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Foreword

uman interaction can be complicated. It probably always
has been. Even in the days when communities of our
ancestors huddled together in caves for protection and
for warmth, living together in proximity for extended periods,
it was the same. As they negotiated or resolved to establish
an agreed pecking order, and as they rationed out their (often
scarce) resources, their skills in being able to relate effectively
and constructively to one another were tested—and, indeed,
the very survival of their community often depended on it. Not
to mention the challenges of keeping their youngest ones safe,
dealing with their impulsive and rebellious teenagers, and caring
for their sick and elderly. All this required sophisticated social
interaction. One would have to think that nothing has changed.
Well, almost nothing. The same bases for these intricacies
of human behaviour remain. But what is different now is the
environment in which they play out: It is much more complex
and demanding. It places much greater stress on its inhabit-
ants. The senses are bombarded with a greater range of stimuli
that require rapid and specific responses. So in many ways,
the range of skills required for effective daily functioning has
become significantly more complex. It is not so much that
the technology we use (whether it be cars or computers) has
become more complicated, but more that the array of systems
and processes with which we now have to comply has become

xiii
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increasingly complicated. Nowhere is this more evident than in
the area of health services.

That is where this book comes in. It is true that the technology
and techniques of medicine are advancing rapidly, concomitant
with an ever-expanding knowledge base, and that this necessi-
tates high levels of cognitive and technical expertise by those who
provide medical care. Yet, this is not where the real challenge lies.
Rather, it is that these advances also demand that all healthcare
workers communicate effectively and work collaboratively, an
absolute necessity if the complex processes that have been built
up around healthcare provision are to function properly.

Why have these processes around the delivery of healthcare
become so complex? Not surprisingly, there are several reasons.
One obvious one is the explosion in knowledge and skills required
within each specialty area. This has led to an increased level of
specialization and delineation of the roles and responsibilities
of each member of the workforce. In turn, this means that, more
than ever before, health workers are dependent on those around
them for support if they are to perform their work correctly.

But there is another reason, one that relates to patient safety.
The public now expects good outcomes to be routine. Previously,
complications were assumed mainly to be related to patient fac-
tors (e.g., old age, poor healing, comorbidity, or the patient not
following the doctor’s instructions correctly) or to limitations in
available technology. It was assumed that medical staff, being
honest and having integrity, were infrequent contributors to poor
outcomes. Now—and this book highlights the importance of this
aspect—we realize that many, if not most, unexpected adverse
events are due to human factors, specifically the actions and
behaviour of those looking after the patients.

In short, medical error leads to adverse events, and adverse
events lead to poor clinical outcomes. Understanding how medi-
cal error occurs is the first stage in reducing its incidence. This
book reviews the evidence that certain types of human behaviour
contribute to errors occurring. Moreover, it also shows the degree
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to which these types of behaviour are predictable. Fortunately,
they can be recognized and dealt with, not only by health profes-
sionals reflecting on themselves but also by colleagues. Under-
standing the role of personality types and recognizing the effects
of stress and distress allow a greater degree of collegiality and
a more collaborative and supportive environment. The authors
outline the tools available to achieve this. Put simply, once we
have the tools that have been shown to improve behaviour (or
eliminate those behaviours that contribute to mistakes), we will
be on the road to providing a safer health system.

This book is a welcome addition to our libraries, as it
applies the Process Communication Model® to the health sec-
tor. We already know that human factors—primarily behaviour
affected by varying degrees of stress—contribute to medical
errors. Here we have a tome that reminds us that perhaps the
most productive way to minimize medical error is to study how
well-intentioned and committed health specialists function and
communicate. Additionally, it encourages us to adopt some
very specific tools to influence this behaviour in a way that
eliminates many of the human factors that contribute to the high
incidence of medical error that plagues our health services.

Spencer W. Beasley, MB, ChB (Otago),

MS (Melbourne), FR.A.C.S.

Professor of Paediatric Surgery, Christchurch School of
Medicine and Health Sciences, University of Otago
Former Chair of the Board of Surgical Education and
Training, Royal Australasian College of Surgeons

In spite of the fact that technology has enabled
healthcare professionals to provide the highest qual-
ity of healthcare in history, raise the life expectancy of our

The healthcare industry today faces many challenges.



xvi Foreword

population, and find cures for illness after illness, we still
are challenged to improve patient safety and patient satis-
faction. Our challenge is daunting: improve the quality of
healthcare, and improve patient safety to a “perfect” level
in a labor-intensive business model that will remain labor
intensive and people dependent for the foreseeable future.
This people-dependent business must ensure that employee
engagement and satisfaction are also a constant focus. To
accomplish these tasks, it is essential to improve communi-
cation among all members of the healthcare team (doctors,
nurses, administrators, and patients) and to reduce their dis-
tress levels.

When working daily in situations dealing with patients who
have suffered life-threatening heart attacks or strokes or who
have been in accidents, stress is inevitable. The key is to be
able to deal with stress in positive ways, thereby turning it into
positive stress rather than negative stress (distress). This book
provides a tool that can be applied to accomplish these goals.

In an effort to improve communication and reduce the dis-
tress in our hospital, the leadership was trained in the concepts of
Process Communication. It worked. Tools that could be applied
were applied. Leaders who struggled with one another and with
certain relationships suddenly had a different lens to view not
only their statements but also the reception of their statements.
Listening improved. And we saw results. We saw improvement
in employee engagement. These concepts enhanced our ability
to deal positively with individual issues as well as hospital-wide
management issues. This resulted in a 6% improvement in
employee engagement in one year (2009) and has enabled us to
move the entire organization to the next level.

I learned a lot about myself and about communication gaps
that I unintentionally allowed; but, for the first time, I have a
tool that I can use with my children, their teachers, my wife,
my staff, patients in the hospital, and everyone with whom I
interact. The concepts have enabled me to be a better manager
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because I now listen for clues to indicate how to interact suc-
cessfully with the person in front of me at any given moment.
In addition, senior leaders in the hospital now individualize the
way they communicate with their employees on the issues fac-
ing them. They are able to respond to each person in the way
that makes the most sense to each individual.

For example, those who perceive the world through their
emotions want to know that their bosses care about them and
are willing to listen to them and allow them to discuss their
feelings. Those who perceive the world through thoughts don’t
care about that. They come to meetings with their list of things
they want to discuss, and they want to run through the list of
topics. They want their managers to respond in the same way,
and on time. Understanding this, the members of the leader-
ship team are able to respond accordingly. As a result we are
training the physician leaders, nursing leaders, and other staff
members in the concepts in order to improve communication
with our patients and enable us to work more effectively across
the various business units. We believe this will improve our
quality and service metrics and will have the ultimate result of
benefiting us financially.

This book describes these concepts succinctly. It contains
true stories that exemplify how healthcare professionals have
used the concepts to improve patient safety by helping staff
members get their motivational needs met daily. In this way
they keep themselves out of distress, significantly reducing the
number of preventable medical errors. The book also describes
how healthcare providers can increase patient satisfaction by
communicating with patients in their preferred mode and by
helping patients get their motivational needs met during their
hospital stay and in visits to clinics and doctors’ offices.

Healthcare professionals have known for years that people
can avoid the onset of many of the leading causes of premature
death—for example, heart attacks, stroke, and diabetes—if they
lead healthy lifestyles, exercise, and lose weight. Nearly every
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healthcare professional has tried unsuccessfully to persuade
his or her patients to adopt a healthy lifestyle and is frustrated by
the fact that people refuse to do it. Chapter 10 contains specific
strategies, individualized for each of the six personality types,
that healthcare providers can use to accomplish this.

This book is a welcome addition to the medical literature
because it outlines the concepts of a tool that provides the ulti-
mate safety. Listen to what people say and how they say it.
Respond not only with empathy but with words and phrases
that resonate with your listener.

Hugh Tappan
CEO, Wesley Medical Center
Wichita, Kansas
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Introduction

munication, Building Relationships, and Using Quality

Tools aims to provide a road map to help healthcare
professionals establish a culture of patient safety in their
facilities and practices, provide high-quality healthcare, and
increase patient and staff satisfaction by improving commu-
nication among staff members and between medical staff and
patients, by describing what each of six types of people will do
in distress, by providing strategies that will allow healthcare
professionals to deal more effectively with staff members and
patients in distress, and by showing healthcare professionals
how to keep themselves out of distress by getting their motiva-
tional needs met positively every day.

The concepts described in this book are based on science
and have withstood more than 40 years of scrutiny and scien-
tific inquiry. They originally were used as a clinical model to
help patients help themselves, and, indeed, they still are used
in this manner. The originator of the concepts, Dr. Taibi Kahler,
is an internationally recognized clinical psychologist who was
awarded the 1977 Eric Berne Memorial Scientific Award for
the clinical application of a discovery he made in 1971. That
discovery enabled clinicians to greatly reduce the treatment
time of patients by lessening their resistance as a result of
miscommunication between them and their doctors.

Establishing a Culture of Patient Safety: Improving Com-

xxiii
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Dr. Terrance McGuire, the consulting psychiatrist for the
NASA space program for more than 40 years, was so impressed
by Dr. Kahler that he invited him to participate in the 1978
round of astronaut selection interviews. Dr. Kahler’s involve-
ment with the space program led him to turn the concepts into a
behavioral model. When CEOs heard about the concepts, they
asked Dr. Kahler to translate the model into management and
leadership terms. He did, and in 1981 he developed a com-
mercial model that is being used in healthcare facilities, cor-
porations, nonprofit organizations, and other organizations
around the world to help increase employee productivity, job
satisfaction, morale, and corporate profitability. In healthcare
facilities, these concepts have enabled healthcare professionals
to greatly reduce accidents (including accidental deaths),
improve patient safety and satisfaction, and improve staff satis-
faction and retention. Since 1986 the model also has been used
in education to help teachers individualize instruction so that
they reach and teach every student more effectively.

The concepts are universal; that is, they apply in every
culture. They have proved to be effective everywhere they are
used—in the United States, Canada, Europe, Asia, Austra-
lia, New Zealand, Africa, Latin America, and the Caribbean.
Included in the book are stories from several healthcare pro-
fessionals and healthcare organizations in the United States,
Canada, Europe, and New Zealand. Many healthcare profes-
sionals have told the authors that being able to apply these con-
cepts to their patients and their colleagues has enabled them
to establish positive relationships with all their patients and to
deal more effectively with patients and caregivers in distress.
Former president William Clinton told the authors in 1997 that
he considered Dr. Kahler to be a genius. President Clinton
used the concepts in his speeches, and Dr. Kahler served as a
psycho-demographer during Clinton’s presidency.

But improving patient safety and satisfaction is only one
aspect of improving the quality of healthcare. To improve
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healthcare in the United States we also must take a proactive
approach by encouraging people to lead healthier lifestyles,
thereby reducing the likelihood that they will develop diabetes,
suffer heart attacks or strokes, or develop other conditions that
will require hospitalization or medical treatment. Ultimately,
the responsibility of eating better, exercising, and pursuing
healthy lifestyles is theirs. The question is, how can health-
care professionals persuade people to live healthier lifestyles?
Chapter 10 provides specific strategies for accomplishing this.

The concepts outlined in this book will enable doctors and
others to improve the teamwork in their facilities, improve the
safety and satisfaction of their patients, enable facilities and
partnerships to retain highly qualified staff, and persuade peo-
ple to lead healthier lifestyles. In addition, if people learn how
to get their needs met at home and in their place of work every
day, they will be happier, healthier, and more productive. They
also will be more likely to pursue a healthy lifestyle.

The concepts are explained in the first part of the book.
Several examples illustrate how doctors, nurses, and adminis-
trators have used the concepts to reduce human error, improve
patient safety, and improve doctor and patient satisfaction.
Also included are stories illustrating how patients who under-
stand the concepts have used them with their doctors to reduce
the chance of human error. All the stories are true. The last
two chapters of the book discuss ways that doctors can use
the concepts to persuade their patients to lose weight and lead
healthier lifestyles, and to lead their staff members to embrace
the need to reduce preventable medical errors and improve the
quality of patient care.

One of the authors, Joe Pauley, first learned of the concepts
as a management tool when working for the US government.
He used the concepts to increase productivity and employee
and customer satisfaction in every department he headed. For
the past 23 years he has used the concepts in leading a suc-
cessful international training and consulting company and in
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helping people at all levels in healthcare facilities improve
patient safety and satisfaction, and improve staff productivity
and organization profitability. He also has helped people at all
levels in corporations, government, nonprofits, and education
improve the productivity and profitability of their organizations.

The other author, Judy Pauley, used the concepts in lead-
ing the science departments of a high school where she taught
chemistry and physics, in leading several scientific organiza-
tions, and in inspiring her chemistry and physics students to
pursue careers in various science and engineering fields. She
was named Science Teacher of the Year three times. For the
past 17 years, she successfully led her company in helping edu-
cators reach and teach every student.

The Pauleys are the recipients of the 2008 Individual
Crystal Star Award from the National Dropout Prevention
Network at Clemson University. The award acknowledges
their work in helping educators apply the concepts in their
classrooms to reach and teach every student in order to pre-
pare them for work in the twenty-first century. Judy can
be reached at judy @kahlercom.com. Joe can be reached at
joe@kahlercom.com.

Enjoy the book.



1

The Need to Improve
Patient Safety

(44 ave you seen this morning’s paper? They replaced
che wrong hip at the Washington Hospital Center
yesterday. I got the right one for you. Of course, I
had a zipper on the other one to show me which one I should be
working on.” This is how an orthopedic surgeon in Maryland
greeted one of the authors the morning after he replaced the
author’s left hip. Was this mistake at the Washington Hospi-
tal Center an unusual occurrence, or are mistakes in healthcare
facilities fairly common?

Millions of patients receive high-quality healthcare every
year. Unfortunately, preventable medical errors occur, and they
occur fairly often. For example, a surgeon in a Florida hospital
amputated the wrong leg of a patient. In the state of Washing-
ton, a heart transplant patient received a heart with the wrong
blood type. In a Boston hospital, one doctor simultaneously
was overseeing blood transfusions for two patients undergoing
operations and switched the different blood types. In another
instance, an anesthesiologist forgot to turn the anesthesia on
after paralyzing the patient during an orthopedic operation. The
patient was awake throughout the operation. She tried to signal
the surgeon, but was unable to because she was paralyzed. She
subsequently sued the anesthesiologist.

In another hospital, a patient went in for a routine surgical
procedure. The anesthesiologist had difficulty administering the
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anesthetic and decided to intubate the patient. He was not able
to do so at first, but continued to try even though the patient’s
condition deteriorated. He ignored suggestions from one nurse
that the “trachy machine” was available. He also ignored the
suggestion of another nurse that there was a bed available in
intensive care. Finally he gave up and decided to revive the
patient. They were unsuccessful and finally rushed her to inten-
sive care. She remained in a coma and died 13 days later with-
out ever regaining consciousness. We will discuss this example
in more detail in the chapter on distress (Chapter 8).

According to a report by the Institute of Medicine (IOM)
that quoted estimates from two major studies, between 44,000
and 98,000 preventable medical deaths occur in healthcare
facilities in the United States each year.! A study published by
HealthGrades in March 2011 found that from 2007 through
2009, 52,127 Medicare inpatients developed hospital-acquired
bloodstream infections, and 8,114 of them did not survive their
hospitalization. The study also reported that in the same period
there were 708,642 total patient safety events affecting 667,828
Medicare beneficiaries and there were 79,670 patient deaths
among patients who experienced one or more patient events.>
According to a World Health Organization report, 1 in 10 indi-
viduals receiving medical care will suffer preventable harm.? A
study by the IOM found that 1.5 million Americans are injured
by a medication error every year.* According to the Centers for
Disease Control, there are 2 million acquired infections in hospi-
tals in the United States every year.” It is estimated that medical
errors cost between $17 billion and $29 billion annually. Clearly,
this 1s not acceptable and has to be improved.

In a recent article published in the New England Journal
of Medicine, researchers report that there was no significant
improvement in patient safety in the 10 years since the IOM
published its report To Err Is Human. The researchers studied
10 hospitals in North Carolina from 2002 to 2007 and found
that medical harms remain common, with little evidence of
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widespread improvement. They also found there was no signifi-
cant improvement in patient safety from year to year. They con-
cluded, “Further efforts are needed to translate effective safety
interventions into routine practice and to monitor health care
safety over time.”®

Although the number of patients who die is a relatively small
percentage of the millions of patients who are treated success-
fully every year, the object is to reduce the number of errors to as
close to zero as possible. The question is how to reduce the num-
ber of these errors and improve patient safety and satisfaction.

By using checklists and quality tools and by collecting data
on the various processes in healthcare facilities, healthcare pro-
viders can improve the processes to reduce errors. For exam-
ple, at Suburban Hospital in Bethesda, Maryland, a patient had
80% blockage in two arteries. A doctor used the femoral artery
to access the arteries in order to emplace the stents to keep the
arteries open. After the operation, a nurse in the cath lab briefed
the patient on what he needed to do to keep from rupturing the
artery, including the need to avoid straining when he went to
the bathroom. The patient followed her instructions faithfully
and was looking forward to a complete recovery. Two days
later the patient was taking a soft drink from a plastic carton
when the plug loosened and the femoral artery ruptured. The
patient was readmitted to the hospital. The next morning the
nurse from the cath lab visited the patient to debrief him on
what happened to cause the rupture. After the patient explained
what had happened, the nurse said she would include that in
her briefing from then on so that other patients could benefit
from his experience. The patient was impressed and told the
nurse so. She replied that she used the quality tool PDSA (plan,
do, study, act) every day to improve patient safety at the hos-
pital. She added that the hospital was committed to continuous
improvement in developing a culture of patient safety.

At Inova Mount Vernon Hospital in Mount Vernon, Vir-
ginia, patients were spending too much time in the emergency
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department because of process inefficiencies. To eliminate dis-
satisfaction among patients and the community, the hospital
used quality tools to strengthen the emergency department pro-
cess and reduce patients’ length of stay by nearly two hours.
According to the article “On the Clock,” by Robert Q. Watson,
a senior associate at Healthcare Performance Partners (a lead
healthcare consulting company), and Ken Leeson, the execu-
tive director of process improvement at Inova Health Systems
in Falls Church, Virginia, the time that had elapsed from when
a patient entered the emergency department to the time the
patient was discharged was two hours longer than that at the
best emergency departments in the United States.’

Because of the delay in service, neither the patients nor
the community was satisfied with the emergency room, and
many left the hospital before being seen by a doctor. The hos-
pital decided to review its procedures and look for ways to
reduce the length of stay while still providing high-quality
healthcare. The hospital set a goal of reducing the patient’s
length of stay from 266 minutes to 125 minutes, using quality
tools such as abbreviated kaizen events, value-stream map-
ping, metric definitions with regular reporting, brainstorm-
ing, and control charts. The hospital made great progress
toward achieving its goal: Length of stay was reduced from
266 minutes to 135 minutes, patient satisfaction increased sig-
nificantly, and the number of patients leaving the emergency
department without being served dropped by 75%. It has not
yet reached its goal of 125 minutes, but it is looking at steps it
can take to reduce the time even further.

According to the article, communication within the emer-
gency department, among departments, and among hospital
administrators was very important in enabling the hospital to
reduce the length of stay. Many other books explain the use
of quality tools in healthcare. This book will address the com-
munication aspects of improving quality of healthcare, patient
safety, and patient satisfaction and will offer suggestions to
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help healthcare providers establish a culture of patient safety in
their facilities. As was illustrated in the Inova example, quality
tools and communication go hand in hand in accomplishing the
goal of sustained high-performance healthcare.

To be effective communicators, healthcare professionals
must understand the personalities of their colleagues, how they
perceive the world, how they communicate, and how they are
motivated. They must ensure that all staff members of the facil-
ity get their psychological needs met every day so that they are
capable of thinking clearly. They also must ensure that they
themselves get their motivational needs met every day so that
they are able to think clearly and deal positively with the many
stressful situations they encounter each day. In her excellent
book High Performance Healthcare: Using the Power of Rela-
tionships to Achieve Quality, Efficiency and Resilience, Dr. Jody
Hoffer Gittell discusses the need for “relational coordination,”
which she defines as “the coordination of work through relation-
ships of shared goals, shared knowledge, and mutual respect.””®

Dr. Gittell conducted extensive studies in the orthopedic
departments of nine nonprofit hospitals in three urban areas
(Boston, New York City, and Dallas) and was able to quan-
tify the improvement in patient safety and in patient and staff
satisfaction when healthcare professionals established these
relationships. Specifically, she found that relational coordina-
tion resulted in a 33% reduction in length of stays in hospitals,
significant increases in the quality of service, a 26% increase
in postoperative freedom from pain,® improved surgical per-
formance, higher patient-perceived quality of care, a savings
of $670 per patient stay, a 60% reduction in patient readmis-
sions in 7 days, a 69% reduction in patient readmissions in
30 days, improved clinical outcomes, and improved job satis-
faction among care providers.!” She documented other signifi-
cant benefits as well.

Improving relationships involves more than having each
member of a healthcare team talk with one another and with his
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or her patients. It includes individualizing the way each member
of the team talks with the other members and with his or her
patients. It also includes each member helping every other mem-
ber and also his or her patients get their motivational needs met
positively every day so that they stay out of distress and are able
to think clearly and function more effectively. It also involves
recognizing the symptoms of distress and providing appropriate
antidotes to keep themselves and others out of distress.

This may sound like a daunting task, but it is not. However,
learning this new skill will take some practice for healthcare
providers to become fully proficient in applying the concepts
in this book. The rewards for applying these concepts in health-
care facilities will be well worth the effort because everyone
will be happier, healthier, and more productive. If healthcare
professionals establish relationships with their patients, patient
satisfaction will improve. If they have relationships with both
their colleagues and their patients, patient safety also will
improve. To establish these relationships, they must understand
how their patients perceive the world, how they prefer to com-
municate, and how they need to be motivated. Then they must
individualize the way they communicate with each patient and
help their patients get their needs met when in their care. In
doing so, their patients will be happier with their caregivers and
with the staff of the healthcare facility.

This is especially important today because of the new
procedures that healthcare providers and facilities are, or soon
will be, required to follow. Dr. Ed Bujold, a family practice
physician in North Carolina, told the authors that in a recent
study involving Medicaid patients discharged from North
Carolina hospitals, he and his colleagues found that 20% of the
discharged patients had errors in their medication regimens that
were serious enough to lead to hospital readmission within the
next 30 days. Nationwide, the Medicare readmission rate one
month after discharge from the hospital is 20%. In the near
future, the Centers for Medicare and Medicaid Services will
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make readmissions to the hospital within 30 days of discharge
a never event. This will be added to the many other never
events for which Medicare does not reimburse hospitals. In
Dr. Bujold’s small hospital system, this would amount to
$5 million in lost revenue per year.

Whether the healthcare institutions are the famous Mayo
Clinic or Cleveland Clinic, a regional Carolina’s Medical Cen-
ter, or a small hospital struggling to put together a fledgling
accountable care organization, communication among all the
integrated participants will be paramount to the success of the
organization. The financial viability of the organization is at
stake in this new environment in which healthcare providers
now participate.

To this end, Dr. Bujold is heading a pilot project in his
own hospital system aimed at decreasing readmission rates
within 30 days for Medicare patients. This is a collaborative
effort involving emergency departments and emergency phy-
sicians, hospitalists, physicians in private practice, physicians
employed by his hospital system, home health nurses, social
workers, physical therapists, hospital administrative personnel,
pharmacists, and patients. Clear and effective communication
will be critically important to the success of the project.

Within this very complicated system, those who can iden-
tify symptoms that their patients are starting to get into dis-
tress or are in severe distress can intervene quickly and invite
them out of distress. This will help ensure that patients hear
the message and are also in a positive frame of mind. It is well
documented that patients with a positive attitude recover from
illnesses, injuries, and operations much more quickly than those
who remain in distress. With better communication, patients
are more likely to take their medication appropriately, manage
their chronic medical diseases, and not be readmitted to hospi-
tals. That benefits everyone.

Dr. Bujold believes that in the next several years, good com-
munication within doctors’ offices among doctors, employees,
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and patients will be paramount to the success of the practice,
whether it is small or large. Tremendous pressures are pushing
employees in medical office settings to the breaking point, and
if these pressures are not managed effectively, Dr. Bujold pre-
dicts many older physicians will retire and a number of other
physicians in the primary care workforce will be forced to work
for large hospital entities. Private practice and the friendly
neighborhood primary care physician may become a relic of
the past. The federal government, insurance entities, and pri-
mary care organizations are now promoting care delivery
systems based on National Committee for Quality Assurance
(NCQA) certified Patient Centered Medical Homes (PCMHs).
This certification process is much like the system that hospitals
have participated in for years through the Joint Commission on
Accreditation of Hospitals Organization (JCAHO).

The PCMH approach provides comprehensive primary care
for children, youth, and adults. In the PCMH healthcare setting,
partnerships are facilitated among individual patients, their
personal physicians, and, when appropriate, the patient’s fam-
ily. The American Academy of Pediatrics (AAP), the American
Academy of Family Physicians (AAFP), the American College
of Physicians (ACP), and the American Osteopathic Association
(AOA), representing about 333,000 physicians, have developed
the following joint principles to describe the PCMH:

Personal physician—Each patient has an ongoing relation-
ship with a personal physician trained to provide first con-
tact and continuous and comprehensive care.

Physician-directed medical practice—The personal
physician leads a team of individuals at the practice level
who collectively take responsibility for the ongoing care
of patients.

Whole-person orientation—The personal physician is

responsible for providing for all the patient’s healthcare
needs or taking responsibility for appropriately arranging
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care with other qualified professionals. This includes care
for all stages of life: acute care, chronic care, preventive
services, and end-of-life care.

Care is coordinated and/or integrated across all elements
of the complex healthcare system (e.g., subspecialty care,
hospitals, home health agencies, and nursing homes)
and the patient’s community (e.g., family, public, and
private community-based services). Care is facilitated

by registries, information technology, health information
exchange, and other means to ensure that patients get the
indicated care when and where they need and want it and
in a culturally and linguistically appropriate manner.

Quality and safety are hallmarks of the medical home:

— Practices advocate for their patients to support the
attainment of optimal, patient-centered outcomes
that are defined by a care-planning process driven
by a compassionate, robust partnership among
physicians, patients, and the patient’s family.

— Evidence-based medicine and clinical
decision-support tools guide decision making.

— Physicians in the practice accept accountability
for continuous quality improvement through vol-
untary engagement in performance measurement
and improvement.

— Patients actively participate in decision making,
and feedback is sought to ensure patients’ expecta-
tions are being met.

— Information technology is utilized appropriately to
support optimal patient care, performance mea-
surement, patient education, and enhanced com-
munication.

— Practices go through a voluntary recognition pro-
cess by an appropriate nongovernmental entity
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to demonstrate that they are capable of providing
patient-centered services consistent with the medi-
cal home model.

— Patients and families participate in quality im-
provement activities at the practice level.

Enhanced access to care is available through systems
such as open scheduling, expanded hours, and new
options for communication among patients, their personal
physician, and practice staff.

In Dr. Bujold’s opinion, these are admirable attributes to strive
for, and they certainly will provide improved, safer medical
care. However, they will require quantum shifts in the manner
in which primary care physicians and their staffs deliver care
in the future. Healthcare providers are asking clinic personnel
to make paradigm shifts in their routines and habits. This will
be a time of great danger and great opportunity for many in the
primary care field. Dr. Bujold believes that many organizations
will not survive because of poor training in communication
and management.

The central nervous system of these PCMHs will be an
integrated, “meaningful use” electronic health record. Moving
from a paper environment to a paperless environment is very
difficult. Dr. Bujold has witnessed colleagues move from one
hospital system to another over a dysfunctional transition from
paper to a computer-based electronic health record. He also
knows of many practices that are very dissatisfied with their
electronic health record health system vendor. Communication
issues are one of their main concerns.

The concepts in this book have enabled healthcare pro-
viders to improve communication with everyone with whom
they interact, identify when patients and colleagues are in dis-
tress, and enable them to invite people out of distress, thereby
improving patient safety and patient and staff satisfaction.
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THREE EXAMPLES

A Small Hospital

In 2008, staff morale and patient satisfaction were low at an
Alabama hospital. The facility had been downsized from a hos-
pital to a clinic in 1999 and had no identity for nearly 10 years.
As a result, staff morale was very low. To improve morale and
improve communication, the administration had the entire
staff trained in the concepts contained in this book. Teamwork
improved; communication between members of the support
staff and the healthcare providers improved; team documenta-
tion of processes improved; and there was greater cooperation
among all staff members. In addition, the staff used these con-
cepts to develop communication and marketing plans to help
develop an identity with the community and with the staff.
According to the administrative officer, the staff members
also collected data to determine whether there was an increase
in staff productivity as a result of the training. They found that
even though the number of primary care providers was reduced
by 20%, outpatient workload in terms of simple relative value
units (RVUs) increased 10% from 72,650 RVUs in FY 2009
to 78,000 RVUs in FY 2010. (The RVU was devised by the
Centers for Medicare & Medicaid Services when it developed
a standardized way of measuring provider productivity. The
RVU is a three-part figure based on provider skills, facility
costs, and time required for the procedure. The RVU for pri-
mary care is about $89.) Figure 1.1 shows the results of that
study. This translated into 7800 RVUs per primary care pro-
vider. In FY 2011 the facility began measuring performance in
enhanced RVUs. Under the new system, the number of RVUs
increased further. In financial terms in FY 2011, each health-
care provider earned about $430,000—the highest per-provider
earnings in the 33-facility system. Prior to being trained in the
concepts described in this book, the facility ranked 31st out of
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Figure 1.1 Doing more with less.

the 33 facilities in the system in terms of overall performance.
The facility now is the fifth-highest-ranked facility in the sys-
tem in overall performance, and the staff are determined to
improve further.

The hospital set an initial goal of raising patient satisfac-
tion so that at least 85% of patients were completely satisfied
with the treatment they received and with their interaction with
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Figure 1.2 Courtesy and helpfulness of the staff during this visit.

members of the staff. Patient ratings of the courtesy of the
staff improved each month as more members of the staff were
trained. The facility met its goal of 85% patient satisfaction with
the courtesy of the staff in December 2009, the month that the
authors had completed training all staff members. Patient satis-
faction with the courtesy of the staff continued to increase each
month thereafter, reaching 88.3% in January 2010. Figure 1.2
shows the improvement each month.

During this period some staff members left the facility and
were replaced by other professionals. As a result, in April 2010
patient satisfaction dipped to 85.1%. The authors trained the
new staff members, and patient satisfaction rose again in the fol-
lowing months. In the spirit of continuous improvement, the
administration raised the goal of overall patient satisfaction to
90%. According to the administrative officer, overall patient
satisfaction rose to 94% in October 2010. Because of the down-
turn in the economy, the board of directors was planning to
drastically reduce the size of the staff and the services offered.
However, when the board members saw the improvement in
patient satisfaction, they decided not to reduce the number of
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Figure 1.3 Overall satisfaction with visit.

services offered, and they reduced the size of the staff by only
five positions. Figure 1.3 shows the improvement each month.

A Large Healthcare System

Ascension Health in St. Louis is the largest nonprofit healthcare
facility in the United States. In 2003 it set a goal of significantly
reducing workplace accidents and eliminating preventable medi-
cal deaths within five years. Using quality concepts and the con-
cepts contained in this book, the facility greatly reduced all
medical errors, including medical deaths, every year. It now
recognizes that many more deaths are preventable than initially
thought. This story will be discussed in more detail in Chapter 11.

A Hospital Residency Program

A doctor at a hospital in Hawaii learned the concepts of Process
Communication in 2005. In 2007 he became the director of the
Family Residency Program in the family medicine department
of the hospital. Historically the pass rate in the department
was 95%. However, the year before the doctor took over the
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residency program the pass rate was only 60% and the program
had a sizable attrition rate. This was unacceptable to the
doctor, and he decided to do something about it. He looked at
the character strengths of the residents and realized all of them
were quite different. They all responded to orders differently
and had different strengths. Some did well checking boxes and
others did not. Therefore, he decided to profile the residents
and the staff members and assign as a mentor a staff member
with whom the residents would relate best. He also used the
profiles in assigning people to different teams.

The doctor also hired a coordinator for the program. He
believed it was critically important to hire someone who genu-
inely cared about the residents. Therefore, he selected a person
who was compassionate and warm and had great interpersonal
skills. In his opinion, he had made a great choice. In work-
ing with the residents, the doctor individualized the way he
communicated with them and motivated them. Some of the
residents responded well to awards and praise. Others did not.
Some responded better when they knew people liked them. One
of the residents was very quiet and withdrawn. He preferred to
be alone and tended to speak in short sentences and then only
when spoken to. Also, he did not respond to any of the motiva-
tors the doctor used with the other residents. Some of the other
residents were very playful, and the doctor found he had to be
playful with them. He also learned that he had to set boundaries
for them. He referred to the boundaries as “guard rails.”

When the residents got into severe distress, the doctor
told them to look at the personalized personality booklet he
had given them, read the section entitled “Action Plan,” and
follow the strategies suggested for getting their motivational
needs met positively. The pass rate increased every year until
90% of the residents were certified in 2009. In addition, no one
dropped out of the program. The residents consider it to be the
best residency program in the hospital, and more people apply
to the program than the department can accommodate.
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In his efforts to improve the certification rate of his resi-
dents, the doctor researched the personality types of those who
were not getting certified. He found they were of two types—
those who are compassionate, sensitive, and warm, and those
who are reflective, imaginative, and calm. Interestingly, both of
these personality types do not do well on tests, but for different
reasons. The first type frequently experiences test anxiety. As
will be explained in subsequent chapters, when they get into
distress they make mistakes on things they know how to do
very well. The mistakes may be silly or sometimes even tragic,
and they often occur in high-stakes tests such as certification
examinations. For example, in a multiple-choice test they may
skip a line and mark all subsequent answers on the wrong line.
As aresult, all the answers after the skipped line are wrong and
they fail the examination.

The second type has a difficult time with multiple-choice
tests. They see so many connections between things that they
think there is no one right answer. They may get into distress
about it and subsequently shut down. Frequently they just sit
there until time expires and do not finish the test. This type
of person also may have difficulty with the oral part of the
examination because he or she is quiet and tends to speak in
short sentences. Again, because they see so many connections
between things, they may answer the oral questions by going
off on tangents and speaking in disjointed sentences. This may
irritate the examiners and could lead them to believe that the
resident does not understand the material.

Understanding this, the doctor made certain that all his
residents got their motivational needs met the night before the
examination and again in the morning before taking the exam.
The different personality types, their motivational needs, their
preferred mode of communication, what they will do in dis-
tress to jeopardize their work and patient safety, and proactive
and reactive strategies to invite people out of distress will be
explained in the chapters that follow.
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Who Are These People?

ho are these patients, and who are the medical

s’s / professionals caring for them? Dr. Taibi Kahler, a

clinical psychologist and the winner of the 1977

Eric Berne Memorial Scientific Award, has identified six per-

sonality types based on how individuals take in and process

information, that is, how they perceive the world. He called

them Reactors, Workaholics, Persisters, Dreamers, Rebels, and

Promoters. Each of the six types communicates differently,

is motivated differently, learns differently, and does different
things when in one of the three levels of distress.

Reactors are compassionate, sensitive, and warm. They
relate to the world around them (i.e., people and things) by
how they feel about them. They feel the texture of their clothes
and the food they eat. They are people oriented and have great
interpersonal skills. They want everyone around them to feel
good, and as a result, many Reactors become nurses or doctors
in order to help people recover from illnesses. They prefer to
work with groups of people with whom they feel comfortable.
As patients, they want to be reassured that they are good people
and that the medical professionals treating them are nice peo-
ple, are competent, and care about them.

Workaholics, on the other hand, are responsible, logical,
and organized. They are goal-oriented linear thinkers who per-
ceive the world through their thoughts. They thrive on data.

17
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They think first and want others to think with them. Because
they are goal oriented and think clearly, they expect others to
be goal oriented and able to think clearly too. Many Workahol-
ics become doctors or hospital administrators. As patients, they
want to know that their caregivers are competent professionals
who will answer their questions honestly and give them the
information they want about their condition. Because they are
goal oriented and willing to work hard, Workaholic patients
will faithfully perform the exercises required for their recovery
as long as they are reassured that their hard work is appreciated.

Persisters are conscientious, dedicated, and observant. They
have high standards and a strongly developed belief and value
system. They expect others to have high standards and values
too. They form opinions very quickly and are quick to act on
them. Because they are self-starters and goal oriented, they are
driven to succeed. As a result of their commitment and deter-
mination, they frequently rise to leadership positions in an
organization. One of their strengths is the ability to stick to a
task they believe in until they accomplish it. Many Persisters
become doctors, head hospital departments, or serve on hos-
pital boards. As patients, they want to know that their caregiv-
ers are professional, have high standards, and are committed to
quality performance. They also want to know their condition
and what is required of them to recover from their illness. Once
they make a commitment to do whatever is necessary to get
well, they will stick to it.

Dreamers are reflective, imaginative, and calm. They see
the world through reflection and think outside the box. They
are very different from the other five types in that they see con-
nections between things that the others do not see. However,
before they contribute to a discussion or take action, they need
time to reflect on the topic or task. When given time to reflect,
they frequently are very insightful and make observations that
the other types have not thought about. However, they must
be given time to reflect on topics before being expected to
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contribute their ideas. As patients, they seldom cause problems.
They want healthcare professionals to speak to them slowly,
tell them to do one or two things at a time, and leave them alone
to do them. They do not need a lot of personal contact.

Rebels are creative, spontaneous, and playful. They react
to people and things with likes and dislikes and can have wide
mood swings. They can go from love to hate in a nanosec-
ond. They are high-energy people, are very active, and like
to have fun. They are free spirits and thrive in an environ-
ment that encourages creativity and allows them freedom to
express their individuality and playfulness. They are stifled
by restrictions and frequently question why things have to be
done a certain way. For this reason, many rebels are change
agents who look for ways to make work fun and do things
creatively. Some Rebels become doctors or nurses, and many
become physical or occupational therapists. As patients, they
want their caregivers to be lighthearted with them and treat
them playfully. Rebels will do anything for people they like,
and they like people who are lighthearted and fun. Therefore,
to get them to do the exercises or follow the regimen necessary
for their recovery, healthcare professionals should try to find
ways to make the exercises fun. Some healthcare profession-
als speak to their Rebel patients in an upbeat and energetic
tone. Others have told appropriate jokes, and some have even
sung to their patients.

One of the daughters of the authors is a Rebel. She had a
total knee replacement, and after the operation she went to a
rehabilitation facility to regain movement in her knee. Every
day she had three hours of physical and occupational therapy.
She complained about the exercises the therapists had her do,
especially walking around the gym with her walker. The thera-
pists decided to make the exercises fun, so one day they had
her go on a treasure hunt. They hid colored cones in several
places around the gym, and she had to walk around and find
them, put them in a basket, and bring them back. She walked
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around the gym twice picking up the cones. This was twice as
much walking as she had done up to that point, and she did not
complain once.

Promoters are persuasive, adaptable, and charming. They
are action oriented, thrive on challenges and excitement,
and make things happen. They love the challenge of selling
something to someone, and they make excellent entrepreneurs
because they live on the edge and respond best to short-term
challenges and quick rewards. They are natural leaders because
of their persuasiveness and willingness to take risk. If they go
into medicine, they may become anesthetists, neurologists, or
orthopedists. Some Promoters become heads of hospitals or
chairs of boards of directors. As patients, they want informa-
tion given to them concisely and in bullet form. They are inter-
ested in the bottom line. Tell them their condition, what they
have to do to recover, what is in it for them if they follow direc-
tions, and what is the consequence if they do not.

Although everyone is one of these six types, parts of all six
types can be found in everyone; however, some parts are used
more often than others. Dr. Kahler describes this as a six-floor
condominium with the strongest part as the base and the other
parts in ascending order of dominance. Let’s assume that Fig-
ure 2.1 is the profile of a male doctor. As a base Persister, he

Reactor
Rebel

® |

Promoter 12 H
Workaholic

persistor |

0 10 20 30 40 50 60 70 80 90 100
Energy

Figure 2.1 Personality components of a doctor.
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is conscientious, dedicated, and observant. With Workaholic
second and well developed in his personality structure, he is
organized, responsible, and logical and is able to think clearly.
Note that Promoter is third and also is well developed. This
means that this leader is action oriented and is willing to take
risks to achieve his goals.

Let’s look at the impact of different personality structures
from the point of view of the doctor in Figure 2.1 and a nurse
who is quite different from the doctor. According to Dr. Kahler,
staff members who are like the doctor in Figure 2.1 will hear
his messages and understand what is expected of them. People
who are not like the doctor—for example, the nurse with a per-
sonality structure like that in Figure 2.2—will not, unless the
doctor communicates with the nurse in the nurse’s preferred
way of communicating. The doctor also needs to individualize
the way he communicates with and motivates all the people
with whom he interacts. This is because each of the six types is
motivated differently, communicates differently, prefers a dif-
ferent interaction style, learns differently, and does different
things when in distress; each of these will be taken up in subse-
quent chapters. For now, let’s look at the personality structure
of the nurse in Figure 2.2 and compare it with that of the doctor
in Figure 2.1.

Promoter m
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Reactor
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Figure 2.2 Personality components of a nurse.



22  Chapter Two

This nurse is a Reactor. For the purposes of this example,
we will assume the nurse is female. She is compassionate, sen-
sitive, and warm and feels first. She has great people skills and
genuinely cares how people feel; that is, she wants everyone
to feel good. Completion of tasks is less important to her than
working with people with whom she feels comfortable and
having people like her. She has Rebel on the second floor of her
condominium. Therefore, she has a lot of creativity and likes
to have fun. Dreamer is her next most well developed part. As
a result, she has some ability to conceptualize and see connec-
tions between things that others may not see. Workaholic is on
her fourth floor and is not very well developed. This indicates
that she has some ability to be logical and to think clearly, but
this is not her strong suit. She is not particularly task oriented.
Persister is on the fifth floor of her condominium and is the
next to least well developed part of her personality structure.
As a result, she does not have strongly held opinions. In fact,
in elections, if she votes, she normally votes for candidates
she feels are nice people and does not necessarily vote on the
issues. Promoter is the least well developed part of her person-
ality. She is not adventuresome and does not feel comfortable
taking risk. She is most comfortable keeping her savings in
certificates of deposit or savings accounts. If she invests in the
stock market, she normally invests in ultraconservative stocks.

Most adults can energize two or three of their personality
parts very easily. Most children can energize only one or two.
Therein lies the problem. The doctor in Figure 2.1 energizes his
Persister part most often, and he also energizes his Workaholic
part very easily. He rarely ever uses the Dreamer or Reactor
parts of his personality. His personality structure is almost the
reverse of the nurse in Figure 2.2. As a result, the nurse may
feel that the doctor does not like her, probably will get into dis-
tress about it, and, when that happens, will not hear the doctor’s
message or understand what is expected of her. As we will see
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in Chapter 8, Reactors in distress make mistakes. The mistakes
can be silly or, in some instances, tragic, similar to some of the
examples cited in Chapter 9.

What can the doctor do about it? The rest of this book
answers that question.

Because each of the six types has different strengths, all
have something to contribute to the healthcare facility in carry-
ing out its mission. Therefore, wise administrators and doctors
assess the character strengths needed to achieve the mission and
deliberately seek out those persons who have those strengths.

Successful medical practitioners recognize the talents of
all their staff members and know how to access those talents.
However, to do this successfully, healthcare providers need to
be able to communicate with and motivate each person in ways
that are most effective for that individual. The following chap-
ters will explain how to do this.






3

Interaction Styles

n his book The Mastery of Management, Dr. Taibi Kahler

explains how each of the six types prefers to be managed

and interacts with others.!! He describes four classical
management styles: the Autocratic, the Democratic, the Benev-
olent, and the Laissez Faire. The person using the Autocratic
style gives commands and directives, and encourages others to
respond directly to her or him. This is a task-oriented style and
is useful with those who require direction, structure, definition,
or training. The Democratic style is based on the principles
of group participation and decision making. The person using
this style encourages interaction between and among others,
solicits feedback, and fosters independent thinking. This style
also is called a participatory style and encourages goal-oriented
people to grow at their own pace. This style also increases
group cohesion and enhances morale by getting everyone to
participate in setting common goals.

Individual feelings are more important than tasks to people
who use the Benevolent style. These people assume that when
people feel good, they do better work. Therefore, they foster a
sense of belonging in others by interacting in a nurturing and
accepting way. This style works well with people who require
unconditional acceptance. However, some people dislike mix-
ing personal and professional relationships and consider this
style an invasion of privacy. The Laissez Faire style is the most
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nondirective of the four styles. People who use this style invite
others to assume as much responsibility as they can handle.
This style works well for self-styled, “do your own thing” indi-
viduals as well as people who resent authority and a lot of rules
and regulations. This style invites independency and creativity;
however, it does not provide the direction and structure that
some people need.

To date, no single interaction style has been identified that
is effective with everyone. Instead, to be effective, leaders need
to use an individualistic interaction style in order to interact
successfully. Workaholics and Persisters are most productive
when their supervisors use a Democratic interaction or man-
agement style in which the two personality types participate
in setting team goals and choosing the paths to achieve them.
Reactors consider their coworkers part of their extended family
and are most productive in an environment in which everyone
is nurtured as if they were members of one big happy family.
Rebels are most productive when their manager uses a Laissez
Faire management style in which they are encouraged to use
their creativity in finding innovative solutions to problems with
a minimum of direction and supervision. Dreamers respond
well to an Autocratic style in which they are told to do one
thing at a time and are left alone to accomplish it. Promoters
also respond well to an Autocratic style. Tell them the goal and
the quick reward they will get for achieving it, and then get out
of their way. Interacting the same way with everyone is not
interacting with, or managing, them equally. Neither is it treat-
ing them fairly (see Table 3.1).

When administrators, doctors, nurses, and other healthcare
professionals do not individualize the way they interact with
their colleagues and patients and do not motivate each according
to her or his needs, their colleagues, patients, and service pro-
viders may show predictable and observable signs of distress.
Healthcare professionals who know the warning signs to look
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Table 3.1 Preferred interaction style of each personality type.

Personality type Interaction style
Reactor Benevolent
Workaholic Democratic
Persister Democratic
Dreamer Autocratic
Rebel Laissez Faire
Promoter Autocratic

for and who recognize the significance of the behavior when
they see it can intervene quickly to remotivate the employee.
One of the neighbors of the authors had an appointment
to have a spinal tap done in the emergency room of her local
hospital. Many patients were being treated in the emergency
room that day, and the doctors were using an Autocratic style
with the nurses. Some of the nurses were not comfortable with
that style and began making mistakes. The nurse who was try-
ing to draw blood from the neighbor’s arm was in such dis-
tress that she was unable to insert the needle in the patient’s
vein. After several unsuccessful tries, she apologized and left
to try to recover her composure. The doctors continued to use
an Autocratic style with the nurses, and some of them, includ-
ing the nurse who was trying to draw blood from the neighbor,
continued to make mistakes. The nurse tried several times to
draw the blood sample but was unsuccessful. After an hour, the
neighbor helped the nurse get her Recognition of Person need
met by telling her that she was glad that she was the one trying
to draw her blood, because she knew that the nurse cared about
her patients. The nurse apologized for not being able to draw
the blood successfully. The neighbor immediately told her it
was OK, adding that she knew how busy everyone was and that
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she knew the nurse was a highly qualified professional who
cared about the well-being of her patients and wanted to help
them heal. The nurse immediately came out of distress. She
inserted the needle into the neighbor’s vein on the first try and
successfully drew the blood sample. The neighbor’s comment
was, “My only regret is that I didn’t help her get her Recogni-
tion of Person need met when she came to draw the blood the
first time.” How to invite people out of distress is discussed in
more detail in Chapters 8 and 9. The motivational needs of the
six types are discussed in Chapter 6.

In an article entitled “Why CEOs Need to Be Honest
with Their Boards,” Dirk Hobgood, a governance and risk-
management consultant and chief financial officer at the con-
sulting and executive search firm Accretive Solutions, was
quoted as saying, “In the past, CEOs had carte blanche to do
what they needed to do to run the company. Today’s CEO
really has to work effectively as a team member with the board
and keep them up-to-date and keep the players involved.”!?
In other words, the Autocratic style does not work with most
boards any longer, either. Board members want to be part of
the decision-making process and want the CEO to use a Demo-
cratic interaction style. According to the article, they also want
CEOs to be honest with them and not try to hide or down-
play problems. Indeed, when James A. Kilts, former CEO of
Gillette Co. and Nabisco, addresses groups of leaders, he gives
the following advice: “Tell the truth.”

Only 15% of the North American population (Promoters
and Dreamers) is comfortable with the Autocratic interac-
tion style. The other 85% is not comfortable with it, and some
openly rebel against it. Workaholics need an opportunity to pro-
vide information and recommend and discuss possible options.
Persisters need to express their opinions and want to be heard.
Rebels hate to be told what to do, and, as was illustrated in
the story, Reactors often feel attacked when ordered around.
Only 35% of the North American population is completely
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comfortable with the Democratic style (Workaholics and Per-
sisters). Only 30% of the North American population is com-
fortable with the Benevolent style (Reactors), and only 20% is
comfortable with the Laissez Faire style (Rebels). Therefore, if
administrators want to be effective with all their staff members,
doctors, and other healthcare professionals, they must use an
individualistic style. The same is true for doctors and nurses.
If they want to be effective with all their patients, they must
individualize the way they interact with them.

In an individualistic interaction style, people match the
style they use with each person to the personality type of that
person. For example, with a Promoter patient, a doctor would
use an Autocratic style. With a Workaholic or a Persister, he or
she would use a Democratic style. With a Reactor the doctor
would use a Benevolent style, and with a Rebel he or she would
use a Laissez Faire style.

What would that look like? Major General (ret.) Gale S.
Pollock is the former acting surgeon general of the US Army.
She learned the concepts of Process Communication when she
was a lieutenant colonel and was about to take over a dysfunc-
tional department in a large army medical center. Many of the
nurses in her department were Reactors, and thus they needed
to feel comfortable in a nurturing environment to be effective.
Therefore, General Pollock used a Benevolent interaction style
with them so that they felt that they and their colleagues in
the department were like members of one big happy family.
General Pollock was least comfortable with this style, and it
took a lot of energy for her to do this. However, it made such a
big difference for the nurses that General Pollock considered it
worth the energy expenditure on her part.

One of the members of her department was a Dreamer, and
so General Pollock used an Autocratic interaction style with
her. General Pollock directed her to do only one or two things
at a time and gave her specific directives about them. She also
used the Autocratic style with the Promoters who worked with
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her. In this way, there was no ambiguity in what they were to
do and they responded well to this style. One Promoter was so
impressed with General Pollock’s interactions with him that he
himself learned the concepts and used them in every leadership
position he subsequently held.

With the Rebel staff member, General Pollock used the
Laissez Faire interaction style. She told him what she wanted
done and let him use his creativity to develop ways to carry out
his duties. He responded well to this style and became a strong
advocate for the department. General Pollock has Workaholic
and Persister as the two most well developed parts of her per-
sonality, and she is most comfortable using the Democratic
interaction style. Therefore, it was very easy for her to use this
style with the Workaholics and Persisters on her staff and they
responded well. As a result of using an individualistic inter-
action style, she was able to turn the dysfunctional department
completely around. The army was so impressed with her suc-
cess that they reached two years below the promotion zone to
promote her to colonel from lieutenant colonel.

Using the individualistic interaction style required Gen-
eral Pollock to use a lot of energy, which was not easy at first.
However, the more she used this style, the easier it became.
Moreover, the results were so positive for everyone that she
considers the expenditure of energy well worthwhile. Staff
job satisfaction and job performance improved. Patient safety
and satisfaction improved. Her superiors were delighted with
the improvement, and she found great personal satisfaction in
being the catalyst for the improvement. Specific examples of
things she did with some of her staff members are described
in other chapters.

Flexibility in communication is the key to successful inter-
action. People who shift personality traits to meet the personal-
ity types of others invite open and successful communication.
They also establish trust. In addition, people who use a wider
range of their personality guarantee themselves less emotional
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distress. Initially, this requires a lot of energy on the part of
healthcare professionals; they must decide for themselves if
the improved communication, quality, productivity, and profit-
ability are worth the expenditure of energy. When they see the
positive results, many believe it is.

According to the Wall Street Journal article cited earlier,
CEOs who fail to change from an Autocratic interaction style
to a Democratic interaction style increasingly risk being fired.
In a Booz Allen study quoted in the article, nearly 32% of CEOs
worldwide who stepped down in 2006 did so as a result of
conflicts with their boards. The forced departures were nearly
always because of transparency issues. They represent a slow
deterioration of trust resulting from the inability of CEOs to
communicate effectively with board members. Typically there
were multiple events where the boards felt left out or felt that the
CEO was leading them down the wrong path. Failure to com-
municate with board members also can increase company liabil-
ity. In a handful of recent lawsuits, judges have sharply rebuked
CEOs who made big plans without informing their boards.

Individualized and open communication is needed espe-
cially when healthcare professionals deal with the public. In
“Evaluation of the Public Review Process and Risk Communi-
cation at High-Level Biocontainment Laboratories,” Margaret
Race discusses qualitative factors such as trust, familiarity, cat-
astrophic potential, and individual control, which have strong
effects on perceptions and levels of concern about risks. From
her research she concluded, “How information is shared may
be as important as what is presented about a complex project”
in getting projects approved.’* According to the researchers
cited in her article, “Lack of communication and miscommu-
nication with the public are major factors in failure, or near
failure, of projects.”'* She explains that citizen opponents of
high-level biocontainment laboratories in Boston and Denver
stated they were upset by the tone of their meetings and inter-
actions with experts. They felt the experts were dismissive of
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their questions, considered their concerns baseless, and were
telling them what would be done rather than discussing public
concerns. They also expressed offense at being talked down to
by “arrogant, condescending experts.”!

Dr. Constance Battle provided an example of arrogant
healthcare professionals in the birth of her daughter Ursula.
At 5:00 a.m. Dr. Battle went into labor. The doctor did an
amniotomy, which is contraindicated for a breached baby.
He then ordered an X-ray, which indicated that the baby
was in a breached position. He said, “You know the baby is in
the breached position.” At that point the doctor tried oxytocin,
which is against the rules for a first delivery in an untried pelvis.
He left the bedside without determining that the oxytocin drip
was at the appropriate frequency and strength. Instead, he left
that determination to a nurse who had returned that day from a
nine-year maternity leave. The nurse gave Dr. Battle oxytocin
by mouth, which is contraindicated and against ACOG (Ameri-
can College of Obstetricians and Gynecologists) guidelines.

Dr. Battle began to experience frequent and massive tetanic
contractions and asked for her husband and the doctors. The
nurse refused to get them, saying, “This is what having a baby
is all about.” The doctor returned later and did an epidural
(spinal anesthesia) too early in the delivery process so that the
process was slowed down. This also was contrary to accepted
procedures. As labor progressed, the doctor administered a
second epidural and went into the delivery room. Dr. Battle
saw a look of panic on the doctor’s face. The baby’s bottom
had come out first, but the head did not come out and there
was a lack of oxygen. At that point the doctor realized he had
forgotten to turn off the oxytocin. As the delivery progressed,
the uterus, which was wrapped around the baby’s head, was
cutting off the oxygen, similar to what the frequent tetanic
contractions had done.

At this point, a fourth-degree tear occurred from the
mother’s vagina to her rectum. With the baby still not coming
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out, the doctor instructed the nurses to stand on either side of
the mother and push on her stomach with their elbows. As a
result, Dr. Battle got documented pneumonia. The baby came
out but did not begin to breathe spontaneously until 20 min-
utes after the delivery. Within 24 hours the baby manifested
seizure activity.

By the time the baby was four months old, it was clear that
she had spastic tetraplegia (cerebral palsy). In subsequent con-
versations with the mother, the doctor called the baby a “pump-
kin head.” The parents sued the hospital and won. During the
trial, it was established that the doctors had dismissed their
own established procedural guidelines. They displayed desul-
tory behavior during a time when not many patients were being
treated in the hospital, there was arrogance during the opera-
tion and afterward, and there were eight major violations of
accepted practice and considerable obfuscation.

How can healthcare professionals use the concepts of Pro-
cess Communication in dealing with the public? Race provides
several suggestions. According to her research, the public’s
overwhelming concern is trust. How can administrators gain
that trust? Race says that her research shows that in those
instances when the public was kept fully informed, including
accurate information about accidents that occurred at the labo-
ratory, minimal resistance occurred. The resistance was greatest
in those instances where administrators withheld information,
tried to maintain secrecy about the project, and treated repre-
sentatives of the public arrogantly and dismissively. According
to Race, “Repeatedly when information was withheld, dialogue
began poorly and rarely improved without extensive work.”!®

In a hospital in Montgomery County, Maryland, the board
of directors foresaw that there would be a need to expand the
hospital as the population in the area grew. In the 1940s the
board endorsed a long-range plan to purchase several houses
adjoining the hospital property and rent them out until the time
when the hospital needed to expand. In 2007, the board agreed
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that the time for a major expansion had arrived, and the hospi-
tal filed a proposal with the county government to expand the
facility. Many of the residents in the vicinity were not happy
with the plans and they objected. However, the hospital admin-
istrators were open in providing information about the need
for the expansion and their plans. The county planning board
held several hearings and eventually approved a modified ver-
sion of the plan. The hospital did not get everything it wanted,
but it got the approval to proceed with the expansion. If it had
not communicated openly with everyone, it would not have
been successful.

Open communication is needed in all interpersonal
relationships—administrators with employees, employees with
administrators, politicians with the public, family members
with one another, teachers with students, and friends with friends.
It is especially true for doctors and nurses dealing with patients.
People do not want to be talked down to by “arrogant, conde-
scending” people. Indeed, many patients have changed doctors
not because of the doctor’s competence but because they did
not feel comfortable with him or her. Frequently they attribute
this to the doctor having a poor bedside manner. But what they
really are saying is that they are not comfortable with the inter-
action style the doctor uses with them.

The Autocratic style does not work with most people,
including staff members in healthcare facilities. Many staff
members want an opportunity to express their views and be
heard. Everyone wants to be engaged in the interaction style
with which they are most comfortable. When administrators
and other healthcare professionals interact with people using
styles that people are not comfortable with, people (and some-
times the administrators) get into distress. Chapters 8 and 9 dis-
cuss in more detail what happens when people are in distress.
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Perceptions

s noted in Chapter 2, each of the six personality types

communicates differently. This means that there are

six different versions of every language. For example,
if everyone speaks a common language, say English, there are
six distinct versions based on the perceptions of the six types.
They are so different that they may be considered separate lan-
guages. If healthcare professionals want to communicate clearly
with all their patients or their colleagues, they must speak all
six languages at some time. For example, several years ago the
authors used to have several of the same doctors. Joe thought
one of the doctors was terrific because the doctor spoke Joe’s
language. He did not speak Judy’s language, however, and as
a result, she changed doctors. The reverse situation happened
with another of their doctors. Judy thought the doctor was won-
derful, but Joe came home after one visit and said he was never
going to see that doctor again. He subsequently switched to a
different doctor. As mentioned earlier, when patients say that
certain doctors have “no bedside manner,” what they really are
saying is that the doctor does not speak their language.

These languages are so different that it is like traveling to a
foreign country, for example, Germany. If the healthcare giver
wants to go to Germany and the people do not speak English,
the healthcare giver must be able to speak German if he or she
wants to be understood. The visitor might use an interpreter,
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but then he or she is dependent on the competence, understand-
ing, and integrity of the interpreter to be certain that her or
his message is conveyed accurately, interpreted correctly, and
understood completely. Learning six versions of a common
language may seem to be a daunting task. Fortunately, it is not.
This chapter provides the framework for healthcare profes-
sionals to be able to use all six languages whenever they want.
There are two aspects to this: (1) the language of perceptions
and (2) the preferred channel of communication of each of the
types. The first aspect is discussed here, and the second aspect
will be discussed in Chapter 5.

THE LANGUAGE OF PERCEPTIONS

As noted in Chapter 2, each of the six types perceives the world
differently. Reactors perceive the world through their emo-
tions. They take in people and things through feeling for and
about them. They want to share their feelings with others, and
they want others to share their feelings with them. Workahol-
ics, on the other hand, perceive the world through thoughts.
They are data oriented and seek information. They want to give
and receive information, and they want people to think with
them. Many Workaholics and Reactors work in healthcare.
Let’s assume a doctor is a Workaholic and a nurse is a Reactor.
The Workaholic doctor speaks the language of Thoughts and
gives a lot of factual information. He wants the nurse to think
with him. The Reactor nurse is most comfortable speaking the
language of Emotions and wants the doctor to feel with her.
This frequently results in miscommunication, with the nurse
not clearly understanding what the doctor wants her to do, get-
ting confused, and making mistakes.

Reactor patients want their healthcare professionals to
spend time talking with them and listen to their feelings. Work-
aholic doctors who do not have the Reactor part of their person-
ality well developed may not speak the language of Emotions
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and may not understand the need to do this. They want to give
the patient the information they need to get well, and move on
to the next patient. As a result, the patient may be dissatisfied
with the doctor, regardless of the doctor’s competence, experi-
ence, and professionalism.

This is also true in marriages. Workaholics and Reactors
frequently marry each other. The Reactor spouse (for example,
the wife) wants the Workaholic spouse to feel with her, and the
Workaholic spouse wants the Reactor spouse to think with him.
Friction often results because of their different perceptions of
the world and because they speak different languages.

Persisters perceive the world through their opinions. When
they get information, they quickly make a value judgment.
They have an opinion about nearly everything, and they expect
people to ask their opinion of things. Many Persisters go into
the healthcare profession, and they often encounter friction
in their relations with colleagues because of the different lan-
guages they speak. For example, in a hospital in Maryland, a
nursing supervisor was having difficulty communicating with
a Rebel nurse. The supervisor spoke the language of Opinions,
and the nurse spoke the language of Reactions. As a result,
they frequently misunderstood each other and began to dislike
and distrust each other. Once the administrator learned the dif-
ferent languages, she began to communicate with the nurse in
the language of Reactions. Their relationship improved imme-
diately and they began cooperating to improve patient care
and satisfaction.

Persisters tend to marry Reactors or Workaholics, and
again friction results from the different perceptions of the world
around them and the different languages they speak. The Per-
sister spouse speaks the language of Opinions and expects the
Workaholic or Reactor spouse to understand that language and
respond to it. When that does not happen, the Persister spouse
gets frustrated, frequently gets angry, and attacks the Worka-
holic or Reactor spouse. This is mentioned here because it may
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result in healthcare professionals coming to work in distress,
which can have disastrous results in a healthcare facility (as
we will see in Chapter 9). It also may contribute to patients
arriving for medical appointments in distress. What each of the
six types does in distress, and strategies for dealing with this
distress, will be described in Chapters 8 and 9.

Dreamers perceive the world through inaction or reflection.
They tend to reflect on subjects before speaking and usually
speak slowly and deliberately when they do speak. They tend
not to undertake a task until told to do so. This frequently irri-
tates Persisters, who form opinions very quickly, act on them
immediately, and expect others to do the same. It also irritates
Workaholics, who frequently multitask and are very good at
processing large quantities of data very quickly.

Rebels perceive the world through their reactions. They let
everyone know what they like and what they do not like, usu-
ally without regard to the consequences. This frequently irri-
tates Workaholics and Persisters, who may think that the Rebel
is not taking her or his work seriously and is not committed
to providing quality patient care. This is what was happening
with the Persister administrator and the Rebel nurse mentioned
earlier. Reactor colleagues may feel that the Rebel does not
appreciate them.

Promoters perceive the world through action. They act
first, usually without thinking about the consequences of their
actions. They want people to act with them, and they get impa-
tient when people engage in prolonged discussions. They want
information succinctly and in bullets. They do not speak the
languages of reflection or Emotions; they get impatient with a
lot of unnecessary data and are not interested in the language
of Opinions.

Everyone speaks the language of the perception of their
base personality type fluently, and the language of the percep-
tions of the types on their second and third floors fairly well.
Therefore, they communicate fairly well with the personality
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types on the bottom two or three floors of their personality con-
dominium. They generally are much less comfortable with the
languages of the personality types that are less well developed
in their structure, and they probably do not understand the lan-
guage of the personality types on the fifth and sixth floors of
their condominium. Understanding this, it is easy to see how
misunderstanding and friction arise between all these types in
healthcare facilities, in marriages, and in every other walk of
life. They perceive the world differently and they speak differ-
ent languages.

For example, a former army nurse was a Rebel. Her imme-
diate supervisor was a Persister with Workaholic on the second
floor of his personality condominium. The Rebel spoke the lan-
guage of Reactions. The Persister had Rebel on the fifth floor
of his condominium and spoke only the languages of Opin-
ions and Thoughts. Therefore, he interpreted her attempts to be
lighthearted and creative as being frivolous and not dedicated
to the care of her patients. He did not appreciate her candid
expression of what she liked and did not like, or her attempts
to do things in more creative and fun ways. Consequently, he
gave her an unsatisfactory evaluation on her annual appraisal.
The nurse decided she had to learn the languages of Opinions
and Thoughts and stop speaking her favorite language if she
was going to survive in her career. She did, and her subsequent
evaluations improved. Eventually she rose to the rank of colo-
nel before she retired.

Dr. Patch Adams told the authors he experienced a similar
situation when he was in medical school. The hospital admin-
istrator, a Persister, did not speak his language and did not
appreciate his humor or creativity. As a result, they frequently
miscommunicated. After Dr. Adams earned his medical degree,
he founded several hospitals in the United States and abroad.
He uses humor and the languages of Reactions and Emotions to
help heal many patients. For example, he and many of his col-
leagues dress as clowns when seeing patients. He has written
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several books in which he describes himself as a clown and
describes his creative methods.

Healthcare professionals can identify the perception and
personality types of people with whom they want to communi-
cate by listening to the words they use in communicating with
others. Because people also use their favorite perceptions in
their writing, people in healthcare facilities can also look at
their written material.

As we saw, Reactors speak the language of Emotions. A
Reactor officer in one government agency used this language
in writing guidance papers for subordinate offices around
the country. She always told them how wonderful they were
instead of focusing on the subject on which she was providing
guidance. When she did provide guidance she preceded it with
“I feel that . . .” Her Persister boss spoke the language of Opin-
ions. He repeatedly told her to stop telling them how wonderful
they were and concentrate on providing guidance. He usually
added, “I believe you should tell them your opinion of . . .”
(whatever they proposed doing). The officer usually responded
by telling her boss what she felt. As their relationship deterio-
rated, she began to get into distress. Reactors in distress make
mistakes, and many have accidents. She began to have frequent
automobile accidents. After learning about the different per-
ceptions, the boss understood why she spoke and wrote as she
did, and he began speaking the language of Emotions with her.
He asked her how she felt about things instead of asking her
opinion of things. As a result, her morale improved, and she did
not have any more accidents. Chapters 8 and 9 will discuss what
the six types do when they are in distress and will provide strat-
egies healthcare workers can use to invite them out of distress.

If healthcare professionals speak only the language of their
favorite perception, they are inviting everyone into distress
who is not comfortable with that language. If they want to be
effective communicators, they have to individualize the way
they speak to everyone.
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When speaking to people individually it is easy to speak in
one of these languages, but can it be done in a group? Yes—and
without too much difficulty. The following is an example of
how to do this.

Perception of Emotions (said softly)

“I always feel good when I see a patient who has been
very sick recover fully and leave the hospital. I feel espe-
cially happy when they thank me for taking such good
care of them.”

Perception of Thoughts (said in a matter-of-fact tone)

“In one case the doctor used 37 stitches to close a wound.
The patient was bleeding profusely and had lost four
pints of blood.”

Perception of Opinions (said in a matter-of-fact tone)

“I believe the doctor did an excellent job working with
the patient. In my opinion we have one of the finest
emergency room staffs in the state. I also believe that
he is one of the finest emergency room doctors in the
country.”

Perception of Reactions (said energetically)

“I don’t like it when people say we don’t care about our
patients and I hate it when they complain about having
to wait when we take a critical patient ahead of them.”

Perception of Action (said rapidly)

“When they bring a critical patient in, we swing into
action. We diagnose the problem and immediately do
whatever we have to do to stabilize the patient and give
them the best possible care.”
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Perception of Inaction (said slowly)

“After we stabilize the patient, we transfer them to one
of the wards or the operating room. Then we can relax a
minute and reflect on what we just accomplished. Then
we focus on the next patient.”

Telling a story is one thing, but how can people use this tech-
nique in running meetings? The authors start every meeting
like this: “I appreciate your being here on time. It shows that
you care about one another. Thank you. We have a lot of impor-
tant work to accomplish today. I sent you the items I have on
my agenda so that you could think about them and be prepared
to discuss them this morning. If any of you have something
you want to add to the agenda, let me know and we will decide
where it goes. We want to make sure we cover the most impor-
tant items first. I figure it will take us about 45 minutes to cover
all the items on the agenda. If we need more time, we can take
it, but let’s shoot for 45 minutes. Is that okay with everyone?
Before we start, I’d like to share a funny story with you. Okay,
let’s get those creative juices flowing and generate some great
action ideas. Let’s get to it.”

In this way everyone hears the entire opening message and
pays particular attention to their part of it. The authors alternate
using the various languages throughout the meeting to keep
everyone tuned in and interested in what they are talking about.
Does this work? Absolutely!

Rebels make up 20% of the population in North America,
and Dreamers make up 10%. The majority of leaders and man-
agers in many healthcare facilities do not speak the language
of Rebels and Dreamers. This frequently leads to many Reb-
els and Dreamers being unhappy in their jobs and frequently
results in friction between them and their managers/leaders. In
one seminar the authors conducted several years ago, one of
the participants, a Rebel, asked, “Why wouldn’t everyone want
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to have Rebels working for them?” Another participant, a for-
mer president of a major US corporation, immediately replied,
“Because you never come to work on time, you don’t follow
the dress code, you wear sandals instead of shoes, you are late
for meetings, and you don’t follow instructions. However, we
know we need you, so we put up with you.” This friction can
be eliminated or greatly reduced very easily if everyone, espe-
cially leaders and managers, will speak the language of each
of the types and individualize the way they motivate people.
If leaders want to lead successfully, they must speak the lan-
guages of all the people they want to lead. Otherwise they will
not be successful.

The same is true for doctors, nurses, and other healthcare
professionals. If they want to communicate effectively with one
another and with their patients, they must be able to individu-
alize the way they communicate with one another and speak
the perceptual language of the people with whom they want to
communicate.

The other part of individualizing communication is to use
the preferred “channel” of each individual. These channels are
described, and their usage explained, in Chapter 5.
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nicate clearly with your employees and staff members.

They talk about keeping everyone informed, saying
what you mean and meaning what you say, and always tell-
ing the truth. They also talk about giving honest and complete
feedback to staff members. As we saw in Chapter 4, communi-
cating effectively is much more than that. It involves speaking
in the other person’s favorite perception and also using their
preferred channel of communication.

This chapter describes the other aspect of communicating
effectively—the concept of channels of communication. There
are four channels that are preferred by the six personality types
(see Table 5.1). These channels can be compared to the chan-
nels of a TV set. For example, if a doctor or nurse is broadcast-
ing on channel 9 and a patient or staff member is watching for
the broadcast on channel 7, the patient or staff member will not
hear the healthcare provider’s message. If the doctor or nurse
wants to ensure that the message is heard, he or she must broad-
cast on the channel the patient or staff member is watching.

Another analogy is a room with four doors. The patient or
staff member has one door that is her favorite; whenever any-
one knocks on that door, she hears that person and responds.
The patient also has a door that is boarded up because she never
uses it. Whenever anyone knocks on this door, the patient does

l eaders say that the key to establishing trust is to commu-

45



46 Chapter Five

Table 5.1 Preferred channel of communication of each personality type.

Personality type Channel of communication
Workaholic Requestive
Persister Requestive
Reactor Nurturative
Dreamer Directive
Rebel Emotive
Promoter Directive

not hear that person. Let’s assume that the boarded-up door is
the favorite door of the doctor. If the doctor knocks only on his
favorite door, the patient will not hear the message and will not
clearly understand what is expected of her. Let’s also assume
that the patient uses the other two doors only occasionally; for
example, the patient uses one of the doors about two-thirds of
the time and the other door one-third of the time. This means
that the patient will not hear someone knocking on one door
one-third of the time and the other door two-thirds of the time.
If healthcare professionals want their patients or staff to hear
their messages, they have to knock on the favorite door of each
person with whom they interact.

If healthcare professionals use only their favorite channel,
what impact will this have on the health of patients? According
to various sources, about 20% of patients do not follow direc-
tions in taking medicines prescribed by their doctors. As we will
see in subsequent chapters, this not only jeopardizes the health
of these patients but also frequently leads to hospital readmis-
sions for ailments that are unrelated to the condition for which
the medicine was prescribed. Can this be attributed to a lack
of communication between doctors and their patients? Often it
can be. By individualizing the way they talk with their patients,
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healthcare professionals may be able to eliminate this miscom-
munication or at least greatly reduce the percentage of
patients who do not follow directions in taking medications.

What are these channels, and which ones work best with
which personality types? Dr. Kahler has identified four chan-
nels of communication: the Directive channel, the Requestive
channel, the Nurturative channel, and the Emotive channel.
Another channel, the Interventive channel, is used only in emer-
gencies when the other four channels do not work. Because this
channel is not the primary channel of choice for any of the six
personality types, it will not be described in further detail. As
listed in Table 5.1, the channels and the personality type that
prefers them are as follows:

1. The Directive channel lets the listener know exactly
what is expected and is given as a clear command. For
example, “Tell me what your symptoms are,” “Hand me
the scalpel,” or “Make an appointment to come back
and see me in 3 months.” These commands are said in
a matter-of-fact way without attacking or criticizing the
other person. This channel works best with Promoters,
who need to know the bottom line, and with Dreamers,
who tend not to undertake an action until being given
clear direction to do something. It does not work well
with Reactors, Workaholics, and Persisters; if used with
Rebels, it may result in the Rebel doing just the opposite
of what he or she has been ordered to do.

2. The Requestive channel is used to ask for or give infor-
mation. Persisters and Workaholics respond best to
this channel. These personality types are self-motivated
and usually know what is expected of them. Conse-
quently, they prefer to be asked questions, such as,
“What are your symptoms?” An example of this chan-
nel being used to give information is, “I want you to
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come back and see me in 3 months.” These requests
are said matter-of-factly and not in a way that could
be interpreted as being an attack or criticism. Some
healthcare professionals may assume that everyone is
open to this channel, but some people may be uncom-
fortable because they think they are being grilled when
asked a lot of questions. A former staff member of one
of the authors is one of them. One day when talking
with the authors about the various channels, she said,
“Now I know why I hate to come to your office. All you
ever do is grill me.” The authors immediately changed
the way they communicated with her.

. The Nurturative channel is used to communicate with

Reactors, who prefer soft soothing tones and gentle-
ness. People who do not have Reactor well developed
in their personality structure are not comfortable with
this channel and may reject it or misinterpret what is
said. An example of this channel is, “That is a beautiful
suit you are wearing.” A response of “Thank you” indi-
cates that the person is comfortable with that channel.
A response similar to “Same suit I’ve been wearing all
week’ indicates that the person is not.

. The Emotive channel is the one to use with Rebels. This

is a fun channel, and the speaker’s tone is upbeat, ener-
getic, and may even ring with enthusiasm. People who
prefer this channel frequently use slang in speaking to
each other. For example, “Hey, bro, that is one awesome
suit.” Unfortunately for Rebels, many people, especially
Persisters and Workaholics, who may be their doctors
or bosses, are not comfortable with this channel and do
not use it often, if at all. As a result, miscommunication
often occurs between Rebel patients and their doctors or
Rebel staff members and their bosses.
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Because successful communication involves two people, there
must be both an offer and a prompt, clear response that makes
sense in order for communication to take place. Table 5.2
lists the four channels and gives examples of what is and
what is not clear communication. When healthcare profes-
sionals offer communication in one channel and get the kind
of response listed in the miscommunication column, the
subconscious message to the medical professional is, “I am
not comfortable with that channel. Please use another chan-
nel.” The message is not, “Say it again, louder.” Obviously,
it is better if healthcare professionals use the correct channel
every time, but if they use a channel with which the listener
is not comfortable, they can listen to the response and, if nec-
essary, offer a different channel. People almost always get
a second chance if communication does not take place the
first time. If healthcare professionals listen to the response
they get when they initiate communication in a channel, the
responder inadvertently will tell them whether communica-
tion is taking place.

Table 5.2 Examples of communication and miscommunication.

Channel Communication Miscommunication

Directive Tell me where the books Do you want me to tell
are. you where the books are?
In the back office.

Requestive | Where are the books? Do you want me to tell
In the back office. you where the books are?

Nurturative | You always look so stylish. | Same suit I've worn all
Thank you. week.

Emotive | dig that crazy tie. There's nothing wrong
Yeh, neat huh? with my tie.
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ESTABLISHING CONTACT

To establish contact and communicate effectively with patients
and staff members, healthcare professionals should combine
the appropriate perception with the preferred channel of the
person with whom the healthcare professional is talking
(see Table 5.3). In communicating with Workaholics, doctors
should use the Requestive channel and address the perception
of Thoughts. In other words, they should give information or
ask for data. For example, “What are your symptoms?,” “Where
do you hurt?,” “How much is this new MRI machine going to
cost?,” or “You have to lose a pound a week and exercise an
hour every day.” Workaholics will respond immediately with
the information requested or, in the case of receiving informa-
tion, will hear and understand the message, even if they don’t
agree with it. If healthcare professionals use a different chan-
nel or perception in speaking with a Workaholic, the person
with whom they are speaking may get confused and not be
able to answer the question or not understand what the doctor
wants them to do.

Table 5.3 Preferred channel and perception of each personality type.

Personality type Channel Perception
Reactor Nurturative Emotions (Feelings)
Workaholic Requestive Thoughts
Persister Requestive Opinions
Dreamer Directive Inactions (Reflections)
Rebel Emotive Reactions
(Likes & Dislikes)
Promoter Directive Actions
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For example, in May 2010, Joe was to have an operation early
in the morning. He had to report to the hospital at 5:30 a.m. Every-
one at the hospital was sleepy at that hour, and Joe decided to
use the Emotive channel to try to wake everyone up and bring a
smile to their faces. This worked with the patients in the wait-
ing room, but it had no effect on the person processing Joe into
the hospital—a Workaholic. Joe continued to use the Emotive
channel in an effort to get him to smile but was unsuccessful.
Because the hospital staff member obviously was not comfort-
able communicating in the Emotive channel, Joe switched to
the Requestive channel and asked for information. The admit-
ting person responded, and when Joe complimented him on
how efficiently he did his work, he smiled and expedited Joe’s
admittance to the hospital.

Healthcare professionals can use this same technique with
their patients. If they speak the patient’s language and help
him or her get their needs met positively, their patients will be
more satisfied and will sing the praises of the facility and the
doctors and nurses who care for them. If healthcare provid-
ers do this when providing medication instructions, it may be
especially helpful in having patients understand the instruc-
tions. If they do not do this, it is likely that their patients will
misunderstand the instructions.

This explains what people mean when they say things like,
“I keep pulling these levers, but they must not be connected to
anything because nothing ever happens that I want to happen”
or “I must be speaking Chinese. I keep telling people what I
want them to do, but they don’t do it.”

In communicating with Reactors, healthcare professionals
should use the Nurturative channel and address the perception
of Emotions. For example, “How do you feel today?,” “I'm
sorry that you are not feeling well today,” or “I want you to
feel comfortable during this examination.” When people use a
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different channel or perception—for example, asking for infor-
mation or an opinion—Reactors may get confused and not
know how to respond.

With Persisters, healthcare professionals need to use the
Requestive channel and ask for their opinion of things. For
example, “What is your opinion of this?,” “What do you believe
we should do?,” “What do you recommend?,” or “Do you
believe these exercises are helping you regain your mobility?”

With Rebels, healthcare professionals need to use the
Emotive channel and the perception of Reactions (i.e., dis-
cuss their likes and dislikes). For example, “I really like the
way you are doing the rehab exercises,” “How do you like
all the attention you are getting in here?,” “The attention you
get in this place is awesome,” or “Is there anything you don’t
like about the care you are getting?”” Doctors and nurses also
have a favorite channel, and patients can communicate with
them more effectively if they use the healthcare professionals’
favorite channel and perception.

A good example of this happened to Brenda Dingwall,
a team leader at the NASA Goddard Space Flight Center.
Dingwall had an appointment with a neurology specialist for
an examination. The doctor came in after Dingwall had been
waiting in the reception area for nearly an hour. From his style
of dress, his high-energy entrance, and the music that was
blaring from his office, Dingwall concluded that the doctor
was a Rebel. The doctor initiated conversation with her in the
Emotive channel. Rather than show frustration at his lack of
timeliness, Dingwall replied in the Emotive channel with a
story at which he laughed. They continued to use that chan-
nel throughout the appointment. Because they were com-
municating so well, the doctor gave her the most complete
neurological examination she had ever had. The 10-minute
appointment lasted an hour, and at the end of the session, the
doctor said, “I like you. You are fun.”
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With Promoters, healthcare workers need to use the Direc-
tive channel and the perception of Actions. For example, “Tell me
what your symptoms are,” “Explain how the accident occurred,”
or “Tell me if there is anyone who can drive you home.”

Dreamers can do only one or two tasks at a time and nor-
mally don’t undertake an action until they are told to do some-
thing. Therefore, medical personnel need to use the Directive
channel with them and tell them to do one thing at a time. For
example, “Tell me one thing you are going to do to implement
this new policy” or “Tell me one thing you did this morning.”
Healthcare professionals also can use this channel to give medi-
cation instructions and to help Dreamer patients prioritize when
they take their medicines. For example, “Take your Lipitor and
your Cozaar at breakfast. Take your Actos and your metformin
with your dinner.” Doctors might also write these instructions
out for their Dreamer patients using the Directive channel.

People often use their favorite channel and perception in
communicating with others, including running staff meetings
and making presentations. In staff meetings this frequently
results in an undercurrent of distress so that one-hour meet-
ings last two hours and nothing gets accomplished. In these
circumstances, people frequently leave meetings feeling frus-
trated and may complain that they hate going to meetings. This
was the case at a healthcare facility in Alabama. The people
running the meetings continually used their favorite channel
and perception, and in the process they antagonized many of
the attendees. Meetings disintegrated into sessions in which
participants complained about policies, attacked one another
and the administration, considered the meetings a waste of
time, and complained about having to attend them. After the
administrators began using all the channels and perceptions
during the meetings, the participants treated one another with
more respect. They also stopped complaining during meetings,
which resulted in much more productive meetings.
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Wes Johnston is the chief operating officer of the Ameri-
can subsidiary of a South African company. After attending a
strategy session with the senior officers of a satellite office,
he e-mailed them using the Requestive channel and thanked
them for including him in the strategy session. In the e-mail,
he included sentences to help the Persisters, Workaholics, and
Promoters get their psychological needs met. (These needs will
be explained in Chapter 6.) One of the participants sent the fol-
lowing reply using the Nurturative channel and the language
of Emotions: “Thank you for being so open and caring.” Real-
izing he had miscommunicated with that participant, Johnston
made certain he used the Nurturative channel and the percep-
tion of Emotions with that person in all future correspondence
and in personal meetings.

If healthcare administrators want to inspire their staff mem-
bers so that the staff members will want to follow them and
help them accomplish their vision for their facility, the admin-
istrators have to individualize the way they communicate with
staff members by using the preferred channel and perception of
each person. These channels also are used in the various inter-
action or management styles discussed in Chapter 3.
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Motivational Needs

s we have seen in previous chapters, each of the six

personality types communicates differently, learns

differently, and prefers a different management
style. They also are motivated differently and do different
things when in distress when their motivational needs are not
met. If people are not motivated according to their individ-
ual needs, they will show predictable distress behaviors that
can have a disastrous impact on patient safety and patient
and staff satisfaction. At the same time, these behaviors are
a good warning signal to healthcare professionals that there
1s miscommunication between them and their patients or
between them and fellow caregivers. These warning signs
provide opportunities for the caregivers to change the way
they interact with those people to ensure that the patients
or the staff members get their motivational needs met posi-
tively. They also enable caregivers to take corrective action to
stave off possible serious mistakes in treating their patients.
If healthcare professionals don’t understand the significance
of the behavior and take no corrective action, there can be
serious consequences for the patients, the caregivers, and the
healthcare facility.

55
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MOTIVATING THE SIX PERSONALITY TYPES

Workaholics

Workaholics need to be recognized for their hard work, their
good ideas, and their accomplishments. They need to hear “Good
job,” “Well done,” or “Great idea.” Time is also important to
them. They need to know when things are due, and they expect
meetings to start and end on time. They structure their day and
may get frustrated if their planned schedule gets interrupted with-
out warning or if staff members are late for meetings. Workaholic
patients appreciate being told what their schedule is for the day,
that is, when they will have therapy sessions, when shots will
be administered, when they can have visitors, when meals will
be served, when their doctors will visit them, and so forth. They
also want as much information as possible about their condition,
recovery period, and so forth. They will work harder in their reha-
bilitation if their efforts and their progress in recovery are praised.

An Example

One of the authors, Joe, has had three total hip replacement and
one total knee replacement operations. As he was being wheeled
into the rehabilitation room for his physical therapy sessions, he
noticed that the other patients frequently were discouraged at
the little progress they were making and were ready to give up
on the exercises. Joe made a point of telling each of them how
well they were doing and complimented them on their prog-
ress. He frequently added that they were doing much better than
he was. The patients immediately recovered their energy and
increased their efforts to do the exercises. Hospital staff can get
the same results if they praise the efforts of their Workaholic
and Persister patients.

Persisters

Persisters need to be recognized for their accomplishments
and good ideas as well, but they also need to be recognized for



Motivational Needs 57

their commitment, dedication, and values. They would rather
be respected than liked. They respond well to “Great idea,” “I
admire your commitment to your patients and your ideals,” and
“I respect the way you not only talk the talk but also walk the
walk.” They cannot work for an organization that does not prac-
tice what it preaches or for people they do not respect. Persister
patients will not remain the patients of healthcare professionals
they do not respect. They need to know that their caregivers
are competent. Caregivers must show respect for their Persister
patients’ integrity, honesty, and values, and they must treat their
Persister patients in a professional manner. To demonstrate this
respect, caregivers can praise their Persister patients for their
commitment to their rehabilitation and the progress they are
making and can ask their opinion of their progress.

Reactors

Reactors need to know that people like them—not for any-
thing they have done but because they are nice people. Every
day they need to hear from their significant other that they
are loved. In the workplace they respond well to, “I’'m glad
you are here. You really care about our employees/clients/
patients.” Administrators can help their Reactor employees
get their Recognition of Person need met by spending time
talking to them about whatever the Reactor employees want
to discuss. Frequently this will be about family or people who
are important to them. In a healthcare facility it could be about
the patients. Fifteen seconds a day is the minimum for getting
this need met for the Reactor, but more is better. If Reactors
have not gotten their Recognition of Person need met for a
prolonged period of time, they may need much more

time than that.

Reactor patients need to be told that they are nice people.
For example, a caregiver might say something like, “I'm glad
you are my patient because you are so nice.” Caregivers might
also say, “I just want to thank you for being so considerate,”
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“How do you feel today?,” or “I’m sorry you don’t feel well.
What can I do to help you feel better?”

When Reactors get their Recognition of Person need met
positively, they frequently will compliment the person help-
ing them. One of the authors, Joe, was diagnosed with 80%
blockage in two of his arteries. The doctors went in through
the femoral artery to insert two stents to open up the arteries.
The operation was successful, and the next morning Joe was
released from the hospital. However, 48 hours later the plug
in the femoral artery came loose and the artery ruptured. Joe
went to the emergency room, and while he was being treated,
he kept giving Recognition of Person battery charges to the
Reactor nurse who was assisting the doctor in treating him.
After a few minutes the nurse said, “You are so nice.” The few
sentences were enough to keep the nurse out of distress so that
she was able to think clearly and work diligently to help the
doctor save Joe’s life.

Reactors also need sensory stimulation. They need to work
and live in a cozy nestlike environment. They like flowers and
plants, soft soothing music, and comfortable chairs. Reactor
patients will respond very positively to healthcare profession-
als who help them feel comfortable and help make the envi-
ronment inviting and warm. When Reactor patients get their
Recognition of Person and Sensory needs met positively, they
will feel better and are likely to recover more quickly from
their illness or injuries.

Dreamers

Dreamers’ primary motivation is to have their own private time
and their own private space. In a word, Dreamers need soli-
tude. Unfortunately, they frequently get assigned to high-traffic
areas in the workplace. Healthcare professionals will be more
successful in treating Dreamer patients if they speak slowly,
give them a brief explanation of their condition, tell them to do
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one or two things, and leave them alone to do them. Because
Dreamers normally do not initiate conversations, seldom cause
problems, and do not carry on lengthy conversations, they easily
are overlooked. Caregivers will be more successful in treating
them if they remember to carry on most of the conversation.

Rebels

Rebels are motivated by having fun and by being able to use
their creative energy in positive ways. They easily are bored
and need at least two hours a week of playful interaction with
their peers. They are the most creative employees in a hospi-
tal but frequently march to a different drummer. As we saw in
Chapter 4, their need to be creative and have fun is misunder-
stood frequently by their Persister and Workaholic colleagues.
Healthcare professionals will be more successful with Rebel
patients if they are lighthearted and joke with them.

Promoters

Promoters need action and excitement, that is, a “rush.” No
working 30 years for a gold watch for them. They respond
to challenges, and they work for short-term goals with quick
rewards. They need to see how they will benefit personally
from whatever they are asked to do. If they don’t get their Inci-
dent need met in the workplace, they may become a disruptive
member of the team and may not carry their weight in team
projects. In fact, they may abandon their teammates and leave
them to fend for themselves.

Ryan Kopper is an adventure recreation facilitator at Prai-
rie View Institution, a mental health treatment facility in Kan-
sas that serves clients in both inpatient and outpatient settings.
Every Thursday he teaches self-efficacy to a group of clients.
During the first few weeks, he noticed one client who did not
respond in the group. He rarely spoke in the group, rarely gave
his perspective, and did not seem motivated to participate in
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the experiential activities. He often distanced himself from the
group, as if to say, “There’s nothing in this for me. This is your
problem to deal with.”

Kopper decided the client was a Promoter who was not get-
ting his Incident needs met positively. Therefore, he planned
some activities that the clients could do independently but with
enough change and action to keep a Promoter interested. The
Promoter client was the first to do his project, and he smiled
all the time he was doing it. He described his project to the
group and, without knowing the needs of a Promoter, described
himself as functioning better when he had a sense of incidence,
style, and charm. Kopper was surprised because the client had
never participated in this way before and also because he was
describing Promoter motivators and psychological needs.

In the next activity, Kopper directed the Promoter to record
on a white board the group’s comments about the previous
activity. The client made a significant contribution to the dis-
cussion and recorded everyone else’s comments on the board.
His behavior completely changed because he was able to get
his Promoter needs met positively. He participated more in that
one hour than he had in the previous two months. He looked
more content and seemed happy to be part of the group. How-
ever, Kopper was getting more and more tired energizing the
Promoter part of his personality.

Kopper is a Persister whose current motivation is that of a
Rebel. Because Promoter is on the fifth floor of his personal-
ity structure, it was not easy for him to energize his Promoter
part, and it took a lot of energy for him to continue to use
that part for any length of time. At the end of the first hour,
they took a 10-minute break. Kopper went into the office and
listened to some music to get his Rebel needs met. After the
break, he ran the rest of the program using the Rebel part of
his personality. The Promoter client went back into his shell
and did not participate. This resulted in Kopper viewing the
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old behavior of the patient in an entirely different light. In the
past he would have had a negative opinion of the Promoter.
Now he recognized the behavior as reflecting a Promoter who
was not getting his needs met for a variety of reasons. With
this insight, it was easy for Kopper to feel empathetic rather
than irritated.

When one of the authors, Judy, was having an operation,
the anesthesiologist, a Promoter, came into the pre-op room
and told her, “You have nothing to worry about. I am an expert.”
He clearly had not gotten his Incident need met for some time,
so Judy said to him, “I’'m glad to know that you are the person
administering the anesthesia. I feel better knowing that the per-
son doing that really knows what they are doing.” The anesthe-
siologist swelled with pride and walked more erect as he left
the room. The operation went very smoothly.

Whenever Joe has an operation, he makes certain that
everyone on the operating team gets a battery charge for her
or his motivational needs before the operation. He knows the
surgeon is a Persister, but he usually does not know the other
members of the team. Therefore, he gives battery charges
for all the needs. For example, he sings as he is wheeled to
the operating room and greets everyone along the way in an
upbeat, energetic way (Playful Contact). He tells everyone he
is glad they are on his operating team because they have had
many years of experience (Recognition of Work), they care
about their patients as people (Recognition of Person), and they
are committed to providing quality healthcare (Conviction). He
adds that the bottom line is that he knows everything is going
to be successful because they know what they are doing and
thanks them in advance (Incidence). In these few sentences he
has helped those who may be Rebels, Workaholics, Persisters,
Reactors, and Promoters get a battery charge so that they can
think clearly during the operation. So far, every operation has
been successful and incident-free.
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This may seem unnecessary and like overkill to many peo-
ple. Perhaps it is, but why take a chance? Dr. Lawrence Levin-
son, an eye doctor in Maryland, told the authors that a few
years ago an anesthesiologist was going to have an operation.
The surgeon was very skilled; the anesthesiologist knew him
very well and had participated in many operations with him.
In addition, his twin brother was going to be the anesthesi-
ologist during the operation. Before the operation, the patient
wrote, “This side” in ink on his right side, drew a line where
the incision should be made, and wrote “Cut here” with an
arrow pointing to the line. On his left side he wrote “Not this
side,” and at the other possible incision site he wrote “Not
here.” Even though he knew everyone very well, he was not
taking any chances.

Earlier, in the Reactor section, we saw how Joe helped the
emergency room nurse get her motivational need for Recogni-
tion of Person met when his femoral artery ruptured. He also
helped the emergency room doctor get his Recognition of Work
and Incident needs met at the same time. The doctor is highly
skilled and is known for his ability to deal with crisis situations.
Nonetheless, he was anxious because he was worried that Joe
might die. Joe had lost a lot of blood (five pints), his blood
pressure was very low (less than 32), and the doctor wanted to
infuse the blood into a vein in Joe’s neck so that it would quickly
reach his heart. However, he was having difficulty breaking the
skin to insert the needle. Finally, the doctor said, “Your skin
is tough. I can’t break it to get the needle in.” Joe already had
given the doctor battery charges for his skills and his commit-
ment to saving patients, so this time Joe replied, “I’'m tough
all over. I played a complete football game with a broken leg
and I caught an entire baseball game in college with a broken
shoulder.” The doctor remarked about Joe playing baseball in
college, and Joe told him he also played soccer in college. The
doctor had played soccer in college, and he and Joe talked for
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a minute or so about the sport. The doctor relaxed and inserted
the needle into the vein in Joe’s neck without any difficulty.

Healthcare professionals also can help their colleagues and
patients get their needs met every day. In fact, the greatest gift
caregivers can give is to help one another get their needs met.
If they do this, the staff members will be happier, healthier, and
more satisfied with their role in the healthcare facility. They
also will stay out of distress and will be able to think more
clearly in performing their duties, dealing with crisis situa-
tions, and caring for their patients. This will greatly reduce
medical errors and improve patient safety. If caregivers also
help their patients get their motivational needs met positively,
patient satisfaction will soar.

Table 6.1 shows the motivational needs for each of the
six personality types. Research shows that employees of all six
types can do well in the workplace when they are motivated
according to their needs.!” A working knowledge of the con-
cepts of Process Communication enables healthcare providers

Table 6.1 Motivational needs of each personality type.

Personality type Motivational needs
Reactor Recognition of Person,
Sensory
Workaholic Recognition for Work,
Time Structure
Persister Recognition for Work,
Conviction
Dreamer Solitude,

Clear Directions

Rebel Playful Contact

Promoter Incidence,
Action
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to understand how to motivate each of their staff or team mem-
bers and their patients so that they can address the motivational
needs of each type every day. To do so, healthcare profession-
als can ask themselves the following questions:

1. How can I provide personal recognition for the Reactor?

2. How can I give recognition for work and provide time
structure for the Workaholic?

3. How can I ensure that the task is meaningful for the
Persister?

4. How can I provide reflection time, space, and structure
for the Dreamer?

5. How can I help the Rebels get their Playful Contact
need met?

6. How can I incorporate action and excitement for the
Promoter?

If healthcare providers and administrators do this, employee
motivation and job performance will improve and employees
will stop their negative behaviors. This will allow administra-
tors to spend more time focusing on goals and less time putting
out fires. Tom V. Savage wrote, “Learners who get their needs
met in school seldom cause trouble, because doing something
that interferes with getting a need met is not in their self inter-
est.”!® Although Savage was talking about students in the class-
room, his comments are equally applicable in the workplace
and especially in healthcare facilities. In a discussion with the
authors in August 1990, Dr. Jonathan Knaupp, a professor at
Arizona State University, said, “We can give employees what
they deserve or what they need. If we give them what they
need, they will deserve more.” This is the key to establishing
relationships and to the success of every employee—helping
them get their motivational needs met every day. It is also the
key to helping patients maintain a positive attitude about their
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condition and their willingness to stick to the regimen neces-
sary for their successful recovery. In addition, it is critically
important in persuading people to embrace a quality program
and to commit to working to improve patient safety and satis-
faction in healthcare facilities.

In their book First, Break All the Rules, Marcus Buck-
ingham and Curt Coffman describe the results of extensive
interviewing done by the Gallup organization to determine
the effectiveness of a workplace.! It found that if employees
answered 12 questions positively, they worked for an effective
manager in an effective organization. All the questions can be
related to the needs or character strengths of the six personality
types. For example, “At work do my opinions seem to count?”
clearly refers to the Conviction need of the Persister. “In the
last seven days have I received recognition or praise for doing
good work?” refers to the Recognition of Work need of the
Workaholic and the Persister. “Does my supervisor or someone
at work seem to care about me as a person?” refers to the Rec-
ognition of Person need of the Reactor.

Some of the other questions refer to the strengths of each of
the six types. For example, “At work do I have an opportunity to
do what I do best every day?” will mean different things for each
of the six types. For the Rebel it might mean the opportunity to
be creative and have fun. For the Promoter it might mean a shot
at leading, selling, or being involved in challenging or exciting
projects. For the Reactor it might mean a chance to use his or
her excellent interpersonal skills or show concern for other peo-
ple. For the Dreamer it might mean an occasion to be reflective,
to conceptualize ideas, and to work alone. For the Workaholic it
might mean the opportunity to analyze data or work with num-
bers. And for the Persister it might mean the chance to work on
a project that is important, will make an impact, or is challeng-
ing. Helping employees get their needs met positively greatly
improves their job satisfaction, their desire to produce quality
work, and their willingness to adjust to new ideas.
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Major General (ret.) Gale Pollock, the former acting sur-
geon general of the US Army Medical Department, learned of
the concepts of Process Communication when she was a lieu-
tenant colonel and just before she was about to take over a dys-
functional department in an army hospital. Many of the nurses
in the department were Reactors who were not getting their
needs met. General Pollock made sure that every member of
her department got his or her needs met every day and success-
fully turned the department around.

She continued to use the concepts throughout her career and
was promoted to major general and named chief of the Army
Nurse Corps. Subsequently she was named the deputy surgeon
general of the army. When the army surgeon general suddenly
resigned, she became the acting surgeon general of the army.

Because of a series of negative media reports about medi-
cal care in the army and drastic budget cuts to military medi-
cal stations, morale in the Army Medical Department was
extremely low. To counter this, every month General Pollock
sent a five-minute video to all the staff clarifying priorities and
recounting all the good things that were happening. She rein-
forced what a good job they were doing; how valuable they
were to the military; and how much she appreciated their com-
mitment to, and performance of, their duties. She also told them
that she appreciated their concern for the wounded troops and
the family members left behind. Because staff members were
getting their needs met, her messages were eagerly anticipated.
Moreover, the messages had the desired effect on the staff.
Morale soared, and staff members rededicated themselves to
serving the troops and carrying out General Pollock’s vision.

As we will see in Chapter 9, ensuring that people are
informed and that they get their needs met every day is the key
to reducing medical accidents, improving patient safety, and
improving patient and staff satisfaction.
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PERSONALITY PHASE

Everyone has all eight of these motivational needs, and the
more of their needs each person gets met every day, the more
effective they will be. However, in each person some needs
are more important than others—a result of a phenomenon
Dr. Kahler calls “phase.” Research shows that as people go
through life, many experience what Dr. Kahler calls a “phase
change.” Two-thirds of people in North America experience
at least one phase change in their lifetime. The percentages
of people who experience a phase change may be different
in other cultures.? When people experience a phase change,
they move to the next floor of their personality structure and
essentially operate with a new driving force. While experienc-
ing a phase change (phasing), people very often exhibit intense
negative behaviors associated with their current personality
type. After completing a phase change, a person will have new
motivational needs and a new sequence of negative behaviors.
This new phase can last anywhere from two years to a life-
time. To illustrate, the most important current motivation of
the doctor in Figure 2.1 is that of a Promoter. The doctor still
uses the Persister part of his personality structure and still pre-
fers to communicate in the Requestive channel and speak the
language of Opinions. However, he now needs excitement and
action. He may sometimes act precipitously, and if he gets into
distress will show a different distress sequence. These distress
sequences will be explained in detail in Chapter 8.

Phasing also may be a contributing factor in many situa-
tions in life—divorce, burnout, or a midlife crisis, to name a
few. When people experience a phase change, they retain and
strengthen the positive attributes and behaviors associated with
past phases, and many aspects of their personality remain the
same. For example, the character strengths of their base per-
sonality remain the strongest throughout their lives, and their
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favorite way of interacting with others remains that of their
base personality. Also, their favorite way of communicating
and the most well developed parts of their personality remain
the same, as do their preferred learning style, their perception
of the world, and their favorite working style (e.g., in groups,
alone, or with one other person). The concept of phasing
explains how individuals can be the same person throughout
their lives even though their dreams, aspirations, careers, and
personal goals may change. When people experience a phase
change, they experience changes in motivation and in the way
they handle distress.

What triggers a phase change? According to Dr. Kahler,
99% of phase changes are the result of prolonged severe dis-
tress. The following story illustrates the impact of phase on one
person’s life:

I was born a Persister. As a Persister I learned very
quickly that life was serious and I took everything seri-
ously. I developed a sense of direction, mission and
conviction and was motivated by working hard and ded-
icating myself to causes I believed in. Values, beliefs,
dedication, commitment, respect, and community ser-
vice were important to me. [ was active in my church
and on various committees in school. This dedication to
causes has been a continuous theme throughout my life.

World War II broke out when I was young and I saw
newsreels of bombings and napalm attacks every time |
went to the movies. We frequently had practice air raid
alerts in which we turned off all the lights in the house
and went into the basement to be safe. My father was a
neighborhood air raid warden and walked the neighbor-
hood with a flashlight to make certain everyone was off
the streets and that no lights were on in any of the houses.
This made a deep impression on me. One evening the sky



Motivational Needs

69

was a brilliant red at sunset and my mother commented
that it looked as if the sky was on fire. I concluded that
we all were going to die in a fire like the soldiers I saw
in the movies.

At about this time my grandfather died and my par-
ents traveled to the funeral. I stayed with a distant cousin
for several weeks and while I lived with their family,
the cousin told me my parents were never coming back.
I went into severe distress and began to attack people
orally for their lack of commitment and dedication.
Finally I dealt with my fear and moved to the next floor
in my personality condominium, i.e., the Workaholic
part of my personality structure. I had completed my
phase change. I was still a Persister, but now I was oper-
ating in a Workaholic mode.

In a Workaholic phase, I began to be more respon-
sible, logical and organized. I was still conscientious
and dedicated and continued to work hard for some-
thing I believed in and I was still motivated by being
recognized for my work. However, now time began to
be important to me. Suddenly, I needed to be on time
for everything. Being late was unthinkable to me. I
continued to excel in school and I also began to excel
in mathematics and in logical problem solving. I began
college intending to major in chemistry or physics.
Eventually I majored in chemistry and went on to get
my PhD in physical chemistry.

After several years in a Workaholic phase, I began
to get depressed because although I was getting good
grades, I had no close friends. I was working very hard
in my studies and was doing cancer research and also
research in electro-chemistry for the US navy. I was
very successful and developed the batteries used in a
submarine launched rocket named SUBROC. Howeyver,
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I had no close friends and I became critical of others
and began to attack them for not thinking clearly and not
caring about their work. Finally, I dealt with my grief
and I moved to the next floor in my condominium—my
Reactor floor.

In a Reactor phase I began to establish close friend-
ships with people, including the man I eventually mar-
ried. I felt very fortunate to have three children and I
developed the Reactor part of my personality even more
in dealing with them. My third child had special needs
and I developed my compassion, sensitivity, and warmth
even more in dealing with her. However, I am still a Per-
sister and I drew on my Persister strengths in advocating
for her in school and in society.

As a Persister in a Reactor phase, I wanted to help
other people too; therefore, I began to teach chemis-
try and physics in high school and in college so that
I could help students lead more successful lives. I
became active in several education and scientific orga-
nizations in order to help my students and I held lead-
ership positions in most of them. I also became active
in various community organizations, especially those
that helped people with special needs. Eventually I
helped co-found an organization to provide a social life
for people with special needs and a respite program to
assist their caregivers.

Today I am the CEO of a very successful national
training and development company. We do management
communication training for corporations and for various
government agencies, but we also show educators how
to individualize instruction so that they reach every stu-
dent. This is very satisfying to me. Our company helps
people in all walks of life and I feel very comfortable
making decisions to continue helping them succeed.
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Although I was very successful in every position I
ever held in my career, there were some students and
others with whom I was not successful. I never under-
stood why I was missing them. Thanks to Dr. Kahler I
now understand how I missed them. More importantly
I understand what I could have done to reach them.
I now use these concepts very successfully to reach all of
my employees and everyone with whom I interact.

AN ANESTHETIST'S EXAMPLE

A consultant anesthetist at a tertiary referral hospital in New
Zealand is a Rebel in a Dreamer phase. She was working very
long hours and usually was exhausted at the end of the day.
Frequently she was unhappy and found herself in distress. Once
she learned that she needed time to herself during the day, every
day, in order to get her Dreamer phase need met, she made sure
she got this time. Suddenly she was no longer so tired, and she
was much happier and more effective in her work.

She also made sure she got her needs met in her private life.
She told her friends and family members that she needed some
time alone every day and explained that when she withdrew
from them to be alone, it was not because she did not enjoy
their company, but because she had reached a saturation point
and had to have some alone time. Everyone understood, and her
relationships with her family members and friends improved.
Because she is a base Rebel, she also needed to get her need
for Playful Contact met. Therefore, she made sure she did some
fun things every day. She told her Persister/Workaholic boss
what her needs were and stated she periodically had to have
some alone time and some time to do fun things every day
at work. He understood and allowed her to take the time she
needed. As a result, she was much calmer at work and much
more effective.
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Once she found out how to get her own needs met, the anes-
thetist was able to help the other members of her team get their
needs met. There were eight anesthetists and several trainees
in her department. Many were Reactors; therefore, she talked
to them in the Nurturative channel and used the language of
Emotions. They were happier and more effective. When they
made a mistake, she gave them a battery charge for their
Recognition of Person need. They immediately came out of
distress, thus avoiding compounding the problem by making
more mistakes.

The anesthetist also individualized the way she communi-
cated with patients and with their family members. She listened
to how they said what they said and then used the appropriate
channel and perception to communicate with them. She also
helped them get their psychological needs met. The patients
and family members heard what she was saying, felt she under-
stood them, and knew that she cared about them and their recov-
ery. This led them to realize how important their cooperation
was in their recovery and the importance of their role in that
recovery. They consequently felt better and cooperated more.
An example of how the anesthetist used the concepts to deal
with a patient’s family member who was in severe distress is
included in Chapter 8.

A PATIENT'S EXAMPLE

Wendy Potter is one of four partners in the Child and Welfare
Clinic in Melbourne, Florida. She is a Reactor in a Worka-
holic phase. When she goes to see a doctor she wants informa-
tion. One day, she was going to get a penicillin shot and she
asked the Reactor nurse for information. Potter was concerned
because when she was eight years old she had a reaction to
penicillin that included more than six months of intermittent
hives. In addition, at age 12 she was given a shot of penicillin
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by mistake when she was hospitalized for pneumonia. She had
no reaction at that time, but her parents and the nurse who gave
the shot were very worried.

Because of her earlier reaction to penicillin, Potter kept
trying to get information from the nurse in the primary care
physician’s office. The nurse called her “hon” and “sweetie” but
did not give her the information she was requesting. Because
of the miscommunication, Potter was not happy with the nurse
and considered changing physicians due to the nurse’s lack of
responsiveness. Her satisfaction with the doctor remained high
because he freely shared information and he gave the informa-
tion in her favorite channel (Nurturative). He also spent time
answering her questions and getting information from her,
thereby helping her get her Recognition of Person need met.
She remained under his care, and a new nurse seems to have
taken over her case. The new nurse is very willing to seek out
any information Potter requests. As a result, her satisfaction
with the doctor is very high and she remains a patient of that
doctor today.

Individualizing the way healthcare professionals commu-
nicate with and motivate one another and their patients is criti-
cally important to improving patient safety and patient and staff
satisfaction. Helping cancer patients get their needs met posi-
tively can play a very important role in their recovery. This is
discussed in the next chapter.
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Using the Concepts in
Treating Patients

ealthcare professionals have long known that the atti-
Htude and emotional state of patients play an important

role in their general health and in how quickly they
recover from illnesses or operations. According to Dr. Patrick
Caulfield, the authors’ orthopedist, patients who have a posi-
tive outlook on life and see the glass as half full recover much
more quickly and tend to be healthier than those who have a
pessimistic view of life. Those who live in a constant state of
distress, who feel hopeless and are in despair, frequently have
complications and tend to be less healthy and lead less healthy
lifestyles than those who are full of energy and excited by what
is happening in their lives.

A sign in the Joint Replacement Center at Suburban Hos-
pital in Bethesda, Maryland, reads, “A positive attitude will
shorten your recovery time.” To illustrate this, Dr. Caulfield
told the authors that one of his former patients was an interna-
tionally famous soccer player who wanted both knees replaced
simultaneously. Dr. Caulfield normally is reluctant to replace
both knees of a patient at the same time, but because of the
positive attitude and insistence of the soccer player, he agreed.
Two weeks after the operation, the soccer player walked into
Dr. Caulfield’s office without a cane. His positive attitude and
determination resulted in an amazingly fast recovery.

75
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In a recent discussion with the authors, Dr. Janet Hranicky,
the founder and president of the American Health Institute,
said this is especially true with cancer patients. Dr. Hranicky
has been treating and doing research with cancer patients for
more than 30 years. She has found that in treating her patients,
she must improve their mental state as well as treat their physi-
cal symptoms in order to cure their cancer. She also discovered
that many cancer patients have an attitude of denied hopeless-
ness and that it is necessary to change that attitude if she is
going to enhance their health and diminish the likelihood of a
recurrence of the cancer.

According to Dr. Hranicky, cancer is a disease whose medi-
cal results are accompanied by, and sometimes dominated by,
an emotional reaction to the disease. Indeed, the diagnosis of
cancer still evokes in many patients a sense of uncontrollabil-
ity and inevitable death. According to Dr. Hranicky, the onset
of the disease often bears no apparent relation to controllable
factors, and the course of the disease can be unpredictable. As
a result, prolonged depression is a very frequent consequence
of a cancer diagnosis. Added to the horror that such a diagnosis
holds for many people is the additional fear of adverse reac-
tions during treatment.

According to Dr. Hranicky, long-term survivors appear to
use some sort of active, engaged strategy for dealing with their
disease. She has found that different personalities approach
getting well in different ways and that their approach reflects
the way they view their illness. Her research shows that this is
correlated with their personality structure, and if people stay
in distress for a long period of time, they may find that getting
well seems difficult. She found that people who found ways to
get their psychological needs met positively approached their
recovery with more ease. (The psychological needs for each
personality type were discussed in detail in Chapter 6.)

Dr. Hranicky uses the Taibi Kahler Stress Profile to help her
patients understand their personality strengths, psychological
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needs, and the distress behaviors they will experience if they
do not get their needs met positively. She believes that helping
patients design their lifestyle so that they satisfy their psycho-
logical needs in positive, constructive, and healthy ways is one
of the most important things they can do to regain and maintain
their health. She gave several examples that illustrate how she
uses the profile.

Patricia is a 58-year-old Reactor who was diagnosed with
breast cancer at the age of 22. She had surgery and a wide-
spread bony metastasis. Doctors predicted only a short life
expectancy for her. Dr. Hranicky profiled her, and Patricia
began developing strategies to get her psychological needs
met. She also started following holistic health practices, such
as exercise and nutritional management, and setting lifestyle
goals. She went back to school and specialized in counseling.
She is now in a situation in which she feels accepted and is
achieving her need to be successful. She also stopped helping
out in a stress-inducing job in the family business. In addition,
she moved to an area of the country where she feels more con-
nected to nature and can get her Sensory needs met more easily.
She learned to recognize the early warning signs of distress in
herself and to take action to get herself out of distress quickly.
This has helped Patricia live 15 more years, and she is now in
robust health.

According to Dr. Hranicky, when doctors, cancer patients,
and their spouses do not communicate, they often get into
major conflicts. Frequently this is the result of their different
personality structures. The way patients approach recovery
may not be what the people around them expect. This can cause
major distress in the cancer patient and may make recovery
much more difficult. This distress could result in the cancer
patient experiencing a phase change, further contributing to the
miscommunication.

For example, one of Dr. Hranicky’s patients, Mary, expe-
rienced a phase change to Promoter. Suddenly she needed



78 Chapter Seven

more excitement, action, and movement. Her spouse did not
understand this shift, as Mary used to be a quiet individual who
loved to read, went to the movies, stayed around the house, and
played with the dogs. Now she wanted to travel and participate
in other exciting activities. Her spouse was confused because it
seemed as though he was married to an entirely different per-
son. Mary explained her new psychological needs to her hus-
band so that he understood what was happening. In this way
her spouse became an ally in her recovery and not an adversary.
It is important for healthcare providers to explore the
stressors in their patients’ lives and help them find ways to
reduce them. If the providers can do this, the likelihood of their
patients living healthier lives greatly improves. Another of
Dr. Hranicky’s patients, Gary, had prostate cancer at the age
of 63. Dr. Hranicky discussed with him his lifestyle and his
relationship with his spouse. After a while, Gary explained that
he was having an extramarital affair, and the strain of main-
taining the secrecy was having serious mental and emo-
tional effects on him. Gary, a Promoter, looked at the negative
things he was doing to get his Incident need met and decided
he had to find other ways to get this need met positively. Gary
loved his exciting life, so finding new and creative ways to get
that need met within his marriage was a challenge. He had his
wife profiled so that he would understand her needs better. He
helped her get her needs met, and she joined him in pursuing
the action-oriented and exciting things he wanted to do to get
his Incident need met in a positive way. They now are better
able to communicate with each other, and Gary says that he has
turned his life around for the better. His cancer is in remission.
Dr. Hranicky’s research shows that the more successful
people are at finding and creating situations that suit their per-
sonal success dynamics, the easier it will be for them to gener-
ate positive energy, manage stress effectively, maximize their
recovery potential, and prevent chronic illness. Unproductive
behavior, distress symptoms, or undesirable behavior generally
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happen when people are not getting their psychological needs
met positively. She believes that it is necessary for a care pro-
vider to understand the patient’s perception of any situation
and to recognize the patient’s needs. They then can use this
knowledge to satisfy the requirements for treating the patient’s
symptoms successfully. Understanding this information may
be one of the most important lifestyle interventions people can
use to optimize their health and longevity. She believes that
knowing how to connect with other people effectively is one of
the most powerful tools healthcare providers have in sustaining
transactions that provide energy and rejuvenation.

Dr. Hranicky also believes that healthcare providers should
consider the person’s environmental preference as an essential
part of the diagnostic process in any refined treatment preven-
tion or anti-aging model. She adds that “unhealthy emotions
and behaviors that are predictable reflecting chronic distress in
a person, can be shifted to more desirable patterns of well-being
when individuals are able to connect to the people in their lives
that nourish them and ‘charge their battery.”

Placing people in environments in which they are most
comfortable means maintaining contact with people who
help them get their psychological needs met and with whom
they can communicate easily. But environmental preference is
more than that. It also means placing them in a work or home
environment in which they feel most comfortable. For exam-
ple, Reactors need to work with or be around groups of close
friends. Dreamers prefer to work alone. Workaholics and Per-
sisters prefer working with one other person. Rebels and Pro-
moters want to work with groups of people, but with no strong
attachment to the members of the group. They also want free-
dom to move from group to group. Placing people in an envi-
ronment in which they are not comfortable is an invitation for
them to go into distress.

For example, placing Reactors in an environment in which
they have to work alone all day may result in their getting into
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distress. Similarly, placing Dreamers in an environment in
which they have to work closely with groups of people all day
may result in their getting into distress. Additionally, having
Reactors and Dreamers work together all day is also an invi-
tation for them to go into distress. The Reactor will want to
establish a close friendship with the Dreamer. If the Dreamer
has not gotten her or his Solitude need met, he or she may feel
suffocated and try to push the Reactor away and withdraw from
having a friendship. When this happens, the Reactor will feel
rejected, and both persons may end up in distress. Chapter 8
explores what each of the six personality types does when in
distress. Also explored is what healthcare providers can do pro-
actively to keep patients and staff members from getting into
distress, and what they can do retroactively to invite them out
of distress when they see the distress behaviors discussed in the
next two chapters.
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Distress

hus far we have been talking mostly about the positive
behaviors of the various personality types. However,
when they get into distress, each of the six types has
predictable and observable negative behaviors. Many patients
are in distress when they visit their doctors or when they enter
a hospital. People who are in distress are not capable of clearly
hearing what their doctors or nurses are saying to them. There-
fore, it is imperative that healthcare professionals know how to
invite their patients out of distress so that they hear the message.

Doctors and nurses who can identify the symptoms that
indicate their patients are starting to get into distress or are in
severe distress can intervene quickly and invite them out of
distress. In this way, they will ensure that patients hear their
message and are also in a positive frame of mind. It is well doc-
umented that patients with a positive attitude recover from ill-
nesses, injuries, and operations much more quickly than those
who remain in distress.

This is also true for healthcare administrators. Admin-
istrators who can identify the symptoms that indicate their
staff members are beginning to get into distress can intervene
and invite the staff members out of distress, thereby stopping
these individuals’ negative behaviors before they disrupt the
smooth functioning of the facility. When administrators, doctors,
or nurses see the behaviors described in this chapter, they must
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remember that the people displaying the behaviors are still OK.
The behaviors are a cry for help and a warning sign that the per-
son is being mismanaged, is having trouble dealing with some-
thing going on in her or his life, or is not getting her or his needs
met. In many instances this is what triggers the negative distress
behaviors. Understanding this, healthcare professionals may be
able to resist more easily the invitation to respond to another
person’s distress behavior by getting into distress themselves.

In his research, Dr. Kahler identified three levels of dis-
tress. These levels include observable and predictable behav-
iors. According to Dr. Kahler, each of the six personality types
may experience stress in a different way, which leads to dif-
ferent responses at each level of distress that are unique to
that personality type. His research shows that these levels are
sequential; that is, people don’t get to the second level of dis-
tress without first going through the first level, and they don’t
get to the third level without initially going through the first
and second levels. In keeping with the condominium compari-
son, described in Chapter 2, Dr. Kahler explains that beneath
their personality condominium, people have a doorway (first
degree) that leads to a basement (second degree) and ultimately
to the cellar of distress (third degree).

Everyone—including doctors, nurses, administrators, staff
members, patients, and patients’ family members—experiences
first-degree distress (the least amount of distress) many times
during the day. Usually the distress lasts only a second or two and
people return to the positive parts of their personality. However,
sometimes individuals experience the distress more severely and
descend into their basement. Awareness of the signals that each
type exhibits in first-degree distress can help healthcare profes-
sionals intervene before major problems ensue.

Second-degree distress is more noticeable and often can
result in dysfunctional behavior that frequently ends in people
making mistakes, insisting that their way is the only way to do
things, and so forth. Some employees attack others around
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issues of fairness and not being able to think clearly. Others
push their ideas and attack people for not being committed to the
goals of the team. When people attack others, they invite others
to join them in distress. When that happens, some people will
make mistakes doing things they usually do very well. Some will
shut down. Others will do something to further antagonize the
other members of the team, and still others will manipulate, con,
lie, and stir up trouble with teammates. When healthcare profes-
sionals know the interventions to use to invite each of the six
types out of first- and second-degree distress, they can eliminate
friction on their management team and improve team cohesive-
ness and the productivity and profitability of the organization.

When employees of all six types get into third-degree dis-
tress, they feel depressed and useless and may appear only to
be going through the motions of their jobs. When this happens,
they are not capable of thinking clearly and may believe that
others care only about themselves. At this point, they frequently
stop caring about anything—their job, their appearance, or any
activities. This usually happens when they have not gotten their
needs met for a prolonged period of time, and probably will
require intense intervention to get them out of distress.

What are the warning signs that staff members or patients
are getting into distress, and what are the various interventions
healthcare providers can use to invite them out of distress so
that they can be productive again? The rest of this chapter will
answer these questions.

WORKAHOLICS

In first-degree distress, Workaholics expect to be perfect and
tend to put off doing things for pleasure until after they finish the
job on which they are working. They put off personal pleasure
so much that eventually they begin to get into distress about it.
They epitomize the old saying, “All work and no play makes
Jack a dull boy.” All work and no play frequently results in
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Workaholics getting into distress. When this happens, Worka-
holics begin to use big words when little words would do, over-
qualify their sentences, and make complicated statements. For
example, healthcare professionals might hear a Workaholic in
first-degree distress say, “If you want my input, recognizing
that all the information is not yet available to me, and recogniz-
ing my right to offer, that is to say, provide additional sugges-
tions as I receive, that is, obtain, more information, then as I
see it, there are several options, that is, courses of action, avail-
able to us.” When Workaholics talk like this, they think they are
being clearer when they actually are making it very difficult for
people to understand them.

To invite people out of first-degree distress, healthcare
providers can use the Workaholic’s preferred channel and per-
ception to communicate with them. As we saw in Chapter 5,
Workaholics’ favorite channel is the Requestive channel. Their
preferred perception is Thoughts. Therefore, a healthcare pro-
vider might say something like, “What do the data show?”” Most
of the time this simple intervention of channel and perception
will result in Workaholics coming out of first-degree distress.

In second-degree distress, Workaholics overcontrol and put
on an attacker mask and attack people for not being able to
think clearly, for a lack of neatness, for making mistakes, for
being late for meetings or missing deadlines, or for not being
logical or organized. How can healthcare providers invite a
Workaholic out of second-degree distress? When people are in
second-degree distress, they are advertising that they are being
mismanaged and/or are not getting their needs met positively.
Therefore, healthcare professionals should give them a battery
charge for the need that corresponds to the behavior they are
seeing. As we saw in Chapter 6, the Workaholic’s needs are Rec-
ognition of Work and Time Structure. Therefore, the healthcare
professional can compliment the Workaholic on something he
or she has done well—a well-written paper, a good suggestion,
a well-handled problem, and so forth. People usually will come
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out of second-degree distress immediately. However, provid-
ers must remember that they cannot make people come out of
distress; they can only invite them out. The staff member or
patient decides whether to accept the invitation.

Colonel Leslie Newell is a nurse in the Canadian army. She
told the following story about a Canadian clinician who had not
been trained in pediatrics but frequently was required to treat
severely wounded children when on assignment to Afghani-
stan. Because the clinician was not trained in pediatrics, he
was afraid that he could not treat children perfectly and that
he would be held responsible for a death that was unavoidable
given the extensive nature of the child’s injuries. He subse-
quently sent an e-mail complaining about what was expected
of him and stating his frustration.

In his words, he thought it was absolutely irresponsible of
anyone to expect him to do his job in Afghanistan and care for
the children in a competent and skilled manner when every-
one refused to acknowledge the real work that they were doing
there and give them the training they needed. He saw himself
as a very competent and responsible clinician, but to think that
he could function just by taking his adult experience and down-
sizing it was illogical and incorrect. The thinking was simply
faulty, because children are not adults in little-sized bodies. He
would not be responsible for this any longer. He announced
that he would finish up and then go. He would not go back,
because the work was impossible and was killing him.

Colonel Newell is a Workaholic herself and, therefore,
understood the problem and knew what she had to do to pla-
cate the clinician. However, since she was in Canada, she could
only support the doctor through phone calls and e-mail. She
tried to give him battery charges by recognizing the work he
was doing and by planning together for pediatric training upon
his return. She also promised him a better situation. Unfortu-
nately, it was too late. The clinician did not return and, in fact,
left the service upon his return to Canada.
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The consultant anesthetist at the New Zealand hospital, who
was described in Chapter 6, told the story of the husband of one
patient who was very upset about his wife’s condition. He was
very rude, out of control, and verbally attacking staff members.
The anesthetist knew the patient’s husband was an accountant
and could assess from his words, tone, and gestures and from
the mask he wore in distress that he was a Workaholic. There-
fore, she spoke to him in the Requestive channel and gave him
numbers and data. She also told him what an important job he
had and gave him a battery charge for Recognition for Work.
He calmed down, stopped attacking the staff, was more under-
standing, and cooperated with the staff.

The anesthetist also was a source of support for members
of her staff who were in conflict. She had them role-play the
distress areas of the conflict for her and then, based on their
personality structures, showed them why they were having
conflict. She explained how each preferred to communicate
and their motivational needs. They began to look at one another
differently and to be more considerate and respectful in their
dealings with one another. They are now on good terms, and
when they start to miscommunicate, they recall past events and
are able to laugh about it. As a result, staff conflict has been
greatly reduced.

When people are in distress, they are not capable of think-
ing clearly. Therefore, if healthcare providers want to talk with
people who are in distress, they must first invite them out of
distress; if they do not, the people with whom they are interact-
ing will not hear accurately what is being said.

PERSISTERS

In first-degree distress, Persisters focus on what people have
done wrong and ignore what they have done right. They
expect everyone to be perfect, and believe that they only need
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to help people correct what they aren’t doing right and they
will be perfect. After all, they already know how to do the
things they are doing right; therefore, there is no need to talk
about those things. When speaking, they may use big words
and overqualify their sentences. Whereas Workaholics make
complicated statements, Persisters ask complicated questions:
“Where, exactly, do you want me to stand?” and “What osten-
sible advantages, that is to say, benefits, does this new program
offer us that would supercede or obviate the program that we
have been using successfully and reliably, that is to say, profit-
ably, for the past 10 years?”

When healthcare providers hear people talking like this,
they can intervene by using the Persister’s favorite channel and
perception. As we saw in Chapter 5, the Persister’s favorite
channel is the Requestive channel, and their favorite percep-
tion is Opinions. Therefore, healthcare professionals can ask,
“What is your opinion?” or “What do you believe we should
do?” This usually will result in the Persister stopping his or her
first-degree distress behavior and accessing the positive parts
of his or her personality.

If healthcare providers do not intervene, the Persister may
go into second-degree distress. In second-degree distress, Per-
sisters put on an attacker mask and push their beliefs. They
also frequently attack people for a lack of commitment to team
goals, quality, values, or morals. For example, healthcare pro-
viders might hear a Persister in second-degree distress say
something like, “Don’t you care what’s happening in our hos-
pital?”” or “Trust you? Not on your life. You’ve got the morals
of an alley-cat.” These are good warning signs that the Persister
is not getting her or his needs met. When healthcare providers
hear things like this, they can give Persisters a battery charge
for their Recognition of Work and Conviction needs. The
healthcare provider might say something like, “Ms. Persister, I
admire your commitment to providing high-quality healthcare,
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and I want to thank you for your dedication. I know I can count
on you.” Most of the time Persisters will accept this invitation
and will come out of distress.

Persister doctors and administrators sometimes have dif-
ficulty communicating with Reactor nurses or staff members.
Dr. Bujold, the North Carolina family practice physician intro-
duced in Chapter 1, has witnessed many circumstances within
his own practice and in others where Persister administrators
and healthcare providers attempting to drive their organizations
forward have been frustrated and angry at staff members for
not moving forward with new initiatives. They often expressed
their anger by orally attacking staff members. Some of these
situations may have been triggered by something as simple
as staff members maintaining personal communication with
patients rather than electronically documenting phone con-
versations with patients in accordance with the new electronic
health record requirements.

Following these new requirements is important for medi-
cal malpractice reasons, and it represents good medical care.
However, staff members frequently feel frustrated when
attacked and may get into distress about it. Reactors may feel
that people in the office do not like them. In these instances,
they may get into distress and become ineffective, as we will
see shortly. Sometimes staff members feel so hurt that they
quit. Patients, especially Reactor patients, like personal atten-
tion from staff members and may get upset when staff mem-
bers with whom they feel comfortable quit. In these instances,
patients may leave practices because they have developed bet-
ter relationships with staff members than with their health-
care providers.

A revolving door of staff members is a very destructive
force within a primary care office. Dr. Bujold believes it takes
at least two years to fully train a staff member in his office.
And now, with all the additional duties healthcare providers
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are asked to do in regard to quality and safety, it is nearly
impossible to accomplish these tasks without a consistent and
stable office staff. Dr. Bujold believes he is very fortunate in
this regard because some of his employees have worked in his
office for more than 20 years.

Dr. John Link, an oncologist who treats more breast cancer
patients than any other doctor on the West Coast, is a Reac-
tor in a Workaholic phase. He is a very good doctor, and he
always wants to be perfect in his diagnoses and treatment of
his patients. Consequently, it was very distressing to him when
things did not go as well as he expected. He frequently went
into distress, second-guessed himself, and questioned his diag-
noses and treatments. After he learned the concepts of Process
Communication, he understood himself better and now handles
this conflict within himself better. As a result, he is a much bet-
ter doctor and has a much better bedside manner.

Many of his patients are in distress about their condition.
He now understands how different types of patients react when
they are in distress, and he is able to deal with them better.
Previously, if he made a mistake, he might respond critically to
patients and become overcontrolling. This carried over to his
home life and was a stressor in his relationships with his wife
and his children.

Now, rather than responding to his patients’ distress by
getting into distress himself, he uses their preferred channel
and perception to communicate with them and help them get
their needs met as a strategy to invite them out of distress.
Once he gets them out of distress, they are able to think clearly
and he can communicate with them so that they hear what he
is telling them. He also looks at how they are coping with
their medical condition. Some patients want a lot of informa-
tion, so he gives it to them. Other patients get confused if
they get a lot of information, so he gives them just enough to
satisfy them.
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REACTORS

In first-degree distress, Reactors try to please everyone and
have a hard time making decisions or asking directly for
things. If two people come to a Reactor with contradictory
recommendations, a Reactor in first-degree distress may have
a hard time deciding what to do. Reactors want everyone to
like them, and they frequently put the welfare of others ahead
of their own. Instead of asking directly for a day off, Reactors
in first-degree distress say things like, “Maybe I could have
some time off sometime soon.” They also may say “you know”
many times in their sentences. How can healthcare providers
intervene to invite them out of distress before they get into
second-degree distress? As we saw in Chapter 5, the Reactor’s
favorite channel is the Nurturative channel, and their percep-
tion is Emotions. Therefore, healthcare providers may invite
them out of distress by saying things like, “How do you feel
about this new policy?” or “Will you share your feelings with
us about this program?”’

In second-degree distress, Reactors put on a drooper mask
and make mistakes on things they know how to do very well.
They also may laugh at themselves inappropriately, call them-
selves stupid, or invite people to criticize them. The Reactor’s
needs are Recognition of Person and Sensory. Therefore, health-
care professionals can invite Reactors out of second-degree dis-
tress by giving them a battery charge, for example, “I’'m glad
you’re here” or “l appreciate your concern for our patients.”
They also can invite Reactors out of distress by talking with
them about things Reactors want to talk about. The authors fre-
quently are able to invite Reactors out of second-degree distress
by complimenting them on their appearance, on some article of
clothing they are wearing, for their concern for others, for their
excellent people skills, or for their ability to boost morale in
the office. It also is possible to invite them out of distress by
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spending a few minutes listening to them as they discuss sub-
jects of interest to them.

Reactors in third-degree distress feel depressed, unwanted,
and unloved. They frequently withdraw from others and may
stop caring about their appearance and their environment.

A Reactor administrator in charge of nurse education at
a Kentucky hospital worked with 10 educational activity coor-
dinators. She also had to coordinate her training with doctors.
Although she needed the activity coordinators to do things
they did not want to do, she did not have any authority to
make them do those things. As a result, she was in severe
second- and third-degree distress all the time. She felt depressed
and withdrew from everyone. She stopped helping her
coworkers, stopped socializing with everyone, and ate by her-
self in her office. She also was making mistakes but was not
aware she was making them. She hated telling people they had
to do things they did not want to do.

Once she learned the concepts of Process Communica-
tion she understood why she was the way she was and realized
she was not getting her needs met. Once she understood why
she did not like to tell people what to do, she accepted that
about herself and gradually developed strategies to get herself
out of distress. Initially, she forced herself to interact with her
coworkers again. She began to reestablish friendships and got
more involved in activities at the hospital. Her job performance
improved greatly and, as a result, her relations with her
immediate supervisor improved.

DREAMERS

In first-degree distress, Dreamers have difficulty figuring out
what to do. If they are asked to do more than one or two things
at a time, they feel overwhelmed and may not know which one
to do first. They often will begin all of the tasks but not finish
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any of them. This trait also carries over to their speech. For
example, they may start talking about one subject and then shift
to an entirely different topic, frequently without finishing the
sentence of the first subject. What does this sound like? “Lights
are bright . . . Traffic was heavy . . . My wife said that . . .
Yesterday my son went . . .” Dreamers in distress also have a
tendency to say, “It occurred to me that . . .”

Listening to a Dreamer in first-degree distress can be pain-
ful for the other five types if Dreamer is not a well-developed
part of the other person’s personality structure. Workaholics want
information in a logical sequence and may think the Dream-
ers are wasting time. Persisters want the important information
and quickly may lose patience. Reactors may feel sorry for the
Dreamers and want to console them. Rebels won’t be having
any fun listening and probably will tune the speaker out. Pro-
moters want the bottom line and may walk away. This is one
reason Dreamers often are not called on to contribute to discus-
sions. Because they volunteer their ideas only when invited,
their insights frequently are lost to the team.

How can healthcare providers invite Dreamers out of
first-degree distress? Again, the answer is to use their favorite
channel and perception. The channel to use with a Dreamer is
the Directive channel and the perception is Inaction. Leaders
can say something like, “Tell me one thing you are going to
do today to improve patient safety here in the hospital.” Obvi-
ously, healthcare providers must tailor their speech to what the
Dreamer is talking about. For example, if a Dreamer is talk-
ing about a project, an administrator might say something like,
“Tell me one thing you did on the project” or “Tell me one
thing you are going to do today to advance the project.”

What do Dreamers do in second-degree distress? They shut
down and do nothing until someone tells them to do something.
Ryan Kopper, the adventure recreation facilitator introduced
in Chapter 6, was running an adventure course with Dreamer,
Reactor, and Rebel inpatients one Saturday. This was usually
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a difficult group because the Dreamers and Reactors did not
enjoy doing the activity and usually went into distress dur-
ing the program. The Dreamers shut down and barely partici-
pated, and the Reactors frequently made mistakes. The Rebels
liked the activity but didn’t always follow directions and often
clowned around.

Kopper decided he had to modify the way he taught the
course if he was going to keep the inpatients out of distress.
After a period of time, he stopped the activity and gave the
Dreamers an opportunity to reflect on what they had done and
what it meant. He also allowed them to go off by themselves
so they could get their Solitude need met. The adventure pro-
gram lasted two and a half hours. During that time, the Dream-
ers got about 45 minutes of solitude interspersed throughout
the session.

He spoke to the Reactors in the Nurturative channel and
gave them opportunities to tell everyone how they felt about
what they were doing. Periodically he ran fun games that the
Rebels liked doing and gave them a chance to tell everyone
what they liked and didn’t like about the games. In this way,
everyone’s needs were met. The Dreamers got their Solitude
need met. The Reactors got their Recognition of Person need
met by being able to socialize and use their interpersonal skills,
and the Rebels had so much fun throughout the program that
they were grinning from ear to ear the entire time. There were
no behavior problems during the entire session.

The staff members were surprised that there were no behav-
ior problems. Therefore, Kopper conducted a debrief of the
exercise to explain what he had done and the reasons for it.
The other staff members noted that usually there was a power
struggle when these patients were on the adventure course, but
that day there were none. He asked their opinions about why
there were no power struggles that day. He also asked what
usually happens when they tell a Rebel what to do. The staff
replied that the Rebels refuse to do it, adding that it happens
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all the time. Kopper explained what he had done to help the
patients get their needs met, and he suggested things the other
staff members could do when working with these patients.

REBELS

In first-degree distress, Rebels may act stupid, get impatient,
disrupt meetings to attract attention, socialize with others
off-topic, make inappropriate statements to irritate other team
members, or not give people enough information to do the task
they have been assigned. In acting stupid, they may say things
in a whiny voice like, “This is hard,” “I don’t getit,” or “I can’t.”

How can healthcare providers invite Rebels out of first-
degree distress? The Rebels’ favorite channel is the Emotive
channel, and their perception is Reactions, that is, likes and dis-
likes. Therefore, healthcare professionals can say things like,
“Hey, what did you like about the meeting today?” or “What
don’t you like about this new project?”” In most instances, Reb-
els will accept this invitation and come out of first-degree dis-
tress. Why do administrators, doctors, and nurses want to know
what Rebels don’t like? Because once Rebels tell people what
they don’t like, they forget about it. Until then, it may fester
in them like an open sore and may result in their going into
second-degree distress.

What do Rebels do in second-degree distress? They blame
others, become stubborn, insist on their own way, disrupt
meetings, and may sabotage a project with an “I’ll show you”
attitude in order to get revenge. How can healthcare providers
invite Rebels out of second-degree distress? They can help
them get their needs met for Playful Contact by sharing a
joke with them, speaking to them in an upbeat and energetic
way, providing opportunities for them to use their creativ-
ity, allowing time during the day when they can have some
fun, singing with them, allowing Rebel employees to have
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fun things in their office, and allowing them to move around
throughout the day.

Jan Lee is the CEO of PaceLine Communication Solu-
tions. She is a Rebel and was going into the hospital to have an
operation. She told the nurses she wanted the operation to be
fast, fun, and easy. They laughed and she kept telling jokes as
they prepared her for the operation. The surgeon came in to the
room to talk with her prior to the operation. He entered wear-
ing a blanket draped over his shoulder like a superhero cape.
Lee told him he looked like a superhero and he immediately
replied, “I am a superhero and I am here to take your order.”
He immediately established a bond with Lee, who laughed,
relaxed, and was confident that the operation would go well.
Another doctor on the team was a Workaholic, and Lee gave
him a battery charge for Recognition of Work. A third doctor
on the team was a Reactor in a Workaholic phase. She gave him
battery charges for Recognition for Work and Recognition of
Person. The operation went very well.

PROMOTERS

In first-degree distress, Promoters expect others to fend for
themselves, and they do not aid people who may need their
support. “I’m going to make a man out of you if I have to break
you in two trying,” “Not tough enough, huh,” and “If you can’t
stand the heat, get out of the kitchen” are sayings that exem-
plify the spirit of first-degree Promoter distress. Promoters in
first-degree distress also frequently say “you” when referring
to themselves. For example, “When you’re making a report to
the board of directors and you have a lot of bad news to give
them and you are afraid they may want to exercise more con-
trol, then you have a decision to make—tell the truth and let the
chips fall where they may or gloss over some of the bad news.”
What the Promoter really is saying here is, “When I am making
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a report to the board of directors and I have a lot of bad news
to give them . . .”

How can healthcare professionals invite Promoters out of
first-degree distress? The Promoter’s favorite channel is the
Directive channel, and their perception is Action. Therefore,
leaders can say to them, “Tell me what you did when that hap-
pened to you” or “Tell me what you are going to do.” Most of
the time, Promoters will accept this invitation and will come
out of first-degree distress.

What do Promoters do in second-degree distress? They put
on a blamer mask and manipulate, con, make fools of others,
set up fights or arguments between team members, tell lies
about team members, engage in negative competition, and find
ways to turn the tables on those they blame for things that have
happened to them.

Ryan Kopper, who was mentioned earlier, one day saw a
15-year-old female Promoter patient running across the cam-
pus. He assumed she was going AWOL from the institution and
ran after her. As he neared her, he used the Directive channel
and told her to stop. She did. He then told her to listen to him,
adding that if she did not like what he had to say, she could con-
tinue running. She told him she had wanted to make a phone
call but the counselor would not let her. He pointed out that she
was running in the wrong direction and told her where the near-
est phone was. As they walked toward the phone, he told her to
tell him why the counselor would not let her make a phone call.
She replied that she refused to do something they wanted her to
do, so, as a consequence, she was not allowed to make a phone
call. A power struggle ensued between her and the staff and she
fled. Because the staff was not able to work with her, Kopper
negotiated a deal with her. He would let her make the phone
call if she then did what the staff wanted her to do. She agreed,
made her phone call, and did what the staff wanted her to do.

After the incident, Kopper explained to the staff what he
had done and the reasons for it. He explained that the girl was
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a Promoter, that her need was Incidence, and that if she did not
get the need met positively, she would become obstinate in an
effort to get the need met negatively. He suggested some things
the staff members could do to help the girl get her needs met
positively, and from then on the relationship between the staff
members and the girl improved dramatically.

In another instance, a patient in a hospital was about to
have an operation on his shoulder. The anesthesiologist came
in and began to explain what was going to happen. As he was
finishing, another anesthesiologist came in and very arrogantly
dismissed the first anesthesiologist. He continued to talk to the
patient dismissively. The patient had asked to be kept awake
during the operation so that he could see what was going on.
However, a drape was placed in front of the patient’s face. He
asked that the drape be removed so that he could see what
they were doing. The anesthesiologist objected, but the patient
insisted and the drape was removed. During the operation
the anesthesiologist made comments that the patient thought
were uncalled for, and at one point the anesthesiologist told
the surgeon that he should do something one way. The patient
objected and told them what he wanted them to do. Finally the
surgeon told the anesthesiologist that he would do what the
patient wanted.

Later, the patient told the surgeon that if he had to have
another operation in the future, he did not want the anesthesiol-
ogist on his team. He added that if the anesthesiologist was on
the operating team, he would leave rather than go through with
the operation. The doctor was surprised and asked why he felt
that way. The patient recounted what had happened and told the
surgeon some of the comments the anesthesiologist made dur-
ing the operation. The doctor had not heard the comments, as
he was concentrating on the operation. Why was the anesthesi-
ologist in so much distress? The patient believes a contributing
factor was that, at the time of the surgery, the anesthesiologist’s
leg was in a cast and he was in considerable pain. That’s the
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point. When people display the negative behaviors described
in this chapter, there is a reason for it. Healthcare profession-
als have to remember that the person is OK; it is the behavior
that is wrong. If healthcare providers remember this, it will be
easier for them to keep themselves from getting into distress,
and they will be more able to invite others out.

What happens in third-degree distress? At this level, all six
personality types put on a despairer mask and feel unloved,
unwanted, and depressed. Workaholics reject others for not
thinking clearly; Persisters cease to be team players and quit;
Reactors stop caring about their appearance, their jobs, or their
families; Dreamers shut down; Rebels find creative ways to
get even; and Promoters abandon others. How can healthcare
providers invite people out of third-degree distress? By help-
ing them get their psychological needs met positively. Most of
the time, people will accept the invitation and will come out
of distress. However, if they are in third-degree distress, they
probably have been in distress for some time and will not have
enough energy to stay out of distress for any length of time.
Keeping them out of distress probably will require enhanced
interventions.

The next chapter looks at what healthcare providers do
when in distress, and what they can do to keep themselves from
getting into distress.
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Healthcare Providers
in Distress

hat do healthcare providers do when in distress,

s’s/ and what can their colleagues, supervisors, and

others do to invite them out of distress to improve

their performance and job satisfaction, and patient safety and
satisfaction?

Colonel Leslie Newell, the Canadian army nurse intro-
duced in Chapter 8, is a Workaholic. She tells the following
story about her own distress when other people were given
credit for work that she had done. Colonel Newell was working
in Bosnia as part of a Canadian medical team. A five-year-old
girl named Irma was playing in the street outside a store while a
playmate and her mother were shopping inside. A mortar round
exploded in the store and Irma was seriously injured. She was
taken to a Sarajevo hospital, but because of a shortage of med-
ical supplies, there was not much the doctors could do. It was
clear that Irma had to be evacuated if they were to have any
chance of saving her life. Colonel Newell planned and pre-
pared for Irma’s evacuation while authorities tried for several
days to negotiate Irma’s release. Each day, Irma’s condition
worsened and her chances for survival lessened. Eventually
Colonel Newell and a medical technician named Laurie evacu-
ated Irma to Ancona, Italy. A British trauma team then flew
to Ancona and took Irma and her father and sister to London.

99
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Two years later, Colonel Newell returned to Ancona while
en route to Rwanda. In the Operations Center at the airfield
she saw a very beautiful print of a painting that had been com-
missioned by the British as a fundraiser for Operation Irma.
For $50, people could be part of the legacy of the rescue. The
print was signed by every member of the rescue team with an
enclosed narrative text crediting a British medical team for her
evacuation from Sarajevo to Ancona and onward to London.

At that point, Colonel Newell realized that her work and
efforts had been erased from time because someone else had
taken credit for the evacuation by the Canadian team. Every
member of the crew that had rescued Irma—except Colonel
Newell and her medical technician, Laurie—had signed the
print. When Colonel Newell saw that her and Laurie’s efforts
had notbeen recorded accurately, she wentinto severe distress—
not because she wanted to be known as a hero, but because, as
a Workaholic, she needed their work to be acknowledged and
accurately depicted in the narrative. This affected her deeply
and, until she was able to get others to recognize the work she
currently was doing, she was not as effective as she normally
had been. Workaholics do not value self-generated recognition
for their work. On the contrary, they discount it.

Before going further, let’s analyze the distress behaviors in
the story in Chapter 1 about Elaine Bromiley, the patient who
died during an attempted operation. The following account is
taken from the article “Have You Ever Made a Mistake?*! The
author is Martin Bromiley, the husband of Elaine Bromiley. He
attended the postsurgery hearing in which the case was discussed.

According to the article, Elaine Bromiley was scheduled
to have endoscopic sinus surgery and a septoplasty in March
2005. Everyone on the operating team was very experienced,
very skilled, and well respected. A very thorough pre-op assess-
ment was carried out, and there were no significant concerns.
The proposed anesthetic technique was to avoid tracheal intu-
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bation and maintain the airway with a laryngeal mask. There
was no pre-oxygenation.

Anesthesia was induced, but it was not possible to insert the
flexible laryngeal mask due to increased tone in the jaw muscles.
The consultant anesthetist tried two sizes of laryngeal mask but
could not insert either. The patient’s oxygen saturation dropped
to 40%, and the anesthetists attempted to ventilate the lungs
with 100% oxygen using a facemask and oral airway but were
unsuccessful. The anesthetist decided to try tracheal intubation
to overcome the problems with the airway. Another anesthetist
consultant and the ENT (ear, nose, and throat) surgeon joined
the group and made further unsuccessful attempts at laryngos-
copy. Meanwhile, a nurse left the operating room and arranged
a bed in intensive care. She returned and announced that a bed
was available. The anesthetists looked at her as if to say she was
overreacting. Another nurse asked a colleague to get the “trachy
machine.” On her return she announced to the consultants that
the tracheotomy set was available. They ignored her and con-
tinued to attempt laryngoscopy and intubation. Finally, after
35 minutes they decided to abandon the procedure and allow the
patient to wake up.

Once the anesthetist consultant was satisfied that the
patient was breathing satisfactorily, she was transferred to
the recovery room. The nurses in the recovery room were not
happy with her condition and transferred her to intensive care.
She never regained consciousness. She went into a coma and
died 13 days later.

Let’s look at this case from a Process Communication point
of view. We can conclude that both anesthetists were Persisters
in distress. When in distress, people are not capable of think-
ing clearly. As we saw in the previous chapter, Persisters in
distress know that they are right and continue doing what they
are doing. Frequently, when they are in distress, they do not
listen to suggestions from other people. Indeed, they may not
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even hear what others are saying. It is not clear what personal-
ity type the nurses were, but they may have been Reactors. In
distress, Reactors want to please everyone and often remain
quiet rather than risk antagonizing another person. As a result,
a patient died.

What could the nurses or someone on the operating team
have done to get the anesthetist consultant out of distress? They
might have used his preferred channel and perception and given
him a battery charge for Recognition of Work. What might this
sound like? “Dr. A, you are an outstanding anesthetist and you
have participated in many operations. In your opinion, should
we consider getting the trachy machine?” Healthcare profes-
sionals need to remember that they cannot make people come
out of distress; they only can invite them out. It is up to the indi-
vidual to decide whether to accept the invitation. Therefore, it
is possible that the anesthetist consultant may not have stopped
to think about other possible approaches. However, it is almost
certain that he would continue his distress behavior without a
battery charge for his psychological needs.

At the postsurgery review, the consultants said they knew
what they should have done but were not sure why they did not
do it. From a Process Communication point of view, the reason
they did not do it is because people in distress are not able to
think clearly. Healthcare professionals must keep themselves
out of distress by getting their needs met every day. When they
see colleagues in distress they can invite them out by helping
them get their motivational needs met positively. If they do this,
they can greatly reduce the number of medical errors in
their facility.

To give you an opportunity to test your ability to imple-
ment the concepts of Process Communication when dealing
with people in distress, several true stories describing health-
care providers in distress have been included. Following each
story are a few questions that ask what you would do in this
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situation. After that is a summary of what the healthcare pro-
vider in that actual situation said and did and the results. Also
included is a list of suggestions for healthcare providers to help
them get their psychological needs met positively so they keep
themselves out of distress.

STORY ONE

Dr. Mark Weinert, an anesthetist in Germany, told the story of
a brilliant surgeon who frequently chastised other members
of the surgical team for not moving fast enough during opera-
tions. The surgeon was overly dramatic and used the Directive
channel to order team members to do things. He manipulated
members of the surgical team, which led to constant crises in
the operating room. Because of his attitude, the nurses were
afraid of him and frequently made mistakes when he shouted
at them. For example, they sometimes handed him the wrong
instruments. When this happened, he would fly into a rage and
throw the instruments back at them. As a result, no one wanted
to work with him. During one emergency operation he grew
impatient with the surgical team and began criticizing them.

TEST YOUR UNDERSTANDING
OF THE CONCEPTS

What is the surgeon’s personality type?

What is his motivational need?

(Continued)
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What is his favorite channel and perception?

What would you do?

What would you say?

What Dr. Weinert Did

Dr. Weinert knew that the surgeon was a Promoter who
needed to be doing something. Therefore, Weinert used the
Directive channel and told the surgeon to put an arterial line
in the patient. Normally Dr. Weinert did this himself, but he
wanted to keep the surgeon busy so that he would allow the
other team members to do their work. The surgeon did as
he was told. Once he started doing something, he stopped
criticizing the other team members and they were able to
communicate with him. In another emergency, Dr. Weinert
had the surgeon perform CPR on a patient. This gave him
something important to do and also got him out of the way so
the other team members could do their jobs. After the opera-
tion, Dr. Weinert thanked the surgeon for saving the patient’s
life. The surgeon was happy because he played an important
role in the operation and also because everyone gave him
credit for saving the patient’s life. From then on, he stopped
criticizing the other members of the surgical team and was
calmer and more patient. There is no clear thinking occur-
ring when people are in distress. (See Figure 9.1 for some
suggestions of ways to help people get their Incident needs
met positively.)



Healthcare Providers in Distress 105

Need: Incidence

Promoters have a need for excitement and thrills so that they don't
become bored, restless, or agitated. They also like challenges, risks,
and competition—short term goals with quick results or large payoffs.
They live on the edge and need to be active in their lives. You can help
them get their need for incidence met by helping them set up personal
or professional challenges, engage in new projects that are risky yet
do not threaten their well-being. They also can get their needs met

by involving themselves with exciting, action-oriented people. Here
are some suggestions of ways you can help them get their Incident
need met.

Assign them exciting projects.

Provide quick rewards for successes or improved performance.

Find ways to help them look good to their peers or supervisors.

Ensure that they get involved in active or exciting projects, so that

work time is not dull or routine.

¢ Brainstorm with them about ways processes can be done better.

¢ Assign them a leadership role in devising ways to improve
processes.

¢ Have them work on projects that give quick recognition or

rewards.

Figure 9.1 Promoter action plan.
Source: Copyright © 1997 Taibi Kahler Associates.

STORY TWO

Dr. Weinert told another story about a nurse in the operating
room who assisted the anesthetist during operations. The nurse
frequently made mistakes and was absolutely of no use during
emergencies. Whenever members of the operating team needed
something in a hurry and told the nurse to get it, the nurse gave
them something entirely different. Other team members raised
concerns about the safety of their patients, and several of the
anesthetists wanted the nurse fired.
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TEST YOUR UNDERSTANDING
OF THE CONCEPTS

What is the personality type of the nurse?

What are his psychological needs?

What is his favorite channel and perception?

What would you do?

What would you say?

What Dr. Weinert Did

Dr. Weinert realized the nurse was a Reactor in distress. There-
fore, he began to greet the nurse by name when he came to
the operating theater and told him he was glad he was there.
He also began spending a few minutes talking with the nurse
and listened carefully to what he was saying. One day the
nurse showed Dr. Weinert a new tattoo he had on his shoul-
der. It was a picture of his mother, who had died recently.
Dr. Weinert commented on what a sweet idea that was and
added that the nurse must have had a very close relationship
with his mother.

The Results

The nurse’s work performance changed completely. He stopped
making mistakes and became a very valuable member of the
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operating team, even in emergencies. Now, when team mem-
bers ask for something, he gives them what they asked for. Other
members of the operating team noted the improvement and also
began to call him by his first name. At a social event, the nurse
told Dr. Weinert how happy he was to be at the hospital. He said
that he previously had worked at private hospitals in Australia
and people either didn’t address him at all or called him by his
surname. He was miserable and changed hospitals. No one in the
department talks about getting him fired now. (See Figure 9.2 for

Needs: Recognition of Person and Sensory

Reactors need to be recognized as a special and unique person.
Personal relationships are important to them, both at home and in
their professional life. They need to be around people who like them
and care about them and with whom they show warmth and caring.
They will work best as part of a team in which they feel accepted,
wanted and noticed as an individual. Here are some ways to help
them meet this need for Personal Attention and Appreciation:

* Be cordial when possible and make eye contact with them.

e Greet them with a smile whenever you see them and call them

by name.

Ask them about their families—be authentic.

¢ Celebrate their accomplishments with parties and social
recognition.

e Sing Happy Birthday to them on their birthdays.

Allow them to arrange their workspace in an attractive manner.

Allow them to keep flowers or plants around their workspace,

if possible.

¢ Encourage them to wear soft and comfortable, albeit appropriate,
clothes and shoes whenever possible.

e Encourage them to seek out and make good friends at work.

e Encourage them to keep photographs of loved ones where they
can see them often.

e Have them work with people who appreciate their personality.

¢ Encourage them to participate in the social activities in the facility.

Figure 9.2 Reactor action plan.
Source: Copyright © 1997 Taibi Kahler Associates.
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a few suggestions of ways to help people get their Recognition of
Person and Sensory needs met positively.)

STORY THREE

The clinical practice manager at a large multipractice group
in the Midwest found that communicating with physicians on
a daily basis can be a tricky proposition for even the most
seasoned healthcare managers. He had worked in healthcare
for more than 10 years, 3 of them in management, and con-
sidered himself adequately prepared to handle the ins and
outs of physician communication. After completing training
in Process Communication, he realized just how unprepared
he actually was. His biggest aha in the training was the con-
cept of focusing more on the person’s needs and less on the
content of the discussion. Once he was able to recognize the
signs of distress and then speak that person’s language, com-
municating with physicians and other managers suddenly
became exponentially more efficient. Business decisions and
conflict resolution that used to take weeks to move on began
happening in days.

To illustrate this, the clinical practice manager told the fol-
lowing story about an incident regarding physician scheduling
on a holiday weekend.

The Story

“One of the full-time physicians who regularly covers in our
practice had been working 50+ hours a week for a couple of
months. By choice, she decided to work weekends in addition
to her regular schedule. When it came time to set the sched-
ule for May, she informed me she was going to scale back
her weekends and spend more time at home. As the schedule
started filling in, I grew concerned about the holiday weekend
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because we had little to no coverage in a very busy practice.
At first, she was reluctant to work any that weekend. Under-
standing the psychological needs of her personality type, I was
able to communicate with her using her preferred channel of
communication and we eventually agreed that she would help
cover the Saturday shift if I agreed to leave her off the Sun-
day schedule. I was able to cover the Sunday shifts with other
physicians, and we went into the weekend fully staffed. I was
headed out of town with my family, expecting the weekend to
operate as we planned. On my way home Sunday morning, I
took a call from our office stating we were short a physician.
In my haste to get out of town I forgot to call one of the resi-
dents covering Sunday. The resident was planning on coming
in at 3:00 instead of 12:00 as I had thought. I told my staff to
continue seeing patients while I worked on a solution. I franti-
cally began calling other physicians to see if any of them could
come in until 3:00, and after about five or six calls, I finally
found one who was willing to come in. When he showed up,
though, the physician I had promised would be off was already
there. My staff, unbeknownst to me, had called her before call-
ing me and left her a message. She came in not knowing I
already had covered the shift with someone else. She stayed
and worked until 3:00, and the physician I contacted left.

“I fully expected to receive a verbal lashing of some sort the
next working day. To no surprise on my part, she had e-mailed
(3 paragraphs and 500 words later) the department head and
my boss (who went through Process Communication training
with me). Needless to say, she was quite upset we had wasted
her time, and I neglected to honor my promise to her. Her
e-mail was laced with critical observations about what I did
wrong and how I failed to value her time. She demanded assur-
ances that I would never make a mistake of this magnitude
again, and she requested my plan of action for months to come.
She was in full-blown attack mode, and I was her target.”
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TEST YOUR UNDERSTANDING
OF THE CONCEPTS

What is the personality type of the angry doctor?

What are the psychological needs of this personality type?

What is her favorite channel and perception?

What are you going to do?

What are you going to say to her?

What the Clinical Practice Manager Did

“Prior to the Process Communication training, I most likely
would have been sucked into the vortex of distress. I have a
Workaholic base, so my natural defense would have been to
come back at her with the logic and reasoning behind my mis-
take. We probably would have spent several days saying things
we didn’t really mean, going back and forth with each other
about the facts of the situation and getting absolutely nowhere
close to a resolution. Our relationship would have been strained
simply because neither one of us could manage to get out of
distress long enough to ignore the content of our conversa-
tion. Eventually we would have come to a conclusion and there
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would have been plenty of residual baggage carried over to the
next time something like this occurred.

“As a result of the Process Communication training, I now
know there is a better way. I sent a three-sentence-long e-mail
to her Sunday night. In the first sentence I gave her a battery
charge for her Persister Conviction need. I immediately thanked
her for the dedication and commitment she showed to the
organization and apologized for wasting her time. The second
sentence shifted the blame entirely on me. I didn’t waste time
discussing facts or the circumstances surrounding the error; I
simply accepted the blame and acknowledged that I had failed
to uphold my end of the deal. These first two sentences were
my attempt at inviting her out of second-degree distress. The
third sentence was another battery charge and another invita-
tion to come out of distress.

The Result

“When I came into the office Tuesday morning, a few of the
other physicians who were aware of what happened spent a
few minutes joking with me about it and warning me about
the impending rampage when the doctor showed up. (She has
a reputation for blowing up when things go wrong.) When she
came in and after she got settled, I walked up to her and essen-
tially reiterated what my e-mail said. I acknowledged her com-
mitment and dedication to the department and put the blame
entirely on me. Her reply was, ‘That’s okay. I know it wasn’t
done intentionally. How was your vacation?’ 1 was stunned at
the turnaround. We have gone through four such schedule rota-
tions since then, including two with holidays, and she has not
mentioned my error even once.” (See Figure 9.3 for some sug-
gestions of ways to help people get their Conviction and Rec-
ognition of Work needs met positively.)
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Need: Conviction and Recognition of Work

It is important for Persisters to lead a life consistent with their beliefs,
values and opinions. Whenever possible they like to exercise their
influence, impacting upon the growth and direction of others. They
need to be around others who share their high standards of integrity,
dependability, and trust. You can help them get their needs met in the
following ways:

e Ask their opinions of ways to improve patient safety and

satisfaction.

Give them positive feedback on the quality of their work.

Reaffirm daily to them the value of their accomplishments.

Reward them for their dedicated service.

Encourage them to prioritize every day what they believe will be

the best investment of their time and energy to ensure quality of

effort.

¢ Involve them in meaningful projects to improve the systems at
the facility.

e Encourage them to join important committees at the healthcare
facility.

¢ Have them speak to local groups about healthcare matters.

e Suggest they write articles about things they believe in.

Figure 9.3 Persister action plan.
Source: Copyright © 1997 Taibi Kahler Associates.

STORY FOUR

Dr. Weinert told the authors the following story. One of the
anesthetists in his hospital in New Zealand is a cardiac and
pediatric specialist. Whenever they operated on a sick child,
everything had to be perfect or the specialist would attack the
nurses and others. When attacked, the Reactor nurses often
cried, went into distress, and made mistakes. During a cardiac
bypass operation it is necessary to unplug the ultrasound probe
at a certain point in the operation or the patient can get burned.
The anesthetist always anticipated when it would be necessary
to unplug the probe, and before Dr. Weinert could unplug it, the
anesthetist would tell him, “We need to unplug.”
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Dr. Weinert is a Workaholic and used to respond by going
into distress because he thought the anesthetist thought he was
stupid. In dealing with the nurses, the anesthetist continually
focused on the one thing that was not good enough. If he could
not find something to criticize, he disconnected something
and pointed out that it was not connected. One day when he
could not find anything to criticize, he took saline solution,
washed away the ink on a medical document, and said, “This is
a medical document. You are not using a true pen.”

TEST YOUR KNOWLEDGE
OF THE CONCEPTS

What is the anesthetist’s personality type?

What are his psychological needs?

What is his favorite channel and perception?

What would you do?

What would you say?

What Dr. Weinert Did

After learning the concepts of Process Communication,
Dr. Weinertrealized that the specialist was a Persister in distress.
He realized it was important to the anesthetist that everything
go well. Thus he understood that the anesthetist was not telling
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him he was stupid; he just wanted to make certain the patient
was going to be OK. Dr. Weinert began to compliment the anes-
thetist on his accomplishments and especially on his conviction
for, and commitment to, the safety of his patients. Dr. Weinert
also began to ask him his opinion of various medical issues and
to help contribute to his medical education. Specifically he asked
him, “What can you teach me today?” The anesthetist stopped
attacking him and the nurses, and they began to function as a
more effective team. For this strategy to be effective, the compli-
ments must be sincere and as specific as possible. Generaliza-
tions are not nearly so effective as specific compliments.

STORY FIVE

A nurse consultant in charge of nurse education at a North
Carolina hospital had a supervisor who was in a lot of distress
because things were not going well at the hospital. The hospi-
tal was up for Continuing Medical Education reaccreditation,
and it had let so many administrative things slide that many
people did not think it would get accredited. As a result, rela-
tions between the nurse and her supervisor were strained. As
the date for reaccreditation drew nearer, the distress level of the
nurse’s boss increased. She attacked the nurse almost daily and
criticized everything she was doing.

TEST YOUR UNDERSTANDING
OF THE CONCEPTS

What is the personality type of the nurse’s boss?

What are the needs of this personality type?
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What is the boss's favorite channel and perception?

What would you do?

What would you say?

What the Nurse Did

Previously the nurse would have responded by going into dis-
tress herself. Instead, she continued to speak to her boss in
the Requestive channel and to give her battery charges for her
commitment and her accomplishments. Her boss’s distress
level decreased. In an effort to improve the relationship, the
nurse began asking her boss for guidance. She would explain
a problem to her boss, tell her how she planned to deal with it,
and ask her opinion of the proposed solution. She also began
to compliment her boss for things the boss did that worked out
well. As a result, her relationship with her supervisor gradually
improved. The supervisor stopped attacking her and became
much more supportive.

STORY SIX

When Major General (ret.) Gale Pollock, former acting sur-
geon general of the Army Medical Department, was a lieu-
tenant colonel, she took over a dysfunctional department at
an army medical center. One of the experienced members on
her staff was uncooperative, moody, and a chronic complainer
about the workplace. He was faultless and blamed everyone
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else for everything that happened. He often said things like,
“Yes, but that won’t work around here.” General Pollock knew
she had to do something quickly to invite him out of distress,
as it is difficult to motivate new staff when their first encounter
with experienced staff members is filled with complaints.

TEST YOUR UNDERSTANDING
OF THE CONCEPTS

What is the experienced staff member’s personality type?

What is the psychological need of that type?

What is the favorite channel and perception of that type?

What would you do?

What would you say to him?

What General Pollock Did

General Pollock realized that the staff member was a Rebel
and that something had happened that was bothering him.
She stopped him in the hall one day and asked about it. He
replied that he wanted to wear an operating room cap that his
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wife had made for him, but the leadership of the operating
room would not let him. She told him that if he would put
on a disposable hat over his own as he entered the operat-
ing room hallway and then remove the disposable one as he
exited the hallway, there was no reason he could not wear his
own hat anywhere else in the hospital. He told her that “they”
would not let him. She assured him that she would support
him and told him to tell her if anyone harassed him about
it. Such a little thing, but it turned him into a huge advocate
for General Pollock’s department. (See Figure 9.4 for some

Need: Playful Contact

Rebels thrive on external stimulation. They dislike routine and simplicity
so they need to be able to move around physically, move in and out
of various situations and make contact with different people. They
also need an environment with brightly colored lights, loud music,
bright colors, and mechanical gadgets and they like people who are
fun and exciting to be around. Rebels work best when they keep
themselves charged up with lots of external stimulation. You can help
them get their needs met by:

¢ Being light hearted with them.

¢ Speaking to them in an upbeat tone.

e Encouraging their creativity.

¢ Suggesting that they participate in fun activities at the healthcare
facility.

¢ To the extent possible, allowing them to individualize the way they

decorate their workspace.

Letting them listen to music periodically during the workday.

Suggesting they use breaks and their lunch hour to move around

and visit with others.

¢ Encouraging them to take brief exercise and stretch breaks
throughout the day.

¢ Having them attend professional conferences.

Figure 9.4 Rebel action plan.
Source: Copyright © 1997 Taibi Kahler Associates.
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suggestions of ways to help people get their Playful Contact need
met positively.)

STORY SEVEN

Another member of General Pollock’s staff was the informal
leader of the department. He consistently worked to oppose
any action or recommendations by the leadership. He dis-
agreed with every policy change and every new directive
that was issued. He then went to the other doctors one at a
time and convinced them that the new directives and policies
were stupid. He got them to agree that none of them would
follow the new policies or implement the new directives. He
attacked people who did not agree with him, often shout-
ing at them. In general, he intimidated everyone and usually
got his way.

TEST YOUR UNDERSTANDING
OF THE CONCEPTS

What is the personality type of the staff member?

What are the psychological needs of the staff member?

What is his favorite channel and perception?




Healthcare Providers in Distress 119

What would you do?

What would you say?

What General Pollock Did

General Pollock assessed the staff member as a Persister. She
asked him his opinions of possible courses of action and lis-
tened to the reasons he thought his suggested courses of action
were important. She did not have to agree with him or do things
the way he believed they should be done. She only had to spend
a few moments listening to him and asking for clarification. He
almost immediately stopped being the source of many prob-
lems in the department—an example of a few minutes invested
for a huge return.

STORY EIGHT

The anesthetist consultant from New Zealand, who was intro-
duced in Chapter 6, constantly clashed with a colleague with
whom she had worked for many years. He was in considerable
distress. He wanted everything to be perfect, and he kept finding
fault with everything she did. He constantly attacked her for not
being serious and for not doing things the way he thought they
should be done. As a result, she was not able to connect with
him. Because she is a Rebel, her favorite channel is the Emo-
tive channel; however, her colleague was not open to it. This
resulted in constant miscommunication and misunderstanding.
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TEST YOUR UNDERSTANDING
OF THE CONCEPTS

What is the personality type of the anesthetist’s colleague?

What are his psychological needs?

What is his favorite channel and perception?

What would you do?

What would you say to him?

What the Anesthetist Did

The anesthetist believed her colleague was a Persister in a
Workaholic phase. Therefore, she began to deal with him in
the Requestive channel and to give him information and data.
She also gave him battery charges by recognizing the excel-
lent work he was doing. In addition, she began to ask his opin-
ion of things. Their entire relationship changed. He stopped
attacking her and began to respect her and to appreciate the
job she was doing. Her life at work greatly improved.

(See Figure 9.5 for some suggestions of ways to help people
get their Recognition of Work and Time Structure needs met
positively.)
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Needs: Recognition for Work and Time Structure

Workaholics take pride in their ability to think and perform and they
are willing to work hard to reach their goals. They prefer to set their
own goals but can also work as a team player to accomplish some-

thing they accept as worthwhile. Achievement is important to them
and you can help them get this need met by praising them for their
hard work and their good work. For example:

® Recognize their accomplishments every day.

e Compliment them on their hard work.

e Reward them for jobs accomplished.

e Encourage them to display certificates, plaques, or awards they

have received.

Have them make lists and cross items off as they complete them.

¢ Have them set short, medium and long term goals and check their
progress regularly.

¢ Encourage them to take time each day to set priorities and focus
on doing what is most important.

e Don't assign them so much to do that they cannot do everything
well.

e Tell them to be frank and honest about what they can and
cannot do.

e Give them advance notice of meetings and compliment them
when they are on time.

e Start and end meetings on time.

Figure 9.5 Workaholic action plan.
Source: Copyright © 1997 Taibi Kahler Associates.

STORY NINE

The doctor in charge of the residency program in the family
medicine department at a hospital in Hawaii, who was intro-
duced in Chapter 1, told the authors that one of the residents
in the program was overwhelmed with the number of tasks he
had to deal with every day. He seemed unable to prioritize them
and he shut down. As a result, he was not completing any of the

tasks required of him.
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TEST YOUR UNDERSTANDING
OF THE CONCEPTS

What is the resident’s personality type?

What is the resident’s psychological need?

What is his favorite channel and perception?

What would you do?

What would you say?

What the Director Did

The director realized the resident was a Dreamer and needed
solitude and direction. Therefore, using the Directive channel
and the perception of Inaction, the director helped the resident
prioritize his tasks. He told the resident to focus on one task,
and after completing it, move to the next task on his list. He
also told him to make certain he took a few minutes to be by
himself several times a day so that he got his Solitude need met.
In addition, he told him to refer to the action plan in the person-
ality profile booklet he had given him and make certain he did
some of those things daily to ensure he got his psychological
needs met positively every day.

Some people may believe that they should not have to
help adults prioritize the things they have to do. However, the
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Need: Solitude

Dreamers need alone time, where they can spend time by themselves,
undisturbed by people, noises, or outside demands. When they meet
their need for Solitude, they feel better, work more productively, and
are able to reflect on their life and their goals. Here are some examples
of how you can help Dreamers satisfy this need.

e Ensure they have some alone time 3 or 4 times each day without
any interruptions.

e Suggest they brown bag their lunch occasionally and eat by
themselves.

e Encourage them to spend a few minutes alone at the beginning
and end of each workday.

e Encourage them to set aside time to read journals or magazine
articles that are relevant to their field.

e Suggest they plan regular times each day when they can work
alone and not be disturbed.

e Allow them time to take a walk alone during lunch or before or
after work.

Figure 9.6 Dreamer action plan.
Source: Copyright © 1997 Taibi Kahler Associates.

director has learned that people must be dealt with individually
to tap fully into their potential. He believes it is essential to
play to peoples’ strengths and do whatever is necessary to help
them overcome their weaknesses. The director believed that the
resident had the potential to become an excellent physician;
therefore, he did what he had to do to help him succeed. (See
Figure 9.6 for some suggestions of ways to help people get
their Solitude need met positively.)

STORY TEN

When General Pollock was a lieutenant colonel, she had
an administrator on her staff who was superb in data man-
agement and analysis. She was assigned to work alone in a
small, almost closet-sized office, and she was very happy in
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that environment. Because of her ability and some personnel
losses, the operating room department director wanted to pro-
mote her into a position in the front of the office to perform the
daily scheduling of the requested surgeries. These surgeries
were routine and emergent in nature and required coordination
with the anesthesia department, the operating room, and the
surgical teams. In addition, the front area was constantly buzz-
ing with activity, with patients coming in and out on wheeled
stretchers, pharmaceutical personnel delivering requested spe-
cial medication, and personnel evaluating the “board” for their
assignments throughout the day. The administrator was grate-
ful for the recognition of her abilities, but she very quickly
went into distress and simply sat there unable to move to the
next task without someone directing her to do it.

TEST YOUR UNDERSTANDING
OF THE CONCEPTS

What is the administrator’s personality type?

What is her motivational need?

What is her favorite channel and perception?

What would you do?

What would you say?
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What General Pollock Did

General Pollock realized the administrator was a Dreamer
and needed quiet and solitude to do her work. Therefore, she
addressed the environmental challenges with her and then with
her supervisor. The administrator told her supervisor that she
would rather have her old position, at a lower pay level, and do
it well, than feel panicked because of all the noise and commo-
tion at the front desk. The administrator thought that she could
manage all the routine work if she could do it from her old
office. Her supervisor agreed and it was arranged. One of the
younger staff, a Promoter, was looking for more responsibility,
so he asked if he could perform the coordination for the emer-
gency procedures. This too was arranged, and the Promoter’s
energy ran high during those periods because he got his Inci-
dent needs met. It turned out to be an excellent solution. The
Dreamer and Promoter got their needs met, both performed
their new responsibilities very well, and the hospital benefited
because everything ran smoothly. In addition, the timeliness of
patient care improved.

STORY ELEVEN

General Pollock also told the authors about the time when,
shortly after she arrived as the chief nurse anesthetist in a large
medical center, a junior anesthetist timidly knocked on her open
office door. When General Pollock looked up from her desk,
the junior anesthetist fearfully said, “I know I am not allowed
to talk with you about my leave . . .” and then burst into tears.
General Pollock was stunned. She asked the anesthetist to come
into the office and sit down. She asked why the anesthetist felt
she could not talk with her about vacation leave requests. The
anesthetist explained that in the past, staff members were not
informed about leave requests until the night before it was to
begin, and they were screamed at if they did ask. General Pollock
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asked whose policy that was, and the nurse explained that it
was General Pollock’s predecessor. The anesthetist explained
that a close friend had asked her to be the maid of honor at her
wedding and she wanted to accept. However, as a junior officer,
she had to make travel arrangements early or she would not be
able to afford to go to the wedding. She started crying again.

TEST YOUR UNDERSTANDING
OF THE CONCEPTS

What is the junior anesthetist’s personality type?

What is her motivational need?

What is her favorite channel and perception?

What would you do?

What would you say?

What General Pollock Did

General Pollock assessed the junior anesthetist as a Reactor
and told her that there was a new sheriff in town. She added
that she would change the old policy immediately. She also
spent several minutes talking with her about what a great com-
pliment it was to be asked to be the maid of honor. She told
the anesthetist that she must be a wonderful friend and added
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that she had seen how caring she was in her work with her
patients as well. General Pollock also told her that maintain-
ing that caring and compassionate attitude would result in her
having many friends in the hospital and that her patients would
also cherish her, just as she did.

General Pollock then signed the leave paperwork so that the
anesthetist could begin her travel arrangements. She also asked
the anesthetist to tell the other staff members that the old rules
were no longer in effect. Subsequently, General Pollock sought
out opportunities to watch the anesthetist with patients and each
time told her that the patients seemed very calm and trusting in
their interactions with her. The anesthetist continued to need this
regular reinforcement, and General Pollock continued to give it
to her. From General Pollock’s point of view, it was a very easy
thing to do and it helped an employee enjoy being at work.

STORY TWELVE

As a cost-cutting move, a hospital in Tennessee was down-
graded to a healthcare clinic. Many of the employees were
given lesser positions with reduced responsibility, frequently at
a reduced salary. One employee at the clinic who had been in
a fairly responsible position was moved to a very small office
where he had no supervisory responsibility, very little contact
with other staff members, and only occasional contact with
patients. In addition, his salary was reduced. He had been a
useful employee, but now he was uncooperative and leth-
argic. He became grossly overweight, dressed very sloppily,
and slept all day in his office. When he did interact with
patients, he often was rude to them and was not willing

to extend himself to assist them. He also was rude to fellow
staff members and frequently made inappropriate sexual com-
ments to them. In addition, he told jokes and stories that were
offensive to everyone. Occasionally he attempted to get his fel-
low workers angry at one another by telling them that their
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colleagues were making negative statements about them. As a
result, patients and employees frequently complained about his
attitude and behavior. He was reprimanded several times and
was in danger of being fired.

Because he previously had been a valuable employee and
because the facility had invested a fair amount of money to
provide training for him, the administrative officer at the clinic
wanted to give him one last chance before terminating his
employment. The administrative officer realized the employee
was not getting his needs met and tried to figure out a way to
help him so that he would be happy in his work, stop his nega-
tive behaviors, and improve his performance.

TEST YOUR UNDERSTANDING
OF THE CONCEPTS

What is the employee’s personality type?

What is his motivational need?

What is his favorite channel and perception?

What would you do?

What would you say?
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What the Administrative Officer Did

The administrative officer realized that the employee was a Pro-
moter and needed action and excitement. Therefore, he decided
to move him from his secluded office to a prominent location
where he would be able to interact with people every day.
Fortunately, the clinic had just finished a construction project
and needed someone to sit at the front desk and greet people
as they entered the facility, listen as they explained their medi-
cal condition, and steer them to the appropriate department.
Clearly it was a risk assigning the employee to this position.
However, it was a risk the administrative officer was willing to
take to help salvage the employee.

The administrative officer told the employee that he per-
sonally had picked him for this position because he knew he
was resourceful and persuasive and had a great deal of per-
sonal charm. He explained that these were important attributes
for the person who filled the position because he would be the
first face of the facility. The way he dealt with each person
who came to the facility would greatly influence their impres-
sion of the facility, would shape their first opinion of the qual-
ity of service they likely would receive, and might influence
their attitude toward the doctors and nurses in the facility. The
administrative officer added that this was a challenge and he
had selected the employee because he believed he was the best
person on the staff to perform these duties.

The Result

The employee thanked the administrative officer and told him
that perhaps he should get some dental work done so that his
teeth would look better. He was pleased with the challenge and
said he would do his best to live up to the administrative offi-
cer’s confidence in him. He started once again to care about
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his appearance. He came to work in a dress suit, white shirt,
and tie and began to greet everyone with a smile. He spoke
politely to everyone, and he began to speak in a friendly way
to people he had refused to speak to in several months. Staff
members noted the change and reciprocated his friendliness in
their interactions with him. Patients were pleased to be greeted
in so friendly a manner and praised the employee for being so
helpful. The employee once again was a positive influence on
the staff and the patients.

The rest of the book will help healthcare providers apply
the concepts in leading improvement—first in helping per-
suade patients to diet and lead healthier lifestyles (Chapter 10),
then in leading improvement in organizations (Chapter 11).



10

Getting Patients to Diet
and Lead Healthy Lifestyles

Thus far, we have focused on using the concepts of
Process Communication to improve patient safety and
satisfaction, and staff competence and retention. This
obviously is very important. However, the big push in medi-
cine today is to get people to be proactive in preventing illness
by making healthy food choices, exercising daily, and leading
healthy lifestyles. This not only improves the patient’s health
and energy level but also reduces healthcare costs by reduc-
ing the frequency of visits to doctors’ offices and emergency
rooms, and the frequency and length of hospital stays. Can the
concepts of Process Communication help persuade people to
become proactive in taking care of themselves? Absolutely. This
chapter will explain how to do that.

Many doctors have told the authors that they know they can
improve the health and longevity of their patients if they can
just get them to lose weight, exercise every day, and eat healthy
foods. The doctors also told the authors that they are frustrated
because they feel they have failed to convince many of their
patients to change their eating habits, that is, eat healthy foods
and modify their lifestyles. Let’s look at how a retina specialist
got one of the authors, Joe, to change his lifestyle, exercise, and
lose weight. Then we will explore how healthcare profession-
als can use these concepts to invite all their patients to modify
their lifestyles.

131
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Joe was 85 pounds overweight and was being treated for
type 2 diabetes. During his annual eye examination, he was
diagnosed with diabetic macular edema in his left eye and was
referred to Dr. Robert Stephens, a retina specialist. Dr. Stephens
ran several tests and delivered the bad news about the macular
edema. He told Joe that he needed to lose one to two pounds a
week, do at least a half hour of aerobic exercise every day, and
lift weights a half hour each day. When Joe replied that his busy
schedule did not allow him time to do all that, Dr. Stephens
informed him that he had a choice. He could either follow
Dr. Stephens’s suggestions or face the probability of coming
to see him in the future “in a wheelchair because his feet had
been amputated, on dialysis because his kidneys had failed, and
losing his vision.” He added, “The choice is yours” and left the
room to examine another patient.

Most doctors display their diplomas and citations on their
office walls. The wall next to the patient’s chair was empty
except for one framed work, a quote from Ben Franklin: “Those
who won’t be counseled can’t be helped.” About 15 minutes
later, Dr. Stephens returned to complete his examination. He
asked if Joe had made a decision. Joe told him he had and
would begin losing the weight and exercising immediately.

Dr. Stephens explained that the key to staying healthy is
simple—build bone mass, build muscle tone, and lose body
fat. He noted that weight is not the problem; excess body fat
is. He explained that when people have excess body fat, they
get sick. They have heart attacks and high blood pressure, and
they develop diabetes. He added that physicians are starting
to see teenagers with type 2 diabetes. As a result, this is the
first generation since the American Revolution in which the
children will not live longer than their parents. He lamented
that it need not be that way. All people need to do is lose body
fat, build bone mass, and build muscles. Unfortunately they
don’t do it.
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The following week as Joe was waiting to board a plane on
a business trip, he noticed a middle-aged man in a wheelchair
who also was waiting to board the plane. Joe saw that both of
the man’s feet had been amputated and asked the man if he had
been in an accident. When he replied that he had diabetes and
that both feet had been amputated, Joe mentally recommitted
to losing the weight and exercising. Over the next 18 months,
Joe lost 65 pounds, halting his diabetic eye disease. His most
recent physical examination showed no evidence of diabetes.
Joe has continued to exercise and to lose weight and has now
lost 75 pounds. The diabetic macular edema is still under con-
trol, and Joe’s blood sugar is in the normal range, with no fur-
ther indication of diabetes. According to Dr. Stephens, Joe had
cured himself.

Let’s look at this example from a Process Communica-
tion point of view to see why this strategy worked with Joe
but might not work with another patient. Joe is a base Persister
who staged through Workaholic and is in a Rebel phase. His
current foreground need is Playful Contact. However, because
he is a base Persister who has staged through Workaholic, he
is comfortable receiving information, forming an opinion, and
acting on it. As we saw in Chapter 6, Persisters are motivated
by Recognition for their Work and for their Convictions. They
work hard for causes they believe in and are able to stick to a
task until they reach their goal. This is why this strategy was
successful with Joe. The information was given to him in the
Requestive channel. He heard it and formed an opinion that
he needed to change his lifestyle. Once he set a goal of losing
65 pounds, he stuck to his regimen until he achieved his goal.

Unfortunately, dieting is no fun for a Rebel. Shortly after
Joe achieved his goal, he reverted to his old lifestyle and began
to gain weight. However, because he did not want to face the
consequences Dr. Stephens had warned him about, he went
back on his diet, resumed exercising, and got back to his goal
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weight. To maintain his weight, Joe has to find a way to get his
Rebel phase need for Playful Contact met every day. That is the
key. He continues to make certain he gets that need met daily so
that he will continue to lead a healthy lifestyle.

Let’s look at ways doctors and other healthcare profession-
als can apply the concepts with the other personality types.
Three factors must be considered: the base and phase person-
ality type of the patient, the way the information is communi-
cated to the patient, and the motivation strategy. As noted in
earlier chapters, people communicate best in the channel and
perception preferred by their base personality type. However,
they are motivated according to the needs of their phase. In
Joe’s case, he needed to get his need for Playful Contact met in
order to stay on his diet and meet his goal. At the same time, his
favorite channel is that of his Persister base personality, that is,
the Requestive channel, the same channel Dr. Stephens used to
communicate the information to him. He did not use the Emo-
tive channel.

Joe usually gives his doctors copies of earlier books he and
Judy have written. He gave Dr. Stephens a copy of Communi-
cation: The Key to Effective Leadership (ASQ Quality Press,
2009). Dr. Stephens read it and at a subsequent appointment
complimented Joe on the book and asked what Joe’s personal-
ity was. Joe told him, and ever since then Dr. Stephens has joked
with him at the start of every appointment and uses both the
Requestive and Emotive channels to communicate with him.
Because he is communicating with Joe in his favorite channels
and helps Joe get his need for Playful Contact met, Joe thinks
he is terrific and would not consider changing doctors.

As can be seen from this example, base, phase, and any per-
sonality stages a person has gone through may have a bearing
on the approach that healthcare professionals take in motivat-
ing patients to lead healthy lifestyles. For example, the strategy
for a Rebel in a Rebel phase might be very different from the
strategy used to motivate a Persister in a Rebel phase. Certainly,
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the way the information is communicated will be very differ-
ent. With a Rebel in a Rebel phase, healthcare professionals
should use the Emotive channel to communicate the informa-
tion and should talk about likes and dislikes. At the same time,
they must help the patient develop ways to get his or her Play-
ful Contact need met. Because dieting is not fun, it may not be
easy to do this. Nevertheless, if Rebel patients are not getting
their contact need met in some way, they almost definitely will
not stay on a diet or maintain a healthy lifestyle.

The authors have a Rebel daughter who is overweight and
has just been diagnosed with type 2 diabetes. She lives in a
town house with two friends. She has serious orthopedic
problems and it is painful for her to exercise. Therefore, she
hates exercise and does not do it. At the same time, she loves
to eat candy and other unhealthy foods, and she eats more than
she should at every meal. Because it is imperative that doctors
find a way to reach her, the authors asked her what doctors
could say to her to get her to eat healthy foods, diet, and exer-
cise. She thought for a while and then replied, “That’s a tough
one. Dieting is no fun. If I could go dancing every night, I
would get exercise. I might watch what I eat, then.” That’s the
key. Dancing is fun. Regular exercise is not. As noted, the Reb-
el’s need is to have fun. Therefore, if healthcare profession-
als help Rebel patients identify fun things they like doing and
encourage them to do them, they have a much better chance of
getting them to exercise and perhaps limit their food intake. If
they can get their Rebel patients to reward themselves with a
fun activity when they meet a certain weight loss—for exam-
ple, one pound a week—they might be successful in getting
the Rebels to stick to a weight loss program. It will not be easy,
but it is the only way Rebels will change their lifestyle, short
of experiencing a phase change.

In an effort to help their daughter stick to a diet, the authors
made a deal with her. If she stopped eating candy, ice cream,
and other sweets and lost six pounds in six weeks, they would
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do something special. Six weeks is a long time for a Rebel to
stick to a commitment. Therefore, they set intermediate goals
with appropriate rewards along the way. Because their daugh-
ter likes movies, musicals, and plays, they told her that if she
lost two pounds in the first two weeks, they would take her to
see a movie. If she lost another two pounds in the following
two weeks, they would take her to see a play. At the end of the
sixth week, they gave her a list of things to choose from as the
reward for losing the weight. She met every goal, and they went
to see a musical.

A Washington Post article described a world-class skier
who, as a young girl, loved to ski fast but hated to run a mile
to train.??> According to her mother, it was torture trying to get
her to run. Also, she hated to be told what to do. She insisted
on doing things her way, and, as a result, some days she did
very well and some days she did not. When she was older, she
married a world-class skier who was a skiing technician. He
tried to explain why she was inconsistent in her skiing. He said
convincing her to modify her technique was difficult at first
because she had already won several skiing titles and did not
see the need to change her style. Also, she did not like him or
anyone else telling her what to do. Eventually she listened to
him and changed her technique, becoming the most successful
American woman skier in history.

In the Post article, she is quoted as saying that sometimes
she becomes a nervous wreck while waiting in line for her turn
to ski in competitions. When that happens, she calls her hus-
band and tells him she needs him. She said that he gets her to
relax and calms her down by joking with her and getting her to
laugh. Once she relaxes she is able to focus on her skiing and on
the course. In other words, he helps her get her need for Playful
Contact met and talks to her in her favorite channel, the Emo-
tive channel. The article also quoted her mother as saying that
her daughter’s attitude toward training has changed completely
and she now trains at a pace that amazes her teammates and
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competitors alike. Has she experienced a phase change? We
can’t say for certain, but it appears that she may have. If so, this
has given her the ability to add focus to her natural talent.

There is a lesson in these stories for healthcare profession-
als who want to motivate patients to lose weight. Talk to them
in their preferred channel of communication and find ways to
help them get their needs met as a means to the end of losing
weight and exercising.

Reactors are compassionate, sensitive, and warm. They per-
ceive the world through their emotions, and they care about peo-
ple. Their needs are Recognition of Person and Sensory. How
can healthcare professionals use these characteristics to influ-
ence Reactor patients to lose weight and exercise? They can
compliment them on their clothes, their jewelry, their hair, or
some personal trait, for example, their love of and concern for
their family members. Also, they can show they care about them
by spending a few minutes listening when patients talk about
their symptoms or their family situation. They also can encour-
age their patients to feel good about themselves, care about
themselves, reward themselves daily, and use positive affirma-
tions on themselves—for example, tell themselves that they are
nice people and that people like them just the way they are.

In addition, Reactors need to be around people with whom
they feel comfortable. Therefore, healthcare professionals can
encourage them to join a support group. Because people tend
to feel most comfortable with people who are like them, either
at base or phase, Reactors most likely will feel comfortable in a
group with many members who either are a Reactor base or are
in a Reactor phase. Healthcare professionals can inform them
of this and encourage them to visit several support groups in
order to find a group in which they feel comfortable. Because
many nurses and some doctors are Reactors, some staff mem-
bers may already know of support groups made up of mainly
Reactors, and they can provide this information to their Reac-
tor patients.
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Let’s look at a hypothetical dialogue between a doctor and
a Reactor patient who is overweight and prediabetic. First, the
doctor should soften the tone of her or his voice, communi-
cate using the Nurturative channel, and speak the language of
Emotions. Presumably the doctor or a medical assistant in the
office already has debriefed the patient about her or his symp-
toms, personal life, and lifestyle; therefore, the doctor probably
understands a little about the stressors in the patient’s life. Reac-
tors need to feel that their doctor understands them and genu-
inely cares about them, and they must feel comfortable with
their doctor and with the staff in the medical office. If they are
not comfortable, they will not have confidence in the doctor and
most likely will change doctors until they find someone with
whom they feel they have a personal relationship. Therefore, it
is important that doctors spend time with their Reactor patients
in order to establish that relationship and understand enough
about the patient’s life and the stressors in it to be able to help
their patients develop strategies to get their needs met daily.

This is not an easy thing to do, because of the insurance
restrictions and the need to see a large number of patients every
day. Fortunately, there is a shortcut. Dr. Kahler has developed a
Key to Me Profile that doctors can use to identify the patient’s
personality structure, motivational needs, preferred channel of
communication, and so on. The profile also explains what the
person will do in distress and provides an action plan to help
him or her get his or her needs met positively. The patient will
feel that the doctor understands her or him, will feel comfort-
able with the doctor, will trust the doctor’s advice, and will be
more likely to maintain a healthy lifestyle. This is win—win
for everyone.

Healthcare professionals should share with their patients
the warning signs that they are starting to get into distress,
that is, what they are likely to do in the doorway of distress.
They should tell them that when they experience these warn-
ing signs, they might go off their diet unless they do something
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to get their needs met positively. Healthcare professionals also
can tell their patients what they will do in the basement of
distress and tell them that, when they find themselves doing
those things, they should remind themselves that they are still
good people and must engage in positive activities to get their
needs met. In consulting with the patient, they also can give the
patient a list of possible things she or he can do to get her or his
needs met both personally and professionally.

When the patients get into distress and actually do these
things, they will be amazed that their healthcare providers
were able to predict their distress behaviors and provide them
with possible antidotes. They will appreciate this input, will
know that their healthcare provider cares about them, will be
more likely to follow their provider’s counsel, and will be more
inclined to stay on their diet. Healthcare providers win in many
ways when they do this. Their patients will be healthier; their
reputation and stature will soar in the eyes of their patients;
and their patients will praise their providers to their friends,
relatives, and coworkers. In addition, healthcare providers will
get personal satisfaction from having their patients live happier
and healthier lives. The action plan in the Key to Me Profile
also includes several suggestions of possible activities patients
can do to get their needs met personally and professionally.
Patients can tailor these suggestions to their own interests.

Patients probably will go off their diets from time to time.
Healthcare professionals can warn them of this in advance and
tell them that this is OK. They also should tell their patients
that when this happens, they must remind themselves that they
are still good people, they must do things to get their needs
met, and they must go back on their diets. If they do this, their
patients will be more likely to resume dieting, to exercise, and
to maintain healthier lifestyles.

As we saw in Chapters 2 and 5, Promoters are very direct
and prefer to communicate in the Directive channel. Therefore,
doctors can be very direct with them. Promoters are also action
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oriented and make things happen. They are not detail people
and do not want a lot of conversation. They tend to give infor-
mation very concisely and prefer to receive it the same way.
For this reason, healthcare professionals can give them infor-
mation in bullet form without a lot of extraneous detail.

Promoters need action and excitement. They do exciting
things from which they get a rush. They also make deals, and
they need to look good to their peers and to those around them.
Healthcare professionals can use these characteristics to their
advantage in getting Promoters to change their lifestyles. For
starters, Promoters will want a plan that they can start imme-
diately and that will show quick results. Because Promoters do
not stay focused on any one thing or for long periods of time,
healthcare professionals can encourage Promoter patients to
set short-term goals for themselves with quick rewards as they
achieve them. Once each goal is reached, however, Promoter
patients must set new short-term goals.

Doctors can challenge Promoter patients and encourage
them to challenge themselves. Promoter patients also can make
deals with themselves. To succeed in changing their lifestyles,
the program they are on must be exciting and challenging.
Healthcare professionals can help them achieve this goal by
allowing opportunities for competition and some risk. This can
be effective even if the patients compete only with themselves,
for example, “I lost only one pound last week, but this week
I lost two pounds.”

Promoters need to be with groups of people, but they
tend not to form close ties with others. Therefore, doctors can
encourage attendance at support groups with drop-in programs
and groups that allow intermittent attendance. This will pro-
vide Promoters an opportunity for competition and also allow
them to look good to their peers. Promoters tend to do things
on the spur of the moment and do not like to feel boxed in. The
fact that attendance is not compulsory will be very attractive to
them and will allow them to attend at the last minute, especially
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when they can boast of their accomplishments and make them-
selves look good.

What are the warning signs that Promoter patients are not
getting their needs met and are in danger of going off their diets
and stopping their exercise regimens? As we saw in Chapter 8,
Promoters in the doorway of distress become impatient and
are overly clever with others. In the basement of distress they
manipulate, con, make fools of others, and try to get away with
things that they know they should not do. Doctors can alert
them to these behaviors and tell them that these are good warn-
ing signs that they are beginning to get into distress and need
to do something to get their needs met positively. As with the
other types, doctors can give their Promoter patients sugges-
tions of activities they can do to get their needs met positively,
both personally and professionally.

Dreamers are reflective, imaginative, and calm and tend
not to do something until someone tells them to do it. They
prefer to be alone, and they feel suffocated in the presence of
a lot of people. They cannot think in a noisy environment, and
they can do only one or two things at a time. Healthcare pro-
fessionals can use the Directive channel with them, providing
a menu for each day of the week and telling them to follow
it. The menu must be specific and offer only one choice, or
at most two choices, of entrée at each meal. If the menu has
too many choices, Dreamer patients may not be able to choose
from among the many selections. Many Dreamers do not like
to exercise. But when they do, they may prefer exercises they
can do alone, for example, walking, rock climbing, weight lift-
ing, hiking, and bike riding. Doing these activities by them-
selves enables them to get their Solitude need met and provides
them an opportunity to reflect on a wide variety of subjects.

Because Dreamers prefer to be alone, they do not need to
join a support group to lose weight. Healthcare professionals
can tell them the warning signs that they are starting to get into
distress and can provide them with a suggested list of activities
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they can do to get their needs met positively. In the doorway of
distress, Dreamers may start many projects but not finish any
of them. Doctors can tell them that this is not a big deal, but
rather a sign that they are beginning to get into distress and they
must do something to get their Solitude need met. In the base-
ment of distress, Dreamers shut down. They may just sit there
and not do anything until someone tells them to do something.
Again, doctors can warn Dreamers that when they see them-
selves doing any of these behaviors, it is a warning sign that
they must get their needs met or they probably will not stay on
their diets and probably will not exercise.

As we saw in earlier chapters, Persisters need to be respected
and prefer to communicate in the Requestive channel. Health-
care professionals can establish rapport with them by giving
them information, telling them they admire their commitment
to their weight loss and exercise program, and asking their
opinion of things they believe in. They also have a need for
Recognition for Work; therefore, medical personnel can com-
pliment them on their weight loss, their improved muscle tone,
and the improvement in their medical test results. They also
can encourage Persisters to think for themselves, plan a strat-
egy, record and chart their progress, and understand dietary
and health information. Persisters respond best to exchanges
of facts, information, and opinions. Therefore, medical person-
nel can ask questions that invite thinking and opinions. This
includes inviting Persister patients to participate in all aspects of
planning and goal setting. Because Persisters prefer one-on-one
relationships, doctors and nurses can encourage them to use a
buddy system for support. These simple steps will go a long
way to enabling Persisters to maintain their changing lifestyles.

As we saw in Chapter 8, when Persisters enter the doorway
of distress they become critical of others and focus on what
others are doing wrong. They may also focus on what they
themselves are doing wrong; for example, they may get very
critical of themselves if they go off their diet or stop exercising.
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Healthcare professionals can invite them out of their doorway
of distress by asking their opinion of things, for example, ask-
ing them why they believe they stopped dieting and what they
think it would take to get them to resume their diet. They also
can tell them that this is not a big deal, as long as they renew
their commitment and resume their dietary regimen.

In the basement of distress, Persisters attack others and push
their beliefs onto those who do not agree with them. Frequently
this will be with people they love or to whom they are close. This
will compound their distress and may result in their going into
the cellar of distress. In the cellar of distress, Persister patients
may give up on others, for example, their healthcare providers,
because they feel they can’t trust them. They also may give up on
their diet or exercise program because they believe there is no
use in continuing. When this happens, they may criticize their
healthcare providers because they may come to lose respect
for them. Healthcare professionals can invite them out of their
basements or cellars by helping them get their Conviction and
Recognition for Work needs met positively. They may be able
to head off this criticism by telling their Persister patients the
warning signs that they are starting to get into distress and
explaining to them what they will do in second-degree distress.
When their Persister patients actually do these things, they will
have much more respect for their caregivers, which will prompt
them to resume dieting and to lead a healthier lifestyle.

As we saw in the example of the authors’ daughter, diet-
ing is not fun. However, because Rebels are motivated by fun
activities, it is crucial that they find a way to make it fun if they
are going to change their lifestyle. If they can’t find a way to
make dieting fun, Rebels likely will not stick to a diet for any
great length of time. In the doorway of distress, Rebels may
experience dieting as being difficult, will struggle over small
matters more than they need to, and will experience a period
of indecisiveness. They may feel cornered and may begin to
feel that they have no good options. For example, they may feel
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they are damned if they don’t stay on their diet, because they
will get sick; but at the same time, they are damned if they do
stick to their diet, because they won’t have any fun. They also
may expect others to help them stick to their diet. If this does
not happen, they may go into their basement of distress and
begin to blame others for their inability to stay on their diet or
to exercise. Healthcare professionals can tell them that these
typical reactions are warning signs that they need to find ways
to get their need for Playful Contact met or they will not be able
to stick to their diet.

In the basement of distress, Rebel patients may refuse to
take responsibility for not staying on their diet, may complain
and find fault with their diet or exercise program, may focus
on reasons why their diet or exercise program won’t work, and
may start arguments with their healthcare providers just for the
sake of disagreeing with them. When this happens, healthcare
providers can suggest fun ways their Rebel patients can get
their Playful Contact need met. One way they can do this is to
communicate with their Rebel patients in the Emotive channel.
Just hearing the upbeat tone of this channel often is enough to
get Rebels out of distress.

It is almost impossible for healthcare workers to give Work-
aholic patients too much information, as they want to know as
much as possible about their condition and possible courses of
action. Moreover, they want the information delivered in a logi-
cal sequence in the Requestive channel. Their needs are Recog-
nition for Work and Time Structure. The latter need is so acute
that the authors have seen Workaholic patients leave doctors’
offices when they have been kept waiting beyond what they
consider to be a reasonable length of time. Because of their
need for Recognition for Work, Workaholics need to be con-
gratulated for the weight they have lost, their determination to
live a healthier life, and their efforts to stay on their diet and to
exercise. Healthcare professionals can give them facts and help
them see the logical consequences if they do not lose weight,
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eat healthy foods, and exercise. They can ask their Workaholic
patients questions about their lifestyle and have them give rea-
sons why they should change their lifestyle. Doctors and nurses
can be very blunt in describing the consequences if the Worka-
holic patients do not go on a diet and do not start exercising.
They also can ask their Workaholic patients questions and get
suggestions of ways they can implement a healthier lifestyle.

In the doorway of distress, Workaholic patients may make
complicated statements and use big words in convoluted sen-
tences when describing their condition to their healthcare pro-
vider. They also may put off doing things for pleasure because
they have to stick to their diet, or they may put off exercising
because they have so much work to do that they do not have
time to exercise. If they are often putting off doing things for
personal pleasure, they may get into distress about being on
a diet. Healthcare providers can tell their Workaholic patients
that if they find themselves doing this, they must do something
to get their needs met. The providers also can help their Worka-
holic patients come up with several ideas of ways they can get
their needs met.

If they do not get themselves out of distress at this point,
they may go into the basement of distress. Here, Workaholic
patients may start orally attacking others, especially those
close to them, because they don’t know how to think, are not
organized, or are not on time. This could include their care pro-
viders and members of the providers’ office staffs. When this
happens, healthcare providers can invite their patients out of
distress by giving them a battery charge for the motivational
need that corresponds to the behavior their patients are showing.

Patients of all six types who are not getting their phase
needs met probably will not continue to maintain a healthy
lifestyle. Therefore, healthcare professionals must ensure that
the motivation strategy is geared to help their patients get
their phase needs met positively. Preferably, the strategy
also will enable patients to get their base needs met. In any
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case, healthcare professionals should communicate with their
patients in the same channel that corresponds to that preferred
by their base personality type (see Chapter 5). With base Reb-
els, it is the Emotive channel; with base Reactors, the Nur-
turative channel; with base Workaholics and Persisters, the
Requestive channel; and with base Dreamers and Promoters,
the Directive channel.

The importance of helping patients develop strategies to
get their base and phase motivational needs met as the key to
helping them maintain a healthy lifestyle cannot be stressed
enough. When patients get their needs met positively, they are
more likely to have a positive attitude toward life and will be
more able to deal positively with the stressors in their lives.
This, in turn, will result in their being more open to accepting
change and will make it easier for healthcare administrators
and healthcare leaders to implement quality improvement mea-
sures, thereby improving patient safety and satisfaction.



11

Using the Concepts in
Leading Improvement

care system must be changed, the quality of patient care

and patient safety must be improved, medical expenses
must be reduced, and more people must be insured. Conse-
quently, these are tumultuous times for healthcare profession-
als. Indeed, many of these and other changes are under way.
However, change is uncomfortable for many people. There-
fore, people frequently resist change and get into distress when
changes are made. When people talk about change, what they
really want is improvement. If the need for improvement is
communicated clearly to people and if, at the same time, they
are shown how they will benefit from the improvements, it is
easier to involve people in bringing these improvements about.
This is especially true when introducing a quality program at a
healthcare facility or system. This chapter will discuss how this
has been done in various medical facilities using the concepts
of Dr. Kahler’s Process Communication Model®

People in many sectors of society insist that the health-

LEADING IMPROVEMENT IN A
NATIONAL HEALTHCARE SYSTEM

Ascension Health is the largest nonprofit healthcare system in
the United States, with 107,000 employees in 69 hospitals and
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several assisted-living facilities in 20 states and the District of
Columbia. Ascension was committed to reducing the number
of accidents, including accidental deaths, throughout its health-
care system. Two of the biggest hurdles it faced in accomplish-
ing this were the many different healthcare culture groups and
the huge communication gaps between them.

To explore the extent of the differences in the various cul-
tural groups, questionnaires were sent out on three occasions,
and 30,000 were returned each time. The questionnaires showed
that doctors were twice as optimistic as nurses, and administra-
tors were twice as optimistic as doctors. Ninety percent of the
doctors who use the hospitals are not employees of the hospi-
tal. They are private-practice physicians, and they make most
of the healthcare decisions for their patients. Time is an issue
for them. They have patients to see, and they do not want to
spend time in meetings at the hospital. As a result, miscom-
munication is a common problem among the hospital adminis-
trators, the doctors who use the hospital, and other caregivers.
Miscommunication also was occurring between some of the
doctors and some of the nurses due to the differences in their
personality types. Clearly, there was a need to improve com-
munication throughout the healthcare system.

To bridge these gaps, the organization did many things.
In 2003, it set goals of greatly reducing the number of pre-
ventable accidents and of eliminating accidental deaths in five
years. Dr. David Pryor, the chief medical officer of the sys-
tem, chose the Process Communication Model® as a vehicle
to improve communication through the clinical leadership of
the healthcare system and had his staff, the clinical excellence
team (who provided clinical leadership for the system), and his
departments trained in the concepts. The system also standard-
ized its processes by adopting many of the recommendations
contained in two books published by the Institute of Medi-
cine, To Err Is Human (1999) and Crossing the Quality Chasm
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(2001), and by using bundles of standard practices based on
proven efficacy.

Dr. Pryor found that the concepts of Process Communica-
tion facilitated communication of the goals so that everyone
understood them. Particularly in communicating with caregiv-
ers, it is important to use the correct channel. Using the correct
channel and perception is also important in improving commu-
nication with patients. When working with caregivers, he found
that the Requestive channel was effective but the Directive chan-
nel was not. There are times, however, when caregivers use the
Directive channel, for example, in resuscitating patients. After
his staff members were trained in the Process Communication
concepts, their communication skills improved in their dealings
with one another, with their staff members, and with healthcare
providers. Their teamwork also improved because, as they bet-
ter understood how their colleagues viewed the world and the
basis for their positions and recommendations, they were more
patient in their dealings with one another and with everyone
with whom they interacted.

Dr. Pryor also individualized the way he motivated his staff
members and patients by helping them get their motivational
needs met positively. This was useful in influencing them not
only to accept change but also to want to implement it. When-
ever he talked to a group, he made certain that he helped every-
one in the group get his or her needs met. He complimented
everyone for the improvements and individualized the way he
said it so that everyone got his or her needs met. For example,
he noted the improvement and then praised people for their
hard work (for the Workaholics and Persisters), their commit-
ment and dedication (for the Persisters), and their concern for
their patients and for one another (for the Reactors). Because
Dreamers need solitude and time to reflect on issues, he always
gave them an opportunity to get their Solitude need met and
time to reflect on possible courses of action before asking for
their input. He did this in several ways. He might give them
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advance notice of topics to be discussed on which he wanted
their input, or he might present the issue at a meeting and then
give them time to think about it and provide input at a subse-
quent meeting. He also gave patients battery charges for their
psychological needs whenever he dealt with them.

Dr. Pryor also helped people get their motivational needs
met positively whenever he mentored them. For example, one
day a very senior person, a Persister, was in a meeting with a
team of people who were going to implement a program to
input data electronically. He knew more about the program
than anyone in the room and he laid out all the problems in an
Autocratic interaction style. The meeting disintegrated. After-
ward, Dr. Pryor gave the senior staff member a battery charge
for his Conviction need by telling him, “You are right.” He then
used the Requestive channel to allow the senior staff member
to understand why things disintegrated. He asked him, “Were
you effective? Did anything change as a result of your interac-
tion?” By first giving the battery charge, Dr. Pryor knew that
the senior person would be more likely to accept the message
that he needed to use a more Democratic interaction style if
he wanted to be effective. By using the Requestive channel to
counsel him, he knew the senior staff member was more likely
to understand the need to change. The senior staff member
heard the message and improved his communication and rela-
tionships with the team members.

LEADING INNOVATION IN A HEALTHCARE
SYSTEM MEDICAL EDUCATION DEPARTMENT

A Reactor nurse educator at a Tennessee hospital was in charge
of medical education for the doctors, nurses, and staff members.
She also was accountable for all the activity planners perform-
ing their planning according to the regulations and guidelines.
Because she is a Reactor and wanted everyone to like her, she
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found it very difficult to hold her peers accountable. Conse-
quently, she was in second- and third-degree distress every day
for several months. She spent a lot of time alone and avoided
interacting with her coworkers because she hated having to
confront them and wanted to avoid conflict. In addition, she
made mistakes and created a lot of stress in the hospital. She
was also under a lot of pressure from her supervisor and she
began to hate her job.

After she learned the concepts of Process Communication
she understood that she was in severe distress. She was able to
see what she was doing to sabotage herself and how she was
setting herself up for failure. More important, she understood
that she had to find ways to get her motivational needs met
so that she could be productive. She used the concepts to get
herself out of distress and turn things around. She started by
making an effort to connect with her coworkers and rebuild
her relationships with them. Once she accepted the fact that
confrontation was difficult for her because of her personality
type and that it was OK to feel that way, she realized she was
still a valuable employee who had other strengths and many
other things that she did very well. She began to think clearly
and was able to help all the people around her get their needs
met positively.

Her relations with her supervisor and her colleagues
improved dramatically. So did the performance of her duties.
When she spoke with her coworkers about things that had to be
done, they performed better because of the improved relation-
ships, because she was the person helping them get their needs
met, and because she individualized the way she communi-
cated with them. They were able to understand what she was
saying even when she was telling them things they did not want
to hear. This translated into improved processes in the hospital.

A short time later, new standards and guidelines were
established for medical education, and the hospital was not
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compliant with them. The hospital was up for reaccreditation,
and major changes in the medical education program at the
hospital had to be made in a very short time. The nurse educa-
tor was responsible for effecting the change. It was important
that the hospital get reaccredited to provide continuing medical
education. If the hospital did not get reaccredited, it might not
have been able to provide medical education. This would have
been a serious problem because, if the doctors and nurses could
not get their continuing education credits there, they would
have to go elsewhere for their training. In that case, the doctors
might stop using the hospital to treat their patients, resulting in
a considerable loss of revenue.

To meet the new standards, people had to do several new
things that they were not used to doing. In addition, all the new
requirements were imposed on them at once. There was addi-
tional paperwork, they had to evaluate educational activities
and programs, they had to have speakers fill out financial dis-
closure forms, and so on. Everyone, including her supervisor,
was in distress for fear of losing the accreditation. The nurse
educator felt certain that she would not have been able to bring
about all the necessary changes without her new communica-
tion skills and without her newly improved relations with her
coworkers and her supervisor.

To prepare for the accreditation review, the nurse educator
had to persuade the activity coordinators of the need to meet the
new requirements and get them to actually do the extra work
required. She sent out a general letter to all of them explain-
ing what they had to do to comply with the new standards, but
that did not work. Therefore, she met with each one individu-
ally. Every meeting was different because she individualized
the way she communicated with them. She gave each of them a
battery charge for their needs at the beginning of each meeting
and repeatedly throughout. She also communicated with each
person in that person’s preferred channel and perception. This
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immediately reduced the distress level and helped her persuade
all the activity coordinators to want to implement the changes.

The changes were implemented before the reaccreditation
visit, and the hospital medical education program was reac-
credited. The doctors, who are the customers of the hospital,
were happy because they could get their continuing education
credits at the hospital. The nurse educator was pleased that her
efforts to bring about major improvement in the way medical
education is run at the hospital were successful.

LEADING IMPROVEMENT AT
A MEDICAL FACILITY

Because of the downturn in the economy, an Alabama hospital
was forced to reduce the size of its staff. The board of direc-
tors also decided to reduce the number of services offered
and reduce the facility from a hospital to a smaller medical
facility as a cost-cutting measure. As a result of the reduction,
many of the positions were downgraded, and people who were
retained on staff were given new, frequently lesser responsi-
bilities. This resulted in a serious morale problem for the
administration.

Every month the facility administrator held a general staff
conference. After the downsizing, the conference sessions were
unruly as staff members challenged the administrator on vari-
ous issues and vehemently disagreed with his position on many
things. They frequently orally attacked the administrator, and
the conferences usually turned into gripe sessions. As a result,
people hated attending the conferences. To try to improve staff
morale, the administrator suggested they have the staff trained
in the concepts of Process Communication.

The training was done over a period of about 15 months. As
more and more people were trained, they became more under-
standing of one another and more respectful of other people’s
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positions on the issues. The atmosphere at the conferences
slowly changed. According to one administrative officer at the
facility, the tipping point came after about half the staff mem-
bers had received Process Communication training and began
applying the concepts in their dealings with one another. By
the time everyone received the training, the staff members had
stopped their attacks during the conferences. The atmosphere
at the conferences has now completely improved. People are
more respectful of one another and deal with one another col-
legially. Everyone is pleased with the improved atmosphere.

The administrative officer stated that he has noticed that
when people start to get angry during a discussion, others will
politely ask them what distress mask they are wearing. When
this happens, the speaker will stop and ask for confirmation that
he or she has a distress mask on. When others confirm that the
speaker is wearing a mask, the speaker completely changes his
or her behavior and begins communicating in a normal manner.
This has gone a long way in improving the morale of the staff
members and their effectiveness in dealing with their patients
and with one another.

Whenever the authors return to the facility to do additional
training, people who have received the training are always
happy to see them, they greet them with a smile, and welcome
them back to the facility. Many staff members thank them for
helping them communicate more effectively with people with
whom they previously had difficulty dealing. Many of the staff
members come to the authors with a specific problem and ask
for their advice on how to deal with a difficult situation.

Frequently, participants in the seminars ask for specific
strategies they can use to help them communicate more effec-
tively with their children and spouses. When they apply the
suggested strategies at home, their relationships with the
children who have been frustrating them improve dramati-
cally. Many times they ask their spouses to help them get
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their psychological needs met positively. When their spouses
respond and help them get their needs met, the staff members
are better able to deal positively with the issues facing them at
home. This reduces the pressure on them, making them happier
at home and happier, healthier, and more effective at work. As a
result, they are better able to focus on providing higher-quality
service to their patients at the facility.

LEADING IMPROVEMENT IN A FAMILY CLINIC

Wendy Potter, who was introduced in Chapter 6, and Dr. Sue
Geier are two of the four partners in the Child and Family Con-
sulting Clinic in Melbourne, Florida. They use the concepts of
Process Communication every day in managing their clinical
practice and in dealing with their patients and the family mem-
bers of their patients. The partners have a meeting every Tues-
day at 12:30. Two of the partners are Reactors, one is a Rebel,
and one is a Workaholic. They all have different perceptions
of what they should be doing and how they should deal with
the various issues they discuss. They talk out all of the issues
with everyone staying up in their condominium—that is, deal-
ing with one another positively. They help all of the partners
get their needs met in every meeting and individualize the way
they communicate with each other. As a result, they arrive at
consensus on every issue. They frequently disagree during the
discussions, but there is no animosity.

They also use these concepts in personnel selection and in
dealing with their staff members. Prior to interviewing a can-
didate for a specific position, Dr. Geier and Potter decide what
strengths the candidate must have to perform the expected tasks
well. Having agreed on this, they decide the personality type
and possibly the phase of their ideal candidate. Armed with
this information, they then conduct their interviews. During
the interview, they use all four channels and all six perceptions
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in talking with the candidate. This helps them understand the
candidate’s personality structure. They also listen for indi-
cations of first-degree distress to confirm their diagnosis of
that structure. In this way, they usually find a good fit for the
position.

Sometimes the person they hire appears to be a good fit but
turns out not to be. In those instances when it is necessary to
let an employee go, they also use the concepts so that there is
a happy separation. For example, one employee, a Reactor in a
Rebel phase, had no energy and was inefficient. She was get-
ting no work done and expected everyone else to do her work
for her. They did everything they could to help her get her psy-
chological needs met positively, but her job performance did
not improve. Finally, they decided they were going to have to
terminate her employment. In talking with her, they helped her
get her Recognition of Person need met positively by telling
her that she was a very nice person and they liked having her in
the office. They added that they felt they were asking her to do
too much. When she agreed that they were giving her too much
to do, they told her that this was not fair to her and, therefore,
they were going to let her go. The employee thanked them and
left happily with her self-esteem intact.

In dealing with patients and their family members, Dr. Geier
and Potter constantly had to remind patients’ parents of the
clinic rules. For example, certain areas of the clinic are off-
limits, but parents and some children continued to enter those
spaces. How could they get them to stay out of the private
spaces, such as the freezers and the medical file room? How
could they keep them from putting dirty diapers in the trash
cans and persuade them to put them in the diaper pails instead?
They decided to individualize the way they spoke to each of the
parents and to the children and give them battery charges for
their psychological needs as they explained the rules and the
reasons for them. Almost immediately the situation improved.
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Everyone stayed out of the private spaces, and they put the dirty
diapers in the diaper pails. Dr. Geier and Potter communicate
this way every day with everyone who enters the clinic. As a
result, the clinic runs very smoothly.

LEADING IMPROVEMENT IN A HEALTHCARE
SYSTEM EDUCATION INSTITUTE

Barbette Weimer-Elder is executive director of the Education
Institute in Adventist Healthcare, part of a global healthcare
system for the Seventh Day Adventist Church.

In 2005, the employee engagement baseline for her team
was very low. She had read a report on publicly traded com-
panies published by the Gallup Organization that indicated
those organizations with top-quartile employee engagement
had 2.6 times higher earnings-per-share growth than compa-
nies with below-average engagement. Therefore, she decided
to set a goal of bringing her team to high employee engagement
as a strategy to increase business outcomes. The Gallup report
also stated that those business units with top-quartile rankings
had 12% higher customer loyalty, 18% higher productivity, and
12% higher profitability. In contrast, bottom-quartile business
units, when compared with top-quartile units, had 31%-51%
higher turnover, 51% more “inventory shrinkage,” and 62%
more accidents. This reinforced her commitment to improve
employee engagement in her team.

Weimer-Elder was aware that there was a lack of clear com-
munication within her team. Therefore, she decided to attend
a Process Communication seminar to see if she could use the
concepts to improve employee engagement in her team. After
attending the seminar and returning to her office, she began
individualizing the way she communicated with each of her
team members using their preferred channel and perception.
She was pleasantly surprised at the immediate improvement in
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her communication with her team members. She also helped
them get their needs met positively every day, and when they
got into distress, she used the concepts successfully to invite
them out of unproductive behavior so that they once again
engaged positively and were productive. As a result, she was
successful in moving the team through serious conflict res-
olution stages. From then on, disagreements were expressed in
positive ways within the department, and the conflict resolu-
tion process was viewed positively and valued. All members of
the team felt comfortable stating their positions very positively,
and each team member was trusted as a key contributor to the
productivity of the team.

As she became more proficient in applying the concepts,
Weimer-Elder began to use an individualistic leadership
style, in which she used the Autocratic, Democratic, Benevo-
lent, and Laissez Faire styles with the people who responded
best to each of them. As she shifted her styles, she began to
see many elements of employee engagement improve in the
department. As a result of her personal success, she began
having her team members learn the concepts. Communica-
tion among team members has improved, and they are more
engaged and more productive. In addition, the team has scored
in the top quartile of the Gallup healthcare database for four
consecutive years.

LEADING CHANGE TO DEVELOP A TEAM

When an administrator took over a department at a Florida hos-
pital, staff morale was very low, staff turnover was very high,
and there was no teamwork among the staff members. In spite
of this, patient satisfaction was very high. The administrator
wondered how this could be and decided to watch her staff very
carefully to try to understand what was happening in the depart-
ment that produced such disparate results. The administrator
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noticed that one of her nurses (a Rebel) always was able to
establish great relationships with patients and doctors. In fact,
she was the only nurse to whom the doctors talked. The other
nurses were present but were largely ignored by the patients and
by the doctors. Also, the nurse was very dramatic and tended to
act like a queen bee in the department. Moreover, she had a ten-
dency to be very blunt in her statements to patients and to other
staff members. For example, she would enter a patient’s room,
find out that a nurse on another shift had not given a patient her
or his medication, and say something like, “I can’t believe the
nurse on the other shift didn’t give you your meds.” As a result,
patients came to question the professionalism of the other staff
members. The nurse also had a tendency to criticize the other
staff members and complain to her supervisor that they didn’t
know what they were doing, had not been well trained in nurs-
ing school, and so forth. Naturally, this had a negative impact
on the other staff members and it was destroying team cohe-
sion. In fact, the department was not functioning as a team but
as one member with several bit players. Because of the impact
the nurse was having on the other staff members, the senior
members of the nursing staff wanted to fire her.

The administrator did not want to do this, because she rec-
ognized the nurse’s strengths and the positive relationships
she had with the patients. She realized that if she could get the
nurse to see what her attitude was doing to the other members
of the staff, she might be able to use the nurse’s enthusiasm and
expertise to get the department functioning as a team, thereby
improving staff satisfaction and patient safety. The administra-
tor decided to attach herself to the nurse, and she began using
the Emotive channel in communicating with her. She also
looked for ways to help the nurse have fun during the work-
day so that she got her Playful Contact need met every day.
After she established a relationship with the nurse so that the
nurse began to like her, she started talking to the nurse about
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her comments and about ways to improve teamwork within the
department.

When the administrator heard the nurse make a negative
comment about another nurse or staff member, she spoke to
her and asked her if she realized the negative impact those
statements had on the other staff members. Specifically, she
asked how the nurse would like it if someone made those state-
ments about her. The nurse had not thought about the impact
her statements might have and agreed to stop making them. In
this way, the administrator got the nurse to change her behavior
toward the other staff members. This had the ancillary benefit
of opening up the lines of communication between the nurse
and the administrator. With the lines of communication open,
the administrator asked the nurse if she would be willing to run
the training program for the department and use her experience
to help train all the new nurses. The nurse agreed.

The nurse quickly established the same relationships with
the new nurses as she had with the patients. The new nurses
respect her years of experience and they love her freewheel-
ing style. Because they are her protégés, she does everything
she can to tutor them and help them become more proficient
healthcare providers. As a result, the department now functions
as a very effective team, morale and staff satisfaction are high,
and patient satisfaction and patient safety are at all-time highs.
The nurse is happy, the administrator is happy, the other staff
members are happy, the patients are delighted, and the doctors
who use the hospital are very happy. Clearly this is a win—win
situation for everyone.

LEADING CHANGE IN A WOMEN'S HOSPITAL

Dr. Constance Battle, who was introduced in Chapter 3, is
the former CEO of Women’s Hospital in Washington, DC.
The senior management team was made up of a Dreamer, a
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Persister, a Rebel, a Promoter, and a Reactor. In order for the
team to function well, Dr. Battle had to individualize the way
she communicated with them. She tried to ensure that each of
them got their needs met positively every day and was success-
ful with all except the Promoter. Dr. Battle believed that if the
team were to function cohesively, the members had to be able
to trust one another. For that to happen, she believed they had to
get to know one another well. Therefore, at a team meeting, she
had each member of the team tell the other team members the
key indicators about themselves. They also shared funny sto-
ries about themselves to help the Rebel get his need for Playful
Contact met positively and because she wanted the Rebel to
enjoy attending the meetings. She believed he would be hap-
pier in a lighthearted atmosphere. She also helped the Promoter
get his Incident need met. Each person was valued and vali-
dated according to his or her needs, and Dr. Battle spent time
one on one with each of them. In these personal meetings she
individualized the way she dealt with them.

During the meetings she told them that she expected they
would not agree on everything and that when they disagreed,
she wanted to hear their point of view and the reasons they held
a particular view. In addition, she told them that when there
was disagreement during a discussion, they should not take it
personally. It also did not mean that they were not valued mem-
bers of the team. This strategy worked well for all members of
the team except the Promoter, and all except the Promoter have
continued to maintain their friendships to this day.

The number of patients at the hospital was increasing
dramatically, so the team decided they had to enlarge the
hospital and increase the size of the hospital staff by 40%. So
that the board would have confidence in the team, Dr. Battle
introduced each of the team members to the members of the
board and had each of them brief the board on their areas
of responsibility. This also was an opportunity to help the
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Promoter get his Incident need met by giving him a chance
to look good to the board members. Unfortunately, the Pro-
moter was in severe distress and used this introduction to
improve his position with the members of the board and to
sabotage the relationships the other members of the execu-
tive team had with them. As a result, the board members lost
confidence in the executive team and replaced them. This
illustrates the importance of ensuring that everyone gets their
psychological needs met positively and the possible conse-
quences if they do not.

It is especially important when leaders deal with the
public—for example, when they try to convince the public of
their position on issues or of the quality service their hospi-
tal provides—that they include in their public presentations
something in each of the six perceptions and speak in all four
channels. In this way, everyone will be more inclined to listen
to them and will understand clearly what they are saying. They
also should include battery charges for all six types in their
presentations. Above all, leaders cannot allow themselves to be
in distress when they address a group, and they cannot allow
themselves to be provoked into putting on a distress mask when
addressing a group. Indeed, they should not allow themselves
to be in distress whenever they interact with another person,
but this is especially true when trying to persuade people to
their point of view.

As we saw in Chapter 3, people do not want to be talked
down to by ‘“arrogant, condescending” people. When many
leaders get into distress, they are inviting people to perceive
them as pompous and arrogant. In addition, as we saw in Chap-
ters 5 and 8, 85% of people in North America do not like to be
told what to do. Therefore, if leaders use an Autocratic interac-
tion style, many people may feel that they are being attacked
or that the leader is talking down to them. For these reasons,
healthcare professionals must limit their use of the Autocratic
style in their presentations.
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Forgoing an Autocratic interaction style is helpful in all
interpersonal relationships, but it is especially helpful in per-
suading people to accept change. It is also essential when
attempting to facilitate improvement in the quality of service
provided in healthcare facilities. Improving the quality of care
in a healthcare facility cannot be imposed from above, because
most people resent being told that they have to do something.
They want an opportunity to express their views and be heard.
This is especially true in situations requiring major change.
Because improving the quality of healthcare and developing a
culture of patient safety require extensive change in the cul-
ture of the facility as well as standardizing the processes, even
minor changes are uncomfortable and stressful.

Changing the culture of a healthcare facility is especially
stressful and frequently results in employees getting into dis-
tress. When that happens, some people aggressively resist any
changes; others attempt to sabotage the changes so that they
can say, “I told you it wouldn’t work.” Still others try to dis-
rupt the process of change by getting team members to distrust
one another. Others get confused and make mistakes, thereby
reducing the quality of care, and still others shut down and
don’t do anything until someone tells them what to do.

A recent example of what happens when “experts” try to
dictate change is the release of a study by the U.S. Preven-
tive Services Task Force in 2009, recommending that women
delay having routine mammograms for the early detection of
breast cancer until after age 50. The study also recommended
that women have mammograms less frequently. As a result
of the uproar that followed, the American Cancer Society
issued a press release on November 19, 2009, stating that it
would not change its recommendation of annual mammog-
raphy after age 40. If the public had been able to participate
in discussions prior to the release of the report and had been
educated on the findings in advance, the uproar might have
been avoided.
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INFLUENCING IMPROVEMENT IN
SAFETY PROCEDURES IN BIOMEDICAL
RESEARCH LABORATORIES

Dr. Jonathan Richmond is the former director of the Office of
Health and Safety at the Centers for Disease Control and Pre-
vention (CDC). When he was at the CDC, he was charged with
improving safety in biomedical research facilities within the
CDC in Atlanta and at other federal locations. As the number
of biomedical research facilities increased, so did the scope
of Dr. Richmond’s responsibilities and the number of people
assigned to his department. Their mission was to persuade very
intelligent, well-educated, and highly opinionated scientists
to adopt and follow rather stringent safety measures in their
research laboratories. To accomplish this mission, Richmond
realized that he and his staff needed to be able to communicate
their message clearly to a diverse group of people in ways that
would result in their seeing the need for the safety procedures
and being willing to adhere to them. He learned the concepts of
Process Communication and decided to use these concepts as
the vehicle to fulfill his responsibilities.

Dr. Richmond began applying the concepts of Process Com-
munication with his staff members, individualizing the way he
managed, communicated with, and motivated them. To this
end, he helped them get their needs met positively every day.
As communication improved and as his staff members got their
needs met positively, they became a more cohesive team, they
were happier in their work, and their productivity increased.
To improve their ability to communicate with their clients,
Dr. Richmond had them all trained in the Process Communica-
tion concepts. They then used the concepts to establish rela-
tionships with their clients. They individualized the way they
communicated with them, gave the people they were dealing
with battery charges for their psychological needs, and spoke
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to them using the other person’s favorite channel and percep-
tion. As a result, they were very successful in persuading their
clients to adopt effective safety measures for their facilities.

Dr. Richmond is currently the CEO of Jonathan Richmond
Associates. In his present position, he is a biosafety consul-
tant to governments in Asia, Africa, and Latin America that are
setting up biohazard medical research programs. He also con-
sults with companies that are constructing biomedical labora-
tories. He believes it is critically important that they maintain
very high safety standards in their laboratories, and he uses the
concepts of Process Communication in all of his dealings with
government officials, scientists, researchers, engineers, and
corporate executives in these countries. He believes that unless
these scientists follow stringent safety procedures, the research
in these facilities could have disastrous consequences. There-
fore, he considers it critically important that he succeed in his
efforts to persuade them to adhere to these procedures. He has
found the concepts of Process Communication very useful in
achieving this goal.

Healthcare professionals can greatly improve the likeli-
hood that their employees will embrace change if they use an
individualistic interaction style in proposing it. They can give
the Reactors an opportunity to express their feelings and reas-
sure them that they are part of the organization “family.” They
can provide complete information for the Workaholics and give
them an opportunity to provide input. Quality, standards, and
value are important to Persisters. Therefore, healthcare admin-
istrators can explain how the changes being proposed will
improve the quality of healthcare in the facility, will raise the
standards, and will add value. They also can ask the Persist-
ers for their opinions of the various proposals. They can use
a Laissez Faire style with the Rebels and make sure they have
an opportunity to tell everyone what they like and do not like
about the procedures being considered. Above all, healthcare
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professionals can make certain that they periodically inject
some humor into the meetings. Additionally, they can tell the
Promoters how they will benefit personally from the change
and give them an opportunity to look good. Finally, they can
give the Dreamers time to think about the changes contem-
plated and actively solicit their ideas. If leaders do this, staff
members will be much more willing to endorse the need for
change and to support improving the quality of the services
they provide.



Epilogue

he stories in this book demonstrate what is possible
when healthcare professionals establish relationships
with everyone with whom they interact. Knowing how
to individualize the way they communicate with their patients
will ensure that their patients hear and understand the informa-
tion and instructions the healthcare professionals are giving
them. In addition, when healthcare providers help patients get
their motivational needs met positively, they establish positive
relationships with their patients and help their patients stay
out of distress. This is win—win for everyone. The patients will
have a positive attitude toward their healthcare providers and
will be more likely to be able to deal with their medical condi-
tion positively. This frequently will result in patients recovering
faster. In all likelihood, the patients will praise their healthcare
providers to their family and friends, thereby generating posi-
tive publicity for the institution and for their providers. This
in turn will create more business for the healthcare provid-
ers and for the institution. Healthcare providers also will get
greater satisfaction from seeing their patients recover faster.
In addition, this may result in their patients deciding to lead a
healthier lifestyle.
When healthcare administrators and healthcare managers
use an individualistic management or interaction style in lead-
ing and managing their departments or their facilities and also
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individualize the way they communicate with and motivate
their staff members, the staff members will be happier and more
effective. This usually results in the staff members being able to
deal with the daily stressors that occur in handling emergencies
as they arise without getting into distress. When this happens,
the staff members are more likely to be able to focus on provid-
ing quality care to their patients. This, plus using quality tools
to systematize all processes, will greatly improve patient safety
and patient satisfaction. This, again, is a win—win for everyone.

Finally, when healthcare providers individualize the way
they communicate with and motivate their family members
and friends, their relationships with their family members and
friends will improve. This will relieve a great deal of distress
at home and ensure that the healthcare providers are coming to
work in a positive place. This, again, is a win—win for every-
one. Family members will be happier, family relationships will
be stronger, and the healthcare providers will be more effective
in dealing with their patients and with their colleagues.

Happy processing.
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® New skills gained and
proficiency upgraded

® Investment in your career

® Mark of technical excellence

¢ Assurance that you are current
with emerging technologies

e Discriminator in the marketplace

e Certified professionals earn more
than their uncertified counterparts

e Certification is endorsed by more
than 125 companies

Benefits to the Organization
¢ Investment in the company’s future
e Certified individuals can perfect
and share new techniques in
the workplace
e Certified staff are knowledgeable
and able to assure product
and service quality

Quality is a global concept. It spans
borders, cultures, and languages. No
matter what country your customers live
in or what language they speak, they
demand quality products and services.
You and your organization also benefit
from quality tools and practices.
Acquire the knowledge to position
yourself and your organization ahead
of your competition.

Certifications Include

e Biomedical Auditor - CBA
Calibration Technician — CCT
HACCP Auditor — CHA
Pharmaceutical GMP Professional -
CPGP

Quality Inspector - CQl

Quality Auditor - CQA

Quality Engineer — CQE

Quality Improvement Associate —
CQlA

Quality Technician — CQT

Quality Process Analyst — CQPA
Reliability Engineer — CRE

Six Sigma Black Belt — CSSBB

Six Sigma Green Belt - CSSGB
Software Quality Engineer — CSQE
Manager of Quality/Organizational
Excellence - CMQ/OE

Visit www.asq.org/certification to apply today!



ASQ Training

Classroom-based Training

ASQ offers training in a traditional

classroom sefting on a variety of fopics.

Our instructors are quality experts

and lead courses that range from one
day to four weeks, in several different
cities. Classroom-based training is
designed to improve quality and your
organization’s bottom line. Benefit from
quality experts; from comprehensive,
cutting-edge information; and from
peers eager to share their experiences.

Web-based Training

Virtual Courses

ASQ's virtual courses provide the same
expert instructors, course materials,
interaction with other students, and
ability to earn CEUs and RUs as our
classroom-based training, without the
hassle and expenses of travel. Learn

in the comfort of your own home or
workplace. All you need is a computer
with Internet access and a telephone.

Visit www.asq.org/training for more information.

Self-paced Online
Programs

These online programs allow you to
work at your own pace while obtaining
the quality knowledge you need.
Access them whenever it is convenient
for you, accommodating your schedule.

Some Training Topics Include
Auditing

Basic Quality
Engineering
Education
Healthcare
Government

Food Safety

ISO

Leadership

Lean

Quality Management
Reliability

Six Sigma

Social Responsibility

ASQ
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