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The preceding talks bring us up to date on current standards, an evidence-based approach to improving 
outcomes.  For many of us, this may not have been our first exposure to these standards.  And yet, if we 
reviewed the charts of our own patients, we would probably find deviations from these protocols and 
standards, even by very accomplished practitioners.  Why is that? 
 
What is the Problem? 
 
Even though our patients are cared for within complex institutions or networks, at the actual point of care, 
you and I make the individual decisions about which procedures and therapies our patients get.  And most 
of us do not work as employees of the larger organization.  We either work for an academic unit affiliated 
with the hospital, or we work within a private practice group, so there is not a defined authority of the 
hospital administrators “over” the doctors.  Up to the present time, we have been protective of our 
professional autonomy—to a fault.  We believe that we are providing the treatment our patients need—
based on our training and experience, our patients’ values and expectations, and on the resources 
available.  We are less comfortable recognizing that we make also decisions based on financial incentives 
or other influences in our work environment. 
 
In this presentation, I will discuss some of the reasons that we resist efforts of  “management” to get us to 
change our behaviors.  To some extent, we continue practicing our individualistic styles because there is 
no definitive data that tells us that one course of treatment is superior to another.  Sometimes there is 
uncertainty about the nature of the condition itself, or how it is progressing.  Or perhaps we’re being 
asked to change our practice to prevent a complication so rare that we’ve never seen it!  But even when 
there IS definitive data to show that one treatment strategy is optimal, we resist being told that we should 
change our behaviors. 
 
What is the Department Chief to do?  How can he/she affect change in the individual practice patterns to 
positively influence outcomes?  Are we dealing with “problem doctors” or “problem systems”?  Even 
more difficult is the position of the non-physician manager at the hospital.  How can he/she gain the 
cooperation and participation of physicians in affecting change in practice patterns within the 
organization?  Wouldn’t it be easier to herd a thousand cats cross-country from New York to San 
Francisco? 
 
Why Change Efforts Fail 
 
An institution’s efforts specifically aimed at changing individual physicians’ behaviors are doomed to 
failure.  The change in practice being sought must be viewed as important by physicians for their patients.  
Planning for change must be effective and comprehensive and must include all stakeholders; the 
institution must also demonstrate the will to carry through with the change initiative and be willing to 
expend resources to guarantee its success.  It is amazing to see how often the institution’s will falters in 
the midst of a difficult or contentious change process. 
 
Understanding motivators for individuals is key to designing successful change initiatives.  The logical 
approach—analyzing data, choosing the best solution, making the necessary changes—is a common way 
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that organizations impose change.  But this model fails to take into consideration the emotions of the 
workers, and generally only results in incremental changes.  A more effective model—sometimes called 
the See-Feel-Change Model—demonstrates to individuals compelling evidence for the need to change 
behaviors and creates the energizing emotions necessary to make changes based on personal commitment 
to patients.  This model acknowledges the power of emotions to support or block change efforts. 
 
John Kotter has studied change efforts for years, and has described 8 errors that leaders make in change 
initiatives.  I will introduce these to the group, as I believe they provide a powerful framework for leaders. 
 
Recommended Process for Successfully Introducing Change 
 
I will also introduce Kotter’s model for successful change, as well as strategies specific for 
implementation of clinical guidelines.  No single strategy will work for all situations, and leaders must be 
alert for “derailers”—situations or individuals that threaten to slow down or impede the change process.  
 

Heart of Change Framework

Step 1 
Increase 
urgency

Step 2   
Build guiding 
team

Step 3 Get 
the vision 
right

Step 4
Communicate
For buy-in

Step 5 
Empower 
for action

Step 6
Create short-
term wins

Step 7
Don’t let up

Step 8
Make the   
change stick

Shift from talking to doing

Source: Heart of Change, by John P. Kotter and Dan S. Cohen, Boston:
Harvard Business School Press, 2002
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