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We pride ourselves on practicing high-quality medicine, appropriate for each patient, in an environment fraught with 
sicker patients and overwhelming time pressures.  Increasingly, anesthesiologists are being “told” what to do and 
how to do it, to improve patient care.  At the same time, our hospitals and facilities are introducing new protocols, 
new technologies, and electronic records, while frustrating us in other ways by limiting our access to desired 
equipment or medications.  If we review the charts of our own patients, we would probably find deviations from 
these accepted protocols and standards, even by very accomplished practitioners.  Why is that?   
 
How can anesthesia leaders facilitate the acceptance and compliance with new protocols and standards by their 
groups?  And what about the irascible colleague who refuses to cooperate—what do you do about that person?  How 
do you bring them “on board?”   What can our leaders and hospitals do to help the “regular” clinician feel more 
positive about all the changes, and more likely to cooperate? 
 
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?  How can we as front-line providers feel better about all of the 
changes swirling in our environment? 

 
Changing Individual Behaviors  
 
No discussion of changing individual efforts is complete without looking at motivation.  One useful framework for 
considering individual motivations in the workplace is that described by psychologist David McClelland.  His 
research indicated that most individuals are primarily motivated by one of three factors:  affiliation (the desire to be 
liked and appreciated, to build positive relationships), achievement (the highest possible standards for personal 
performance), or power (the desire to influence others and to have a say in how things are done).  Recognizing the 
motivators of those in one’s group gives the effective leader the chance to frame the desired behavior in such a way 
that the individual is more likely to cooperate.  We will consider some specific anesthesia-related examples of these 
motivators, and how they might influence a practitioner’s behavior and view of the new initiatives. 
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Motivator Characteristics How might you recognize 
this individual? 

How to engage or 
energize this person 

Achievement Motivated by good results 

Sets own goals, takes 
responsibility, likes to do things 
themselves or closely direct 
others 

Show data; share individual’s 
outcomes compared with 
benchmark 

Affiliation 
Motivated by positive 
relationships, wants to be 
liked 

Joins groups, likes to work with 
others, demonstrates personal 
interest in colleagues 

Assign to multi-disciplinary 
group; may function as 
cheerleader for new initiative 

Power (influence) 
Wants to influence others, 
make decisions, guide 
activity 

Seeks and enjoys positions of 
power or responsibility; always 
has an opinion at the staff 
meeting(!) 

Provide opportunities to lead 
or to develop best practices 
within a group; may be an 
effective champion for 
needed change 

 
 
Incentives are sometimes proposed as a way of getting individuals to accept particular practices.  Medicare is 
implementing Pay for Performance, P4P, to ensure that certain key initiatives are achieved, such as antibiotics 
within an hour of incision or maintenance of normothermia during anesthesia.  However, there are serious 
drawbacks to the use of financial incentives:  they only reward the behaviors specifically targeted, while ignoring 
other worthy practices; some “best practices” are harder to measure and observe than others.  In addition, the power 
of the incentive wanes over time, as the individual comes to “expect” the reward, and begins to consider it part of 
his/her base salary.  More insidious are the detrimental effects of individual rewards on group functioning, 
creativity, and initiative. 

 
Why Change Efforts Fail 
 
An institution’s efforts, if primarily 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.  
Failure to deal with conflicting incentives or agendas dooms effective change. 
 
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 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. 
 
And finally, we have all been in situations where we agreed with the change in practice, and yet—the “systems” 
issues that would support the change have not been fixed, so that “doing the right thing” is more difficult or 
cumbersome or time-consuming than it should be.   
 
Recommended Process for Successfully Introducing Change 
 
Professor John Kotter has studied change efforts for years, and has developed a model for successful change.  I will 
present his model, as well as strategies specific for implementation of clinical guidelines, including research on 
which efforts are more/less effective for clinicians.  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.   Kotter 
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has also described 8 common errors that leaders make in change initiatives.  I will introduce these to the audience, as 
I believe they provide a powerful framework for leaders, and an opportunity for self-reflection about lackluster 
change efforts in one’s own institution. 

 
Another Model 
 
Another model of change has recently received attention in the lay press:  “Switch:  How to Change Things When 
Change is Hard,” written by Chip and Dan Heath (Broadway Books, New York, 2010).  I present this model here 
not because it is so different from the Kotter model, but because it offers a useful visual expression.  The Heaths 
opine that change is hard because we are conflicted in our minds between the rational self (who wants to do the right 
thing) and the emotional self (who resists leaving the comfort zone of familiarity). They imagine the emotional self 
as a large Elephant, and the rational self as the Rider/trainer.   
 
The leader of any change effort must direct the Rider on the right path, and motivate the Elephant to want to go 
there.  Clearly, if the Rider does not appeal to the Elephant’s emotional needs and desires, the strength and power of 
the Elephant may go off in the wrong direction; similarly, if the Rider doesn’t know where to go, then the Elephant’s 
efforts are wasted.  The third requirement is for the leader to shape the path of the change—by tweaking the 
environment, adjusting systems, taking baby steps, recognizing and celebrating even small progress toward the goal 
until the new behavior has become habit.  The steps in the Heath model are remarkably parallel to Kotter’s Heart of 
Change model above; yet the visual expression may be more useful for leaders to consider and communicate. 
 
Summary 
 
Introducing change into complex multi-disciplinary medical systems is a challenge!  In this presentation, I will cover 
change at both the individual and group level, providing the participants with a framework for planning, and for 
incorporating motivation into change initiatives.  The presentation will also provide an opportunity for participants 
to reflect on successful and unsuccessful change initiatives in his/her own hospital. 

 

The successful leaders in our specialty for the future will be those who effectively engage and motivate a diverse 
workforce to embrace change, creating departments that are able to respond quickly to shifting medical, regulatory, 
and political landscapes. 
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