each other, totals do not equal 
100%) 
 

Trust 55%  
Leadership 49%  
Communication 36%  
Patient Focus 13%  
 

Implications Further studies should determine if a causal relationship exists 
between leadership, communication and patient focus and 
trust.  Should such findings be validated, potential implications 
for practice include development of quantitative study 
methodologies.   
 

SUCCESS FACTORS 
Findings 
 

Participants identified five key characteristics as factors of the 
success of the program.  The frequency of comments with 
respect to the other success factors are represented below: : 
 

Enterprise Solution 28% 
Leader Modeling 24% 
Difficult Decisions 23% 
Navigator Role 13% 
Physician Involvement 12% 

  
Implications Further study should be conducted to understand how the 

science and practice of navigation could be further applied in 
healthcare settings.  
 
Research on the use of physician social networks is needed to 
understand how to utilize the physician social network 
effectively.  The nurse social network was not uncovered in 
this study and would be useful for future study, as well. 

 
Further research is needed to understand how to support and/or 
build weak tie and strong tie relationships at appropriate levels. 
 
A five year study would be useful to understand if the change 
remained successful, if it got better, and/or if it changed.   
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Further research.  The findings of trust, leadership, communication, and patient 

focus should be more thoroughly developed to understand if a causal relationship to the 

development of trust exists in the model that was employed in the implementation of this 

program.   

Hutchins (1990) study on Distributed Cognition with respect to navigation 

provides compelling indication that further study should be conducted to understand how 

the science and practice of navigation could be further applied in healthcare settings.  

Additionally, the successful use of the physician social network was critical to the 

successful implementation of the program and research on the use of physician social 

networks is needed to understand how to utilize the physician social network effectively.  

The nurse social network was not uncovered in this study and would be useful for future 

study. 

LEADERSHIP CHARACTERISTICS 
Findings Participants identified the leadership characteristics they 

demonstrated in the following frequency when compared to 
the other characteristics mentioned. 
 

Adaptable 31% 
Innovative 17% 
Collaborative 16% 
Optimistic 10% 
Purposeful 7% 
Confident 6% 
Self-Assured 6% 
Proactive 6% 
 

Implications Further study should be conducted to develop measurement 
systems for adaptability that create more predictive indicators 
for leaders involved in change efforts to inform selection of 
adaptable leaders to lead change efforts and/or development 
opportunities to build adaptability.  
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The importance of using weak tie and strong tie relationships in the development 

of Navigator role emerged as important in this study.  Further research is needed to 

understand how to support and/or build relationships at the appropriate levels. 

Further study should be conducted to develop measurement systems for 

adaptability that create more predictive indicators for leaders involved in change efforts.  

This could inform selection of leaders and should identify development opportunities to 

build adaptability.  

Further study should be conducted to determine if validity and reliability of the 

findings are demonstrated when multiple researcher perspectives are included. 

Implications for practice.  The approaches employed provide implications for 

practitioners of change.  These include: 

1. Utilization of change leadership models such as Kotter and Rogers 

provide a framework for leaders that support successful implementation 

of change efforts.  

2. When introducing transformational change of work paradigms, the 

people closest to the changed work functions experienced the most 

significant transformational change.  Consideration for the level of 

support needed should be given to ensure successful transformation. 

3. When utilizing an intervention that is new in the environment where it is 

implemented, but fully developed in another environment, further study 

of the learning from the field in which is developed is warranted.  

Taking advantage of lessons learned could save time and point to further 

applications. 
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4. Themes revealed in qualitative research may already have tools and 

qualitative methodologies that would be useful for further study. Social 

Network Analysis is an example would be appropriate application for 

further investigation as a result of the findings of this study. 
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