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Are Healthcare
Organizations Learning-
Disabled?

In our work, my colleagues and
I have found that the organi-
zational dynamics in hospitals,
medical groups, and other

healthcare organizations tend
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to include an overemphasis
on advocacy, power and control, personal agendas,
blame, and other fear-based dynamics. Although it
is true that these elements are seen in-all industries,
these dynamics seem to be the norm in_ healthcare
organizations.! Additionally, fear-based dynamics
seem to manifest themselves more in healthcare
teams, and especially at the board and committee
levels, where managers and physicians interface.>
This severely limits an organization’s capacity to cre-
ate, adapt, and innovate effectively — skills needed to
meet current and future industry challenges related
to cost, consumerism, patient safety, and outcomes
based in quality®. Health care organizations will
need to evolve into true learning organizations if
they are to survive these industry trends.*

Our review examines the challenges of creating a
culture conducive to team learning at the level of
hospital boards and committees, the nature of the
team learning skills lacking in healthcare organiza-
tions, and the approach we took with one organiza-
tion to replace its “governing board” with that of a
structured dialogue group, in an effort to advance its
efforts in becoming a learning organization while
fostering closer relationships with physicians.

One Source of Dysfunction:

Hospital Boards and Committees

Although a full discussion of the factors that contrib-
ute to barriers to organizational learning is beyond
the scope of this article, many can be attributed to
the training environments of physicians, nurses, and
These tend
to be hierarchical “command-and-control” environ-

other skilled healthcare professionals.

ments that discourage true creative inquiry and the
exploration of new concepts or approaches through
generative dialogue.” ® The decision-making styles
that evolve in the fast-paced clinical settings are
grounded ina need to assess large amounts of data
in a rigorous manner, while also doing so in a fash-
ion that allows a team to take action quickly. When
transferred to settings that do not involve potentially
life-threatening clinical outcomes, however, this par-
ticular approach to conversation and decision mak-
ing can be problematic.

Barriers to organizational and team learning in
healthcare organizations are present on fairly high
levels, in boards and committees particularly. Well-
meaning managers assume that, like themselves,
healthcare professionals are reasonably comfortable
with learning in teams and that, via their involve-
ment, they seek to fulfill the mission of the team,
board, or committee. The mental models that arise
from two substantially different types of training —
healthcare and business — can lead to suboptimal
performance and failure to meet mutual expectations
if not addressed. Leaders in healthcare grossly
underestimate the degree to which healthcare profes-
sionals expect that their roles in meetings of teams,
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boards or committees will be directive in nature,
involving decision making, advocating for their con-
stituencies, and mandating solutions to problems.
Although the “right” people may have been selected
for these teams, leaders must understand that gaps
exist in terms of the skills required to achieve effec-
tive team learning. While more directive approaches
do play an important role in team dynamics (a deci-
sion must be made or an action taken at some point),
generative dialogue must become the primary work
of these groups.” Failure to do so will inhibit the
organization’s ability to rapidly adapt to changing
market trends, and to truly explore the real ques-
tions that are essential in reducing medical errors
and improving outcomes.

Defining the Disability and the Nature

of Its Impact

In order to better understand the nature of the
“learning disability” that is common among health-
care organizations today, it is helpful to review the
concepts of a learning organization and of dialogue.

Learning Organizations

Learning organizations are organizations whose
members are continually focused on expanding their
collective awareness, capabilities, and intelligence.
These organizations are open to challenging their
commonly accepted assumptions, structures, and
norms, to gaining actionable knowledge, and to
sharing knowledge among all their members. As a
result, learning organizations are not only able to
adapt effectively to current challenges, they also
embrace the challenges of the future.® As the shared
pool of knowledge within the organization grows,
so does the collective organizational intelligence,
making the organization more adept at quickly
identifying opportunities, meeting challenges, and
innovating. As many healthcare organizations strive
to become learning organizations, they struggle with
perhaps the most critical skills needed to foster a cul-
ture of organizational learning and trust: the skills
of dialogue.

Dialogue

Dialogue, then, is a form of conversation through
which people think together to arrive at a much
larger shared understanding. Whereas discussion,
or the fragmentation of thought through debate and
argument, seems to be the norm for many health-
care teams, dialogue seeks to heighten the collective
intelligence of the group.’ As defined by the physicist
David Bohm, dialogue implies a “flow of meaning.”
Effective dialogue achieves this “flow of meaning”
through the use of two important skills: the ability to
understand and make apparent mental models, and
the ability to balance advocacy and inquiry.

Mental models are the “filters” through which we
perceive and interpret the events of our worlds, and
it is upon these often incomplete perceptions that we
base actions and decisions. Developing awareness
for our internal mental models, with all of their
flaws, and continually seeking to clarify and to com-
plete these models requires that individuals make
their thinking visible to one another.'”

The, second  of these dialogue skills, balancing
inquiry and advocacy, places emphasis on generating
conversation” directed towards understanding the
thinking of others. In general, our culture tends to
favor advocacy more than inquiry, and the same
holds true for teams in healthcare, perhaps to an
even greater degree (consider the formats of grand
rounds, or “mobidity and mortality” rounds in
many hospitals)."" Inquiry adds a great deal to the
collective knowledge by eliciting important perspec-
tives or facets from others that could alter the mental
models within the group. Refining the shared under-
standing of a concept is essential before taking
action, making decisions, or reacting with strong
emotion.

When performed effectively, dialogue leads to
higher levels of trust, true and honest exploration of
important concepts and challenges, shared under-
standing, and innovative thinking that raises the
collective knowledge of the group. In healthcare,
dialogue most certainly is a critical competency'? for
effective process improvement, as it relates to cus-
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Figure 1: The Compass Group: Service Excellence and Patient Satisfaction

Learning Objectives:

By the end of this session, participants should be able to:

e Describe the strategic importance of customer service
and patient satisfaction.

e Describe the process by which the most recent patient
satisfaction surveys were developed, implemented, and
analyzed.

e Use inquiry skills to engage in more revealing dialogue
with providers, staff, and patients regarding service.

Action Oriented Goals:

As a result of this session the following action can be

expected:

e Participants will share their views on patient satisfaction,
as well as their “best practices” in the context of their
service-related plans at their sites.

e The “best practices” flip chart maintained during the
session will be communicated to all providers and staff.

e The management team will assimilate observations in
this forum with those of other stakeholders to potentially
modify the survey content, questions, and process in the
future.

e The frequency and method of monitoring satisfaction on
an ongoing basis will be refined.

e The “action items list” maintained during the session will
be delegated and acted upon.

¢ Interested provider-participants will be invited to work on
this project with administrative project leaders in the
future.

Pre-Work:

Participants will be expected to be familiar with the patient
satisfaction survey results for their own sites, and should
have already had discussed with their managers and directors
regarding their action plans based on these results.

tomer service, quality outcomes, financial outcomes,
and strategic dilemmas. The skills of dialogue in this set-
ting have impact at a number of interfaces: physician-
physician, physician-nurse, physician-administrator,
and physician-patient, among others. Organizations
that master these skills will be able to achieve high
levels of success at each interface as a result. The
specific dialogue skills that we have found elusive in
healthcare organizations are those related to under-
standing mental models, and those related to inquiry.
Failure to achieve successful dialogue with these
skills in an organization leads to cultures based on
blame, organizational rituals that are never ques-
tioned, processes that cannot be managed effectively,
and short-sighted strategic thinking. In today’s mar-
ketplace, the lack of this competency will place orga-
nizations at a competitive disadvantage.

Case Study: The Challenges

of One Organization

The governing board of a healthcare organization
with which we worked was typical of many seen
in this industry. Physicians attended meetings with
the expectation of advocating for their constituen-

cies based on location or specialty, while personal
agendas promoted a need for control while defend-
ing one’s position. Many physicians questioned the
value of the board, wondering if they really had any
formal control, and these same physicians had indi-
cated to the chairman that they were advocating and
lobbying to dissolve the group. Managers learned to
fear these meetings, as interactions tended to focus
on criticism of the existing situation, solution, or
dilemma. Reports on the progress of key depart-
ments devolved into “feeding frenzies” for the criti-
cal healthcare professionals who were accustomed to
such thinking and interaction in the purely clinical
setting. Not only were expectations not met, true
exploration of challenges through healthy dialogue
were rarely observed.

As the chairman and the management team con-
templated the future of this board, we were invited
to facilitate a retreat to help assess the true beliefs of
the current attendees and other stakeholders. Our
preliminary work with this organization revealed the
following perceptions:

e Physicians and managers believed that there
was, indeed, value in meeting together regularly.

14 Reflections = Volume 6, Number 4/5

reflections.solonline.org



http://reflections.solonline.org

* Both groups felt that the “new” strategic
themes within the organization (satisfaction of
customers/patients; satisfaction of employees;
strengthened physician relationships, and finan-
cial stewardship) were very important to ad-
dress, for the benefit of all stakeholders,
including patients, and the themes resonated
with many on a personal level. We were able to
elicit specifics from the group that described
how they would envision that their collabora-
tive work might bring value to the following
stakeholder groups:

Patients/Customers — Provide guidance for admin-
istration in monitoring and developing culture and
processes that seek to improve service standards
across clinics, and to leverage these service successes
for contracting/market share

Employees — Provide direction for administration in
monitoring and developing processes that improve
employee morale, retention, and communication

Physicians — Provide administration ‘with-guidance
related to reimbursement issues, contracting, and set
a direction for ongoing provider education efforts
related to practice management and professional
development needs

The Organization — Develop physician leaders by
working collaboratively to integrate provider ideas
and input and by sharing information and best prac-
tices.

e Managers understood that they could not
develop tactics that address these themes, and
that they truly needed to have a collaborative
relationship with physicians to realize the full
potential of possible approaches.

e Physicians expressed a wish to help create ap-
proaches these strategic themes, but wondered
if they would have the power and control to
make policies and decisions.

¢ Both groups had difficulty seeing beyond the
current formal board structure, envisioning

that the same struggles and limitations would
arise.

¢ Other physicians, nurse practitioners, and phy-
sician assistants in the organization were pas-
sionate about participating, although they had
not had the opportunity to do so historically.

The Compass Group

Based on observations from the retreat and the stra-
tegic themes of the organization, it became clear that
a mere evolution or transformation of the existing
board structure would be inadequate, resulting in
frustration and failure due to the persistence of deep-
rooted norms. Nothing short of a complete destruc-
tion of the existing paradigms would provide this
organization with the freedom to explore new paths
to achieving its stated goals. With this understanding
in mind, we recommended complete dissolution of
the existing structure, in favor of a dialogue-based
forum structured around the stated organizational
imperatives of customer service, employee satisfac-
tion, ‘strong' ‘physician- relationships, and financial
stewardship. This forum came to be called the
“Compass Group,” for the following reasons:

e The group felt that these strategic themes or
imperatives were analogous to the directions
on a compass.

¢ The name seemed to convey a sense of purpose,
in that the forum could be leveraged to keep
the organization on track with strategic goals,
just as a compass provides direction for travel-
ers.

e The name also removed the implications and
contextual associations with the terms “board,”
“council,” or “committee.” It was important
for every detail to dissociate the new dialogue
sessions from the mental models the group had
developed from prior board experiences in
healthcare, in which emphasis was placed on
debate, advocacy for one’s constituency, power,
and “governance.”
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The Compass Group was seen as a risky endeavor by
many within the organization, both physicians and
managers. Much of this fear, as expected, was based
on the uncertainty of where dialogue around these
concepts could lead the group. The organization,
however, was able to understand that some degree
of risk is involved in any learning.

“Uncoupling” Old Norms

Old norms that prevailed in this group were impor-
tant to consider. These cultural and conversational
norms had been a major barrier to true learning
within the organization. A great fear among many
physicians and administrators was that the “old
ways” of dealing with each other would carry for-
ward into the new efforts. We recognized that a
number of important steps were needed to “uncou-
ple” the organization from old ways of interacting,
thus allowing for new ways to emerge and thrive.

Associating Pain with the Status Quo

A critical event during the retreat included dialogue
around existing aspects of the meetings that board
members disliked, involving not only! content, but
also emotions, unmet needs, and frustrations. A
significant amount of facilitation was required to
uncover these real issues, but did result in the shared
understanding that all of the participants were con-
cerned about (1) the feeling that they were not being
heard by each other or by the administration, and (2)
the feeling that they wanted to “make a difference”
but were not. By linking these two perceptions, and
their associated emotions, we were able to markedly
raise the level of discomfort with the “status quo”
for this group. This discomfort created a compelling
need for change among all board members that was
instrumental in effecting necessary change.

Incorporating New Perspectives

The group felt strongly that the constancy of the
membership of the board over the past several years
had contributed to some degree of stagnation, and
had been a major factor in perpetuating norms for
interaction among group members that may not

have been acceptable for those outside the group.
Understanding that many others in the medical
group expressed an interest in and saw value in dia-
logue meetings, it seemed natural to invite new par-
ticipants that possessed new and fresh perspectives.

Eliciting Desired Norms and Expectations

Several of the current board members were able to
articulate rewarding and fulfilling experiences that
they had enjoyed in other meetings and committees.
By identifying the specific cultural aspects of these
other team experiences from a minority of board
members, virtually all of the other participating
physicians and administrators were able to articu-
late their own “best experiences.” Common among
these experiences were feelings of “being heard,” of

]

“contributing proactively,” of “understanding one
another,” of mutual respect, and of building upon
collective contributions to generate new and creative
approaches. By explicitly listing these desired norms
and expectations, the group was eventually able
to develop, momentum for change, striving for this

“new-way.”

Generating “Buzz”

By communicating the themes of dialogue that took
place at the retreat, along both formal and informal
communications, others in the organization became
aware that the Compass Group was “no ordinary
board or committee.” The communications were
lively, genuine, informal, and carried with them a
feeling of realism, openness, and innovation that
was not typical of standard emails and memoranda.
This “buzz” was instrumental in generating interest
and participation from many others who might not
have been comfortable in the traditional board set-
ting, and set expectations that helped to “uncouple”
the norms of the past.

Setting the Stage for Dialogue: Designing
the Compass Group

Because of the risk inherent in any team or organiza-
tional learning process, a great deal of thought must
be focused on planning for a dialogue session that
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allows people to relax, and thus fosters collabora-

tive dialogue, engagement, and exploration of cre-
ative possibilities for action. Described here is our
approach to the planning of the Compass Group for
this particular organization, based on some of the
principles used in developing a “World Café.”!3

Establish a Clear Purpose

We understood that a significant need for this group,
both healthcare providers and managers, was to
have a clearly defined purpose and objectives, along
with concrete actions. Without these elements, it was
unlikely that either group would perceive significant
value. Because participants were unfamiliar with the
concept that dialogue, by itself, is a valuable endeav-
or, we felt that it was important to work towards
eliciting clear goals that were meaningful from their
perspective.

For the first of the Compass Group sessions, the
management team had chosen to focus on the strate-
gic theme of customer service. Some smaller projects
and work had already begun at a number of facilities
along the lines of customer service, and a patient
satisfaction survey had recently been completed. The
management team wished to gain insight into how to
best proceed with this information. With this theme
in mind, we structured the dialogue based upon a
series of questions that led to greater insight and
shared knowledge. Along with a memorandum
regarding the outcomes of the recent retreat, the dis-
solution of the old board, and the creation of the

2]

“Compass Group,” a communication regarding the
purpose, objectives, and goals of this first Compass
Group session was distributed to the medical group’s
management team, physicians, nurse practitioners,

and physician assistants (see Figure 1).
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Invite Great Guests

With a clearly defined purpose and objectives, we
worked with the organization to help them decide
who should be invited to attend the retreat for the
Compass Group. At one time, the governing board
for the organization was comprised of elected posi-
tions, which many felt excluded potential contribu-
tors within the organizations, while contributing to
the dynamic of pushing personal and constituency-
based agendas. More recently, the organization had
appointed a representative from each of its facilities
to serve on the governing body, which balanced
contribution somewhat better, but resulted in apathy
due to what was perceived as “forced” participation.
We supported the management team’s preference to
offer invitations to all interested physicians, nurse
practitioners, and physician assistants, feeling that
true engagement can only be achieved when indi-
viduals are free to choose to participate, rather than
being forced to do so.

In addition, we felt that the process of inviting
participants must convey the sense that the Compass
Group was “no ordinary board meeting.” Partici-
pants were clear on the purpose and goals of the new
dialogue-based forum, and were also aware of the
sense of urgency for the change, based on the need to
meet organizational and market-driven demands.
Enthusiasm was also generated among invitees by
actively setting the expectation that this forum, inno-

Figure 2: Compass Group Dialogue Questions
Dialogue

During this dialogue Let one person comment,
activity, share answers to: then use inquiry skills:
* How did you react to the  * Seek first to understand
re-enacted service completely
* What is your experience ¢ “What leads you to...”
with customer service in e “Tell me more about...”
your faciltly * “How did you...”
¢ How might these results
best be used for
improving service across
all facilities

vative for this organization, would result in dialogue
that would truly make a difference.

Plan for a Safe and Welcoming Environment

In planning an effective dialogue session, paying
close attention to details such as ambiance is criti-
cal to creating a physical space that is perceived as
inviting, hospitable, and intimate. The purposeful
creation of a welcoming space brings a tremendous
amount of power, and it is surprising how often
leaders fail to consider the impact such planning can
have. The successful creation of such an environ-
ment changes the emotional frame of reference for
participants, such that they feel a greater degree of
psychological safety, with the openness necessary for
true and engaging dialogue.

For this organization, we recommended that the
creation of a welcoming environment begin with the
invitation process itself. Rather than utilizing the
typical emailed appointment scheduling that is used
extensively within the organization, stationary and
fonts with earth tones were used to convey the mes-
sage that this experience would be different from the
typical hospital board or committee meeting, while
also setting the groundwork for creating a sense of
hospitality and intimacy during the event.

We continued our work with the organization’s
planning team to assist them in designing the physi-
cal layout and ambiance for the dialogue session. A
number of critical details, described here, were elic-
ited:

¢ Round, café-style tables with seating for 5-7 peo-
ple, staggered randomly, rather than in straight
rows

e Place cards for seating arrangements to foster
dialogue among diverse participants

e Flip charts for recording dialogue themes at
each table

¢ Soft, natural lighting
e Soft jazz as background music

e Catered food around a local theme
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¢ A table for a host or greeter to welcome guests,
to orient them to the environment, and to pro-
vide them with materials for the event

e Name tags for each attendee including an
interesting fact (in this case, participants were
asked to write down the location of their most
memorable service experience)

Form Powerful Questions

Well-structured, open-ended questions are the most
important determinant of a successful dialogue ses-
sion. By framing a dialogue session around a series
of questions, we were able to help the organization
explore important concepts in a logical progres-
sion of discovery. As opposed to traditional board
meetings, where agenda items focus on one-way
communication of information, or on the presenta-
tion of statements to be debated, dialogue sessions
framed around questions to be answered set the

groundwork for greater levels of inquiry and mutual
discovery.

The formation of these questions is perhaps the
single most important factor in determining the suc-
cess of a dialogue session. The most effective ques-
tions are simple, yet thought-provoking, and will
both focus dialogue and open the door to exploring
new possibilities. Because the theme chosen for the
first Compass Group session centered on customer
service, questions related to service, and to the recent
internal efforts in measuring service perceptions, were
developed. See Figure 2 for an example of the ques-
tions for one round of dialogue during the Compass
Group.

If participants are unfamiliar with dialogue as a
process, planners of dialogue sessions sometimes feel
pressure to create questions that lead to concrete
action planning. Although in some cases this may be
a rather natural progression, there is value in having

Figure 3: Compass Group Outline

Develop a framework regarding purpose, roles, and ground rules.

Observe practice site staff feelings regarding patient satisfaction, taking note of your
own reactions, through this entertaining reenactment of actual patient experiences.

Gain an understanding of how the most recent patient satisfaction project took
place, from the driving force, to planning, to implementation and data analysis.

Participants, in groups, will share their reactions to (1) the video; (2) their own
experience with the project & its results; and (3) what they would like to see happen

Participants will practice inquiry skills as they dialogue.

Participants will participate in dialogue to answer the following questions:
e How do you feel about the structure and questions that are part of the patient

e What do you envision happening as a result?

Topic Time Allotted Objectives for Participants
Arrival and Welcome  6:30-6:40 pm Relax, mingle, and meet your colleagues!
Intro and Overview 6:40-6:50 pm
Understand inquiry as the basis for dialogue.
Provide an overview of the evening.
Video 6:50-7:00 pm
Project Description 7:00-7:10 pm
Reactions and 7:10-8:00 pm
Dialogue
with the results.
Travel Plans 8:00-8:40 pm
satisfaction survey process?
e How will we continue to monitor progress?
Provide direction for the management team.
Forum Feedback, 8:40-9:00 pm To gather feedback regarding this forum.
Door Prizes, and To provide recognition to selected participants.
Closing Comments To provide more questions for reflection.
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the process of dialogue by itself as a goal without
assuming that any decision or action will take place.
Focusing on inquiry and exploration to truly under-
stand is a valuable outcome by itself. With this orga-
nization, as with many in healthcare, we understood
that many administrators and physicians perceived
value by also arriving at some action. For this rea-
son, we chose to provide the management team with
a specific flip chart for “Action Items” to record
observations that might require further research or
planning, or at least further dialogue.

Facilitating for Success

By hosting the initial session, we felt that our role
as facilitators was (1) to model the process for inter-
nal facilitators in the future, (2) to provide a larger
structure for the evening in the context of facilitat-
ing between rounds of dialogue, and (3) to provide
some training around the skills involved in dialogue,
with a heavy emphasis on inquiry. Figure 3 shows an
overview of this organization’s first Compass Group
session, focused on customer service,

Members of the management team had already
received some training from us in hosting a dialogue
session and in facilitating smaller conversations,
mainly by encouraging a balance of inquiry and
advocacy. We decided to leverage these skills by plac-
ing one management team member as a facilitator at
each table. The other members at each table were
carefully distributed to ensure sufficient diversity of
conversations.

The Compass Group opened with a designated
amount of time for attendees to arrive, get oriented,
and to enjoy food and beverages while conversing
with colleagues. Participants were asked to write the
answer to the question “What is the location of your
most memorable service experience?” on their name
tags. Prior to starting the session, participants were
encouraged to use this as a starting point for conver-
sation with others.

We provided participants with an overview of the
evening, as well as a brief didactic session on dia-
logue. We find that it can be immensely helpful to
use “recipes” or “protocols” for dialogue, especially

in situations where some individuals may be new to
dialogue skills. The participants were reminded of
the basic elements of the “recipes” for effective
inquiry prior to each round of dialogue.

Each round of dialogue was structured around a
series of questions. In this particular circumstance, a
review of the organization’s patient satisfaction data,
as well as the video reenactments of actual patient
experiences, was used as the starting point for form-
ing dialogue questions. During the rounds of dia-
logue, facilitators at each table helped to encourage
effective inquiry, and to surface hidden or underlying
assumptions. In addition, the facilitators were asked
to record the predominant themes of each round of
dialogue.

Between each round, each table was asked to
share their dominant themes, discoveries, and
insights with the group and to comment on their suc-
cess with using dialogue skills.

As one of the goals of the Compass Group was to
provide an opportunity to share “best practices,” a
separate flip chart was maintained specifically for
this purpose. In addition, another chart was main-
tained to/ document items that warranted action,
follow up, or future dialogue.

After the Dialogue Session

The feedback from post-session surveys indicated an
overwhelmingly positive level of enthusiasm, engage-
ment, and perceived value. Participants, both managers
and healthcare providers, felt that they had achieved
a level of shared understanding that was greater than
the sum of their individual knowledge. Most impor-
tantly, the attendees felt that they truly had accom-
plished a great deal in terms of the “real work” of
the organization, something that had not been felt by
the previous board structure, and that they felt pas-
sionate about continuing the conversations.

The themes and best practices that were identified
through table dialogues were distributed to all mem-
bers of the organization, and clear plan was described
for future dialogue. In addition, efforts to continue
the dialogue around service were implemented by
providing powerful weekly questions for each man-
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ager, physician, or department to use with their staff.

Ongoing dialogue sessions continue to focus on
the strategic directions defined by the “Compass,”
and high levels of engagement continue.

Conclusion

Based on our observations, boards and commit-
tees in healthcare organizations tend to operate
in a mode that is heavily dependent on one-way
communication, debate, and criticism. Indeed, the
same dynamics also tend to be present at other lev-
els of these organizations, including clinical teams.
Unfortunately, these dynamics present a barrier to
developing learning organizations that are able to
innovate and adapt effectively to tumultuous market
conditions, a necessity for the healthcare organiza-
tion of today.
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