


 
 

 
 
 

 
 
 

 
 

 

Te timing for this book is perfect. As healthcare moves from caring predominantly for the sick 
to the Triple Aim—better care, improved health for our communities, and lower costs—we need 
new perspectives and skills to lead the transformation. Tis book is the perfect guide to building 
the leadership and governance systems we’ll need to get there. Gabow’s wonderful defnition of 
what women leaders bring to these challenges is inspirational and practical. She defnes the unique 
approaches used by many women leaders, including seeing across the whole system, building multi-
generational and multiprofessional teams, including all parts of the community and more. Te book 
is flled with helpful advice for women in healthcare and for those who mentor them. A must-read 
for all in healthcare leadership today! 

Maureen Bisognano 
President Emerita and Senior Fellow, Institute for Healthcare Improvement 

Patricia Gabow ofers a new and unique perspective on leadership for women in healthcare. As a 
physician and CEO of a major safety net health system, Dr. Gabow provides a view of leadership 
that women in healthcare rarely see. She does this in a way that is extremely approachable, authen-
tic, often humorous, and always practical. Dr. Gabow recognizes the obstacles confronting women 
who aspire to lead and importantly, remains optimistic. She gives clear examples and guidance for 
those who are navigating the path towards leadership, those transitioning into leadership roles, and 
has words of wisdom for senior leaders too. Chapter 6, entitled, “Now You are a Leader,” ofers 
a playbook and is essential reading for all as they enter new leadership roles. Dr. Gabow, always 
inclusive, rounds out her guidance by including and synthesizing the observations of women in 
health leadership across the U.S. Te book ofers many important insights and lessons and reminds 
us that as healthcare leaders we must lead with our values and always place our commitment to the 
patient frst. 

Carrie L. Byington, M.D. 
Executive Vice President, University of California Health 

Past (held concurrently) Jean and Tomas McMullin Professor and Dean of the 
College of Medicine 

Senior Vice President for Health Sciences and Vice Chancellor for Health Services, 
Texas A&M University 

Leadership, especially for women, starts with taking the next right action. Dr. Patricia Gabow’s 
insightful and well-written book will inspire any leader, and especially women leaders, to do those 
things that matter: for their own personal growth, their organizations, and healthcare nationally. 
Whether you’re aspiring to be a physician leader, a corporate leader, or want to chart your own 
course as an entrepreneur, TIME’S NOW for Women Healthcare Leaders will give you the confdence 
and wisdom to help you achieve the success you want. 

Halee Fischer-Wright, M.D., MMM, FAAP, FACMPE 
President & CEO, Medical Group Management Association 

I wish I had TIME’S NOW for Women Healthcare Leaders early in my career. Dr. Gabow is master-
ful at laying out why more women are needed in healthcare leadership and breaking down how 
women can make it happen—including the critical path to be successful once in a leadership role. 
Her use of thought exercises challenges each of us to not just read but to take action no matter 
where we are on our individual journey. 

Evon Holladay, MBA 
Past Vice President, Catholic Health Initiatives 



 
 
 

 
 

 
 

 
 

 
 

TIME’S NOW for Women Healthcare Leaders successfully navigates many topics pertinent to women 
leaders, starting from developing a vision and values all the way to managing a board. 

We all know that the characteristics of women being more collaborative and better communicators 
are factors that support an organization’s success, including fnancially. TIME’S NOW helps individual 
women, as well as organizations, understand how to leverage these characteristics into a winning efort. 
TIME’S NOW provides the reader with an understanding of the critical skills women need that can make 
them successful leaders as well as the weaknesses that can hold them back. What I enjoyed the most in 
TIME’S NOW is when Dr. Gabow, in particular, and the other women leaders, shared real-life examples 
of their successes and failures. Dr. Gabow is a pioneer in leading large healthcare organizations. In this 
book, she paints an “end to end” experience for aspiring women leaders: from knowing “who’s your boss” 
to “making the trains run on time” to spelling out many of the early steps a woman needs to pursue 
before she moves into senior leadership. I wish I had this book before I started on my leadership journey. 

Donna Lynne, DrPH 
CEO ColumbiaDoctors and COO, Columbia University Medical Center 

Past Lt Governor of the State of Colorado 
VP Kaiser Foundation Health Plans 

In its opening pages, the book TIME’S NOW for Women Healthcare Leaders eloquently describes the 
imperative for transformational change in the U.S. healthcare system and the compelling need for 
women’s leadership skills and voices to help drive the necessary change. Te book is more than an 
anthem for female empowerment. It is a carefully researched and powerfully constructed business 
case for why women need to be at the leadership table. It is, therefore, worthwhile reading for both 
women and men interested in improving healthcare in America. Dr. Patricia Gabow is a nation-
ally recognized healthcare leader. She acknowledges that the glass ceiling still exists but “there are 
stairways to the top even if some of them seem hidden or hazardous.” Dr. Gabow then proceeds 
to identify and clarify the important skills and steps of a woman’s professional journey to leader-
ship, infuence, and impact. Along the way, she engages the reader in a series of thought exercises 
designed to encourage the reader to refect more deeply on how the issues discussed defne their 
personal and institutional perspectives and reality. 

TIME’S NOW is flled with practical and philosophical insights and advice for both aspiring and 
experienced women leaders. It is worth reading not only once, but again to absorb the complex and 
nuanced observations ofered by Dr. Gabow and further enriched by the perspectives and wisdom 
of a dozen successful women healthcare leaders who were interviewed. All of these women were 
unifed in the belief that successful leadership is not about the acquisition of power and title but 
the ability to use one’s power and infuence to make a diference and have a positive impact on the 
health and lives of others. 

Lilly Marks 
Vice President for Health Afairs, University of Colorado Anschutz Medical Campus 

TIME’S NOW is an important addition to our growing literature on leadership. Patricia Ann 
Gabow M.D. is an American academic physician, researcher, consultant, and, for two decades, the 
highly successful Chief Executive Ofcer of Denver Health, transforming it into a model of fnan-
cially secure community service. Tis eminently readable book is aimed at a particularly under-
served niche—women leaders in healthcare—but the lessons described apply to all organizations 
interested in doing well by doing good. 

Dr. Gabow’s conversational style, coupled with her wisdom and humility, allow the reader to 
readily imagine successfully using the tools and techniques she discusses in other arenas. Her 



real-world vignettes bring home the realization that every physician must lead. She doesn’t shy 
away from the difficult issues of managing sexual harassment and outdated management practices 
that stifle women. The use of personal stories and comments from other prominent women in 
healthcare, and the distillation of the pertinent points into self-help questions, is particularly 
effective.

TIME’S NOW should be required reading for all women in healthcare leadership—as well as all the 
men who work with women.

Barbara L. McAneny M.D., FASCO, MACP
Past President, American Medical Association

Patty Gabow is a giant among healthcare, public health and community leaders. She has inspired 
many to take on the challenging role of leadership and has brought inspiration and guidance for 
many of us who have followed in her footsteps. Now she has taken time to put down in writ-
ing much of her personal philosophy and experience. This book combines the topics of women’s 
advancement and leadership in an individualized approach that allows thoughtful preparation and 
helpful guidance for those in leadership. If you know Dr. Gabow, read this book, if you don’t know 
Dr. Gabow read this book and learn from a master.

Janis M. Orlowski, M.D., MACP
Chief Healthcare Officer, AAMC

TIME’S NOW for Women Healthcare Leaders could not have arrived at a more urgent and yet prom-
ising time in the pursuit of gender equity in healthcare. Patricia Gabow’s book not only lays out the 
ethical, business and performance cases for gender equity in healthcare leadership, but also provides 
insight into the barriers women face, first-hand accounts of the challenges and successes of women 
leaders, and steps that women can take in pursuit of leadership roles in healthcare. This is a must-
read for all who seek the best outcomes for our American healthcare system.

Nancy Spector, M.D.
Professor of Pediatrics

Executive Director, Executive Leadership in Academic Medicine
Associate Dean of Faculty Development

Drexel University College of Medicine

Dr. Gabow has written another valuable book, this one with a timely focus on what women bring to 
executive roles in healthcare and how we could use more of that! Using direct quotes from women 
leaders, national data on current trends, and her own voice of experience, she covers the personal to 
the political. I strongly recommend this book to women who now lead or who aspire to healthcare 
leadership.

Nanette Santoro, M.D.
Professor and E. Stewart Taylor Chair of Obstetrics & Gynecology

University of Colorado School of Medicine
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Foreword 

Time’s Now for Women Healthcare Leaders is an important book and a welcome 
addition to the healthcare debate. And Dr. Patty Gabow is uniquely qualifed to 
write this volume, since she is one of the most successful woman health leaders in 
America. 

No one has to be convinced that healthcare is a critical issue for most Americans. 
Our political debate is saturated with healthcare discussions, most Americans know 
and agree that costs are too high and care is too often mediocre, and America is los-
ing ground as a healthy nation compared to other developed countries, with shorter 
life spans, more chronic disease, and more uninsured people within our borders. 

Te issue that hasn’t often been a focus of this dialogue is the role that women 
play in the healthcare system. As a majority of the population, women are the 
majority of patients. Since we live longer than men and often have fewer resources 
later in life, we often face additional health challenges in our senior years. 

Women perform the majority of caregiving work for ourselves, our children, and 
aging family members, so the majority of healthcare decisions are made by women. 
And women comprise the largest share of the healthcare workforce, EXCEPT in 
leadership positions. 

Tis is the focus that Dr. Gabow exposes and explores in this book. After lay-
ing out some well-known issues with the American healthcare delivery system, 
she writes about the paucity of women leaders and what that means to the system. 
But most important, she provides some ideas about how to change the current 
structure, and how women in healthcare can prepare themselves for leadership 
positions. 

Some of what Dr. Gabow discusses as barriers to women’s advancement in 
healthcare are found in any workplace in America: the “motherhood penalty,” 
limited access to paid parental leave, sexual harassment and gender bias, and pay 
equity issues. But there are also some distinct challenges for leadership positions 
in medicine and medical research, like the so-called imposter syndrome, difculty 
accessing research grants, less attention to the health needs of women, and more 
controversy around women’s reproductive health, which is often treated as a politi-
cal debate instead of a healthcare issue. 



   

 

xiv ◾ Foreword 

Dr. Gabow was CEO of the Denver Health and Hospital Authority for 20 
years. I know Patty and her work—she was legendary in the advocacy commu-
nity—and had the opportunity to both study her results at Denver Health and visit 
her facility when I served as Secretary of HHS. 

I went to Denver to try to get a frst-hand view of how Dr. Gabow achieved such 
high-quality care results and ran a proftable health system with a patient popula-
tion that was almost entirely uninsured or on Medicaid, which is often considered 
the most challenging health population in the country. Her team consisted of a 
high number of women leaders, and their collaborative style of patient care, mea-
suring results, and holding themselves accountable for outcomes was a beacon for 
those of us searching for successful models. 

But this book doesn’t rely just on Patty’s experiences and background, as impres-
sive as they might be. She has included the insights of 12 other women healthcare 
leaders, as well as very practical steps that the women who comprise almost 80% of 
the healthcare workforce can do to “lead where they stand.” 

Management experts have long identifed that companies and fnancial enti-
ties with women leaders and women board members produce better results. While 
I have never seen a study focused only on women in health leadership, perhaps 
because they are so few, it’s hard to believe that the results wouldn’t be similar. 

As we search for various solutions to our current American healthcare chal-
lenges, where we spend too much to achieve mediocre health outcomes, TIME’S 
NOW for Women Healthcare Leaders identifes a problem that has received far too 
little focus—the small number of women in healthcare leadership. And following 
some of Dr. Gabow’s ideas for a more balanced health system could improve the 
overall health and well-being of our country. 

Kathleen Sebelius 
21st U.S. Secretary of Health and Human Services 
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Introduction 

The time is now for women in healthcare to step into leadership. Tere is an 
increased awareness that American healthcare is desperately in need of change. 
Tere is also growing acknowledgment that women, who have been excluded from 
the tables of healthcare leadership, have valuable perspectives, talents, and skills to 
facilitate that change. Tis ofers women an unprecedented opportunity. Women 
must be ready and willing to meet the challenges, grasp the opportunity, and shine. 

Te purpose of this book is to clearly articulate those challenges, provide 
a guide for overcoming them, and share insights for succeeding as a woman 
healthcare leader. It captures the journeys of those who have walked the boul-
der-strewn road and become successful leaders. Te book has three major com-
ponents, refecting both documented observations and learnings from personal 
experiences. Te frst three chapters provide extensive information on the current 
state of American healthcare, the journey and current state of women health-
care professionals, and the challenges and obstacles that still exist for women in 
healthcare. Chapters 4 through 10 delve into the foundations, preparation, and 
execution of healthcare leadership. Chapter 11 ofers the insights and guidance of 
twelve senior women leaders. 

Healthcare and a leadership journey were an unlikely path for me. I grew up in 
an Italian immigrant family in rural Pennsylvania. My father was killed in WWII 
when I was a baby. My mother and I lived with my grandparents and an uncle 
until my mother remarried years later. Tese adults gave me support, guidance, 
and direction. Te stories of my grandparents and great grandparents who as young 
people journeyed from Italy to America to start a new life were an inspiration. My 
maternal grandfather shared many old-country sayings flled with wisdom. Two 
guided my life: “If you have a gift and you don’t use it, no confessor on earth can 
absolve you” and “If you get an education in America, there is nothing you can’t 
do.” He acted on the latter, sending my mother and her two brothers to college dur-
ing the Depression. Tey and my stepfather were all schoolteachers. Tey embraced 
the beneft of education for men and women and encouraged my journey. But how 
I veered from teaching to medicine was a mystery to both them and me. 

I started on the path to healthcare leadership as one of six women in my medi-
cal school class and the only woman in my internship and fellowship group. When 
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I joined the Department of Medicine at Denver Health and the University of 
Colorado School of Medicine, I was the only woman. Role models, mentors, and 
sponsors helped me move around or through the barriers and enabled me to persist. 
At Denver Health I found an institution with a noble mission and dedicated col-
leagues who inspired me (see Appendix). My journey led to my being a successful 
academician and CEO of a major healthcare system for twenty years, transforming 
it from a struggling safety net to a national model. 

On this journey I have seen and experienced much and gained an understand-
ing of our healthcare system and of the qualities and practices of leadership. At this 
moment of opportunity for women I want to pay forward my learnings and help 
other women become tomorrow’s leaders. I realize I have only one perspective. Part 
of that view is of a white woman who has not experienced the same journey as a 
minority woman. But I believe much of these learnings are valuable to any woman 
(or man) who aspires to leadership. To broaden the perspective in this book I have 
interviewed other women leaders and up-and-coming women healthcare profes-
sionals from medicine, nursing, and research. 

In becoming leaders, we need to be clear-eyed about the myriad problems of 
American healthcare before we can provide new directions. American health-
care must change—expenditures must come down and access and quality must 
improve. But change will not come without a new vision and diferent people at the 
tables of healthcare leadership. 

As women we have unique talents to bring to these tables. Te book provides 
evidence of those talents. We are the child-bearers and we are the care givers. Tis 
gives us a unique perspective on the healthcare system. We are motivated by doing 
good and serving others. Our leadership presence in organizations improves perfor-
mance in multiple dimensions. Yet, we are not equitably represented at the tables of 
healthcare leadership. Women compose almost 80 percent of the healthcare work-
force but only 13 percent of the healthcare CEOs. Te barriers that are blocking the 
path to leadership are myriad: lack of equitable policies, bias, harassment, burnout, 
and the self-doubt that these barriers produce. Tis book presents these issues and 
their solutions. 

Despite the barriers and challenges, there is a path for women not only to be 
leaders but to be great leaders. Great leadership is grounded in values—values 
which women embrace and exemplify. Women’s leadership can come alive in rela-
tionships, communication, decision-making, the hard work of delivering opera-
tional excellence, and a vision for the future. Te book details the perspectives, 
processes, and skills that facilitate what women can bring to each of these key 
leadership elements. 

At its core this book is a call to action. Women can and should lead. We can 
make a diference—a needed diference. 
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Chapter 1 

Why Should 
Women Lead? 

“What changes when a woman leads business—Everything.” 

Goldman Sachs Ad New York Times October 7, 2018 

Tere are three short, straight-forward answers to the question, “Why should 
women lead?” Te frst is that fairness demands women have equal representa-
tion in healthcare leadership. Te second is that in not achieving gender equality 
in healthcare leadership we are failing to utilize all the available talent. Te third 
is that healthcare has myriad problems and women leaders can bring a new and 
needed perspective to the solutions. Tese answers are based on a series of general 
and healthcare-specifc facts: 

◾ Women are 50.8 percent of the United States population. 
◾ Women constitute 47 percent of the American workforce (74.6 million civil-

ian workers). 
◾ Women’s presence in the workforce accounts for 25 percent of GDP. 
◾ Women make up 75 to 80 percent of the healthcare workforce but less than 

15 percent of the top leadership positions. 
◾ Women make 80 percent of the healthcare buying and use decisions. 
◾ Women are 75 percent of the family caregivers. 
◾ Women bring unique perspectives and skills to leadership. 

If the Goldman Sachs’ declaration above is true, and I believe it is, then women 
must answer the call to become healthcare leaders. Moreover, if women constitute 
the majority of the healthcare workforce, why should men primarily develop and 
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oversee policies, conditions, and goals in the system? Women need to be equally 
represented among healthcare leaders not solely, or even most importantly, for their 
own beneft, but for what they will bring to health and healthcare. If, as women, we 
succeed in achieving fair and equal leadership representation throughout health-
care, but our presence does not drive major transformation, the full promise of 
women’s healthcare leadership will not have been achieved. 

Men have almost exclusively led all the components of our society that have 
shaped American healthcare: physicians, health systems, insurance companies, 
pharmaceutical and device industries, and government. Tis is not to say that male 
leaders are the cause of our healthcare system’s problems. But it is to say that we 
need a diferent outcome and if we are to achieve that outcome, we need diferent 
voices at the table—women and men, people of color and white individuals, and 
the young and old. 

American Healthcare 
While American healthcare has achieved amazing breakthroughs in some areas, it 
is failing in many aspects and is not delivering population health, both objectively, 
and in comparison to other developed countries. If women are to play a pivotal role 
in the solutions, we must clearly see the failures before we can address them. We 
cannot sing from the old song sheet that America has the best healthcare system in 
the world. We need to be clear that although the system is exceptionally good in 
some ways, it is exceptionally bad in others. We must preserve and build on what is 
good and minimize or eliminate what is bad. 

Thought Exercise 

What do you see as the major issues in our healthcare system? How do we compare 
in outcomes with other high-income countries (HIC)? 

In assessing the performance of our healthcare system, we need to look at how 
American healthcare performs in the areas of cost, coverage, access, quality, and 
disparity/equity. We are currently spending almost 18 percent of nation’s GDP, 
or $3.5 trillion on healthcare—twice as much as other high-income countries and 
over the years our costs have risen faster than in any other HIC (National Health 
Expenditure Data, 2018; Anderson et al., 2019). 

Given the complexity of American healthcare, it is not surprising that the causes 
of this exaggerated healthcare expenditure are myriad: 

◾ Prices 
◾ Salaries 
◾ Care fragmentation 
◾ Administrative complexity 
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◾ Overuse and misuse of therapies 
◾ Waste 

When asked why American healthcare is so expensive, the well-known health econ-
omist, Uwe Reinhardt, famously declared, “It’s the prices, stupid” (Anderson et 
al., 2003). Tis central role of prices has recently been confrmed (Papanicolas et 
al., 2018; Anderson et al., 2019). Tis work underscores the major contributions of 
products, including pharmaceuticals, procedures, and people to our sky-high costs. 
Te annual per capita cost of pharmaceuticals in the United States is $1443 com-
pared to a mean of $749 in other HIC (Papanicolas et al., 2018)—$700 per person 
creates quite a stack of money at the end of the year! Tis price diferential becomes 
shocking for some high-cost drugs. For example, the average price of Humira in 
the United States is 96 percent higher than in the United Kingdom (Kamal and 
Cox, 2018). We have higher costs of high-margin, high-volume procedures. For 
example, the average cost of a total knee replacement is over $28,000 in the United 
States and can reach more than $60,000 in some healthcare systems compared to 
about $18,000 in the United Kingdom (Millman, 2015; Kamal and Cox, 2018). 
No wonder healthcare tourism has emerged. 

We pay more for components of the American healthcare workforce than do 
other HIC. Physicians, both primary care doctors and specialists, earn almost dou-
ble that of other HIC. Tese wages are higher even after correcting for purchasing 
power and for the average medical school debt of American physicians (Papanicolas 
et al., 2018). Although there is variability in nurse salaries, hospital-based nurses 
earn almost $20,000 per year more in the United States than in other HIC 
(Anderson et al, 2019). Te salary diferential is more surprising for health system 
administrators. Te highest hospital administrator’s yearly earnings in the United 
Kingdom in 2015 was a record £340,000, about $430,000 in United States dollars 
(Donnelly, 2016). Te four highest salaries for healthcare system administrators 
in the United States ranged from $10 million for the CEO of Kaiser Permanente 
to over $17 million for the CEO of HCA, and 17 hospital administrators in the 
United States earned over $5 million per year (Knowles, 2018). 

Te care of patients is often fragmented due to lack of a primary care physi-
cian, use of emergency departments for care amenable to ambulatory care, and 
inadequate communication between providers and systems of care. Te fragmen-
tation and complexity are compounded by myriad insurance coverages, all with 
diferent benefts and rules. Even at the federal level, there is coverage via Medicare 
(with its multiple alphabet components), Medicaid (with a version for every state 
and territory), the Child Health Plan (with state variations), the Veterans Health 
Administration, the military services health system, and the Federal Employees 
Health-Benefts Plan. If this wasn’t enough, there are hundreds of health insurance 
companies. Because of the fragmentation and complexity, administrative costs in 
the United States are about 8 percent of total healthcare expenses compared to 3 
percent in other HIC (Papanicolas et al., 2018). Tese administrative complexities 
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have human costs in burdening providers and patients as well as fnancial costs to 
the system. 

Despite spending a great deal more than other HIC, unlike these other coun-
tries, we do not provide health insurance coverage for everyone. In 2013 there were 
44 million Americans who were uninsured (Kaiser Family Foundation, 2018). By 
2016, with the implementation of the Afordable Care Act (ACA), that number had 
fallen to 26 million—much better, but still not zero. However, by 2017 the number 
of uninsured had increased by 700,000 people (Kaiser Family Foundation, 2018). 
Tese numbers will likely continue to grow as the federal government and many 
states seek to signifcantly alter the ACA and Medicaid coverage. With the advent 
of high-deductible plans, even the insured are often substantially underinsured. 

In America insurance matters. In 2017, the uninsured were four times more 
likely than those with Medicaid or private insurance to lack a usual source of care, 
and these patients were much more likely to postpone care, go without care, or 
not fll a prescription because of cost—hardly a path to well-being (Kaiser Family 
Foundation, 2018). Tose of us who take care of patients understand that as impor-
tant as health insurance is as a ticket to healthcare, it does not guarantee access. 
Recent access problems with long waiting times for care within the Veterans Health 
Administration dramatically underscored this reality. Access, especially to specialty 
care and dental care, is also a problem for Medicaid patients, as some physicians 
and health systems either limit their numbers or do not take them. 

Even when individuals get access to care, they do not always receive the appro-
priate preventive care or care that is indicated. In fact, 10 to 30 percent of the care 
they do receive is either not indicated or harmful (McGlynn et al., 2003). In 2018 
the Medicare Payment and Advisory Commission (MedPAC) noted, “there is sub-
stantial use of low value care—the provision of a service that has little or no clinical 
beneft or care in which the risk of harm from the service outweighs its potential 
beneft” (Medicare Payment and Advisory Commission, 2018). Tis low value care 
cost Medicare as much as $6.5 million in 2014 (Medicare Payment and Advisory 
Commission, 2018). 

You would think that since we spend twice as much as other HIC on health-
care, the outcomes for Americans would be signifcantly better than that in these 
other countries. Sadly, this is not the case. One commonly used measure of care is 
life expectancy, as most of us desire a long life, and it is an unambiguous endpoint 
with reliable data. Te United States has the lowest life expectancy of all HIC— 
more than three years less on average (Gonzales et al., 2019). Tat might not seem 
like much, unless it is you or your family. Not only is our life expectancy lower; 
it has fallen for three successive years for the frst time since 1915–1918, when the 
First World War and the Spanish fu were taking their toll (Dyer, 2018). Tis short-
ened life expectancy starts from birth. Te United States has the highest infant 
mortality of all HIC. 

Tere are several ways to look at this decreased life expectancy, which are sur-
prising, if not shocking. One way is to compare life expectancy against healthcare 
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spending. For almost all countries, spending more on healthcare increases life 
expectancy—not so for the United States. We are an outlier, spending more and 
getting less (OECD, 2018). Another way to look at this is to see where the United 
States ranks in life expectancy across all ages compared to 17 other HIC. Given 
that it is often stated, “We have the best healthcare system in the world,” one might 
expect that we would be number one or at least two or three across the board— 
far from it. We never rank above 15th out of 17 countries until age 75, and we 
achieve the highest life expectancy among 95-year-olds, when most of us are dead 
(Figure  1.1) (Institute of Medicine and National Research Council, 2013)! In a 
range of other quality measures, we underperform compared to other HIC, includ-
ing having a higher mortality for conditions amenable to healthcare. 

Within America, there is considerable variability in coverage, access, and out-
come by race, socioeconomic group, and geography. African Americans, Native 
Americans/Alaskan Natives, and Hispanics are less likely to have insurance cover-
age, and they attain lower health status and poorer outcomes. African Americans 
fared worse than whites in 24 of 29 measures, Native Americans/Alaskan natives 
on 20 of 29 measures and Hispanics on 11 of 29 measures (Artiga et al., 2016). 
Tere is marked geographic variability across the states, within counties in states, 
and even within a single city. Generally, health is poorer in the southeastern part 

Figure 1.1 Ranking of U.S. mortality rates by age group among 17 peer coun-
tries. Number 1 is the top ranking with the lowest death rate and number 17 is 
the lowest ranking with the highest death rate. (Source: Institute of Medicine 
and National Research Council. 2013. U.S. Health in International Perspective: 
Shorter Lives, Poorer Health. https://doi.org/10.17226/13497. Reproduced with 
permission from the National Academy of Sciences, Courtesy of the National 
Academic Press, Washington, D.C.) 

https://doi.org/
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of the United States than the rest of the country (Radley et al., 2018). Health out-
comes vary across counties in every state (County Health Rankings and Roadmap, 
2019). Te variation within a given city is jaw-dropping. In our nation’s capital the 
diference in life expectancy between a few subway stops is almost 30 years (VCU 
Center on Society and Health, 2018). Tis geographic variability has led many 
healthcare leaders to conclude that your zip code is more important to your health 
than your genetic code. Te only possible good news in this statement is that it 
should be easier to alter the factors that produce the zip code efect than to alter 
the genetic code. 

All current and aspiring healthcare leaders should look at these data and ask 
two questions: 

Why do we spend more money on healthcare and get less health? 
Is it acceptable to allow this performance of American healthcare to persist? 

Te Institute of Medicine did ask that frst question. Teir study, “U.S. Health in 
Perspective: Shorter Lives, Poorer Health,” concluded “A major reason lies in the 
fact that the foci of our attention, our resources, and our incentives are too narrow 
… our investments are primarily directed to biomedical (focus) …” (Institute of 
Medicine and National Research Council, 2013). 

As a national priority, spending on health and well-being is a sound investment. 
In fact, 11 other countries spend a higher percentage of their GDP on a combina-
tion of healthcare and social care than we do, but we are the only country that 
spends more on healthcare—the portion which ultimately contributes only 10 to 
15 percent to health (Bradley et al., 2016; Magnan, 2017). Other countries make 
a greater investment in social care, which has a greater impact on the well-being 
of the population (Bradley et al., 2016). Tese social care factors include income, 
education, housing, food, qualities of the communities, environmental exposures, 
and behaviors including diet, exercise, substance abuse, and injuries including gun 
violence and suicide. In these areas, we fail to measure up to the performance of 
other developed countries (Institute of Medicine and National Research Council, 
2013). One of the most important of these other factors is income. Although the 
United States is among the richest developed countries, we have the highest per-
centage of poverty and the greatest income inequality (Institute of Medicine and 
National Research Council, 2013). Tere is a continuous relationship between 
income and life expectancy (Chetty et al., 2016). Te top 1 percent of American 
males at age 40 have a 15-year greater life expectancy than the bottom 1 percent 
of American males, whose survival is equal to that of similarly aged men in Sudan 
(Chetty et al., 2016). 

A number of groups are beginning to ask the second question “Should these 
shortcomings be allowed to persist?” Although there is no national answer to this 
question yet, it seems obvious that there can be no compelling reason to continue a 
system that costs so much more and delivers so much less than it should. 
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What Women Bring 
Te performance of our healthcare system and the health of Americans cannot be 
ignored. Te data present two pivotal and related questions from a gender equality 
perspective: 

Can these problems be solved by only having men, especially white men, who 
have been the principal developers and benefactors of our current system at 
the table? 

Can women healthcare leaders provide new and needed perspectives that will 
lead to better outcomes? 

Tere are persuasive reasons to answer “no” to the frst question and “yes” to 
the second. Humans have been evolving for over 200,000 years. In that process, 
women emerged diferently than men genetically, biologically, physiologically, and 
culturally. In large part because women are the mothers, they developed diferent 
roles and diferent skills. For much of history these diferences were not viewed as 
strengths. Tey were used to keep women “in their place” which was at the kitchen 
table not at any leadership table. For centuries no one would have even thought 
to ask the question, “Did sitting at that kitchen table result in women developing 
a set of skills and approaches to problem-solving that are unique, important, and 
valuable?” Finally, we have started to ask these questions. Tere is a growing body 
of data that women do bring diferent skills to leadership. Women make teams 
function better and they produce better outcomes in a variety of dimensions. Tese 
diferences matter. 

Obviously, these fndings are nuanced. Men and women do share many com-
mon traits and attributes. Great leaders, regardless of their gender, have much in 
common. Moreover, not all women are the same, just as not all men are the same. 
Some women are concerned that calling out diferences between men and women 
may encourage continued bias and discrimination. Tis would be true if the posited 
diferences conveyed some lesser abilities or talents, but that is not the case. 

Thought Exercise 

What unique characteristics and talents do you think women bring to leadership 
roles? 

Korn Ferry, a management consulting frm, elicited the views of 38 cur-
rent and 19 former female CEOs at Fortune 1000 or similarly sized companies 
(Korn Ferry Institute, 2017). Tirty-eight of these women were assessed using 
Korn Ferry’s Executive psychometric assessment tool and their scores were com-
pared to the Korn Ferry’s CEO benchmark scores (Korn Ferry Institute, 2017). 
Purpose, mission, and a positive organizational culture were strong drivers for 
women. Tese women were motivated by a belief that their company could have 
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a positive infuence on their community or even the world. Te women scored 
similarly to the benchmark “in persistence, need to achieve, curiosity, focus, asser-
tiveness, risk-taking and empathy.” Te scores with the greatest diference were 
the scores on humility, with women scoring signifcantly higher, and the scores 
on confdence, with women scoring slightly lower. Te investigators interpreted 
the humility score as a lack of self-absorption, an appreciation of others, and a 
willingness to note the role of others in their success. Te confdence scores refect 
women’s belief that they are not in complete control. Te study also demonstrated 
that women sought out difcult work and challenges. Tey did not place a high 
value on the predictability of the work—not surprising given women’s lives! Tese 
women CEOs were committed to being authentic. Tey led with integrity and 
were not willing to compromise their values even if it meant turning down a pro-
motion. While these were not healthcare leaders, the women leaders I interviewed 
refected the same commitment to authenticity and integrity and had the traits of 
humility, giving credit to others, being motivated by mission, and seeking chal-
lenges (see below and Chapter 11). Te study concluded that women were “excep-
tionally motivated to build something new, take risks, to deliver results, and to 
make a diference” (Korn Ferry Institute, 2017). Tis bodes well for women leaders 
bringing needed change to healthcare. 

Zenger/Folkman, a leadership development frm, conducted a study that 
compared over 7000 men (64 percent) and women (36 percent) managers and 
Executives from high performing American companies (64 percent of the indi-
vidual participants) and international companies for a group of leadership com-
petencies based on a 360-degree assessment (Zenger/Folkman, 2012). Teir data 
showed that on the “overall leadership efectiveness index females were rated 
more positively than males.” Women scored signifcantly more positively on 36 
of 49 survey items and men scored more positively on two. Women were rated 
more positively on 12 of the 16 competencies. “Te competencies with the larg-
est diferences between males and females, with females scoring signifcantly 
higher, were taking initiative, practicing self-development, integrity/honesty 
and driving for results.” While these were the areas with the biggest diference, 
women also scored signifcantly higher in developing others, inspiring and moti-
vating others, building relationships, collaboration and teamwork, establishing 
stretch goals, and being champions of change. “While men excel in the technical 
and strategic arenas, women clearly have the advantage in the extremely impor-
tant areas of people relationship and communication.” Quite an impressive set 
of traits and skills. Te women I interviewed reinforced these fndings, believing 
that women were more engaged in building relationships, were more collabora-
tive, and more willing and able to work in teams (see below and Chapter 11). 
Tis study concluded, “It is a well-known fact that women are under-represented 
at senior level management. Yet the data suggests that by adding more women 
the overall efectiveness of the leadership team would go up.” Let us hope that 
this advice is heeded. 
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Do these diferences translate to diferent and more desirable outcomes? Tere 
are convincing data that having women in leadership roles infuences companies’ 
fnancial performance. Catalyst performed a large, well-designed study of 353 
Fortune 500 companies across 11 industries during the 1990s (Catalyst, 2004). 
Te Return on Investment (ROI) and Total Return to Shareholders (TRS) was 
substantially higher in companies with the highest percentage of women as corpo-
rate ofcers compared to those with the lowest percentage. Te study showed that 
healthcare overall and the pharmaceutical industry in particular were among those 
industries with the highest percentage of women and they were also those with 
the highest fnancial rewards. Similar conclusions on the positive fnancial impact 
of women in corporations emerged from a study by Noland et al. for the Peterson 
Institute for International Economics. Tey examined fnancial data from over 
21,000 frms in 91 countries (Noland et al., 2016). Of note, “almost 60 percent of 
these frms had no female Board members and just over half had no female C-suite 
Executives and less than fve percent had a female CEO.” Nonetheless, there was a 
positive correlation between the frm’s performance and the percentage of women 
in upper management. “A proftable frm at which 30 percent of the leaders are 
women could expect to add more than one percentage point to its net margin 
compared with an otherwise similar frm with no female leaders.” Tis represents 
a remarkable 15 percent improvement over the benchmark proftability. Tis work 
also underscores the role of a range of country characteristics that infuence women 
being able to achieve leadership positions. 

S&P Global conducted a large, comprehensive, long-term study of Russell 
3000 companies from May 2002 to May 2019 (Sandberg, 2019). During this time 
period there were 578 female Executive appointments to CEO or CFO among 
5825 new Executive appointments. Shockingly, the male to female ratio for CEOs 
was 19:1 and 6.5:1 for CFOs. Both female CEOs and CFOs outperformed the mar-
ket average and their male counterparts on aspects of fnancial performance. “In 
the 24 months post-appointment, female CEOs saw a 20 percent increase in stock 
price momentum and female CFOs saw a six percent increase in proftability and 
eight percent larger stock return” (Sandberg, 2019). In addition, over the frst 24 
months of the appointment of a female CEO, the percent of women on the Boards 
increased. In fact, “Boards with female CEOs have twice as many female Board 
members, compared to the market average (23% vs. 11%).” A detailed examina-
tion of the Executive biographies revealed that “the average female Executive has 
characteristics in common with the most successful male Executives. Te attributes 
that correlate with success among male Executives were found more often in female 
Executives.” Tis may be a good news, bad news story—women leaders fnancially 
outperform male leaders, but they have to have more stellar credentials than a man 
to be appointed to those positions. 

While these data are important in demonstrating the contribution that women 
make to a business’s fnancial success, they raise other relevant questions that 
should be answered: 
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◾ Is there a percentage of women leaders in a company that creates a tipping 
point at which they begin to infuence organizational priorities? 

◾ Are there critical leadership roles (e.g., CEO) that matter more than overall 
leadership percentages? 

◾ Do the observations of the positive efect of women in industry apply to 
American healthcare? 

◾ Can the improvement women bring go beyond fnances to improvement in 
healthcare and health? 

◾ Can women in healthcare leadership change the focus from proft to the 
patient and the population? 

◾ Can women in healthcare leadership create positive societal change? 

Most of these questions remain unanswered, but their answers are critical for the 
future of healthcare, as well as for the other aspects of the society that are the major 
contributors to health. Some data are beginning to emerge in the clinical arena and 
across a societal spectrum, which suggests positive answers to some of these questions. 

For example, there are a number of studies demonstrating that women physicians 
have a more positive outcome than men on patient communication, preventive care, 
and survival (Chapter 3). We do not know if women in leadership can translate these 
individual patient outcomes to a population. But it seems likely that the perspective 
and skills demonstrated with patients would carry over to populations. 

We are seeing the impact of women in American politics. Record numbers of 
women were elected at all levels of government in 2018 (Chapter 3). Women appear 
to accomplish more in that arena. Women legislators sponsor more bills than do 
their male counterparts (Aguilar, 2019). Teir presence will likely create more and 
better-informed legislation in the broad array of health and healthcare issues. For 
example, in 2019, 45 percent of the Colorado state legislature and a majority of the 
House were women. In that session, the legislature passed a broad array of health-
care legislation including a mandate to explore a public option, a cap on insulin 
prices, increased hospital price transparency, the provision of dental benefts in 
Medicaid for pregnant women, comprehensive sex education, and all-day kinder-
garten, some of which were measures that had repeatedly failed before. 

Te subtitle of Melinda Gates’ book, Te Moment of Lift, emphasizes this broad 
impact of women— “How Empowering Women Changes the World” (Gates, 
2019). Tis book is flled with examples of empowering women as a critical force 
for positive health and societal change. One amazing example is how giving sex 
workers in India a voice prevented a catastrophic AIDS epidemic in that country 
(Gates, 2019). Tere is emerging data from randomized studies of village councils 
led by women and men in India and Afghanistan that show a positive relationship 
between women leaders and improved physical, social, and economic situations for 
women in those communities (Javadi et al., 2016). 

Studies from India, Nepal, and South America show the beneft of women’s 
participation on water, as well as fshery and forest resource management (Leisher 
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et al., 2016; Lima and Barnes, 2019; UN-Water, 2006). Certainly, women have 
been the stewards of resources in their homes for centuries. Gates connects these 
types of improvement to better outcomes for children and families (Gates, 2019). 

Te power of women to bring change at a societal level is demonstrated by the 
thousands of women whose protests brought down the Sudanese President Omar 
al-Bashir in 2019 (Sadek, 2019). Tere is a remarkable positive impact of having a 
signifcant number of women as part of peace negotiations in regions of confict, 
including a greater likelihood of success and a long-lasting agreement (Council on 
Foreign Relations, 2019). 

Women standing up and calling for change is not only a phenomenon in the 
developing world. Tere are young American women on the opposite side of the 
economic spectrum who are calling out issues of wealth and income dispari-
ties—factors that are critical aspects of health. Abigail Disney, the granddaugh-
ter of Roy Disney, called the $65 million compensation of the Disney CEO, 
which is 1424 times the average Disney worker as “naked indecency” (Sherman, 
2019). 

What is even more astounding is the power of girls in leading substantial change. 
What better example could there be for the power of the female voice than Malala 
Yousafzai who was awarded the Nobel Peace Prize at age 17 for her heroic stance on 
the right of all children, including girls, to have an education. Tese voices of girls 
are not just rising from third world countries. Tere is Greta Tunberg, a 16-year-
old Swedish girl, and Alexandria Villasenor, a 13-year-old American girl, who are 
organizing their generation around climate change, which has and will have a sub-
stantial infuence on population health. 

Tis abundance of examples of the positive efect of women and girls across 
a range of industries, circumstances, and outcomes forcefully underscores why 
women must lead. 

What Leaders Told Me 
While studies and examples illustrate the unique contributions women can make, 
the voices of women themselves ofer a valuable perspective of their lived experi-
ence. To provide that perspective I interviewed three groups of women in health-
care: current women leaders, women who served on the Executive staf at Denver 
Health, and aspiring women leaders. Tere is also value in hearing the voices of 
men. For that perspective I interviewed fve male physician leaders who reported to 
the Denver Health Executive team. 

Perspective of Other Women Leaders 

I conducted interviews with 12 senior women leaders whose diferent backgrounds 
and roles are provided in Chapter 11. Tey underscored the unique perspective and 
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skills that women bring to leadership. Teir extensive comments are Chapter 11, 
but a selection of those provide valuable insights into why women should lead. 

◾ “Over our lifetime we see the good and the bad in healthcare from [difer-
ent] perspectives. Tat gives us a unique way of solving the problems of the 
healthcare system” (Risa Lavizzo-Mourey). 

◾ “Women have an important view of the care pathways and where those path-
ways get interrupted” (Lilly Marks). 

◾ “Women are care givers and care takers in the family. Tey bring that per-
spective to healthcare” (Evalina Burger). 

◾ “Women believe in health maintenance more than men do” (Nanette 
Santoro). 

◾ “Women have developed a team approach to help them juggle their many 
priorities” (Leah Devlin). 

◾ “Women are particularly good at relationship building” (Nancy Agee). 
◾ “Tey skillfully navigate diferent interests” (Halee Fischer-Wright). 
◾ “We fnd common ground” (Karen DeSalvo). 

Tese women also underscored the data gleaned in the more formal studies which 
detailed what motivates women to become leaders. 

◾ “I wanted to make things better” (Karen DeSalvo). 
◾ “I had a passion to make things better and improve lives” (Evalina Burger). 
◾ “I was driven to be of use to others” (Linda Burnes Bolton). 
◾ “I sought to leverage my talents to do good” (Nanette Santoro). 
◾ “I wanted to accomplish more than I could one patient at a time” (Nancy 

Agee). 

Women’s leadership motivations suggest that they will provide new directions in 
healthcare. 

Denver Health Women Leaders 

Te Denver Health experience could be an example of both the fnancial and 
healthcare outcomes that result from a high percentage of women in the C-suite. 
Seventy percent of Denver Health’s population were from minority communities 
and the majority were uninsured or covered by Medicaid. From 1992 to 2012 (my 
tenure as CEO) Denver Health was in the black, despite the unsponsored health-
care increasing from $100 million to over $400 million with almost unchanged 
city fnancial support of $27 million for this care. 

Despite a vulnerable population, during this period Denver Health achieved 
outstanding clinical outcomes, including the lowest observed-to-expected mor-
tality of all academic health centers in the University Healthsystem Consortium. 
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Tese data refect both extraordinary and sustained commitment to vulnerable 
populations and highly credible management skills. While it cannot be proven 
that this refects women’s leadership, it can be said that both the number of 
women in the C-suite and this performance for a safety net institution were 
remarkable. 

During my tenure as CEO, the C-suite had women in the positions of COO, 
CFO, CNO, General Counsel, Chief Communications Ofcer, Chief Government 
Relations Ofcer, Executive Director of the Health Plan, and Executive Director of 
the Foundation. I interviewed the following leaders: 

Kathy Boyle, Ph.D., RN, CNO 
Peg Burnette, B.S., CPA, CFO 
Darlene Ebert, J.D., Retired, General Counsel 
Paula Herzmark, M.A., Retired, Executive Director of the Foundation 
Stephanie Tomas, MBA, Retired, COO 
Hon. Elbra Wedgeworth, B.A., Chief Government Relationship Ofcer 

I have included some of their comments related to women in leadership here, and 
some others where relevant in other chapters. 

Tese women Executives believed that having this cadre of women in leader-
ship made a diference in the organization. “If you look at the results [during our 
leadership] compared to other groups that came before and after [the results the 
organization achieved] were not a fash in the pan. Tey were sustained for years.” 

In addition to believing that women made a demonstrable diference in the 
outcomes, these women afrmed the unique skills that women have, especially in 
building relationships. 

◾ “Women are willing to spend more time building relationships. I don’t think 
men put the time in the same way that women do. Women are more inclined 
to listen … and hearing what it is the other [person] needs and wants” (Paula 
Herzmark). 

◾ “We take time to communicate with people. You learn their family situation 
and background and … how it shapes how they communicate and their pri-
orities. Men aren’t concerned with that” (Darlene Ebert). 

◾ “Women are adept at operating within a team environment. In our … Lean 
journey we were learning that. We said check your badge at the door. My 
female [colleagues] were more open to that. [Tey] didn’t need credit; it 
was for the good of the organization. Denver Health felt like a family, more 
so than any other hospital. People who came from the outside commented 
because it was so palpable” (Stephanie Tomas). 

◾ “[Te family feeling] came as a surprise to me when I came to Denver Health 
and saw that. I didn’t expect that in such a large organization. Women are 
very good at multi-tasking” (Kathy Boyle). 
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◾ “I think it was advantageous to have women in leadership roles because we 
bring empathy and a work ethic that benefts in many ways. We give more 
thought to how programs and services afect patients and … the community. 
At times, men do not bring that to the table. We get more done, because as 
women we are always in a position of having to prove ourselves. Women are 
more [likely to be] caretakers … so we want to take care of people” (Elbra 
Wedgworth). 

◾ “Women are good at picking the right team. Women know the potential of 
other women. Women tend to pay more attention to details that men think 
are unimportant. Typically, I don’t see men operating at that level … [they 
think] that is something that someone else can do. In reality these details can 
be quite important” (Peg Burnette). 

Aspiring Women Leaders 

I also met with a group of 14 younger women. Tis group included practicing phy-
sicians, physician and Ph.D. researchers, and nurses. Some had recently fnished 
their training, others were mid-career, and a few were in a position of some leader-
ship. Tey shared the barriers they faced and the opportunities they perceived as 
they pursued their careers. But they did not wish to be directly quoted. Tis in itself 
makes a statement about the barriers women face. I have included their reasons for 
aspiring to leadership roles here. A number of the other comments from this group 
are noted in other chapters where they are relevant. Teir goals for leadership were 
to beneft others: 

◾ “I feel like [leadership] is an opportunity … to take the incredible privilege I 
was born into and pay that forward. I want to be in a position to be impactful 
for people who don’t have that voice.” 

◾ “I am following my moral compass. As a leader I can impact the well-being 
of vulnerable patients.” 

◾ “I am driven to provide excellent care to poor kids.” 
◾ “Be an advocate for the people who you know are doing the best work. I want 

to make sure their voices are heard.” 
◾ “I [want to] match my skill set with things that make a diference. I can [be a 

bridge]. I want to pull things together and I see so much that isn’t together.” 
◾ “I love taking care of patients, but I feel that I need to do something about 

the social problems that we see every day. About giving people a voice and 
being a connector.” 

◾ “Advocating for women’s health and for women including women in my pro-
fession. I saw many examples of what not to do.” 

◾ “I am tired of people not doing the things that they could be doing to impact 
more people. It is frustrating when people who are making the rules are doing 
things wrong, not considering the values we care about.” 
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◾ “If it’s broken, I want to fx it; if it doesn’t exist, I want to create it. I would 
sufer trying to fx something [rather] than sit on the sidelines.” 

◾ “Te world is increasingly small, and I am trying to change the world.” 
◾ “It is about making the system diferent so that my daughter may have better 

opportunities.” 

Tey were inspiring in that not one was interested in leadership for money, prestige, 
a C-suite position, or increasing the proftability of the component they might lead. 
While I have worked with many men at Denver Health who embrace these goals, 
the unanimity among these women in their goal of helping others supports the 
belief that women will bring to healthcare a major change in focus and direction if 
they are given the opportunity to lead. 

Thought Exercise 

Why do you want a leadership role in healthcare? 

Male Physician Leaders 

I also interviewed fve physicians who were Denver Health Clinical Department 
Chiefs (Directors of Service) during the time that I was CEO. I asked them if they 
thought that there was a diference in having women leaders in contrast to male 
leaders. Tose interviewed were: 

Richard Albert, M.D., Medicine 
John Christopher (Chris) Carey, M.D., Obstetrics and Gynecology 
Robert House M.D., Psychiatry 
Paul Melinkovich, M.D., Community Health Services 
Ernest (Gene) Moore, M.D., Surgery 

Te interviews underscored the importance of positive experiences they all had 
with strong women including their mothers, spouse, mentors, their colleagues, and 
previous bosses, in how they perceived women leaders (Paul Melinkovich, Robert 
House, Chris Carey). A number of them never thought about whether there were 
diferences between women and men leaders before I asked them the question (Paul 
Melinkovich, Robert House, Rick Albert, Gene Moore). However, upon refection 
all of them identifed diferences and these diferences were positive attributes of 
women’s leadership: 

“I never really thought about it until you asked me. Tere was no gender bias in 
this institution. Since we were a safety net institution that was fair to everyone, it 
was easier for women to become leaders without anyone thinking about it. Women 
leaders probably promoted equity and fairness. Tat helped [the organization] 
mature and succeed. Te attitude was we are all at the table, we are all the same, 
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and we all have needs; let’s fgure out how to make it work. Women facilitated that. 
Women probably collect more facts and try to look at both sides before making a 
decision” (Gene Moore). 

“Until you went down the list of women on the Executive staf, it never regis-
tered. I think it’s the people in those [leadership] positions that change the orga-
nization. I think it is hard to separate good leadership skills from gender-related 
determinants of those skills. I can say this. After we started the hospitalist program, 
it became very apparent that the way the women related to their patients was dif-
ferent than the way the men related to their patients and I do think that was a 
gender-related issue, not a person-related issue. Tey had closer connections to their 
patients as people” (Richard Albert). 

“A lot of people in my life … were strong women. I never thought of [women 
in leadership] as unusual. I never found it unusual to be in the minority. I never 
thought a lot about are they doing things diferently than a man would do? If I 
could pick anything out about working with women, maybe they are more direct 
and more willing to say it like it is and deal with [issues] that are emotionally 
charged. As I think about our leadership team in Community Health where it was 
a mixed group, the women were more willing to call out something they thought 
was wrong even though they knew it wasn’t going to sit well with the group where 
some of the men would shy away from that. Having many women Executives at 
Denver Health allowed young women at Denver Health to recognize their poten-
tial and that they would be listened to. It gave them a voice” (Paul Melinkovich). 

“My mother was the nurse leader on a surgical service at a naval hospital. I came 
from a background were women were a little more assertive. In my residency … 
there was a woman psychoanalyst who was brilliant. Before she went to medical 
school, she joined the women’s army and she few bombers. [My women mentors] 
showed me that compassion worked. So, coming to Denver Health didn’t seem like 
a major cultural shift. Women give clear, specifc direction. It seems women are 
more transparent. When I was at Denver Health as an intern and resident there was 
a lot of chaos, and when I came [back as faculty] it was organized and there was a 
diferent ambiance. It was the friendliest place I had ever been … I don’t know if 
that came from [the women in] administration. Tere is this culture of equity. Te 
sense of mission is really strong. Tis is mutually reinforcing—women in leadership 
and equity and mission” (Robert House). 

“I have spent a lot of my life thinking about gender as a scientifc and as a cultural 
issue. Gender is critical to the interactions we have … perceived gender and gender 
roles. In our society we expect diferent behaviors from men and women, and these 
are mostly learned behaviors. Tese behaviors have to be adapted in a professional 
environment. Tere has been more modeling for men. Tere have been a lot more 
men over the last couple hundred years in leadership societies that taught young 
men how to be a leader. I don’t think there are as many role models for women. For 
almost 20 years, I reported to women, and it is diferent to report to a woman than 
a man. I prefer dealing with women. Tere are diferences. Denver Health has been 
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committed to taking care of the most vulnerable. Tis is a mothering type behavior. 
Having many women in leadership roles is both a refection of that and an infuence 
on that. Te culture of Denver Health promotes women in leadership and women 
in leadership promote the culture of Denver Health. Women seem to have a good 
sense of what is important. When there were times when that wasn’t as prominent, 
we weren’t doing as well” (Chris Carey). 

Te connection between women’s leadership and the safety net mission, the 
cultural environment of these institutions, and women’s commitment to this mis-
sion suggests that changing the focus of healthcare institutions will promote more 
women in leadership and they in turn will change the focus of the institutions, 
creating a virtuous cycle. 

Taken together, the need for fairness, women’s unique perspectives and skills, 
and the contributions that women can make to healthcare and health, require that 
women equitably share the leadership of all the groups that infuence health. We 
cannot and should not be the only voice, but we must be a meaningfully repre-
sented voice. We need to add women in roles and numbers that give us a real place 
in addressing the myriad issues in American healthcare. If this is to happen, women 
need to step up. We cannot wait to be invited. We know the answer to the question, 
“Why should women lead?” Because we can make a diference. 



http://taylorandfrancis.com
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Chapter 2 

Lay of the Land 

Knowing the lay of the land is important on any journey. To reach your destina-
tion you should know what progress has been made and how much further there 
is to go. Te journey to women’s healthcare leadership is no exception. Viewing 
the landscape of women in healthcare is less like seeing a still-life picture and more 
like seeing a varied tapestry being woven over many decades with diferent strands 
coming together to show the past, the present, and leaving space for the future. It 
depicts the path of women pioneers, women’s many roles in health and healthcare, 
and the emergence of women leaders. Healthcare over decades, even centuries, has 
ofered women rewarding professions that beneft them and society. However, in 
many of these professions, the acceptance of women, their equal and equitable 
treatment, and their achieving leadership roles has been very slow. Meaningful 
progress has been made, but more barriers must be removed from the roads that 
remain to be traveled before women can achieve the positions they deserve and in 
which they can make signifcant contributions. 

Examining the lay of the land for women in healthcare reveals the large swath 
of terrain in which women have a signifcant impact, as well as those areas that 
impact them. Te women who came before us laid important groundwork. Tey 
opened doors but some doors remain only ajar. Women are the primary caregiv-
ers for their families, but this comes with not only joy, but also with burdens 
and penalties. Teir role as child-bearers creates unique health needs for them, 
and this plays a pivotal role in the health of the next generation. Yet, as health 
researchers and as subjects, they have been under-represented. Tey fll substan-
tial roles across the healthcare professions, but they have not achieved leader-
ship positions or pay equality in these professions. All these domains should be 
understood by women in healthcare, especially those who aspire to leadership. 
Tese are discussed in this chapter. Te obstacles of bias and sexual harassment 
are discussed in Chapter 3. 
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Figure 2.1 The difference between equality and equity using a bicycle example. 
With equality everyone has the same bicycle but because they are all different, 
only one person can effectively ride. With equity each person has the bicycle that 
enables him/her to ride. (Reproduced with permission from the Robert Wood 
Johnson Foundation.) 

As we examine the lay of the land for women in healthcare, it is useful to 
consider both equality and equity. Although these two words are often used inter-
changeably, they are diferent, and the diference has relevance to women’s leader-
ship journey. Equal means every person is treated the same. Equity means providing 
each person with the opportunity to achieve the desired outcome. A simple fgure 
conveys how equality and equity are diferent (Figure 2.1). 

Having equal pay for men and women for equal work and the same posi-
tion would be equality. However, if women have barriers that prevent them from 
achieving the same positions, equity would require the removal of those barriers. 
Terefore, without attention to equity, it will be difcult for women to achieve 
equality. 

Women Healthcare Pioneers 
Learning about the women pioneers in healthcare serves several purposes. Teir 
stories can inspire us to be pioneers in our own way, in our own times. Learning 
about the barriers these women had to overcome can put into perspective the barri-
ers that we each face. Teir journeys may show us a better path for our own journey. 
Tere are many types of women pioneers in health and healthcare and in the battle 
for equality. Tey come from many countries and backgrounds. Tey come from 
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the ranks of scientists (Marie Curie, Rosalind Franklin), physicians (Gertrude Cori, 
Virginia Apgar), nurses (Florence Nightingale, Dorothy Lynde Dix), lawyers (Sarah 
Hughes, Myra Bradwell), and public personas (Abigail Adams, Patricia Roberts 
Harris, Francis Perkins). Many were champions for women beyond the boundaries 
of healthcare, providing a broad path for equity and equality. Some represent “the 
frst,” such as the frst woman medical student, the frst African American woman 
physician, or the frst woman nursing school Dean. Tese women pushed open 
doors that had been closed and left them ajar for other women to come through. 
Many women, who may not have been among “the frsts,” have made seminal 
contributions to health and healthcare, and their work has benefted society for 
decades. Some women in healthcare were genuine frontier pioneers. We never heard 
of them, but in the rough and tumble Wild West they showed that women could 
not only endure the hardships of living in a rugged territory, but also that they 
could provide succor for men and women. It is impossible to name every woman 
healthcare pioneer who deserves our recognition and gratitude. I have picked two 
American women to highlight in detail, but each of us needs to fnd our own 
woman pioneer to inspire us on our journey. 

Thought Exercise 

Which women healthcare pioneers have inspired you? Why did you pick these 
women? 

A woman physician who had many “frsts,” left a legacy, and inspired me and 
many others at Denver Health was Dr. Florence Sabin (State of Colorado, 1959; 
Mehnert and Cravedi, 2003). She is one of nine women in Congress’s Statuary Hall 
and the only woman from healthcare. Dr. Sabin was one of Colorado’s early citi-
zens, being born in a mining town in 1871. Like every woman healthcare pioneer, 
she had obstacles on her journey. Her mother died when she was seven, and she and 
her sister were sent to Chicago to live with an uncle and later attended Vermont 
Academy and Smith College. After graduating she wanted to be a physician, but 
there was no money for medical school, so she began work as a schoolteacher (a 
“women’s profession”). She opened many doors, being the frst woman to gradu-
ate from Johns Hopkins School of Medicine, the frst woman to become a Full 
Professor in a medical school, the frst woman lifetime member of the National 
Academy of Sciences, and the frst woman to head a division at the Rockefeller 
Institute for Medical Research—quite a lot of “frsts” for one woman. 

In 1938 she retired to Colorado, probably thinking that there were no more 
amazing accomplishments ahead. Not so. In 1944 Colorado Governor John Vivian 
was hunting for someone who would not rock the boat to Chair the health com-
mittee in his post-war planning eforts. Someone suggested a retired, 73-year-old 
woman who wore her hair in a bun. Tat woman was Florence Sabin—obviously, 
the recommender had never met her! She spearheaded Colorado’s frst health laws 
in 70 years and visited every county in Colorado in support of those bills (not an 
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easy trek in those days), answering every challenge from myriad vested interests. 
Te Colorado legislature passed the Sabin Health Laws in 1947 and these laws 
governed public health in Colorado until 2008. She then proceeded to transform 
public health in Denver, tackling rats, garbage, milk pasteurization, and tubercu-
losis, reducing its rate by 50 percent. Accepting no salary, she became the head of 
Denver’s Department of Health and Charities, which later became Denver Health, 
a position in which I was honored to follow her 50 years later. She brought public 
and personal health together in one institution, being decades ahead of her time. 
She fnally retired at age 80, having rocked a good many boats. She saw oppor-
tunity in problems, was unstoppable once on a mission, and cared for the most 
vulnerable. So, not only can women lead, but also it is never too late for us to lead 
or rock a few boats—a heartening thought for women of my age! 

Any list of American women healthcare pioneers must include Clara Barton 
(Wikipedia a, Clara Barton). Tis is ftting for at least two reasons. First, nurses 
compose the single largest group in the healthcare workforce and they often have 
signifcant leadership roles. Second, Clara Barton left a legacy with her formation 
and leadership of the American Red Cross. She was born in Massachusetts in 1821. 
She began her career as a teacher at age 17, establishing a school in New Jersey, 
only to have a man replace her as principal and being demoted to his assistant. 
Although she acquired her nursing training informally, she played a critical role 
in the care of soldiers in the American Civil War, earning her the title of “Angel 
of the Battlefeld.” Her commitment to the soldiers on both sides continued after 
the war ended with her leading the Ofce for Missing Soldiers, helping to locate 
22,000 missing soldiers. Her experiences in the Civil War equipped her to help set 
up military hospitals during the Franco-Prussian War. In her visits to Europe she 
learned about the International Red Cross. She saw the role such an organization 
could play in peacetime and lobbied two Presidents to establish the American Red 
Cross. She became its frst President in 1881. Te role of the American Red Cross in 
national disasters started with its response to tornados and the Johnstown Flood in 
1897. Every disaster victim who has been and will be helped by the American Red 
Cross can thank Clara Barton. She showed us that you must persevere in your cause 
even if you have to “bug” not just one, but two U.S. Presidents. 

Some of the most important women healthcare pioneers were not even in 
healthcare, but nonetheless they shaped health policy. Such a person was Eleanor 
Roosevelt, who, in her role as Chair of the UN Commission on Human Rights, 
championed healthcare as a human right and equal pay for equal work (Wikipedia 
b, Eleanor Roosevelt). 

Although the contributions of the many women healthcare pioneers were var-
ied, they shared characteristics that are highly relevant to all women leaders: 

◾ A vision for a better way of doing things 
◾ A willingness to challenge barriers 
◾ A goal not for their own self-interest but for the beneft of others 
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◾ A deep commitment to improving health and well-being for all 
◾ A long-standing and sustained efort 

Tese guideposts should direct us all on our leadership journeys. 

Women’s Role in Health and Caregiving 
Maternal-Child Health 

Women occupy a central role in health and healthcare for their families. Teir 
myriad roles emanate, in part, from being daughters, spouses, partners, and moth-
ers. Te healthcare of women before, during, and after pregnancy, as well as the 
outcome of pregnancies, are of critical importance to women and to population 
health. It is concerning that as important as this is, maternal and infant mortality 
have received little focus in the United States. For example, there is no standardized 
reporting of maternal mortality by states, and more than a decade has passed since 
the CDC published an ofcial maternal mortality report (Slomski, 2019). We have 
ignored our poor performance among developed nations in maternal and infant 
mortality. Why is there this major blind spot? Is it a refection of the paucity of 
women leaders in health policy, research, and institutions? 

In 1900 in the United States approximately 850 women died in childbirth per 
100,000 births (approximately 0.8 percent) and approximately 100 infants died 
per 1,000 live births (10 percent) (Centers for Disease Control and Prevention, 
1999). A current commonly used maternal death rate for the United States is 
17.2 per 100,000 live births—an impressive 50-fold improvement from a century 
earlier (Petersen et al., 2019). But having only one number belies reality. Tere 
is marked geographic variability among states and substantial racial diferences. 
Te fve states with the lowest maternal mortality are California, Massachusetts, 
Nevada, Connecticut, and Colorado with maternal mortality ranging from 4.0 
to 11.5 per 100,000 live births (Unger and Simon, 2018). Te fve states with the 
highest maternal mortality are Louisiana, Georgia, Indiana, Arkansas, and New 
Jersey ranging from 36.2 to 58.1 per 100,000 live births (Unger and Simon, 2018). 
Te highest numbers are roughly equal to the maternal mortality of Vietnam and 
Jordan (Roser and Ritchie, 2019). Native Americans/Alaska Natives and African 
American women have 2.5 to 3.3 times the mortality rate of white women, respec-
tively (Petersen et al., 2019). Tere is similar variability in infant mortality between 
geographic regions and racial groups (Mathews, 2018). We are far from being the 
best among developed countries—in fact, we are among the worst (Institute of 
Medicine and National Research Council, 2013). 

Closely related to childbearing is overall reproductive health. Margaret Sanger was 
a nurse in the early 1900s whose care for women dying from “back alley” abortions led 
her to be a champion for “birth control” (Wikipedia c, Margaret Sanger). She opened 
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the frst birth control clinic in 1916 and was promptly arrested. Her involvement in 
a series of court cases fnally led to the legalization of contraception in the United 
States in 1965 (for married couples). Tis, along with the development and commercial 
availability of birth control pills, enabled women to have control over the timing and 
spacing of pregnancies. Te availability of long-acting contraception and the cover-
age provided in the ACA added to this control. Contraceptive availability facilitated 
women’s entrance into all professions, including healthcare. Women no longer had to 
make the choice that many women healthcare pioneers had to make: being married 
with children or having a professional career. As leaders we must be among those who 
work to address the inequalities in maternal and infant mortality and to preserve and 
expand access to reproductive healthcare, not only for ourselves but for all women. 

Thought Exercise 

What are maternal and infant mortality rates for your state? Is your organization 
playing a role in addressing these issues? 

Women’s Role in the Care of the Family 

Women play a pivotal role in the health and healthcare of their families. 
Approximately 75 percent of mothers make the decisions regarding the choice of 
physicians for their children and take them to their healthcare visits, compared 
to about 20 percent of fathers (Ranji et al., 2018). Forty percent of mothers stay 
home from work when a child is sick, losing wages in about half of those occasions 
compared to 10 percent of fathers (Ranji et al., 2018). Female physician-researchers 
with a male spouse or partner and children spend 8.5 hours more per week than 
their male partner on parenting or domestic activities, and they were statistically 
more likely to be the ones taking time of during disruption of the usual child care 
arrangement (42.6 vs. 12.4 percent) (Jolly et al., 2014). 

Not only do women disproportionately care for their children, they are dispro-
portionately responsible for the care of other family members. Seventy-fve percent 
of family caregivers are women (Family Caregiver Alliance, 2019). Tis caregiving 
consumes many hours per week and is largely unpaid, impacting a woman’s work 
life and her lifetime earnings (Family Caregiver Alliance, 2019). 

While this involvement in the health and healthcare of American families is of 
great beneft to society, it places a disproportionate burden on women as they try 
to develop their careers and it afects their earnings. Policies that acknowledge this 
diferential responsibility between men and women are needed to ameliorate these 
disparities. Such policies will greatly facilitate gender equity and equality, lessening 
some of the barriers for women on the path to leadership. Tese include: 

◾ Job sharing 
◾ Paid time of 
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◾ Paid family leave 
◾ Subsidized childcare 
◾ On-site childcare 
◾ On-site care for sick children 

Unfortunately, these policies are far from universal, or even widely available, or 
afordable in the United States or in the healthcare institutions in which women 
are the primary workforce. 

Women in the Healthcare Professions 
Tere are over 18 million people employed in all aspects of healthcare in the United 
States and nearly 80 percent of these employees are women (National Institute 
for Occupational Health and Safety, 2017). Women are employed in the array of 
healthcare roles, institutions, and industries. Among the various healthcare profes-
sions there are markedly diferent female-to-male ratios, extending from nursing at 
one end of the spectrum with a very high ratio, to surgical specialists on the other 
end with a low ratio. Te mix of women and men is changing in all the healthcare 
professions, opening opportunities for everyone and enriching the perspectives in 
each discipline. While women may not want to enter every healthcare profession 
with the same frequency as men, they should be able to enter any one they wish 
without barriers, obstacles, or discrimination. 

Nursing 

Nursing has long been a path open to women, dating back to the earliest centuries 
of the Current Era. In the early centuries, nursing and care of the sick were often 
linked to the religious traditions of Christianity, Islam, and Buddhism. In early 
Western culture many of those engaged in nursing were nuns. Florence Nightingale, 
an important healthcare pioneer, is credited with developing nursing into its status 
as a profession. Nursing has fourished both in numbers and in the diversity of 
opportunities for women. Te frst American nursing schools opened in 1873 and 
proliferated in lockstep with the increased numbers of hospitals, many of which 
were run by religious groups (Penn Nursing, 2018). By the 1960s much of nursing 
training had moved to colleges and universities (Penn Nursing, 2018). Nurses are 
now the single largest group of healthcare professionals, numbering approximately 
4.2 million, of whom over 800,000 are licensed practical nurses (Kaiser Family 
Foundation, 2018). Nursing remains primarily a women’s profession. In 1970 about 
3 percent of registered nurses were men; by 2017 still only 11 percent of nurses were 
men (U.S. Census Bureau, 2013; Auerbach et al., 2017). 

Te majority of nurses practice in acute care settings, but the profession spans 
the disciplines from bedside nursing to public health and school nurses, nurse 
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practitioners, certifed nurse anesthetists, nurse midwives, and faculty members in 
nursing schools. Women outnumber men in all these domains with the smallest 
gender diference among nurse anesthetists. 

Nursing can be a pathway for women to leadership positions. But among many 
nurses, this may not be an aspect of nursing that has great appeal. In one survey 
61 percent of nurses said they would not pursue a leadership position, even at the 
manager level (AMN Healthcare, 2017). Tis may be changing as younger nurses 
had a greater interest in leadership than nurses overall. Related to leadership aspira-
tions is the pursuit of advanced degrees. Only 17 percent of nurses have a master’s 
degree and about 2 percent have a doctoral degree which may limit the path to 
advancement (American Association of Colleges of Nursing, 2019). Tose who do 
pursue an academic path appear to have achieved major leadership positions. One 
2015 survey noted that 28 of the 30 most infuential Deans of nursing schools were 
women (Willis, 2015). Tere are examples of nurses serving in C-suite positions 
and as CEOs, but the percentage in these positions is unknown. In order to have a 
clear picture of this pathway to leadership for women, reliable information on the 
number and percentage of nurses in a leadership position should be obtained by 
nursing and other healthcare groups. 

Physicians 

Physicians are the second largest group of healthcare professionals with over 
a million active practitioners, 36 percent of whom are women (Kaiser Family 
Foundation, 2019; Bureau of Labor Statistics, 2019). Te journey of women in 
medicine has been long and arduous, traversing the terrain from entrance into 
medical schools, through graduate medical education, to attainment of leader-
ship positions. 

Te frst American woman medical student, graduating in 1849, was Elizabeth 
Blackwell, who faced barriers at every turn, including being rejected for admission 
by 29 medical schools (Amazing Women in History, 2012). After she pushed open 
that door, she helped other women by founding the Women’s Medical College in 
New York in 1867. However, the number of women medical students increased at a 
snail’s pace, with only 9.3 percent of the frst-year medical students being female by 
1965, the year I started medical school (American Association of Medical Colleges 
(AAMC) Data Book, 2017). I was one of six women in a class of 125 (5 percent). 
Starting in the mid-1970s there was a dramatic rise in women medical students. 
By 2002, 49 percent of the frst-year medical students were female (AAMC Data 
Book, 2017). In 2018 the equality barrier was broken, with 50.7 percent of medical 
students being women (Kirch, 2017). In 53 of the 147 medical schools, the number 
of women exceeds the number of men, in some instances by a large margin. As 
the percentage and number of women increased, the absolute number of men in 
medical school also increased, refecting the increased number of medical school 
positions (AAMC Data Book, 2017). 
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When I began my career at Denver Health in 1973 as Chief of Nephrology, 22 
percent of the medical students at the University of Colorado School of Medicine 
were women; by 1981 when I become Director of Medicine, 40 percent of the 
medical students were women. In my roles, I interacted daily with medical students 
and I perceived a marked improvement in overall performance with this representa-
tion of women—increasing the number of women enriched the talent. 

Forty-six percent of residency positions are now held by women (Brotherton 
and Etzel, 2016). However, there is still unequal representation of women residents 
among the medical specialties, particularly in the surgical disciplines (Brotherton 
and Etzel, 2016). 

Despite the dramatic increase in the women in the medical school and gradu-
ate medical education pipelines, they are under-represented in leadership positions 
within academic medicine and as leaders within healthcare institutions. In 2018, 
47 percent of Assistant Professors and 25 percent of Full Professors in medical 
schools were women (AAMC, 2019). A study of 91,073 faculty members found 
that even with multivariate adjustment for age, years from residency, publications, 
and funding, women were less likely to be promoted to Full Professor than men 
(Jena et al., 2015). Twenty-four percent of Basic Science Chairs and 16 percent of 
Clinical Department Chairs are women (AAMC, 2019). Only 15 percent of Deans 
are women, and the decanal positions flled by women are most commonly those 
focusing on education or institutional image, not the top academic leadership posi-
tion (Schor, 2018). 

Tis steep academic pyramid leaves women out of many important leadership 
roles (Figure 2.2). 

We have solved the pipeline problem for women in medicine, but we are a long 
way from solving the leadership problem within faculty, who are the teachers and 
role models of the next generation. Tis will not be solved without a deliberate and 
focused approach. 

Figure 2.2 Percentage of women in the medical school faculty in each listed 
category. There is a steep pyramid in academic medicine with women represent-
ing 59 percent of the instructors and 25 percent of the Full Professors. The hatch 
areas represent the percentage of women that would need to be added to achieve 
equal representation. (Source: AAMC, 2019; Jena et al., 2015; Schor, 2018.) 
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Other Healthcare Professions 

As the clinical provision of healthcare has broadened from the individual practitio-
ner to team-based care, the equal representation of women in myriad other health-
care professions is relevant to the provision of healthcare. Te gender distribution 
across an array of the health disciplines is shown in Table 2.1. Of note, in most of 
these professions, women are the majority of the providers. 

Table 2.1 Number and Gender Distribution of Specifc Healthcare 
Professions 

Number Percent Women 

Registered Nurses 3,213,000 86a 

Physicians 1,094,000 40a 

Dentists 199,486 32b 

Physician Assistants 88,604 63c 

Nurse Practitioners 165,480 88d 

Nurse Anesthetists / CRNAs 44,000 59e 

Nurse Midwives 12,218 95f 

Pharmacists 348,000 63a 

Psychologists 224,000 76a 

Physical Therapists 286,000 70a 

Occupational Therapists 116,000 87a 

EMTs and Paramedics 214,000 34a 

a Bureau of Labor Statistics. https://www.bls.gov/cps/cpsaat 1 l.htm. Accessed July 
7, 2019. 

b ADA American Dental Association. https://www.ada.org/en/science-research/h 
ealth-policy-institute/dental-statistics/workforce. Accessed July 6, 2019. 
Kaiser Family Foundation. State Health Facts. Total Number of Physician 
Assistants, by Gender. https://www.Kff.org/other/state-indicator/total physician 
assistants/. Accessed July 5, 2019. 

d Kaiser Family Foundation. State Health Facts. Total Number of Nurse Practitioners, 
by Gender. https://www.Kff.org/other/state-indicator/total-number-of-nurse-p 
ractitioners-by-gender/. Accessed July 7, 2019. 

e Dunn, L. 10 Facts and Statistics about Nurse Anesthetists and CRNAs. Beckers 
ASC review 2010. https://www.beckersasc.com/anesthesia/10-facts-and-statistic 
s-about-nurse-anesthetists-and-cmas.html. Accessed July 7, 2019. 

f American College of Nurse Midwives. Accessed July 7, 2019. 

c 

http://www.bls.gov
https://www.ada.org
https://www.ada.org
https://www.Kff.org
https://www.Kff.org
https://www.Kff.org
https://www.beckersasc.com
https://www.beckersasc.com
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An important group of professionals in our system are the administrators. 
Estimates report 300,000 healthcare administrators from manager level to CEO 
(ExploreHealthCareers). Tey work in a broad range of healthcare from physician 
groups and hospitals to device manufacturers. A 2006 survey by the American 
College of Healthcare Executives suggests that there is a higher percentage of men 
than women in general healthcare administration (57 vs. 44 percent) (American 
College of Healthcare Executives, 2018). Women tend to be in specialized areas 
such as planning and strategy, marketing, and quality assurance. 

Women in Research 
Women’s role in research is two-fold: frst as researchers, and second as subjects 
in clinical trials. In both these areas, the National Institutes of Health acted to 
improve the representation of women. Part of this efort was the establishment of 
the Ofce on Women’s Health within the U.S. Department of Health and Human 
Services in 1991, which had the following broad mandates: 

◾ Advise the NIH Director and staf on matters relating to research on women’s 
health 

◾ Strengthen and enhance research related to diseases, disorders, and condi-
tions that afect women 

◾ Ensure that research conducted and supported by NIH adequately addresses 
issues regarding women’s health 

◾ Ensure that women are appropriately represented in biomedical and biobe-
havioral research studies supported by NIH 

◾ Develop opportunities and support for recruitment, retention, re-entry, and 
advancement of women in biomedical careers 

◾ Support research on women’s health issues (National Institutes of Health 
Ofce of Research on Women’s Health a, 2014) 

Women as Investigators 

Women are active clinical and basic science researchers and appear critical in 
advancing the understanding of women’s health. At the University of Colorado’s 
Center for Women’s Health Research 41 of the 61 investigators are women. Te 
University of Colorado data suggests that in the present research environment, 
advances in women’s health will, in large part, depend on the funding and presence 
of women investigators. Surprisingly, similar data could not be obtained from NIH 
without a formal Freedom of Information Request. 

A successful research career depends heavily on research support, including 
grant funding. Despite similar degrees and the prestige of their previous institu-
tions, the median startup package for women PhDs joining basic science faculties 
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is signifcantly less than that for men (Sege et al., 2015). Given the importance of 
grant funding and the NIH’s pre-eminence in providing that funding, it is impor-
tant to examine the role of gender in this area. Te picture is more gray than black 
and white. Women are less likely to apply for NIH grants than men (Rockey, 2014; 
Ginther et al., 2016). Tis may contribute to only 33 percent of NIH grants being 
awarded to women in 2018, having increased only 10 percent in 20 years. Te 
failure to apply may be due, in part, to women faculty choosing clinical tracks 
rather than research tracks, receiving less institutional support, or less mentoring. 
When they do apply, women are equally likely to receive an initial NIH grant as 
male applicants, but the grant award is 13 percent smaller (NIH Databook, 2019). 
However, even this is nuanced. A recent study “found sex diferences in the size 
of NIH funds awarded to comparable frst-time female and male PI’s even at top 
research institutions” with men receiving larger awards across a range of types of 
awards, even when controlled for key factors such as number of articles published 
(Oliveira et al., 2019). However, for the RO1 awards (the most common frst-time 
awards) the grants for women were larger than for men (Oliveira et al., 2019). 
Women are slightly less likely to have a successful renewal than male grantees 
(NIH Databook, 2019). But here again, a major contributor appears to be a failure 
to reapply (Hechtman et al., 2018). When the resubmission rate is considered, there 
was no diference in the women’s grant survival rate. Hechtman et al. concluded 
their study of NIH grants by saying, 

Tus, the data tell two very important stories. Te frst story, a positive 
one, is that women who have ‘made it’ in science are having careers of 
comparable length to men and are sustaining funding to support these 
careers … Te second—equally important story is that broad gender 
diferences remain, and that thoughtful interventions during key tran-
sitions … could help reduce those diferences. 

(Hechtman et al., 2018) 

Tere are institutional examples of this type of intervention and their positive 
impact. In 1996 Harvard Medical School developed a fellowship program that 
awarded small grants to junior faculty to help in research activity. An assessment 
of 16 years of the program revealed that a small investment in women instructors 
resulted in earlier promotion (Connelly et al., 2017). Te $1.4 million that the 
University of Colorado’s Center for Women’s Health Research invested in women 
researchers enabled them to obtain $49.9 million in grant funding and advanced 
the feld (Judy Regenstein, personal communication, 2019). Tus, investing in 
women investigators yields a big pay-of for both the women and science. 

Women physicians in academic medicine have fewer total publications and 
fewer frst or last author publications than male physicians (Jena et al., 2015). Tis 
may result in women being less likely to be acknowledged as research leaders. For 
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example, they are invited to be guest speakers at academic institutions less often 
than men (Nittrouer et al., 2018) or as speakers at scientifc meetings. However, 
there are nuances in such fndings. A study of speakers at medical conferences with 
more than 100 attendees in the United States and Canada over a ten-year period 
starting from 2007 found that there was wide variation in the percentage of women 
speakers, but overall the percentage has increased over time (Ruzycki et al., 2019). 
Although women were under-represented, their representation refected the propor-
tion of women in particular disciplines. Tere may be a greater under-representa-
tion at the larger, more prestigious meetings. Tis is suggested by Director of the 
NIH, Dr. Francis Collins’ recent pronouncement on this subject: “It is time to end 
the tradition in science of all male-speaking panels, sometimes wryly referred to as 
‘manels.’ If that attention to inclusiveness is not evident in the agenda, I will decline 
to take part” (Collins, 2019). Tese types of clear messages and actions by presti-
gious male leaders will be both encouraging and essential for meaningful change. 

Women can play an active role in advancing our representation as scientists. 
Tere is now a group “Request A Women Scientist” with a network of 500 women 
scientists who can be contacted by a journalist seeking information or an inter-
viewee, or a conference organizer seeking speakers, or another scientist seeking 
a collaborator (McCullagh et al., 2019). Hopefully, more women will enter their 
information on this platform. 

Women as Research Subjects 

Although females compose 50.8 percent of the United States population, they 
have historically been greatly under-represented in clinical trials (Liu and Dipietro 
Mager, 2016). Myriad reasons have been given for this disparity. Tese include 
concerns regarding human subject abuses in the past, impacts on a fetus in a preg-
nant woman, hormonal fuxes in pre-menopausal women confounding data inter-
pretation (thus requiring larger study populations to address confounding efects), 
and lastly, the fact that the investigators were predominantly male. Unfortunately, 
this exclusion and the failure to analyze sex-specifc diferences resulted in falsely 
assuming that study results from a white, male population are transferable to 
minority and female populations. Moreover, it failed to address diseases and con-
ditions that are more common or unique to women, as well as the diference in 
physiologic response to the same diseases or therapies. Tis has had signifcant 
implications for a range of health issues, including drug therapies. For example, 
eight of the ten drugs withdrawn from the market by the FDA from 1997 to 
2001 posed a greater risk to women than to men (GAO, 2001). Te importance 
of understanding the diference in drug pharmacokinetics in women and men 
is underscored by the Ambien story in which the same dose can produce twice 
the drug level in women, causing morning driving impairment (Liu and Dipietro 
Mager, 2016). Te lack of concern for the efects of sex on outcomes extended to 
animal and cellular studies as well. 
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A series of actions and policy updates by Congress and the National Institutes 
of Health, which began in 1986, require the inclusion of women in late phase clini-
cal research trials. NIH has extended this inclusion to reporting of sex in human, 
animal, and cellular studies. While overall women now account for about 50 per-
cent of the participants in NIH-supported clinical research, there appears to be 
substantial variability (Ofce of Research on Women’s Health b, 2017; Tahhan 
et al., 2018). A recent examination of the inclusion of women in heart failure tri-
als concluded that women represented only 27 percent of the enrollees (Tahhan 
et al., 2018). A demonstration of the need to recognize the unique health issues 
of women is represented by a new journal series, JAMA Clinical Insights: Women’s 
Health (Crandall and Livingston, 2019). 

Te federal government, academic institutions, and all healthcare leaders must 
continue to address the issue of women’s representation as investigators, grantees, 
and speakers, and their equal and adequate participation in all phases of clinical 
trials, as well as the inclusion of information on sex in all human, animal, and cel-
lular studies. Tis is both good science and necessary for the health and well-being 
of over 50 percent of the population. 

Gender and Pay 
Ideally, a society would pay for professional work based on a range of consider-
ation including the investment made to achieve the profession, the contribution 
the profession makes to the society and to the employing organization, the risk of 
performing the profession, the seniority and responsibility of the position, equality 
and fairness. Clearly, we are a long way from this ideal. 

Pay for women in the healthcare professions is part of the broader issue of 
pay equality. Te United Nation’s Commission on Human Rights in 1948 and 
President Kennedy’s Commission on the Status of Women in 1961, both chaired 
by Eleanor Roosevelt, afrmed the right of equal pay for equal work. More than 
fve decades later we still have not reached that goal. Overall, full-time, salaried 
working women make less than men. In 1979 (the frst year for which data were 
available) women made 62 percent of what men made; by 2016 it was 82 percent— 
progress, but not yet equal (Bureau of Labor Statistics, 2017). As with a range of 
other disparities, the gender pay disparity difers by geographic region and is great-
est for minority women. Te gap between men’s and women’s pay difers across the 
healthcare professions. 

Tere is an unfortunate twist to gender pay inequity—the Motherhood Penalty. 
In fact, a substantial part of the gender wage gap is due to this penalty. Seventy per-
cent of mothers with children under 18 years of age are in the workforce (DeWolf, 
2017). Seventy percent of families rely on this income and in 40 percent of families 
these women are the sole or main breadwinner (DeWolf, 2017; Jee et al., 2019). 
Yet, they and their families pay a big penalty. A recent study examining the period 
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from 1986 to 2014 found that “Mothers working full-time earn 71 percent of what 
fathers earn” (Jee et al., 2019). During the almost 30 years of the study, wom-
en’s educational attainment and work experience increased, but the Motherhood 
Penalty did not decrease. In fact, when the investigators controlled for education 
and experience, the penalty for mothers with one child increased from 8 to 14 
percent (Jee et al., 2018). Mothers with more children experienced an even greater 
penalty. Tis deserves to be called out and rectifed. Te occurrence and extent 
of this Motherhood Penalty across the healthcare professions has not been well-
studied but should be. 

Nursing Pay 

Although there are difering data on the overall disparities between male and 
female nursing salaries, most studies show male nurses earn more across the nursing 
disciplines and roles. Te diferences between studies may refect the methodology 
used, the groups surveyed, and the year of the survey. 

Although men composed only 11 percent of the registered nurses in 2017, they 
are more likely to be in the higher paid nursing occupations, with men constituting 
41 percent of nurse anesthetists, which is the highest paid of nursing disciplines 
(Landivar, 2013). In a 2013 survey, the nursing disciplines included in the study 
showed that male nurses earned more than female nurses. For example, female 
nurse anesthetists earned 89 cents for each dollar earned by men and female reg-
istered nurses earned 93 cents (Landivar, 2013). A 2015 study of registered nurses 
demonstrated higher salaries for male nurses than female nurses (Muench et al., 
2015). A 2018 survey of 4,500 nurses noted that male staf nurses earned $75,833 
per year while female staf nurses earned $68,521 per year (90 cents for each dol-
lar that men earn) (Nurse.com, 2018). A gender diference was present across the 
range of leadership roles from charge nurse to CNO. In contrast, the AONE Salary 
Study in 2016 did not demonstrate a pay diference by gender in leadership posi-
tions across the range of positions from manager to C-suite (AONE survey, 2016). 
A broad, detailed, well-controlled study would shed light on the issue of gender pay 
disparity among nurses. 

Physician Pay 

Women physicians are paid less than male physicians. Tis is well documented in 
two recent, large studies—one a survey study, and the other a study of publicly 
available data from 24 medical schools. Doximity, the largest physician social net-
work platform, conducted salary surveys in 2016, 2017, and 2018 with responses 
from almost 90,000 physicians in the last survey (Doximity, 2019). While the sur-
vey revealed a persistent gender gap, with women making less than men, the gap is 
narrowing slightly over time. On average, female physicians earned 25.2 percent, or 
$90,490 per year, less than male physicians in 2018. Tis gap was less than in 2017 

https://Nurse.com
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(27.7 percent or $105,000). All 50 metropolitan areas surveyed had substantial sal-
ary gender gaps. Te diferences ranged from $28,542 per year in the metropolitan 
area with the lowest gap to greater than $150,000 in the metropolitan area with the 
largest gap. Every specialty had a gender wage gap. Te largest gap by specialty in 
absolute dollars was in Urology, $94,000 annually. Te gender wage gap exists for 
physicians both in private practice and employed physicians. 

A variety of factors have been suggested to account for the gender salary dif-
ferences: age, years out of training, choice of specialty, hours worked, family care 
duties, lack of desire or skill in negotiation, and bias. In an academic environment, 
track, academic level, publications, and grants are listed as other factors infuencing 
pay. Jena et al. examined these salary factors, including the variables of age, years 
of experience, specialty, rank, and research and clinical productivity among 10,241 
physicians, 3,549 of whom were women, in 24 U.S. public medical schools (Jena et 
al., 2016). A gender salary gap existed in both in unadjusted salaries ($51,315) and 
salaries with multivariable adjustments ($19,878). Tus, almost 40 percent of the dif-
ferences in salaries for women could not be explained by adjustment for faculty rank, 
age, years out of training, discipline, NIH funding, clinical trial participation, publi-
cations, clinical activity, or prestige of their medical school. Tis is remarkable given 
that some of these variables, such as research and rank, are themselves infuenced by a 
lack of gender equality. Te study found that the diferences existed across all faculty 
ranks. Te diferences were greater in the surgical subspecialties. Shockingly, adjusted 
salaries of women Full Professors were comparable to salaries of male Associate 
Professors and that of women Associate Professors were comparable to that of male 
Assistant Professors. Based on the average time to promotion from Associate to Full 
Professor at the University of Colorado (Steven Lowenstein, personal communica-
tion, 2019), this suggests women are penalized 7.7 years for their gender. 

A 2018 report by the American Association of University Women (AAUW) 
performed a simple calculation that yielded a mind-boggling result. Tey multi-
plied the number of women physicians and surgeons in the United States by the 
average salary diference between men and women and calculated that the total loss 
of income to women in these disciplines in one year was over $19 billion (AAUW, 
2018). If that doesn’t make you gasp nothing will! One can’t imagine this number 
if the gender pay disparities of all the health professions were included. 

Tis diference in salary between men and women has numerous and important 
implications. A lower salary makes it more difcult to pay of college and medi-
cal school debt. Tis in turn can infuence the choice of medical specialty. It puts 
constraints on women being able to pay for help at home and for childcare, support 
resources that help create equity. 

What does not seem to be discussed in the existing literature is the long-term 
efect of these large salary gaps on women’s retirement benefts and accumulation of 
wealth, both of which are highly relevant. A salary gap of $20,000/year, which is at 
the lower end of the reported range over a 35-year career, invested with a low return 
of 2 percent equals a loss of almost a million dollars in wealth at retirement. If this 
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$20,000 per year were invested at 4 percent, it would equal almost a $1.5 million 
loss of wealth. Te loss of wealth for those with the biggest salary gaps makes one 
gasp. Te $90,000 per year gap found in the Doximity study invested for 35 years 
at a 4 percent return would generate a staggering loss of accumulated wealth of over 
$6.6 million. As bad as the yearly wage gaps are, the loss of accumulated wealth is 
worse. Tis impact of gender pay gaps on accumulated wealth applies to all health-
care professions in which the salary inequality exists. 

It is patently obvious that this gender pay inequality is unfair and is a wrong 
that must be righted through government, institutional, and professional society 
actions. It afects not only the women directly, but their families as well. As a frst 
step, we need to continue to bring the issue into the open. Tere are likely a variety 
of paths to correction. An essential part of addressing this issue requires complete 
transparency at all levels in all healthcare institutions. 

Thought Exercise 

Is there a gender pay gap where you work? If there is, have the women raised this 
lack of equality with leadership? What, if anything, has been done to correct this? 

Addressing Gender Pay Inequality 

All institutions must commit to eliminating gender and minority pay gaps and 
to monitoring its achievement. Tis will require commitment from the top and 
strong oversight. While there may be some disadvantages to defned, structured 
pay systems (especially for those who are now benefting from higher salaries), it 
worked well at Denver Health. Te physician pay system was based on the 50th 

percentile of base pay by discipline, years since the completion of training, and the 
position level. For example, a division head was paid diferently than a non-division 
head. Tere was no discretion for the Directors of Service (or the CEO) to deter-
mine salary. An outside frm conducted yearly surveys by discipline. Tere were no 
bonuses. A similar structured pay system was used across job categories at Denver 
Health. Michigan Medicine appears to have adopted a similar structured system 
(Castellucci, 2018). Tese physicians are paid based on nationally competitive sala-
ries by discipline and position, and uniform raises are given yearly. Defned and 
structured systems eliminate fexibility and negotiation, but create fairness result-
ing in equality across gender and race. 

An even tougher nut to crack is how to make corrections to the inequalities that 
already exist. I would suggest this approach for physicians to bring equality without 
creating spiraling salaries across the board: all institutions adopt a given reliable sal-
ary survey (or surveys) by discipline, rank, and position, and forego salary increases 
for those already above the 50th percentile while increasing the salaries for those 
below the 50th percentile. Tis will create equality for both women and men while 
placing some restraint on overall increases. 
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Every organization must create approaches to preventing salary inequities 
not only for nurses and physicians, but for all employees. Tese approaches must 
include preventing inequities on hiring, and at promotion, and a process for rectify-
ing existing inequities. Components of these approaches should include: 

◾ Transparency of process for determining hiring salaries 
◾ Elimination of prior salary questions on hiring 
◾ Transparency of process for determining raises 
◾ Transparency of bonus payments criteria 
◾ Transparency of actual salaries 
◾ Limits on salary and raise negotiations 
◾ Training for women on negotiating skills 
◾ Training on bias for those responsible for hiring 
◾ Reliable salary surveys 
◾ Regular salary audits by gender and ethnicity, and transparent reporting 
◾ Defned and transparent process for contesting and rectifying existing 

inequities 
◾ Non-retaliation policy for contested salary 

Institutions should afrmatively address this issue and report on the progress. 
Women, especially women leaders, should advocate this for all healthcare profes-
sionals and support staf. 

Women in Healthcare Leadership 
Although women make up 75 to 80 percent of the healthcare workforce, they are 
signifcantly under-represented in leadership across the array of healthcare roles. 
Teir under-representation in academic medicine was discussed earlier in this 
chapter. 

An Advisory Board study of 550 healthcare facilities and other studies have 
shown that the percentage of women in diferent workgroups decreases as one goes 
up the organization chart (Diamond, 2014; Stone et al., 2019) (Figure 2.3). 

If women were to achieve the 51 percent representation at all levels of the orga-
nizations as their representation in the population, the needed increases would 
range from 8 percent at the Executive level to over 40 percent at the CEO level. 
On the other side of the coin, the percentage of men would need to increase in the 
frontlines and at the director level. 

Some of the frst women healthcare CEOs were nuns, leading major Catholic 
healthcare institutions. In fact, 9 of the 23 women in the Healthcare Hall of Fame 
are nuns (Modern Healthcare, 2019 a). In 2017 women were the CEOs of 11 of 
the 100 largest hospitals (Tecco, 2017). It appears that certain types of healthcare 
systems may be more open to women as leaders. Tirty percent of the CEOs of 
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Figure 2.3 Percentage of women in the healthcare workforce in each listed 
category. There is a steep pyramid with women representing 83 percent of the 
frontline workforce and only 13 percent of the CEOs in healthcare. The hatch 
areas represent the percentage of women that would need to be added to achieve 
equal representation with the percentage of women in the population. (Source: 
Diamond, 2014; Stone et al., 2019.) 

safety net hospitals are women (Annual Characteristic Survey, America’s Essential 
Hospital’s, personal communication, 2018) and 24 percent of CEOs of the 50 larg-
est Children’s Hospitals are women (Mark Wietecha, personal communication, 
2019). Women’s ability to be exceptional CEOs is refected in the fact that women 
were CEOs of 24 of the 100 Top Hospitals in Truven’s 2018 annual hospital rank-
ing (Jean Chenworth, personal communication, 2018). Te distribution of CEOs 
among nurses, physicians, and administrators is not readily available, nor is the 
data on women in leadership by type of institution. Having such data would create 
a better understanding of the pathways to this position. 

Of the fve largest health insurers in 2018, only Anthem had a woman CEO, 
Gail Boudreaux, whose training is in Business Administration. Tere were no 
women CEOs in the top fve U.S. pharmaceutical companies in 2018. In 2017 
there was not one woman CEO of a Fortune 500 healthcare company (Tecco, 
2017). In 2018 no women headed a major federal healthcare agency including 
HHS, NIH, FDA, CDC, Veterans Administration Health System, or held the 
position of Surgeon General. However, a critical healthcare component of the fed-
eral government, CMS, was led by Seema Verma. 

Te picture is brighter, but not brilliant, in the other C-suite positions. Overall, 
women make up about 30 percent of the C-suite positions and constitute 33 per-
cent of the hospitals’ Executive teams in the 100 largest hospitals (Stone et al., 
2019; Tecco, 2017). When there is a woman CEO, the percentage of women in 
C-suite positions increases to 40 percent (Tecco, 2017). Over the course of my ten-
ure as CEO of Denver Health, eight of the C-suite positions were held by women 
(Chapter 1). 

Tere is a paucity of information on the number of women and their profes-
sional backgrounds in specifc C-suite positions. Te relevant healthcare organi-
zations must obtain and publish this data. Given the predominance of women 
in nursing, it is not surprising that the most common C-suite role for women is 



   

 
 

 
 
 

 

    
        

              
              

              
             
           

38 ◾ TIME’S NOW for Women Healthcare Leaders 

the CNO, a position occupied by women 60 percent of the time (Tecco, 2017). 
Even this otherwise positive number shows how difcult it is for women to enter 
the C-suite given that women constitute almost 90 percent of nursing profes-
sionals. Te other Executive positions commonly held by women are in Human 
Resources and Legal Departments (Tecco, 2017). Te position of Chief Medical 
Ofcer must be flled by a physician, but the number of women in this position 
is not available. 

Since one of the primary responsibilities of governing Boards is to appoint the 
CEO, the representation of women on healthcare Boards is relevant. In 2017 22.1 
percent of the Board members of Fortune 500 healthcare companies were women 
(Tecco, 2017). Hospitals were somewhat better with 30 percent of Board members 
being women and 13 percent being minorities in 2018. Tis information should be 
collected and reported by all healthcare industry groups. 

A leadership role in a healthcare system is an entry into broader positions of 
infuence. One can get a snapshot of women in the C-suite and their infuence in 
healthcare from Modern Healthcare’s “Most Infuential” lists (Table 2.2). Teir 
representation in these groups ranges from 22 percent to 36 percent. In 2019, 
11 of the 25 of Modern Healthcare’s Emerging Leaders were women (Modern 
Healthcare, 2019b). Among the 2019 “Top 25 Women Leaders,” 21 were the top 
leader in their organization, underscoring that institution leadership roles beget 
broader infuence (Modern Healthcare, 2019c). Six of the 25 were physicians and 
six were nurses, emphasizing these disciplines as a path to leadership and the role 
of clinicians as leaders. 

Table 2.2 Women on the “Most Infuential Lists” 

List 

Number of Women 

2009 List 2018 List 

100 Most Infuential People in Healthcare 25 (16 CEO/Pres) 22 (18 CEO/Pres) 

50 Most Infuential Physician Executives 7 (4 CEO/Pres) 13 (6 CEO/Pres) 

25 Top COOs — 9 

Source: Moden Healthcare: https://www.modernhealthcare.com/awards/100-most 
-infuential-people-healthcare-2009; https://www.modernhealthcare.com/ 
awards/100-most-infuential-people-healthcare-2018; https:www.modern 
healthcare.com/article/20090511/NEWS/905079992/the-50-most-powerĺul-
physician-executives-in-healthcare-2009; https:www.modernhealthcare. 
com/awards/50-most-infuential-physician-executives-2018; https://www. 
modernhealthcare.com/awards/top-25-coos-healthcare-2018. 

The numbers in parentheses are those women who were CEO or President of their 
organization. 

http://www.modernhealthcare.com
http://www.modernhealthcare.com
https://www.modernhealthcare.com/
https:www.modernhealthcare.com/
https:www.modernhealthcare.com/
https://www.modernhealthcare.com/
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Another refection of the infuence of women physicians is their role in profes-
sional societies. Given the number of women physicians in training and in prac-
tice, one would expect women to have risen to leadership positions, particularly in 
specialty societies with a very high percentage of women practitioners. Tis has not 
been the case. Men have held a majority of leadership positions in most of these 
societies. In the ten years from 2008 to 2018, only one woman served as President 
of the American College of Obstetrics and Gynecology; three women served as 
President of the American Academy of Pediatrics; two women served as President 
of the American College of Physicians and of the American Academy of Family 
Practice. Interestingly, despite fewer trainees and women surgeons than in other 
disciplines, three women have been President of the American College of Surgeons. 

Another refection of infuence is the editorship of journals. Women are editors 
of two of the fve highest impact medical journals, serving as Editor-in-Chief of the 
Annals of Internal Medicine and the British Medical Journal. 

Going Forward 
As we refect on the information in this chapter, we should heed the caution of 
Stephen Pinker, “It is the nature of progress that it erases its tracks and its champi-
ons fxate on the remaining injustices and forget how far we have come” (Pinker, 
2018). We should remember that from the early days of healthcare, women pioneers 
have opened doors that help other women not only enter the healthcare professions 
but attain leadership positions. Much progress has been made in access to training 
and research, academic and leadership positions, as well as pay. Yet, for all the prog-
ress, the journey to equality is far from over and we, as women, must play our part 
in paving the road to true, meaningful equality. But the journey will be faster and 
more lasting if men also support and advance these eforts. Commitment by all the 
institutions and components of healthcare and government action will be required. 
Tose commitments and the process to fulfll them need to be clearly and transpar-
ently articulated and the outcomes must be monitored and readily available. Tis 
is not just about fairness for women, it is also about the health and well-being of 
everyone, by adding our skills to solving the problems in our healthcare system. 



http://taylorandfrancis.com
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Chapter 3 

Obstacles and 
Opportunities 

The obstacles and opportunities that exist for women in healthcare are the yin and 
yang of where we are now. It is common wisdom that timing is everything. We are 
in a time that can bring us the opportunities to both identify and eliminate the 
obstacles women face and to enable women to have an equal place at the tables of 
the healthcare industry. 

Dick Lamm, a former Colorado Governor, noted that problems are solved 
in four phases: “No Talk, No Do” when no one seems to notice the problem; 
“Talk, No Do” when we become aware of the issue and bring it into the open, 
but have not yet taken steps to solve it; “Do, No Talk” when we are actively 
engaged in implementing solutions; and fnally, returning to “No Talk, No Do” 
when the issue is solved and behind us. Te range of articles in the scientifc 
literature and the lay press illustrating bias, discrimination, and harassment of 
women, as well as the #MeToo, TIME’S UP, and TIME’S UP Healthcare move-
ments, make clear that we are now talking about the issues after a long silence. 
But robust solutions that end the problems await discovery and implementa-
tion. So, we appear to be between step 2 and step 3 for a range of the obstacles 
in the path to healthcare leadership for women. It is our time to clearly identify 
and articulate the obstacles, to engage in the creation of solutions, and to cap-
ture the opportunities. 

Te obstacles that are strewn on women’s path to leadership did not appear 
mysteriously. Tey emanate from our culture. Our country’s conception gave birth 
to a novel, great, and noble idea of a country governed not by kings or emperors but 
by its people. But even this bold vision was of a limited landscape—“All men are 
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created equal …,” and these men were white. It was not until 1920 that women got 
the right to vote and then only after a long struggle. 

Shortly after that, in 1923 at the frst Women’s Rights Convention, Alice Paul 
frst proposed the Equal Rights Amendment (ERA) to the Constitution (Equal 
Rights Amendment). Tis laid dormant for almost 50 years. In the 1960s, 1970s, 
and 1980s people (overwhelmingly women) marched and went on hunger strikes to 
demand equal rights for women under the law. Te amendment would guarantee 
equal legal rights for all American citizens regardless of gender, creating equal rights 
for “women regarding property, employment, in divorce, and other matters.” It was 
fnally approved by Congress in March 1972 and sent to the states for ratifcation. 
Fifteen states (Alabama, Arizona, Arkansas, Florida, Georgia, Illinois, Louisiana, 
Mississippi, Missouri, Nevada, North Carolina, Oklahoma, South Carolina, Utah, 
and Virginia) failed to ratify the amendment by the 1982 deadline, leaving the 
amendment three states short of the required 38. Te failure to ratify came in large 
part from the efort mounted by Phyllis Schlafy (Wikipedia d, Schlafy). She argued 
that passage of the ERA would remove certain privileges that women had in matters 
such as child custody, alimony, and social security, and would permit women to be 
drafted in the military. Tere has been recent activity both for and against the ERA. 
Illinois recently ratifed the amendment, but it is past the deadline, although there 
is some efort to remove or extend the deadline. On the other side of the issue, fve 
states (Idaho, Kentucky, Tennessee, Nebraska, and South Dakota) have attempted 
to rescind their previous ratifcation. If we cannot agree on a legal statement of 
women’s equality, it is hardly surprising that women face obstacles to leadership. 

Tis is only one example of the cultural barriers that women in America expe-
rience. A recent study compared the diference in gender equality across coun-
tries by examining 11 variables. Te United States ranked 19th behind Norway 
(number 1), Austria (number 6), Canada (number 11), and Spain (number 15) 
(Conant, 2019). 

Te obstacles that exist for women at all levels including those for leadership 
positions are: 

◾ Institutional and individual conscious and unconscious bias 
◾ Sexual harassment 
◾ Penalties for motherhood 
◾ Workplace-related burnout 
◾ Imposter syndrome 

Many of these issues exist for women across every discipline and workplace. 
Moreover, there is an intersectionality of gender, race, and social class. Some obsta-
cles, like burnout, may have garnered more attention in healthcare than in other 
types of work, but they are not specifc to healthcare. For those issues that afect all 
women, our eforts to remove, or at least diminish, the obstacles should be aimed at 
not just for our professions, but for all working women. 



   

 
 
 
 
 

 
 
 
 

 
 
 
 
 
 

Obstacles and Opportunities ◾ 43 

Bias 
Bias may be as old as human beings. Perhaps, Homo sapiens felt bias against 
Neanderthals. However, far back it goes, it has been embedded in our societies for 
a very long time. It is a concern when bias leads to unfairly favoring one group over 
another. In our society and in our healthcare system this bias has been and contin-
ues to be an issue afecting women’s journey to leadership. 

Institutional bias occurs when procedures and policies lead to discriminatory 
outcomes. Tese biases can be conscious or unconscious. Tese biases infuence 
careers at every step of the way—recruitment, evaluation, promotion to leadership 
roles, and pay. Policies requiring full-time employment, no paid time of, no paren-
tal or family leave, or inability to reset the promotion clock in academic medicine 
have a disproportionate efect on women and refect institutional bias. 

Conscious and unconscious bias are also behaviors of individuals. Conscious or 
explicit bias is an attitude or perception that we know we have and often are willing to 
openly share and put into action. Conscious individual bias aimed at women in health 
professions has often been quite blatant. During training, I was once told by a surgical 
attending to not bother coming to the operating room, but rather sit in the front row 
and wear a short skirt. Clearly, the operating room was not a place for a woman physi-
cian. Decades later (after I thought we were past this), one of our very talented female 
residents with a gender-neutral name went for a job interview in a surgical subspecialty. 
When she walked into the Department Chair’s ofce his frst words were, “I never 
would have had you come for an interview if I knew you were a woman.” Although 
such blatant conscious bias may be less than in the past, it certainly has not disappeared. 

Unconscious or implicit bias is a person’s unintentional attitude or action to a 
group or person (often because that person is in the group) that arises from all the 
societal input our brain has cataloged. Implicit bias can be favorable or unfavor-
able. Someone with this type of bias isn’t aware of it and curiously it may not even 
align with his/her conscious beliefs. While we all probably have some conscious 
biases, we all certainly have unconscious ones. Tere are readily available tests such 
as Project Implicit designed by researchers at Harvard University, the University of 
Virginia, and University of Washington, that can show us these biases. Tese tests 
are worth taking, as is implicit-bias training, especially for leaders. Seeing your 
biases should not make you feel guilty for the simple reason that the biases revealed 
are unconscious. But knowing them helps us develop approaches to mitigate biases 
that can infuence our decision-making in many areas. 

A recent study of 3000 healthcare Executives observed a variant of unconscious 
bias: afnity (Stone et al., 2019). Te authors note that afnity grows out of individuals 
identifying with people who share life experiences. Since there are currently more men 
in leadership roles, they have a male network and share more experiences with other 
men. Tis afnity reinforces favoring men in hiring. Te women in the Denver Health 
C-suite observed that a beneft of that group was removing the bias against hiring 
women and leveling that playing feld. We may have created female afnity. 
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Bias in Language 

In a twist, something that is positive in one situation can be negative in another. 
Language usage is an example of this. Gender bias in language is fascinating in 
both its nature and its consequences. Tose who study language state, “Language is 
one of the most powerful means through which sexism and gender discrimination 
are perpetuated and reproduced” (Menegatti and Rubini, 2017). 

Language bias can be manifest in something we may never have thought of 
as having the potential for bias, such as a job advertisement. In fact, the wording 
of job listings can be quite biased and discourage women from applying. Shelly 
Cornell, a Stanford sociologist, gave an example from a company with whom she 
works whose job advertisement for a software engineer stated they were “looking 
for a ninja coder who wrestles problems to the ground” (Bazelon, 2019). Changing 
the wording of the advertisement increased not only the number of applications 
from women, but also from men. I guess most men didn’t think of themselves as 
ninjas either! Of course, there can be more subtle use of words with masculine over-
tones. Tere are tools such as Gender Decoder that can be used to make certain job 
advertisements use gender-neutral words. 

Thought Exercise 

Review the last advertisements that were placed for positions in your area and those 
you placed. Are they gender-neutral? How does your organization assure gender-
neutral job advertisements? 

Te words used to describe women refect communal and warmth traits that 
likely emanate from our roles as caregivers and homemakers through hundreds 
of generations. Tese words include warm, caring, generous, kind, helpful and 
benevolent—traits we should all aspire to have. Unfortunately, these are not traits 
our society has linked to leadership, and they can carry a negative connotation 
in the current male-dominated leadership culture (Menegatti and Rubini, 2017). 
Te words linked to men are related to agentic traits and competence and ema-
nate from work that historically required speed and strength. Tese words include 
active, independent, forceful, confdent, and ambitious (Menegatti and Rubini, 
2017). When words associated with one gender are used for the other gender, they 
can convey negative connotations. Terefore, when women display some of the 
male gender-associated characteristics, they can be viewed as bossy or overbear-
ing (Chapters 6 and 11). Does this mean that as women we should not display 
male-related traits? I think not. Similarly, it does not mean that men should not 
display female-associated gender traits. As more women enter leadership roles, 
hopefully both men and women can display the traits that most ft the situation. 
One of the male Directors at Denver Health said that I was both Mother Teresa and 
General Patton. While I clearly will not be canonized or lead an army, the message 
is clear—a woman leader can and should be versatile and confdent enough to act 
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as the situation requires. Sometimes we need to be empathetic and sometimes we 
need to take command. Both the current women leaders and the aspiring leaders I 
interviewed experienced angst about these labels: were they seen as being too soft 
or too controlling? (Chapter 11). Nonetheless, there was agreement that we all must 
be authentic and act appropriately for the circumstance. 

We need to understand the implication of feminine and masculine-linked 
words when we write performance reviews and letters of recommendation. We do 
not want to hold women back from leadership by painting a picture that will be 
misinterpreted. A study of Deans’ letters for medical students applying for resi-
dency demonstrated that “women were more likely than men to be described as 
caring, compassionate, emphatic,” organized, and bright (Ross et al., 2017). Tese 
are traits we want in physicians, but did these words have a positive, negative or 
neutral impact on the women getting residencies of their choice? We don’t know. 

Tere are diferences by gender in letters of recommendation for faculty posi-
tions. One study examined 624 letters of recommendation for university Assistant 
Professor positions looking for “doubt-raising” phrases such as “might be a good 
colleague”—the old damning with faint praise (Madera et al., 2019). Interestingly, 
both men and women used such phrases more frequently for women than for 
men. Tis diference in language usage held true when number of publications 
and teaching were considered. Tese phrases lower evaluation of the application 
for both genders, but as they were more frequently used in women’s letters, their 
impact was disproportionate on women (Madera et al., 2019). Another study 
examined letters of recommendation for successful medical school faculty can-
didates (Trix and Psenka, 2003). Women had a higher percentage of very short 
letters and men a higher percentage of very long letters. Perhaps because the letters 
were shorter, women’s letters more often lacked inclusion of usual details and had 
more “doubt-raisers.” Letters referred to diferent skills and talents for men and 
women candidates. Women’s letters referred to teaching and training while men’s 
letters cited research and abilities. If these were the letters for the successful appli-
cants, one wonders what the unsuccessful women applicants’ letters contained. 
Are these issues of language bias that occur with women in academic medicine 
also present in the advertisements and recommendations for a range of other 
healthcare positions? 

Thought Exercise 

Read the last letters of recommendation that you wrote and that you received for 
female and male applicants. Do they contain these issues? 

Motherhood Penalty 

Marriage, motherhood and raising children are great joys that enrich many of our 
lives and can teach us a great deal about leadership. However, as with many things 
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that bring us joy and fulfllment, they can present challenges, not only personally, 
but also professionally. Te collective negative professional efect has been labeled 
the Motherhood Penalty (Chapter 2). Most of the literature on this subject is drawn 
from the overall workforce. A study from the Harvard Kennedy School demon-
strated a number of these negative impacts on women employees who are mothers 
(Correll et al., 2016): 

◾ Among candidates with equivalent characteristics mothers were rated 10 per-
cent lower in competency than non-mothers. 

◾ Mothers were considered less committed to their jobs than non-mothers. 
Curiously, fathers were considered more committed to their jobs than non-
fathers—what’s up with that! 

◾ Mothers were less likely to be recommended for hiring, received a lower start-
ing salary, and were less likely to be recommended for promotion than child-
less women. 

One study of women physicians from an online community, Physician Moms 
Group, analyzed the self-reported discrimination from 5782 physicians related to 
pregnancy, maternity leave and breast-feeding (Adesoye et al., 2017). Tirty-six 
percent of respondents reported discrimination related to one of these areas. Te 
prevalence of this in the range of healthcare professions requires study. 

Addressing Institutional Gender Bias 

Tere is growing attention not only to the occurrence of bias, but also to 
approaches for eliminating or ameliorating its occurrence. Te goals are behavior 
change related to bias, not necessarily eliminating people’s unconscious biases. 
Carnes et al. demonstrated in a controlled study that well-designed workshops 
can bring about changes in gender-biased behaviors and departmental culture 
(Carnes et al., 2015). 

However, removing institutional gender bias will require a wide range of 
interventions: 

◾ Recognition and acknowledgment of institutional gender bias 
◾ Training on and measurement of bias 
◾ Defned processes with clear criteria for recruiting, hiring, evaluation, pro-

motion, and pay 
◾ Casting a wide net for applicants 
◾ Adequate representation of women on committees 
◾ Structured approaches for interviews 
◾ Clear criteria for assessing candidates 
◾ Policy changes that facilitate the removal of bias and facilitate equity and 

equality 
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◾ Measurement of progress and transparent reporting of results of the 
interventions 

◾ Increased numbers of women in leadership positions 

Clearly, the last one is a powerful remedy against gender bias. 
One policy that deserves specifc attention is paid parental leave. Te United 

States is the only one of the 35 OECD countries that does not provide paid mater-
nity leave and one of only eight countries the does not provide paternity leave 
(Donovan, 2019). Estonia has the most generous maternity leave at 85 weeks, and 
Japan has the most generous paternity leave at 30 weeks. Te demonstrated positive 
impact of such leave on both parents and children led the American Academy of 
Pediatrics and the Pediatric Policy Council to recommend up to 12 weeks of leave 
for new parents (American Academy of Pediatrics and Pediatric Policy Council, 
2017). Tere is a paucity of data on how many healthcare institutions have this 
leave for all their employees. However, overall, large employers and highly paid 
employees are more likely to have this beneft (Donovan, 2019). One study of 12 
top medical schools showed that all ofered faculty maternity leave (Riano et al., 
2018). But there was considerable variability in length of full salary support (6 to 
16 weeks), the mean length of leave (2 to 52 weeks), and in the operational aspects 
of the policy, such as it being dependent on the Chair of the Department in some 
cases. Parental leave policies appear more restrictive for graduate medical trainees 
who are clearly in their childbearing years. A study of the 24 specialty Boards 
revealed that only 11 specifcally mentioned parental leave as an acceptable reason 
for leave, and no Boards had a specifc policy (Varda and Glover, 2018). Another 
study showed that only 7 of 15 institutions with resident training programs had 
paid maternity leave for trainees, and it averaged 5.7 weeks (Magudia et al., 2018). 
Hopefully, there will be changes in these policies that refect the reality of women 
being the child-bearers and that they are bearing these children during their train-
ing and early in their careers. 

Thought Exercise 

As you look at the list of interventions that can help eliminate gender bias which of 
these are your institution adopting? Are you part of any organized efort to pursue 
their adoption? 

Sexual Harassment 
Te #MeToo, TIME’S UP, and TIME’S UP Healthcare movements have dramati-
cally underscored the widespread sexual harassment that women experience in the 
workplace. Awareness of the breadth and depth of this issue prompted the National 
Academies of Sciences, Engineering and Medicine (NASEM) to begin a study in 
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2016 to defne, examine and put forth potential solutions to this issue (National 
Academies of Sciences, Engineering, and Medicine, 2018). At the outset, the com-
mittee agreed sexual harassment “can silence and limit the career opportunities 
in the short and long term for both the targets of the sexual harassment and the 
bystanders with at least some leaving their feld … [creating] signifcant and costly 
loss of talent …” Te committee identifed three forms of sexual harassment: 

1) Gender harassment which is manifested by sexist hostility and crude behavior 
2) Unwanted sexual attention in which there is unwelcome verbal or physical 

advances which can include the criminal activities of assault and rape 
3) Sexual coercion in which a person’s advancement is conditioned on sexual 

activity 

Of these three types, gender harassment appears to be the most common. 
A climate of sexual harassment appears to be present from the initial steps of 

a woman’s training. In one study 20 to over 40 percent of female undergraduate 
and graduate students in the sciences reported sexual harassment (NASEM, 2018). 
Te severity of the problems that exist at the collegiate and university level for all 
women has gained national attention in recent years around the issue of date rape 
and the institutional response, or lack thereof, to its occurrence. 

It is shocking that the academic workplace has the second highest reported rate 
of sexual harassment at 58 percent, just after the military which is at 69 percent 
(NASEM, 2018). 

In a study of female medical students, 50 percent experienced gender harass-
ment and 5 percent unwanted sexual attention (NASEM, 2018). Gender harass-
ment doesn’t disappear with increased status. A comprehensive study of over 7000 
surgical residents, 2935 of whom were women revealed that 65 percent of the 
women experienced gender discrimination and 19.9 percent of them experienced 
sexual harassment (Hu et al., 2019). Te harassment came from patients and fami-
lies (31.2 percent), attending surgeons (30.9 percent), other residents (15.4 percent), 
and nurses and other staf (11.7 percent). Tis also remains an issue for faculty 
women, 70 percent of whom experienced an environment of gender bias. Of this 
group 30 percent personally experienced harassment and 40 percent of that group 
experienced the most severe forms of harassment including unwanted sexual atten-
tion, threats, or coercion (Jagsi et al., 2016). 

Sexual harassment in healthcare occurs across the professions, across types of 
healthcare workplaces, and from diferent sources. In a 2018 study of 900 nurses, 
40 percent reported bullying or verbal harassment, of which “30 percent … came 
from other nurses, 25 percent from patients, 23 percent from physicians and 22 
percent from administrators” (Cornwall, 2018). Twenty-one percent of nurses 
reported specifc sexual harassment, most of which came from patients. 

Te National Academies’ report identifed factors that create an environment 
in which sexual harassment is more likely to occur (NASEM, 2018). As with all 
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aspects of workplace culture, the example, attitude, and actions from leadership 
and explicit or implicit acceptance of behaviors are powerful forces. Conditions 
conducive to sexual harassment are: 

◾ A perceived tolerance of the behaviors 
◾ A male-dominated work environment 
◾ A hierarchical power structure 
◾ A geographically isolated work area 
◾ Leadership that does not take measures to deliver change and focuses only on 

symbolic or legal compliance 

In my experience, it is not only male domination in leadership, but a predominance 
of males within components of the workplace and the macho nature of certain 
types of work that set up high-risk situations. Also, in my experience, geographi-
cally isolated workplaces, particularly those with 24/7 work and night shifts, and 
the distance of these sites from leadership, create high risk. As clinics and hospitals 
morph into giant healthcare systems with highly centralized administration and 
many layers of managers and Executives between the frontlines and central admin-
istration, physical and intellectual distance occurs, warning signals and actual 
problems may never come to the attention of the right people, and the risks of 
unchecked, bad behavior increases. 

Denver Health’s General Counsel believed that having many women in 
Executive roles was a factor that led Denver Health to “take sexual harassment 
complaints seriously, investigate them all and not shoot the messenger.” Tus, as 
with many gender barriers, one of the most important tactics to eliminate sexual 
harassment is likely to be an increase in women in leadership roles. 

Te NASEM committee’s understanding of these risk factors and the existing 
literature on sexual harassment engendered recommendations with numerous sub-
components (Table 3.1) (NASEM, 2018). 

Each of these recommendations deserves institutional and personal attention. 
All leaders, including women, and all women healthcare professionals should know 
if and how their own institution is implementing and monitoring these recommen-
dations. Several of these recommendations warrant discussion. 

Te frst recommendation to create a diverse, inclusive, and respectful envi-
ronment, goes beyond standard issues of hiring and promotion. Te institution 
must embrace equality. It seems unlikely that a healthcare institution can genu-
inely embrace this value for women healthcare professionals without embracing 
it for minority healthcare professionals, for all the workforce including entry-level 
employees, and for all patients. Equality, by defnition, is inclusive—it is not for 
the chosen few. If institutions place barriers to the care of the uninsured, the poor, 
minorities, or immigrants, it is hard to believe that they truly embrace equality. 

Te recommendation to improve transparency and accountability 
(Recommendation 4) should encompass not only having clearly defned policies and 
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Table 3.1 Recommendations from the National Academies of Sciences, 
Engineering, and Medicine for Institutions Regarding Elimination of Sexual 
Harassment 

1. Create diverse, inclusive and respectful environments 
2. Address gender harassment 
3. Address culture and climate 
4. Improve transparency and accountability 
5. Diffuse the hierarchical and dependent relationship between trainees and 

faculty 
6. Provide support for the targeted person 
7. Strive for strong and diverse leadership 
8. Measure progress 
9. Incentivize change 

10. Encourage involvement of professional societies and other organizations 
in efforts to eliminate sexual harassment 

11. Initiate legislative actions that facilitate accountability and prevent retaliation 
12. Address failures to meaningfully enforce Title VII prohibitions on sexual 

discrimination 
13. Increase federal agency action and collaboration regarding research and 

accountability 
14. Conduct necessary research in a range of relevant areas including 

incidence, consequences, and prevention 
15. Make the entire academic community responsible for reducing and 

preventing sexual harassment 

Source: National Academies of Sciences, Engineering, and Medicine. Sexual 
harassment of women: climate, culture, and consequences in academic 
sciences, engineering, and medicine. National Academies Press, 2018. 

discipline, but also the demonstration that disciplinary action is taken without regard 
to the stature or earning capacity of the individual involved in sexual harassment. As 
the committee points out confdentiality agreements can place barriers to transpar-
ency. Eforts should be made to remove or diminish such agreements in cases of sexual 
harassment. We appear far from this goal. In a recent Modern Healthcare survey only 
“19 percent said their organization had a formalized process for reporting discrimina-
tion and harassment with consequences for ofenders” (Castellucci, 2019). Moreover, 
35 percent said no action was taken to “address incidents of gender discrimination or 
harassment they experienced or witnessed.” Tis failure to see action may have contrib-
uted to 11 percent of respondents saying they did not report these events. 

Thought Exercise 

Does your organization have a formalized policy for reporting discrimination and 
harassment? If not, is there an organized efort to change this? 



   

 

 
 

 
 
 
 

Obstacles and Opportunities ◾ 51 

Transparency should extend to mandatory reporting of disciplinary action 
for sexual harassment not only to licensing Boards, but also to federal grant-
ing agencies (as recommended by the committee), to elite groups such as the 
National Academies themselves, editorial Boards, and professional societies. 
Reporting to elite groups does not occur now, but this would not only pre-
vent honoring perpetrators of sexual harassment but would also limit their 
credibility if they provide negative recommendations, formal or informal, for 
their targets and other women trainees or colleagues. As we have seen in the 
#MeToo movement, loss of prestige and infuence is a potent punishment for 
the ofender. 

As the committee pointed out (Recommendation 6), support for a woman who 
is the target of harassment is essential. Women believe that objecting to and report-
ing sexual harassment is a personal and professional liability (Dzau and Johnson, 
2018). Tere are clearly examples to support this fear. Terefore, support needs 
to not only rectify the verifed, harassing situation, but also must address specifc 
consequences such as emotional trauma and barriers to obtaining positions for the 
harassed individual. Te latter is not easily accomplished given the informal net-
work that exists and that infuences a range of opportunities. But if it is not focused 
on, it certainly won’t be ameliorated. 

Te group of younger women I interviewed pointed out a critical role that 
women leaders can play in altering the culture which accepts sexual harassment, 
including sexist or crude remarks. When senior women are present in such a cir-
cumstance and let it go without comment or action, it sends a message to the 
perpetrator that this is tolerated, and to the other women that it should be ignored 
or tolerated. Tis perpetuates the culture. Tere is no formula for how to best deal 
with this. It depends on the circumstance, but there are a range of possible responses 
from at a minimum the senior women pointing out that the remark would have 
been better left unsaid, to asking for an apology, leaving the meeting, and report-
ing the incident. Certainly, the senior women should privately discuss it with the 
individual who displayed the behavior. 

Male mentoring and sponsorship of women represents a particularly chal-
lenging issue (Recommendation 5). Mentors and sponsors can have a powerful 
infuence on the professional development of the mentee, from grant funding, to 
promotion and recommendations for leadership positions both within and out-
side the institution. Tis reality makes it difcult for the mentee to report sexual 
harassment by the mentor and to deal with the potential career consequences of 
reporting. Institutions need to refect on how to improve oversight of mentors while 
encouraging these roles—not an easy problem. Some institutions are developing 
group mentoring models, but how they will work is unknown. All institutions 
should develop specifc mentor–mentee joint training to establish the rules of the 
road. Requiring reporting of verifed sexual harassment to the array of prestigious 
organizations listed above could limit the impact of negative evaluation of the men-
tee by the mentor. 
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Burnout 
Burnout is emerging as a major concern for our healthcare system. Its impact on the 
healthcare workforce is taking its toll on their well-being and their work. It appears 
to occur more frequently in women, perhaps in part as a result of the other barriers 
and challenges they face in the work environment. For these reasons, it deserves the 
attention of women leaders. 

Burnout has been defned by the symptoms of emotional exhaustion, deper-
sonalization or cynicism, and a sense of reduced personal accomplishment or pro-
fessional efcacy. While we may think of it as a new issue, the frst description 
may be in the Old Testament when Elijah had enough of being a prophet and 
laid down under a tree and was not going anywhere (Schaufeli, 2017). But since 
prophets were few and far between, this didn’t get much attention. In modern 
times, it was described in the 1970s by Freudenberger who was working in a free 
clinic for drug addicts in New York City—almost as tough a job as being a prophet 
(Freudenberger, 1974). Schaufeli pointed out that “burnout did not develop in a 
historical vacuum … it is a multi-faceted socio-cultural phenomenon” (Schaufeli, 
2017). In fact, Freudenberger concluded that burnout is “a demon, born of the soci-
ety and times we live in and our ongoing struggle to invest our lives with meaning” 
(Freudenberger and Richelson, 1980). He also saw it as an outcome of the work 
environment. Tese observations of linkage between the lack of meaning of work 
and the environment to burnout have been underscored by the recent report from 
the National Academies and seem critical to understanding, preventing, and treat-
ing it (National Academies of Sciences, Engineering, and Medicine, 2019). 

Since its modern-day description, there have been many articles relating to 
its occurrence, symptoms, and interventions. However, researchers have pointed 
out the ambiguity of the concept (Heinemann and Heinemann, 2017; Rotenstein 
et al., 2018). Rotenstein et al. have demonstrated that we lack clarity about what 
constitutes burnout, its true incidence, its root cause and appropriate interven-
tion. In reviewing published literature, they found 142 unique defnitions and 
prevalence of burnout from zero to 89.9 percent (Rotenstein et al., 2018). Clearly, 
burnout needs much better understanding than we now have if we are to prevent, 
diagnose, and treat it. 

When physician burnout frst became a subject of frequent discussions, I had 
some skepticism based on my 40-year experience at Denver Health. As I looked at 
our patients and even entry-level employees whose lives were flled with so many 
challenges, and compared that to our lives as physicians, nurses, and administrators, 
I was puzzled, as we seemed to have so many advantages. More importantly, I did 
not see the reported institutional markers of burnout at Denver Health (DeChant 
and Shannon, 2016): 

◾ Difculty recruiting 
◾ High turnover 
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◾ Lack of engagement 
◾ Angry complaints 
◾ Demands for compensation for every task 

We did not have high turnover in our staf. Everyone from the laundry workers, 
gardeners, and clerks, to nurses, doctors, and administrators stayed for decades. 
Often, they recruited family members. One respiratory therapist had eight rela-
tives on staf, and one anesthesiologist’s father and grandfather had worked here. 
Not only did employees make a long-term commitment, all employees, including 
physicians, were always engaged in initiatives. When Denver Health was in the 
process of becoming an independent authority, we needed to hire a marketing 
frm to help us bring the issue to the voters. As a governmental entity we could 
not use our own money. Many employees at all levels of the organization donated 
to help us with that. 

When we operationalized Lean to examine and remove waste from our pro-
cesses, over 300 mid-managers, and leaders including physicians, trained as skilled 
Lean practitioners (Black Belts) and over 2000 employees participated in week-
long Rapid Improvement Events. No one received additional compensation for 
this. Not only did physicians not ask to be compensated for everything extra they 
did, they opposed a bonus plan. None of these behaviors ft the pattern of burnout: 
quite the opposite they showed engagement—maybe even joy. Given the impor-
tance of the meaning of the work, value alignment, work environment, and peer 
support, the Denver Health experience may provide some important insights into 
this issue (see below). 

What has gained both clarity and urgency is the fact that physicians and other 
healthcare professionals report a high frequency of burnout. Something very nega-
tive and important is happening and we know it is not good for the healthcare 
workforce or for patients. 

It is concerning that burnout begins early in training with between 45 and 60 
percent of medical students and residents reporting burnout (National Academies 
of Sciences, Engineering, and Medicine, 2019). One recent survey of residents 
revealed that 45 percent “reported at least one symptom of burnout at least weekly” 
(Dyrbye et al., 2018). Te relative risk for burnout was higher among female resi-
dents and among Urology, Neurology, Emergency Medicine, and General Surgery 
trainees relative to Internal Medicine residents. Of note, those individuals with a 
higher level of empathy in medical school had a lower risk of burnout. Perhaps, 
this is an important clue to addressing the issue. Creating an environment that 
nourishes and facilitates this inherent empathy may be one institutional approach. 
Women leaders’ skill in building relationships may facilitate creating such an envi-
ronment (Chapters 1 and 11). 

A large 2019 study of surgical residents revealed concerning results. Over 42 
percent of the 2935 female residents had symptoms of burnout at least weekly com-
pared to 35.9 percent of the 4438 male residents (Hu et al., 2019). More alarming, 
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5.2 percent of the female residents and 3.9 percent of the male residents had suicidal 
thoughts. “Te higher prevalence of burnout and suicidal thoughts among women 
may be explained largely by their more frequent exposure to mistreatment.” Te 
authors observed a wide variation of these issues among the surgical training pro-
grams which suggests there are environments and interventions that can lessen or 
eliminate such mistreatment and its consequences. 

Te 46 percent of physicians reporting burnout appears to be higher than a 
representative sample of the general population (Shanafelt et al., 2012). But, the 
incidence among the American population must be highly variable. How could it 
not be higher among those working two or three jobs and still struggling to pay the 
rent or put food on the table, or for those living in unsafe neighborhoods? Te fre-
quency of physician burnout difers across specialties (Shanafelt et al., 2012; Kane, 
2019). In a recent survey, which had diferent percentages of specialties represented, 
44 percent of physicians reported burnout. Tose specialties with a percentage 
at or above 50 percent included Urology, Neurology, and Physical Medicine and 
Rehabilitation. Internal Medicine, Emergency Medicine, and Family Medicine 
were close seconds (Kane, 2019). 

Tere is a long list of factors that have been linked to burnout (DeChant and 
Shannon, 2016). Some of these include electronic medical records, 20-minute vis-
its, and loss of autonomy. When the focus of these initiatives or policies is not on 
the patient’s well-being, but on increasing proft it could undermine the meaning 
of work. Tis interpretation would align with the concerns about the impact of the 
industrialization of healthcare (see below). In the end these approaches may have a 
greater cost than the revenue that is gained. Recent studies estimate that nationally 
physician burnout alone costs approximately $4.6 billion dollars a year (Han et al., 
2019). Tat could fund a good many positive changes in the work environment and 
reduce the human toll on the workforce and patients. 

“A growing body of research suggests that the changing landscape of the U.S. 
healthcare system—how care is provided, documented, and reimbursed—has had 
profound efects on clinical practice and consequently on the experiences of cli-
nicians, learners, patients, and their families” (National Academies of Sciences, 
Engineering, and Medicine, 2019). “[T]he shift to the industrialization of health-
care delivery … [and] the emotional distress experienced by many clinicians 
between avowed ethical principles and the values and incentives of the work envi-
ronment further add to burnout” (Carayon et al., 2019; Chapter 4). 

One survey study of primary care physicians underscored the relationship of the 
work environment to burnout. Te physicians who reported burnout were statisti-
cally more likely to feel time pressure and to rate the work environment as chaotic 
(Rabatin et al., 2016). Tis study also found that 36 percent of female physicians vs. 
19 percent of male physicians reported burnout (Rabatin et al., 2016). 

Although defnitive reasons for the reported higher frequency of burnout in 
women have not been elucidated, recurring, and reasonable hypotheses include 
that women are more likely to admit to a problem, and that they have greater 
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family responsibilities. One factor said to contribute to burnout is lack of respect. 
Tus, a climate of sexual harassment and institutional bias could contribute to a 
higher rate of burnout for women physicians. Whatever the reason, its apparent 
higher occurrence in women is of concern not only for their own well-being, but 
also because burnout causes physicians to leave the profession—clearly, we don’t 
want to lose this talent from our physician workforce or lose potential leaders we 
are trying to develop. 

It is important to realize that burnout is not only a physician issue; it occurs 
among nurses, physician assistants, medical technologists and even administrators. 
A study of over 95,000 nurses revealed that those working in hospitals (34 percent) 
or nursing homes (37 percent) had a higher percentage of burnout than did nurses 
working in other settings (22 percent) (McHugh et al., 2011). 

Similarly, burnout does not appear to be only a healthcare problem. It is com-
mon among professions that have a high level of interaction with others, particu-
larly when those interactions can be fraught with difculties. Tis includes such 
professions as teachers and police (Schaufeli, 2017). It appears to be a global issue, 
not just an American or European phenomenon. 

Tere are few controlled studies or data on individualized approaches to amelio-
rating burnout among health professionals, and the National Academies’ study could 
not endorse any specifc approach (National Academies of Sciences, Engineering, 
and Medicine, 2019). However, the National Academies have endorsed six goals for 
eliminating burnout and enhancing professional well-being. One recommendation 
which clearly is important is to reduce the stigma and barriers for individuals to 
access support and services when needed. Institutions have implemented a range 
of approaches, the majority of them target treating burnout—addressing the prob-
lem after it has occurred. What we really want is a return of satisfaction, joy, and 
gratitude to healthcare. Tis is a laudable goal, but how do we get there? I think 
there may be three important pathways that emanate from existing data and the 
experience at Denver Health: 

◾ Empower the workforce to improve their work life by improving the way 
the work is done. Lean is a useful approach to achieving this goal because 
it respects the entire workforce and trusts their ability to identify and fx 
problems at a fast pace, taking the chaos out of the day-to-day work (Gabow 
and Goodman, 2015; DeChant and Shannon, 2016). Tis addresses not only 
worker empowerment but also team-based approaches. 

◾ Make the institution a meaningful community where everyone is impor-
tant and valued. In this regard, one has to wonder how fnancially generous 
bonus plans for physicians and administrators undermine this value at many 
healthcare institutions. Denver Health had neither during my CEO tenure. 
Perhaps, having a female-dominated Executive leadership team helped create 
a sense of family and facilitated the culture that honored the meaning of work 
(Chapter 1). 
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◾ Be truly committed as individuals and as an institution to noble goals. Most 
people go into healthcare to do good. One wonders how turning many of 
our healthcare institutions into business organizations focused on the bottom 
line has undermined this commitment and has left the workforce without a 
noble calling. Denver Health’s long history of serving everyone, especially 
the most vulnerable, attracted a mission-driven workforce who were provided 
with a setting to focus on doing good. Tis truly embraces returning the 
meaning to work and aligning professional ethical principles and values with 
those of the organization (Chapter 4). 

Te experience at Denver Health has shown me that many fnd meaning in truly 
being there for those who need us. Tis may be the answer for what Freudenberger 
saw as our struggle to invest meaning in our lives. 

Thought Exercise 

Do these three descriptions characterize your institution? If not, do you think this 
would give your work more meaning and decrease burnout? 

Imposter Syndrome 
One obstacle to the advancement of women may be a lack of belief in our abili-
ties. Tis in turn may have its roots in some of the other obstacles described above. 
Experiencing bias, discrimination, and sexual harassment can easily lead a person 
to question her worth and abilities. Tis failure to believe in ourselves has been 
dubbed the “imposter syndrome.” 

It was frst described in 1978 in a study of 150 high-achieving women who, 
despite their professional successes, thought they were phonies or frauds (Clance 
and Imes, 1978). Tey believed their success was luck (which it probably is to some 
extent for all men and women) and that somehow those around them overesti-
mated their talents. Tey feared that at any moment the truth of their inadequacy 
would be revealed. While this original data was obtained from women in academic 
positions, imposter syndrome appears to be widespread. 

While there has been a focus on professional women, studies have shown it 
occurs in men and in a range of occupations (Sakulku and Alexander, 2011). Up to 
70 percent of people have had at least one such experience (Sakulku and Alexander, 
2011). Tis makes one wonder if one episode of anything deserves a label. 

Time and success may solve the problem for many. It seems logical that those 
earlier in their career would be most at risk. Michelle Obama is an example of this. 
During high school and college years she often questioned if she was good enough, 
but by the time she was on the presidential campaign trail, she could answer that 
question with a clear, “Yes, I am” (Obama, 2018). 
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I probably experienced this issue only once. Of course, at that time it didn’t 
have a name. I attended a small rural high school. When I went to college, even 
though it was a small, Catholic women’s college, I felt I was in over my head. I 
called home, crying, and asked to transfer to a local college. My Dad’s response 
was, “Don’t worry your mother. You will be fne.” Tat was that. Ten, he advised 
me to speak to one of the nuns which I did. I told her that the other women seemed 
so much better prepared and could always answer the questions. Her response was, 
“Empty barrels make the most noise. Don’t worry.” I stayed, gained confdence and 
excelled. Tis points out the importance of good advisors and being able to share 
your concerns with another and receive reassurance. Perhaps, it also suggests learn-
ing to compete in women’s college was a great way to appreciate one’s value. 

One of the women I interviewed, Evalina Burger, described a similar experi-
ence in medical school. She was not going to attend her medical school graduation 
because she was certain she had failed and would not graduate. A call from the 
Dean’s ofce asking where she was, because the newspaper wanted to interview 
her for being the frst women to “ace” surgery, pediatrics and psychiatry, got her to 
graduation. Now she is one of only two Chairs of Orthopedic Surgery—time and 
success seems to have cured her! 

Two of the 12 senior women I interviewed, Karen DeSalvo and Carrie Byington, 
reported having experienced the imposter syndrome over a number of years despite 
their distinguished careers. In fact, Karen DeSalvo said, “I still have it. I have had 
it all my life. Tere are some jobs I might want that I think I may not have enough 
qualifcations for. Ten I see people in those jobs who don’t have as many qualifca-
tions as I have. Women think they are not good enough. It’s a voice in my head. I 
have to tell it to shut up.” Interestingly, Carrie Byington said, “In some ways it did 
help me because I was always driven to accomplish more … Tere were times that 
it made my life harder than it needed to be but … I don’t think I would be where I 
am today if I had not worked on overdrive to manage the imposter syndrome.” No 
one wants to make women’s life even harder than it is and Dr. Byington believes we 
do have to help others avoid this experience. However, it is worth noting my grand-
father’s refection on issues like this: “Not everything bad happens to harm you.” 

Even though the imposter syndrome can occur in senior women, the women 
on the Denver Health C-suite team stated they did not experience it. Tey felt that 
they were competent and had earned their position. Perhaps, having many women 
in the C-suite contributed to that afrmation and sense of self-assurance and secu-
rity. It may suggest that as more women are in these positions the occurrence of the 
syndrome will decrease among women. 

If you really do think you are an imposter, what do you do? Many of the sug-
gested approaches are about afrming yourself, such as writing a list of your positive 
attributes and accomplishments. One of the best solutions I have heard came from 
a talented young minority physician who felt like an imposter when meeting with 
leaders. She described a meeting with one of the institution’s physician leaders who 
was interested in her work. In the meeting she could not make eye-contact, and 
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only answered his questions with a yes or no. After the meeting she realized that 
she would never accomplish her goals without a voice. She called him back that day 
and asked for a redo. She now has found her voice, speaks, and leads. Her passion 
for her work was a cure for imposter syndrome. Maybe this could work for others. 

Drs. Mullangi and Jagsi have suggested that rather than considering the impos-
ter syndrome an issue for the individual to manage, we should be considering 
the response to its apparent widespread occurrence at an institutional level in the 
same ways we are approaching burnout (Mullangi and Jagsi, 2019). Tey suggest, 
“imposter syndrome is but a symptom: inequity is the disease. Promoting equitable 
representation of women and minorities among the leaders of medicine through 
concerted systems-level intervention is the most appropriate treatment.” 

It is worth asking the question if feeling intimidated, being afraid, or anxious 
occasionally or rarely is the same as thinking you are an imposter. Maybe, but I 
think not. I remember looking around the room my frst day in medical school 
and realizing the class was overwhelmingly male (that was interesting—actually 
exciting—after a women’s college!) and many were from top Ivy League schools. 
Intimidating, but I did not feel I should not be there. Te frst time I gave a talk at 
a national professional meeting, I was sure I would vomit the minute I opened my 
mouth to speak—I had even prepared what I would say when it happened (which 
it didn’t)! I never had that experience again. Getting over hurdles helps, even if 
they are low ones like not vomiting at the podium. I have trained enough people to 
know men are just as afraid in the same circumstance—they just sweat! 

Concluding that you are not the smartest person in the room may also not be 
the same as thinking you are an imposter, neither may be wondering how you got 
into some position. At the Robert Wood Johnson Foundation Board’s new Trustee 
orientation, as I was seated next to Senator Bill Frist, former Senate Majority Leader, 
and Peter Orzag, former Director of the Congressional Budget Ofce, I certainly 
wondered why I was there (I was CEO of Denver Health). But I believed there was 
some reason and four years later I haven’t been asked to leave. Staying the course 
and contributing what you can could be a workable plan for others. 

Thought Exercise 

Do you think that you have the imposter syndrome? If you do, how are you address-
ing it? 

Responses to Obstacles 

Te frst step to fnding a solution to any problem is identifying it and bringing it to 
the table—step 2 in Governor Lamm’s problem-solving algorithm. We have ample 
evidence that women face biases, sexual harassment, burnout, and the imposter 
syndrome. Tese problems are now being discussed in many forums—a step in the 
right direction. Many of the proposed actions in each of these areas are discussed 
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above. However, tackling each separately while important, may overlook that these 
are likely linked. As noted at the beginning of the chapter they are the result of 
broader cultural issues at an institutional and societal level. Women leaders and 
aspiring leaders should consider this reality as we move forward. 

At an institutional level we should expect all healthcare institutions to detail the 
specifc actions they are taking to address each obstacle and their intersections. Te 
outcome of these actions must be monitored and reported transparently. 

Women leaders must be part of the solution by: 

◾ Identifying and bringing forward the issues in their institutions 
◾ Serving on committees and workgroups that are addressing these issues 
◾ Serving as role models for behaviors and being mentors 
◾ Reaching out to our male colleagues for their acknowledgment of the obsta-

cles, and their active participation in solutions, and in creating opportunities 

We must all be part of the efort because the goal is to have both women and men 
at the tables of healthcare leadership. 

Opportunities 
Given the length of discussion of obstacles, one might wonder if they overwhelm the 
opportunities that exist for women—not so. As we saw, in Chapter 2, many doors are 
now open for women and some of those doors are open very wide. Within healthcare 
there is still a glass ceiling, but the ceiling is much higher than it was a decade ago 
and there are stairways to the top, even if some of them seem hidden or hazardous. 
Moreover, the identifcation and open airing of many of the obstacles in themselves 
create opportunities for cultural change. When Lorraine Hariton, a former Silicon 
Valley CEO, took the helm of Catalyst in the summer of 2018, she noted that the 
#MeToo era was a fantastic time to foster gender equality (Olson, 2018). 

Changing the Culture 

Elections can be a poll of what society embraces. For us it can refect the ambient 
culture’s view of women’s equality. Te 2018 local, state, and national elections 
underscore the opportunities for women and growing equality. A record number of 
women ran for local, state, and federal ofces and many were elected. Twenty-three 
of the 100 largest cities had a woman mayor in 2018. As a result of the 2018 election 
27.6 percent of elected state ofcers were women; nine women were elected gover-
nors; and 28.6 percent of the state legislators were women (Women and Politics, 
2019). Nevada is the frst state in which women hold a legislative majority and 
Colorado’s House chamber has a majority of women. At the federal level, Congress 
has a record number of women including the frst woman physician and two 
women nurses. Tere are now 127 women in Congress—23.7 percent compared 
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to 12.1 percent in 1999. Te fact that 102 of these 127 Congressional women are 
Democrats may suggest that we still have a way to go in achieving a ubiquitous 
culture of gender equality (Center for American Women and Politics, 2019). 

Te impact on healthcare and the societal opportunities of having more women in 
political positions in federal, state, and local government are enormous. At the federal level 
this is underscored by Congress being responsible for the creation of Medicare, Medicaid, 
the Children’s Health Plan, and the ACA as well as the annual budgets of HHS, NIH, 
and the CDC. Much of Medicaid policy is created at the state level, and currently states 
are on the frontline of battles related to reproductive rights. Te federal government regu-
lates and operationalizes many other issues that afect gender equity and equality such as 
equal rights, equal pay, fair housing, paid family leave, all-day kindergarten, and mini-
mum wage. Te states are in the front of the parade on a range of these issues as well. 

In this country the business community has a substantial impact on both cul-
ture and policy. As discussed in Chapter 1, there is an emerging understanding that 
having women in leadership roles improves a company’s fnancial performance. 
Other data from a broad range of industries shows that more diverse teams produce 
better outcomes. When teams are gender and racially diverse, they are more likely 
to pursue a range of approaches to a problem. Tis message has been heard by some 
large and infuential companies. In 2016 the Bloomberg Financial Services Gender-
Equality Index (BFGEI) was launched. In 2018 this efort was extended to non-
fnancial industries with the Bloomberg Gender-Equality Index (GEI). In starting 
the group, the Bloomberg team noted that 

Gender inequality is one of the most critical challenges facing both the 
public and private sectors globally. In today’s environment, it’s never 
been more critical for a company to be able to demonstrate how it is 
advancing women, the value of its products, and its impact on society. 

(Bloomberg Gender-Equality Index, 2019) 

Te GEI measures and reports gender equity through the lens of overall statistics, pol-
icies, products, and community support. Over 100 companies across the globe were 
in the inaugural group. Initially, only one American healthcare company, DaVita, a 
Fortune 500 company whose primary business is dialysis, was in the group. Tere are 
now 230 companies worldwide, with 7 million women employees in the group using 
and reporting the index. Several American healthcare companies such as Aetna and 
CVS Health have joined the group, but no major healthcare systems have. 

Te value of formalized measures, transparent reporting, and sharing best prac-
tices is demonstrated in the outcomes of the members regarding the percentage of 
women in a range of positions: 

◾ 42 percent of the workforce 
◾ 43 percent of new hires 
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◾ 43 percent of promotions 
◾ 26 percent of senior leadership 
◾ 19 percent of Executive ofcers 
◾ 26 percent of Board members (Bloomberg Gender-Equality, 2019) 

Tese do not refect equality, but certainly a commitment to achieving it. 
Many of these companies have policies and activities aimed to concretely 

advance women, such as: 

◾ Paid family leave 
◾ Evaluation of advertisements for gender bias 
◾ Outreach to women returning to the workforce 
◾ Ofering mentoring, sponsorship, and coaching 

GEI is an excellent example of how to achieve transparency, deliver results, and 
create opportunities for women. Te entire American healthcare industry should 
embrace similar goals and transparent reporting of their metrics. 

Improving Care 

Te most important opportunities women leaders have in healthcare are to improve 
the delivery of care, the health outcomes for the country, and the culture of health-
care organizations. Tere is an emerging body of literature that suggests a posi-
tive efect of women physicians on patient care. Women physicians appear more 
likely to follow evidence-based medicine guidelines and provide preventive care 
to patients (Lurie et al., 1993; Henderson and Weisman, 2001; Schmittdiel et al., 
2009; Dahrouge et al.,2016). 

Women physicians’ unique contributions may go beyond this. A Canadian 
study of over 100,000 patients undergoing 1 of 25 surgical procedures compared 
outcomes of male and female surgeons (Wallis et al., 2017). Patient and surgeon 
characteristics were matched for a number of relevant variables. Patients of female 
surgeons had a small but signifcant decrease in 30-day mortality. One recent study 
of a random sample of 1,583,028 hospitalizations for Medicare patients concluded 
that patients who were cared for by women physicians had lower 30-day mortality 
and lower 30-day readmission rates for all medical conditions than the patients 
cared for by male physicians (Tsugawa et al., 2017). Te authors speculated that this 
may refect diferent practice approaches between the genders. Both the observations 
and the interpretation are important, but as others pointed out, both raise questions, 
including patient attribution within a complex healthcare institution (Maslove, 
2017). Another recent study pushed the issue a step further by examining the efect 
of gender concordance in survival rates for patients with myocardial infarction. Tat 
study found higher mortality among female patients treated by male physicians than 
for female patients treated by female physicians (Greenwood et al., 2018). 
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Tere have been some data that suggest there is more patient-centered commu-
nication and care by female physicians than by male physicians (Roter et al., 2002; 
Bertakis and Azari, 2012). A large meta-analysis showed some evidence of greater 
patient engagement and a small increase in time with the patients by women physi-
cians (Jeferson et al., 2013). Dr. Albert, Denver Health’s Director of Medicine, 
observed a similar diference between female and male hospitalists (Chapter 1). 
Data on the higher satisfaction of patients with advanced practice nurses, including 
midwives, the majority of whom are women, than with physicians adds some sup-
ports to this (Horrocks et al., 2002; Harvey et al., 2002). However, these studies 
were not controlled for provider gender. 

Tese studies on care and outcome have important implications for patients 
and the healthcare systems’ primary responsibility for patient care. More study is 
required to understand how care and outcome are afected by the gender of the pro-
vider and by gender concordance. Tis issue should be examined for other health-
care providers, particularly in nursing given the changing gender ratios in that 
discipline and also for leadership roles. 

We don’t know if these diferences at the bedside translate to diferences in the 
C-suite. But it is a critical question to answer. It would be logical that these behav-
iors and perspectives would remain with women as they advance to leadership posi-
tions. Certainly, many women healthcare leaders believe that it does (Chapters 1 
and 11). 

As women leaders, we should encourage studies to elucidate what value and 
impact women leaders bring to the healthcare system. While healthcare expen-
ditures, proftability, and salaries have increased, the overall health outcomes for 
Americans have not improved. We do not know if this relates to a focus of male 
leaders on the business and competitive aspects of healthcare. Te reasons given by 
current and aspiring women leaders to pursue leadership focus on improving the 
system and lives of patients and suggest a diferent perspective (Chapters 1 and 11). 
Just as demonstrating the fnancial beneft of having women leaders in business has 
created opportunities there, demonstrating that women leaders improve healthcare 
and health will create new healthcare opportunities. It is time to test the hypothesis 
that women leaders within healthcare and government can bring a diferent per-
spective to our healthcare system and obtain a better outcome for all Americans. 
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Chapter 4 

First Things First 

There are two frst steps in a leadership journey: 

◾ A thoughtful refection on values 
◾ Developing a vision of leadership 

Values 
Values are the foundation of leadership. Yet writing about them is tricky terrain. 
Does it imply that I grasped their essences and faultlessly exemplifed them in my 
own life? Since I am neither a philosopher nor a saint, this is certainly not the intent. 
Would it imply that others who wish to be leaders should faultlessly demonstrate 
them? Too tall an order for anyone. Perhaps, these difculties are why courses in 
leadership seem to omit this subject from the curriculum. On the other hand, ignor-
ing a detailed discussion of values paints over their criticality for both leaders and 
our health system. Tis seems unacceptable, so I will boldly venture into the space. 

At all levels of healthcare practice, our choices and behaviors are infuenced by 
our values, the values of our organization, and by the values, ethical guidelines, 
and codes of conduct of our professions. Our values represent who we are, what 
we believe is important, how we live and conduct ourselves, and what forms our 
character. Tey have deep roots in our upbringing, education, friends, community, 
and often our religion. 

Te core values of the healthcare professions also have deep roots. For the medi-
cal profession, some of these go back to ancient physicians like Hippocrates and 
Maimonides. In modern times, many professional organizations have articulated 
both the values they espouse and the code of ethics and conduct they expect from 
their members. Tese core values and codes are shown in Table 4.1. 
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Table 4.1 Healthcare Core Values 

Putting the patient’s interest above our own 
Integrity 
Respect for all people 
Empathy 
Compassion 
Altruism 
Humility 
Competence 
Commitment to learning (See Chapter 9) 
Advancement of knowledge (See Chapter 9) 

Many professional codes include social justice and commitment to universal 
healthcare. All of these are admirable and important values, and most healthcare 
professionals would espouse them as their personal values as well. 

Te list of values is long, and we have seen them so often that it is easy to gloss 
over their meaning and relevance. Terefore, it is worth examining them and their 
related behaviors. It is important for an aspiring or even an established leader to 
defne these values in her own terms and understand how they apply in leadership. 

Thought Exercise 

What are your defnitions of these values (Table 4.1)? How do they play out in your 
leadership? 

Putting the patient’s interest above our own interests and those of the institu-
tions we work for must be a prime value not only for clinicians, but also for every 
leader in all healthcare institutions. Tis is a challenging directive on a number 
of levels. Clinicians generally realize that understanding what a patient’s interest 
is requires grasping her priorities and circumstances. Leaders need to obtain an 
understanding of this at a community and population level. Living this value in an 
era where market share, profts, and quarterly earnings are high priorities is chal-
lenging. But, if this value is abandoned, healthcare will have lost its essence. 

Integrity is defned as the quality of being honest and having strong moral prin-
ciples (Oxford American Dictionary). It is demonstrated when there is concordance 
between what we say and what we do (Diaz, 2012). What is frequently overlooked 
in discussions of integrity is that it must apply to all our actions. Tere is no such 
thing as intermittent or occasional integrity—it is either there or it is not. Does 
a person have integrity if he/she submits false items or exaggerates expenses on a 
reimbursement form? Lack of honesty in small things brings integrity into ques-
tion. Oprah Winfrey hit the nail on the head when she noted, “Real integrity is 
doing the right thing, knowing that nobody’s going to know whether you did or 
not” (Curtin, 2019). Dr. Barbara Stoll noted in her 2019 opinion piece that great 
leaders “have integrity and are respected and trusted by the groups they lead” (Stoll, 
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Figure 4.1 Integrity is the critical path to trust and inspiration. 

2019). Tis link between integrity and trust is important to grasp. Without integ-
rity, there will be no trust and without trust you cannot inspire or lead (Figure 4.1). 

Respect is feeling and showing honor and esteem for others. Its Latin root’s 
meaning, looking back, imparts some insight. Perhaps, we should think of respect 
as a kind of mirror that lets us look back at ourselves when we look at others. If we 
respect everyone, we will see the same worth in every person as we see in ourselves. 

Tere is an interesting twist on respect. Demanding it is not the way to get 
it. I have known physicians and Ph.D.s (by the way all men) who expected to be 
addressed by their title—the “doctor” part was important to them. Certainly, there 
are individuals for whom and forums where it is appropriate to address someone 
with their title. But as a leader should you expect that every employee addresses 
you by your title? I don’t think so. Many employees at all levels of the organization 
called me Patty. Far from being disrespectful, it underscored our sense of being 
one family. Titles shouldn’t trump relationships. But titles can be a tricky issue for 
women. If their titles are being dropped but men’s titles are not, then it is biased, 
disrespectful, and can represent microaggression (Lukela, 2019). 

Empathy is the ability to understand and share the feelings of others. It is put-
ting oneself in another person’s place. As the saying goes, it is walking in their 
shoes, especially when those shoes are not a natural ft. Tose of us who have cared 
for patients, often in very difcult times in their lives, understand how critical an 
element this is in providing care and caring. Empathy is easier to experience with a 
person sitting in front of you, but as leaders we must work to retain empathy when 
our “patients” are populations. 

Altruism is unselfsh regard for or devotion to the welfare of others. It fts hand 
in glove with the responsibility of putting the interests of the patients frst. We must 
be vigilant to retain altruism especially as healthcare systems become less personal 
and more big business. 

Humility is an interesting value because it is often defned by what it is not— 
pride or egotism. It seems to be frequently misunderstood, perhaps, more often by 
women than by men. Humility is not putting yourself down or being dismissive 
of your strengths or talents. As women, our zeal to appropriately acknowledge the 
contributions of others can lead us to dismiss our own accomplishments and not 
take credit when it is deserved. Tis may seem like humility, but it isn’t. While the 
essence of humility seems hard to capture, three defnitions seem to do it: 

Humility is the balance “between too much and not enough ego” (Brown, 
2012), a Goldilocks equation. 

“Humility is the ability to be happy with who we are and the realization that we 
are still incomplete” (Brown, 2012). 
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“Humility is not thinking less of yourself; it is thinking of yourself less” (cred-
ited to C.S. Lewis). 

Using power in the service of others is how humility is refected in a leader’s 
actions (Rockwell, 2012). Tis interlinks it with altruism and putting the patient’s 
interest frst. 

It is tempting to think that values march in their own straight lines and never 
collide, but it is not that simple. When they do collide, you need to know your pri-
orities. Te values that most often hit against each other for me were empathy and 
equality. Equality came out on top. Leaders often are asked to make an exception 
from a rule for someone they know well, who is well-liked, or who is in a position of 
authority or important to the organization. A common example I faced was permit-
ting someone who was ill or recovering from an illness and had no more paid time 
of to work from home. Tat would have been the compassionate and empathetic 
thing to do, but not the equitable thing to do—housekeepers couldn’t work from 
home, clerks couldn’t work from home, and ICU nurses couldn’t work from home. 
I did not want to give more privileges to the most privileged. Each leader will expe-
rience her own value collisions and decide her priorities. Hopefully, that priority 
has a justifcation and is consistent. 

Thought Exercise 

How do you prioritize your values? What is your approach when your values collide? 
Looking at the list of professional values, is it possible, in our current health 

system, to truly live the values of putting the interest of the patient above our own, 
respect every person, have empathy and altruism if that system excludes access to 
many people, places such a high value on proft, and works to maintain the status 
quo despite the system’s shortcomings? Tis is a question that leaders, the health-
care professions, and society should ask. 

Our values forge the qualities and behaviors that enable us to be not just suc-
cessful leaders but great leaders. Four of these deserve specifc mention: 

◾ Courage 
◾ Perseverance 
◾ Wisdom 
◾ Humor 

When we look at memorable leaders, including the women healthcare pioneers 
(Chapter 2), and the contemporary women and men who inspire us, such as Malala 
Yousafzai, Mother Teresa, Mahatma Gandhi, Nelson Mandela, and Martin Luther 
King—it is their courage and persistence that shine forth. Teir lives underscore 
the importance of courage and sustained efort. Courage enabled them to opera-
tionalize their integrity. It enabled them to push for what was right even at great 
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personal cost, to stay the course, and gave them the ability to inspire others to fol-
low. Most of us will not have to endure personal sufering to become great leaders, 
but we may be asked to muster our courage and be willing to lose our job if that 
is required to make the right decision. I advised those I mentored, “Only take a 
leadership position if you don’t care if you keep it.” Staying in the job should not 
trump doing what you know is right. A leader who values maintaining her position 
above doing what she knows is right may disappoint herself and others and will not 
contribute to forging a better healthcare system. 

Perseverance cannot be underestimated. I am not a football fan (the Broncos 
are an exception, after all I live in Denver), but I understood the message of one of 
my mentors that the last fve yards that are the hardest. If it is important, keep at it. 
Edison’s famous quote captures this: “I have not failed. I’ve just found 10,000 ways 
that won’t work.” Clara Barton had to pester two presidents to form the American 
Red Cross (Chapter 2). 

As CEO, I decided that Denver Health could not be successful as Denver 
General Hospital, embedded in the city’s organizational structure. It needed to be 
an independent entity. Achieving that goal took over four years (Chapter 8). First, 
the mayor had to be convinced. Imagine the eagerness of a mayor to give up the 
second largest department of city government, one that had been in the city for 
almost 150 years. I never let an opportunity go by to plead my case. At one point 
the Mayor asked me, “Are you ever going to let go of this?” I said, “As soon as you 
say ‘yes’” (Gabow, 2010). Once the mayor gave his approval, there were many other 
hurdles: the City Council, the state legislature, our employees, the business com-
munity, our constituency, and fnally, a vote of the people. For years, there were 
never two people standing together in Denver who did not hear my elevator speech 
on the need for an independent authority for Denver Health. Ultimately it all came 
together, culminating in approval by 65 percent of the voters. 

Wisdom goes beyond being intelligent or knowledgeable, to being able to dis-
cern what is right and true. Solomon was correct in believing that a leader needs 
this. While we often equate Solomon with wisdom, there is a long tradition of wis-
dom as a female persona: “what is wisdom and how she came to be I will proclaim 
… and bring to light the knowledge of her” (Wisdom 6:22, italics added). To the 
Greeks wisdom was Sophia and Athena was her goddess. It seems this is a value we 
women can claim. 

Senator Alan Simpson said in his eulogy for President Bush, “Humor is a 
universal solvent against the abrasive elements of life.” Humor can difuse tense 
moments, particularly when you can laugh at yourself. Tere was a great deal of 
humor in our Executive staf meetings which kept us all from taking ourselves too 
seriously. I try to bring it into every group of which I am a part. I have never seen it 
fail to reset a tense conversation or facilitate a difcult discussion. 

Leaders need to articulate their values, but in the end, we need to “walk the 
talk.” Tose you lead and those you interact with can see what is only talk. Tose 
of us who have raised children have been taught this lesson. 
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As a leader, your personal values will be confated with those of the institu-
tion. Unfortunately, there is no shortage of examples of an organization’s reputation 
being sullied because of a leader’s behavior. Risa Lavizzo-Mourey, CEO emeritus of 
the Robert Wood Johnson Foundation, pointed out how critical this is for a leader 
to remember (Chapter 11). 

Living the Values 

Te long list of values is more easily stated than lived. Tey are guideposts that can 
help keep us on the right track. But as human beings, even with guideposts, we can 
veer of the course. Te 2018 Price Waterhouse Cooper CEO Success study noted, 
“For the frst time in the study’s history, more CEOs were dismissed for ethical 
lapses than for fnancial performance or board struggles” (Karlsson et al., 2019). 

Nitin Nohria, Dean of Harvard Business School, noted that most of us are 
not as virtuous as we think, a condition he describes as “moral overconfdence” 
(Nohria, 2015). While he primarily focused on well-known lapses of values in 
business, there are numerous examples of lapses in healthcare, from opioid mar-
keting, EpiPen and insulin costs, Medicaid and Medicare fraud, and research 
misconduct. Nohria pointed out that fnancial incentives and time pressures are 
two factors that often push people into straying from their personal and/or pro-
fessional values. Healthcare leaders’ values are stressed by these same forces. Te 
fnancial incentives in healthcare in the form of bonuses and conficts of interest 
can stress our values. 

Leaders and physicians must try to avoid organizational policies and practices 
that bring these factors into play. Bonus plans for clinicians that are based on pro-
ductivity and billing can represent a value risk. While exceedingly common, these 
plans may lead physicians to overuse and misuse. Even P4P may not be worthwhile 
(Khullar et al). Bonus plans for administrators that are based on the organization’s 
bottom line can undermine altruism, patient access, and commitment to commu-
nity and society. 

Another high-risk situation for physicians, researchers, nurses, and institu-
tions relates to conficts of interest which can lead to behaviors that do not put 
the patient’s interest frst and can violate other professional principles. As physi-
cians, many of us thought that low-level fnancial perks like dinners from industry 
had little infuence on our prescribing practices. But the opioid marketing and 
the epidemic illustrate that large and even small fnancial gains infuence behavior 
(Macy, 2018). Tere are more than a few reports from watchdog groups, such as Pro 
Publica, of payments in the hundreds of thousands to millions of dollars to indi-
vidual physicians and organizations from pharmaceutical companies and device 
manufacturers. Tese have been linked to behaviors that confict with espoused 
personal and organizational values. Coupled with the desire to advance academi-
cally and reputationally, these have led to failure to report such conficts to patients, 
at lectures, and in articles submitted to scientifc journals. 
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In a survey 33 percent of early and mid-career NIH investigators said they had 
engaged in some unethical behavior in the previous three years. Tese behaviors 
included questionable relationships, plagiarism, data falsifcation, poor record-
keeping, and the most common, “changing the design, methodology or results 
of a study in response to pressure from a funding source” (Martinson et al., 
2005). 

Physician ownership of healthcare entities such as surgi-centers, radiology ser-
vices, and laboratories also raises questions of conficts of interest. Until recently, 
nurses appeared to have not been subject to fnancial conficts of interest. However, 
the use of nurse ambassadors by pharmaceutical companies has demonstrated that 
they also can be pulled into situations in which the patients’ interest may be sacri-
fced, particularly in drug-prescribing (Grundy and Ladd, 2019). 

Conficts of interest can arise for CEOs and other leaders who are paid large 
amounts of money for serving on the Boards of outside companies, including 
healthcare vendors (Bannow, 2018). Tis type of confict received public attention 
when a well-established investigator and Chief Medical Ofcer of a prestigious 
institution failed to report millions of dollars of such payments in his research 
publications (Ornstein and Tomas, 2018). Tese paid relationships are surpris-
ingly common. A study of 442 publicly traded healthcare companies revealed that 
41 percent of them had one or more academically afliated Directors, often from 
prestigious institutions (Anderson et al., 2015). Tese Directors included CEOs, 
Presidents, Deans, Professors, and Trustees. Te median individual compensation 
was $193,000—enough for them to think about it in decision-making. Institutions 
must have confict of interest policies that address this circumstance. However, 
given that enforcing the rules is difcult when the leader is involved, it would be 
best if leaders avoid these real and potential conficts of interest. My simple rule of 
thumb is, “If you can’t justify what you are doing in one sentence to the average 
person, don’t do it.” 

Thought Exercise 

What are your challenges in living your values? 

Aligning Values 

When you are considering joining an organization, especially in a leadership role, 
it is critical to know if your values align with those of the institution. If they don’t, 
you are likely to be both unhappy and unsuccessful. Conficts between your val-
ues and those of the institution can contribute to burnout (Chapter 3). Kathleen 
Winsor-Games, an Executive coach, gave a number of other reasons for this align-
ment, including your reputation, well-being, satisfaction, and personal and profes-
sional growth (Winsor-Games, 2019). A commentary on academic medicine noted 
that “the desire to work in an organization with values synchronous with one’s own 
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are important for the success of all faculty … these issues are more important for 
women and have a greater impact on [her] likelihood of success” (italics added, 
Tibault, 2016). 

Many academic faculty perceive a confict between their values and those of 
their supervisor or institutional leader (Pololi, 2010). Sadly, this value confict is 
often related to dishonesty and lack of integrity, frequently in research, and to lack 
of commitment to the stated organizational mission. Tis lack of value alignment, 
including institutional disregard of social mission and administrative tolerance for 
breaches of academic integrity, was felt more commonly by female leaders than by 
male leaders (Pololi, 2010). One reason women gave for not pursuing leadership 
roles was that they believed they would have to compromise their values and their 
integrity (Pololi, 2010). Tis high importance that women place on values and value 
concordance is actually a reason they should lead, not a reason to reject leadership. 

Of course, the frst step in knowing about alignment is to have clarity on your 
own values. But the question with the more elusive answer is, “What are the val-
ues of the institution?” It is not as simple as the tag line or mission statement. As 
the saying goes, “Actions speak louder than words.” Once you know what is most 
important to you in how you live, think about what institutional behaviors refect 
those values, and gather information relating to those behaviors. Tis is part of your 
homework in considering a leadership position. You can assess institutional values 
by examining: 

◾ Te legal structure 
◾ Board composition 
◾ Te institutional policies 
◾ Interviews 

An entity’s legal structure conveys priorities or obligations. For example, a for-proft 
entity has a primary fduciary duty to stockholders. Similarly, an entity backed by 
venture capital has an obligation to create signifcant return on investment, often 
over a short period of time. 

Te institution’s Board composition refects its priorities. A Board without gen-
der and racial diversity makes a statement, as does a Board composed solely of 
wealthy businessmen or women. 

For hospitals and health systems, policies regarding hiring, salary structure, 
patient admission, confict of interest, and their competitive vs. co-operative behav-
iors with other healthcare entities and the community, all shed light on the institu-
tional values. Given the obstacles that women face regarding discrimination, bias, 
and sexual harassment, the policies, actions, and commitment to transparency for 
ameliorating these obstacles are relevant to women as they assess their value align-
ment with an organization. 

Interviews are part of any hiring process and you should view them as a two-
way street. Tey ofer the institution insights into who you are and provide you 
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with insights into the organization. Te material provided, what is included and 
what is not, refect priorities, as do the interviewers selected. Ask your interviewers 
about institutional values and the actions that refect those values. Some appli-
cants may be reluctant to do this, but it is a missed opportunity. Te questions 
can be as straightforward as asking what the organization’s key priorities are, and 
what are the key leadership values and qualities they seek. Te deep-seated values, 
what really drives an organization, can be garnered from the frontline employees. 
Go to the cafeteria and talk to physicians, nurses, clerks, housekeeping staf, and 
assistants. If it is a hospital, go on rounds. If it is a teaching facility, talk to the 
trainees—they have no hesitancy sharing their perspective. 

Thought Exercise 

How would you assess an institution’s values as part of a job interview process? 
If you are looking at a position in a new geographic area, doing a search of the 

local paper, blogs, and other social meeting posts can reveal the organization’s val-
ues. I have found cab drivers (not so much Uber and Lyft drivers) are an amazing 
source of the community’s perspective. 

On rare occasions people take on leadership roles with their own or other’s 
expectations that they will change the values and culture, but this is a very tough, 
long-term endeavor even for the CEO. For other levels of leadership, difering val-
ues present even more challenges than for the CEO, since lower-level positions have 
less ability to change the culture. Tis is not a task for the faint-hearted or novice 
leader. My grandfather had a saying, “You can always tell a day by the morning,” 
which he explained was about dating and marriage—don’t think you will make the 
man into someone diferent after you marry him. Good advice for both marriage 
and leadership. 

In my own career, Denver Health’s values of serving everyone willingly and 
its commitment to equality and educating the next generation all aligned with 
my own. It was easy to see these values in action by the open-door admission and 
clinic policy, the amount of uninsured care, the clinic’s sliding fee scale, the racial 
and ethnic distribution of the patients and the workforce, the pay structure, and 
the commitment to training programs for students and residents. Denver Health’s 
pay policy and lack of a bonus plan or contracts for physicians and administra-
tors served as a highly efective flter for those whose values did not align with the 
organization. 

Value alignment is so important that as leaders we should use employee orienta-
tion as an opportunity to state clearly the organization’s values. At new employee 
orientations I shared these core Denver Health values and said, “If the Denver 
Health values are your values, you will have a great career here, but if they are 
not your values you are probably sitting in the wrong chair” (Gabow, 2010). Tis 
may seem startling, but it made very clear that value alignment is foundational for 
success. 
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A Vision of Leadership 
As you consider a leadership position, it is important to ask two questions: 

◾ Why do I want to be a leader? 
◾ Why do I want this specifc position? 

Many people launch on an established trajectory. You go to college, enter professional 
training, get an entry-level job, and try to move up the ladder. If you are an aca-
demic physician, you get on the Instructor, Assistant Professor, Associate Professor, 
and Professor march. You may look ahead to being Section-Head, Division Chief, 
Departmental Chair, CMO, and CEO. As a nurse you may seek specialization, a 
master’s degree, or a Ph.D. You may look ahead to be a head nurse, nurse manager, 
director, CNO, or CEO. Administrators have much the same educational and respon-
sibility advancement in their sights. At the other end of the spectrum, many other 
people get in a role and never consider any other one. When I was a junior faculty 
member, Dr. Kassirer (subsequently Editor of the NEJM) was a Visiting Professor. He 
asked me what I wanted to be doing in 7 to 10 years. My quick answer was, “Exactly 
what I am doing now.” He expressed doubt about that. I loved what I was doing 
but loving your current role doesn’t mean you wouldn’t love another role with more 
responsibility. Why and how your healthcare career moves should be the result of a 
conscious decision, not an assumed trajectory or a failure to consider options. 

Physicians have told me they wanted to “get into administration” to stop being 
on call, have fewer work demands, or reduce the pressure of their current job. I have 
also been told by physicians that they want to get out of the day-to-day hassles and 
deal with strategy. First, you should never pursue a job simply to run away from 
something else. Te grass is rarely greener somewhere else. You should be running 
toward some desirable role. Moreover, leadership roles are very demanding. While 
strategy and innovation are critically important parts of leadership, much of the 
job is building relationships (read “meetings”), mentoring, making the trains run 
on time, holding people accountable, making many big and small decisions, and 
managing conficts (Chapter 8). If these roles and activities don’t appeal to you, 
leadership will not be fun. 

Women seem to view the leadership role through a diferent lens than men. It 
is rare for a woman to say, “I want to be a leader” (Pololi, 2010). But men often 
have this motivation. Studies reveal that women’s desire for leadership is to make 
meaningful improvements or advance ideas (Pololi, 2010; Korn Ferry Institute, 
2017). Tis was validated in my interviews with established and aspiring women 
leaders (Chapters 1 and 11). Te best reason to pursue leadership is to contribute to 
improving patient care, the institution or healthcare broadly—certainly there is no 
shortage of opportunities to make things better. 

Sometimes our zeal to lead can make us jump at whatever comes along. Over 
the years one such reason I have heard more than a few times is, “If I don’t take 
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this, it may never come along again.” Victoria Moran had an insightful response to 
that: “Tat old saying about opportunity knocking only once is as archaic as the fat 
earth theory and as patently untrue. Opportunity knocks all the time—and it rings 
your doorbell, calls you up, and sends you emails” (Moran, 2018). 

Te frst time I was asked to put my hat in the ring for Director of Medicine, 
I was told by my mentor, “If you don’t apply now, the position may not be open 
again for years.” I didn’t believe I was ready, and the same opportunity came my 
way again quite soon. Of course, this is not a guarantee. My belief that I was not 
ready may have refected the thinking that appears to be common with women. We 
often undersell our abilities, skill set, and readiness. An often-quoted observation 
is if a certain role has ten job criteria, women tend to focus on the one they don’t 
have, while men will focus on the fve or six they do have (Sandberg, 2013). Carrie 
Byington’s experience in academic medicine echoes this, believing that women wait 
excessively long to apply for leadership roles (Chapter 5). 

As you examine your ft for a specifc role, consider where the sweet spot is 
(Figure 4.2). You need to consider: 

◾ What are the duties and roles of the position 
◾ What you really like to do 
◾ What you are good at doing 
◾ What provides meaning 
◾ Will you mesh with your colleagues, boss, and the organization 

As Linda Burnes Bolton observed, “You need to know your What.” What are you 
passionate about? If the position’s central role revolves around what you like to do, 
what you are good at doing, and what you fnd meaningful not only to you, but 

Figure 4.2 Identifying the ideal leadership ft. 
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also to the organization and society, you have found a position ft. Tis combina-
tion will give you satisfaction and maybe even joy. It is hard to say which one you 
should be willing to sacrifce if you can’t have them all. I never really had to choose, 
but if I did, I would say if you are curious, smart, willing to learn, and have a track 
record of success, you can become good at the skills required. 

Who you work with and for also matters. Tey don’t have to be your best friends, 
but you should be comfortable interacting with them. Just as value alignment is 
important between you and the institution, there should also be value alignment 
between you and your boss and hopefully you and your peers. You need to assess 
this in the interview process and in your information gathering. If the institution 
conducts employee satisfaction assessments, ask to see them for the area in which 
you will be working. Look at the turnover in the position you are considering and in 
the work group. Of course, your boss can change and that can present a challenge. 

Once, I took a leadership position knowing that I did not respect or trust the 
person to whom I would report. It was the most difcult professional decision I ever 
made. I made it because I felt I needed to take the position to defend the values of 
the organization. However, it was a very trying experience. You should only make 
such a decision after very careful consideration, being cognizant of the burden you 
will be taking on. 

Thought Exercise 

What do you really enjoy doing at work? How do you think those activities ft with 
leadership? 

If you are coming from a clinical role, it is important to be a committed and 
capable clinician. If you are a physician, nurse, or other healthcare provider, it will 
be hard to lead other practitioners if you are not respected. If you are coming from 
an administrative background, you will need to have mastered your discipline to be 
an efective leader of your colleagues. Acquiring mastery requires time and prepara-
tion (Chapter 5). 

Te leadership journey, like all long and arduous treks, requires personal 
strengths, a commitment to the journey, and companions to help along the way. 
When Rafael Nadal was asked about his success in a 2019 interview at Wimbledon, 
his response was, “You have to love our sport.” We must love our “sport” too if 
we want to be great leaders and inspire others to care and contribute to American 
healthcare. 
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Chapter 5 

You Can’t Parachute 
into Leadership 

You cannot and should not parachute into leadership for two reasons. Parachuting 
depends on there being a place to land and leadership is not simply a piece of geog-
raphy like the corner ofce. Nor is it just a title. Rather it is a way of seeing, think-
ing, acting, and contributing, wherever you are and whatever your title. Leadership 
emanates from what motivates us, what is important to us, what we will speak up 
for, and what will move us to act. 

Tis view of leadership is wrapped in the concepts of leading from where you 
stand and in thought leadership, in contrast to positional leadership. Not every 
woman needs to become a positional leader to bring her perspective to the table, 
improve healthcare, or be an infuencer. Tis is well exemplifed by America’s First 
Ladies. Tey were not elected leaders; they didn’t even have a defned job, but many 
had great infuence. Michelle Obama’s focus on good nutrition and physical activ-
ity for children resulted in 45 million school children eating healthier breakfasts 
and lunches and 11 million students participating in an hour of physical activity 
every day—impressive impact for someone with no defned job (Obama, 2018). 

Karen DeSalvo noted that government service taught her about diferent types 
of leadership. When she reported to a mayor, she enjoyed seeing him articulate ideas 
she had given him. “You can lead by generating good ideas that other people adopt 
and carry forward.” I have said if you have a good idea keep talking about it until 
someone in power picks it up and runs with it. Women may be more willing to 
participate in this type of leadership that is not linked to getting credit (Chapter 11). 

In leading from where you stand, you can become an infuencer, a thought 
leader, and make important contributions. It can prepare you for and create the 
path toward positional leadership (Figure 5.1). 
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Figure 5.1 Leading from where you stand is the path to infuence and change. 

Te second reason you can’t parachute into leadership is that you should pre-
pare for the role by maturing the characteristics and philosophy of leadership, and 
by acquiring the necessary knowledge and the skills to be not only a successful, but 
an outstanding leader. Tis maturation and learning develop as does all other mat-
uration and learning: by observation, experience, formal training, and the guidance 
and support of others. Tis chapter discusses each of these reasons. 

Leading from Where You Stand 
Leading from where you stand is critically important on a leadership journey. Tis 
involves your being engaged in many ways (Table 5.1). 

As simple as it seems, the frst step in leading from where you stand is to show 
up. Showing up is not only about being present physically, but also about being 
emotionally and intellectually engaged. You need to care about what you are 
doing, think about what your work means to you and others, and act to make 
improvements now. You need to fx what is under your control. Don’t kick prob-
lems “upstairs” or kick them down the road. Sometimes you should even step out 
and fx something that is not actually under your control. Given the dysfunction 
and waste in every nook and cranny of healthcare, there is no shortage of things in 

Table 5.1 Leading from Where You Stand 

Show up 
Learn an approach to seeing problems and fxing them 
Identify your passion 
Become an expert 
Be where the action is 
Do your homework 
Raise your hand 
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your work that need to be fxed. If you see a problem and have a solution, and the 
solution doesn’t create a problem for someone else, go for it. You don’t have to start 
with world peace—take on an easy win. 

Lean ofers everyone the tools to see and solve problems (Gabow and Goodman, 
2015). In fact, if you want to lead from where you stand, learn about Lean. One of 
the easiest Lean tools creates structure and order, literally where you stand. It is called 
5S, with the S’s standing for Sort (getting rid of the junk); Set In Order (arranging 
materials for efcient workfow); Shine (getting out the bucket, mop, and cleaning 
cloths); Standardize, and Sustain, which are linked processes to keep everything in 
order once you have completed the frst three steps (remember what happened after 
the last time you cleaned your garage) (Gabow and Goodman, 2015). You might 
think of it as the work-variant of Tidying Up with Marie Kondo. You can start with 
your ofce and your computer. If your ofce is in disarray, your computer is worse! 
After your ofce and computer pass the Marie Kondo inspection, you could put a 
team together and 5S the common space. Te assistants in the C-suite at Denver 
Health 5S’ed the work area that contained the copier, paper, etc.—what a diference 
for them and for us to have an organized space. Tis may not seem like leadership, 
but it is the frst step in learning a set of tools that teach you to see problems and 
execute solutions. Moreover, it fulflls an essential component of leadership—being 
a good example. If the entire organization were 5S’d, the work would fow more 
efciently, and employees would be freed from some of the chaos. 

Thought Exercise 

Take a real look at your ofce. If Marie Kondo would gasp, begin 5S. 
Here are four examples of leading from where you stand: 
At Denver Health, a clerk organized all the doctors’ paper forms on the unit in 

an orderly, visible way with labels, making it easier for everyone to fnd what they 
need (Gabow and Goodman, 2015). Who wants to spend precious time hunting 
and gathering? Soon other unit clerks followed. Tis clerk was leading (Figure 5.2). 

Te nurses on one hospital unit realized that critical information about the 
care was being communicated in nonstandard ways by pieces of paper taped to the 
patient’s door. When communication is not standardized, critical items of patient 
care can be overlooked or misinterpreted. Tese nurses developed a color-coded fip 
chart and it spread to all the units (Gabow and Goodman, 2015). Tese frontline 
nurses were leaders (Figure 5.3). 

A respiratory therapist who had Lean Black Belt training observed that inhal-
ers designed for a month’s supply of doses were routinely underused and wasted. 
Working with a pharmacist who was also a Black Belt, they designed a program 
for inhalers to be given to the units rather than to individual patients (unless the 
patient was in isolation or on a ventilator). Tis saved over $300,000 acquisition 
costs in one year (Gabow and Goodman, 2015). Tey were taking initiative and 
demonstrating leadership. 
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Figure 5.2 Organization of physician’s forms by a clerk. (Source: P. Gabow and 
P. Goodman. The Lean Prescription: Powerful Medicine for Our Ailing Healthcare 
System. CRC Press. 2015.) 

You can lead from where you stand in academic medicine as well. I was the only 
renal faculty member at Denver Health for a number of years. I had the oppor-
tunity to interact with every fourth-year student taking the renal elective. Tere 
was no organized curriculum throughout the university system for this elective. I 
created a set of lectures on key concepts and collected patient cases that elucidated 
each didactic lecture. I taught this every month to the students, residents, and 
fellows. Tis became one of the most popular rotations at the School of Medicine 
and resulted in a published book, Fluid and Electrolytes: Clinical Problems and 
Teir Solutions. Tis was leading from where you stand and was a path to thought 
leadership. 

Nancy Agee believes her positional leadership career began by leading from 
where she stood. She felt that “we were missing the boat, and not doing what we 
needed to do for the [oncology] patients. I wrote a paper about where I thought the 
gaps [were] and gave it to the administration with a suggestion to create a position 
[akin to a] clinical nurse specialist (not called that at the time). After a short time 
… I got a call saying … will you take the role. Tis was my initiation into a leader-
ship role.” 

Major government policy changes can result when you lead from where you 
stand. Dr. Lillia Cervantes, a frontline physician at Denver Health, cared for a 
woman who was an undocumented immigrant with end-stage renal disease, requir-
ing hemodialysis to sustain her life. However, ongoing maintenance hemodialysis 
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Figure 5.3 Flipchart for the door of a patient’s room designed by nurses. (Source: 
P. Gabow and P. Goodman. The Lean Prescription: Powerful Medicine for Our 
Ailing Healthcare System. CRC Press. 2015.) 

was not available to undocumented immigrants. As a result, this patient, and many 
like her, would come to the Denver Health Emergency Department every six to ten 
days when they were in a life-threatening condition and be admitted for emergency 
hemodialysis. Te stress of this for the patient and her family led her to discontinue 
emergency hemodialysis and she died. Tis began Dr. Cervantes’ campaign includ-
ing learning research skills and publishing a paper which was instrumental in 
changing Colorado’s Medicaid policy on end-stage renal disease enabling undocu-
mented immigrants to receive maintenance hemodialysis—an impressive example 
of values and passion driving leading from where you stand (Cervantes et al., 2018). 

Thought Exercise 

What in your workday is frustrating or could be improved? Start a process to fx 
or improve it. 

Tese examples underscore key aspects of leading from where you stand: 

◾ Learn approaches for critical observation and problem-solving. 
◾ Start fxing what is in front of you. 
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◾ Focus on things you care about. 
◾ Don’t wait for someone else to tell you what to do. 
◾ Spread your solutions. 

Not every problem that you see is one you can fx. Tis brings up another way to 
lead from where you stand: be willing to raise the issues you see but can’t fx with 
those who should know the problems and can fx them. You can take it to the next 
step by sharing possible solutions you think might work. 

Te directive to “show up” goes beyond your own worksite. You need to be 
at relevant meetings in your organization, at local professional organizations, and 
even national ones. Not being at such meetings has two consequences—you don’t 
know what is going on, and you can’t contribute to decisions. As at the worksite, 
there is more to it than showing up—contribute. At organization and local meet-
ings, you need to read and understand what will be discussed. Do your homework. 
Tink about what you want to say. If you are hesitant about spontaneous remarks, 
write them down. You may even want to practice saying it. If you prepare in this 
way, you may fnd you’re the most prepared person in the meeting. Ten raise your 
hand and speak. Lilly Marks noted, “I might not be the smartest person in the 
room, but I was the most prepared [she probably was also the smartest!]. People 
started to notice this.” Asking questions at national meetings may be intimidating 
at frst, but the same rules apply. 

Although women have been accused of talking too much, others have observed 
that women don’t speak up. An unusual study of 155,000 corporate earning calls 
(an important event in the business world) found that men were speaking 92 per-
cent of the time (Maranz and Greenfeld, 2018). Tis may have been because there 
were many fewer women on the calls, but their percentage of speaking time was 
less than their percentage of people on the call. Moreover, a substantial part of 
their time was in the introductions! It may refect women’s hesitancy to speak at all 
and men’s speaking too much. In fact, the study’s author noted, “Male Executives 
provide signifcantly more verbose answers to analyst questions than their female 
counterparts.” Apparently, this phenomenon of men speaking more than women 
occurs in other group settings including school Board meetings and other public 
forums (Karpowitz and Mendelberg, 2014). 

I have not silenced my voice nor did the women on the Denver Health lead-
ership team. I would say I always spoke up—perhaps too often—balancing the 
overall ledger! 

Examining why I am willing to speak may be useful. I attended a small rural 
high school in Pennsylvania. My father taught my history classes. He had three 
rules for me: 

◾ Do your homework. 
◾ Sit in the front row. 
◾ Be the frst to raise your hand. 
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He could have written the guidelines for how women should engage! Since my 
father was an ex-Marine Lieutenant, I obeyed. We can’t time travel back to our 
teens to learn to follow these rules, but we can encourage these behaviors in our 
female children, students, trainees, and colleagues. 

A second lesson in speaking up came during my internship where, by the way, I 
was the only woman. It was advice about duty to patients from a mentor, Dr. Arnold 
Relman: “When you know you’re right, don’t give up.” A patient with kidney stones 
was on my service. Being compulsive about “doing my homework,” I examined her 
urine under the microscope and saw many distinctive cystine crystals—an unusual 
cause of kidney stones. I ordered a urine test for cystine which came back negative. 
Tis had to be wrong. I called the laboratory, escalating my concern to the physi-
cian director. He responded to me by saying, “How many cases of cystinuria have 
you seen?” My response was, “None, but I can tell a cystine crystal when I see one.” 
He “invited” me to come to the laboratory to watch him do the test—it was posi-
tive! Tis changed the patient’s diagnosis and treatment. 

Tere is another lesson to be learned from this example—one positive outcome 
from speaking up gives you the courage to do it again. Tis was by no means the 
only time in my training or career that I followed Dr. Relman’s advice. Tis advice 
is not just for physicians, nurses, and other clinicians who can and should speak 
for patients—administrators must do this too. If we all followed this directive, our 
healthcare system would improve, and patients would get better care. 

Tere seem to be many times, in many diferent forums, when women do speak 
and are ignored, or when their comment is of value, it is credited to a man in the 
room (Sandberg, 2013). Te group of aspiring women leaders I interviewed all 
have had these experiences, and not only once. Just as you have the power to solve 
the frst problem of women not speaking up by raising your hand, you can help 
with these problems as well. Women can play a supporting role in meetings by 
underscoring the comments of other women. It can be as simple as pointing out 
that you agree with her point. You can use another woman’s comment to add your 
own perspective by saying you are building on her comment. Don’t be passive and 
let someone else take your colleague’s credit—other women will return the favor. 
As there are more women at the leadership tables, it will be easier to have someone 
there to reinforce your comments. Kim Bimestefer gave such an example. “When 
[a woman] says something in a room and the group moves on, I interrupt the group 
… and say I just heard Lisa make a very important comment. I think we need to 
spend a little time on it because … it might be the diference between a successful 
strategy and a missed opportunity.” We may eventually reach a point where such 
reinforcement is no longer needed. 

None of us can engage on every issue in front of us. We need to focus on those 
that we really care about and for which we have a passion or an obligation. 

◾ Become an expert. 
◾ Go to where these issues are discussed. 
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◾ Raise your hand. 
◾ Persist. 

You will become a thought leader and perhaps a positional leader. 
Another aspect of leading from where you are is to volunteer for committees 

and assignments. Denver Health’s General Counsel, Darlene Ebert’s advice was, 
“Accept every challenge. Stretch yourself. Make yourself valuable to the organiza-
tion.” Nancy Agee recommends taking advantage of leadership outside of work. “I 
got involved in a couple of voluntary organizations—the American Cancer Society 
and a local theater group. I ended up being on their Boards. Te opportunities you 
have in those smaller organizations … can be very infuential in your career build-
ing.” Tese need focus, too. Go where you want to plant a fag. 

Tis brings up the converse of volunteering and saying “Yes.” When do you say 
“No”? How can you say no without limiting future opportunities or advancement? 
Te group of aspiring women leaders I interviewed found this difcult terrain. As 
women, they felt they were often asked to do tasks that helped men in leadership 
but had little beneft to them. Some of these can be small tasks such as “Can you 
take notes in this meeting?” (When was the last time this question was directed to 
a man?) Tese can be irritating and may refect microaggression, but they are not 
time-consuming. However, some requests are nontrivial like helping on a project 
that has little or no relationship to your own work. One woman described a clever 
approach which her mentor gave her. He told her to respond to such requests, “My 
mentor wants to discuss any additional activities with him, before I accept them.” 
Tis wasn’t a decoy. Her mentor did advise her on which activities she should accept 
and which she should decline. 

Another young woman ofered sage advice. “It is important to be clear about 
your values early in your career. Tat is hard because in the beginning your value is 
to succeed, and you say yes to everything … When you have a clear picture of your 
values and where you want to go, it is easier to be more resolute about saying no.” 

Sometimes we all need to be a team player and do tasks that don’t beneft 
us. Like everything in life, we need balance—you can’t always say yes, and you 
can’t always say no. Where that line is depends on your own circumstances and 
judgment. 

Thought Exercise 

What are your guideposts for saying “Yes”? How do you say “No”? 
Te rules for serving on committees are the same as for attending meetings. 

Do your homework. Read the materials that are sent out. If no materials are sent 
out, or they are incomplete (not an infrequent occurrence) ask for what you need 
to be prepared. If you have questions about the material, contact the Chair in 
advance—it shows you are prepared, and it doesn’t catch the Chair of guard at 
the meeting. You can and often should still ask the questions in the meeting. If 
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you don’t understand something, odds are that others don’t either—they just may 
not know it yet. 

Te majority of assignments that you accept should be in your areas of focus and 
ofer you learning or an opportunity. Tey could be a range of activities from speak-
ing at a meeting to writing a book chapter. Often, they will come from your sponsor. 
It seems obvious, but if you take on an assignment deliver it on time, complete, and 
of high quality. Lilly Marks has an important insight about assignments. If you are 
on a committee or task force that is required to deliver a report, volunteer to write the 
frst draft. Tis is how you take the lead in the future discussions and solutions—your 
ideas are the starting point. Tis is another technique for women to make certain 
their perspectives and ideas are neither ignored nor credited to a man. 

By leading from where you stand you can make contributions, and you will gain 
leadership experience. It will give you an opportunity to see your strengths, areas 
where you have the potential to excel, and areas where your skills need shoring up. 
While many of us focus on the areas for shoring up, it is equally important, if not 
more so, to know your strengths, as most successful leaders lead from their strengths. 

Using Clinical Training 
As Nancy Agee pointed out, clinicians may feel intimidated when they consider 
leadership positions. Te fnancial reports that those with administrative training 
read with ease can give them pause. Tey question if they have the right skills to 
assume a leadership role. However, clinicians should realize that many components 
of their training are very helpful in leadership (Gabow, 1999): 

◾ Commitment to patients 
◾ Ability to discern the critical information 
◾ Ability to be professional and clear-headed in a crisis 
◾ Willingness to consult others for advice 
◾ Comfort in making decisions with incomplete data 
◾ Te structured approach to patient problem-solving 

When we become leaders, we should not minimize these valuable skills from our 
clinical training. We should adapt and apply them to our new role. 

Commitment to patients should be the Holy Grail for any healthcare leader. 
Tis is something of great value that clinicians can bring to healthcare. Many of the 
women with a clinical background who I interviewed embraced this as their reason 
for becoming leaders (Chapters 1 and 11). 

As clinicians, we have experienced the need to separate the important details 
in the history, physical, and laboratory data from the irrelevant ones. Our years of 
training helped us see the diference efciently and efectively. As a leader you will 
receive enormous amounts of information, some important and some not (Chapter 
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8). You can apply that same sorting skill now to non-clinical data. You don’t want 
to waste your limited time on what is not helpful. 

Every clinician has been called to many emergency situations. We have learned 
to stay calm, muster our powers of observation, quickly pull up the relevant knowl-
edge in our minds, and act expeditiously. Tis is how you need to approach admin-
istrative emergencies such as opposing gang members brought to the Emergency 
Department after a shooting, a suspected diagnosis of Ebola in a hospitalized 
patient, a water main break in the basement, or the HIT system crash. 

We learned early in our training that we had important gaps in our knowledge. 
Even as experienced clinicians, there have been patients whose illness puzzled us. 
We didn’t hesitate to ask for a consultation, another set of eyes, a diferent perspec-
tive. Our core values of putting the patient frst, and humility, let us admit we 
didn’t always have the answers (Chapter 4). Remember to do the same for adminis-
trative problems. Use your team members as your frst-line consultants. Pick up the 
phone or send an email to those who have become your peer group (Chapter 11). 

Tink of how many times you cared for a patient without all the data that you 
would have liked. Tis applies to leadership decisions. As with patients, the more 
complex the issue, the less likely you are to have every piece of helpful data. But you 
must move forward, decide on a path, and act (Chapter 8). As with patient care, if 
you get more data, you can modify your approach. 

Te structured approach we were trained to use in patient care is a helpful tem-
plate for administrative decisions (Gabow, 1999): 

◾ Gather the data. 
◾ Make a diagnosis. 
◾ Develop a treatment plan. 
◾ Monitor the treatment plan. 
◾ Be willing to change the diagnosis or the treatment. 

You can follow the same steps in an administrative problem. Tere are examples 
of clinicians and leaders failing to make a diagnosis of the root cause of a problem, 
instead treating the symptoms—treating the headache and missing the brain tumor 
or expanding the number of operating rooms rather than addressing the poor fow 
in the operating room. Once a leader launches an approach to solve a problem or a 
new initiative, she should monitor the outcome. If it is not what she expected, she 
must either rethink the problem or change the approach to its solution. 

As valuable as clinical training is for a leader, it is incomplete for the task of 
leadership. Both a perspective change and new skills are required (see below). 
Whether our clinical background is in medicine, nursing, or other disciplines, we 
have been trained to focus on the patient in front of us. As a leader, especially one 
with a large span of control, you must broaden your focus from one patient to 
groups of patients, the population for which you have responsibility, and the com-
munity (Chapters 7 and 8). 
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Formal Leadership Preparation 
Leading from where you stand and your clinical skills teach you much about 
leadership, but it is not the only training you can obtain. Clearly, there are 
specifc management and leadership skills and a variety of formal paths to learn 
them. I did not pursue formal leadership training. I did not fnd that a barrier. 
But times have changed. Training is more available than it was when I started 
my career, and healthcare has become more complex. A formal degree may not 
be necessary even in today’s environment, but leadership training, seems worth-
while if you can accommodate the time and cost demands. Te type of train-
ing to pursue depends upon your path to leadership. For those with a clinical 
background there are important skills areas that are not part of our training that 
need to be acquired: 

◾ Finances 
◾ Legal issues 
◾ Personnel management 
◾ System thinking 
◾ Strategic planning 
◾ Communication 

If your path comes from the administrative side, you will need to understand the 
clinical side including: 

◾ Responsibilities of direct care 
◾ Obstacles that caregivers and patients face 

Training for the Clinician 

One approach to this “two path problem” is combined degrees. Te number of 
oferings for combined MBA and M.D. degrees has increased from six in 1993 to 
65 in 2018 (Johnson, 2018). Te University of Pennsylvania was one of the frst to 
ofer this. Since its inception, 31 percent of the 175 individuals who received the 
combined degree were women (Joanne Levy, personal communication, 2018). A 
number of schools ofer a master’s degree in nursing combined with an MBA or a 
master’s degree in healthcare administration. 

While these combined programs have the beneft of convenience and a shorter 
time than pursuing separate degrees, the timing may not be ideal. Will those who 
pursue dual degrees obtain the experience and expertise in either discipline to jump 
into leadership immediately? Even more to the point, will anyone be ofered a lead-
ership position immediately after training? Will a person remember these skills 
when she fnally does obtain a leadership role? Having data on the paths that dual 
degree graduates followed would be useful to students and advisers. 
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Tere has been a proliferation of business schools ofering degrees in healthcare 
administration and healthcare-focused MBA’s for clinicians interested in Executive 
positions. While formal degree training can provide some additional stature and 
currency in the job market, it requires a substantial fnancial and time commit-
ment, and often includes traveling to another city. Tis may be more difcult for 
women, particularly those with a family. 

Almost every professional society ofers leadership training, and some organiza-
tions like the AMA, the AAMC, and Drexel’s Executive Leadership in Academic 
Medicine (ELAM) ofer specifc leadership training for women. While this requires 
a time commitment and some travel, it appears more manageable than a formal 
degree program. Tese types of programs not only provide skill training, but they 
help develop a network of colleagues. Evalina Burger and Carrie Byington found 
the learning communities that were a core part of ELAM were one of the most 
helpful aspects of the training (Chapter 11). Leah Devlin has used members of her 
public health training groups for advice and insights for decades (Chapter 11). 

Many academic medical centers ofer leadership training for their faculty 
and some, including the University of Colorado, ofer the training specifcally 
for women. Tis training can be niche training, such as for grant applications, or 
broader leadership training. Te course at the University of Colorado for faculty 
women designed by Dr. Judith Regenstein focuses on topics such as women’s ways of 
leading, Executive presence for women leaders, resilience, and promotion criteria, as 
well as fnancial and management issues. Te training provided at your institution, 
while still a time commitment, may be more manageable. It has the advantage of 
creating an internal network where you work and raising your visibility by ofering 
you a chance to interact with the institutional leaders who are course teachers. 

Some have suggested that women aren’t equally represented in leadership 
because they do not wish to pursue those positions. However, the interest of women 
in these roles is refected by the number of applicants for the University of Colorado 
training, which exceeds the 50 open slots every year. 

Te ELAM course, which is focused on women in academic medicine has char-
acteristics that seem desirable for all courses (Morahan et al., 2010; Magrane and 
Morahan, 2016): 

◾ Nomination for the fellowship by the top leader (in this case the Dean) 
◾ Commitment by that leader to mentoring the woman 
◾ Interviews with senior leaders at the institution 
◾ Specifc skills training 
◾ A learning community approach 
◾ An institution-based project chosen with the Dean 
◾ Continued engagement of the graduate with the group 

Tese components raise the visibility of the participant at her institution and create 
an ongoing peer network. 
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ELAM has evaluated the beneft of this type of training for women on a career 
path of academic leadership. Compared to a matched control group, the ELAM 
participants were signifcantly more likely to hold a major leadership position 
(Morahan et al., 2010). Program participants (approximately 1000) hold Executive 
leadership positions at 259 academic healthcare organizations (ELAM, 2019): 

◾ 206 Center Directors 
◾ 220 Departmental Chairs 
◾ 191 Associate/Senior/Vice Dean 
◾ 22 Deans 

Formal training difers substantially in content, approach, cost, and time commit-
ment. If you are going to pursue additional training, you need to evaluate what you 
most need and want to acquire from the training. Unfortunately, there are no stud-
ies that point to the best path for clinicians on the leadership trajectory. 

Te issue of time commitment is of great relevance for women who are already 
balancing work and home responsibilities. Institutions that address this by provid-
ing time of to pursue training are not only facilitating the development of future 
women leaders, but they are also demonstrating a commitment to equity. 

Thought Exercise 

As a clinician, what skills do you think are important for you to acquire? What is 
the best way for you to acquire those skills? 

Training for the Administrator 

Given the availability of training in administrative skills for clinicians aspiring to 
healthcare leadership, it is surprising that there is no comparable training for indi-
viduals with MBAs or degrees in healthcare administration to gain an understand-
ing of clinical skills and perspectives. Since the primary role of healthcare is caring 
for the needs of patients, this is disturbing. Is this a message about what we think 
is the core of healthcare—business, not care, not health? 

Anyone entering healthcare leadership from the administrative side should gain 
an understanding of the clinical side. It is as critical, maybe more so, as it is for 
a clinician to understand the business side. In the absence of formal programs, a 
solution is to spend time with clinicians and patients. Tere are myriad ways to do 
this. Some suggestions are: 

◾ Participate in shifts with a paramedic service. 
◾ Spend some weekend nights in a safety net hospital Emergency Department. 
◾ Shadow bedside nurses. 
◾ Make hospital rounds with physicians. 
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◾ Spend time with physicians, nurse practitioners, or physician assistants seeing 
patients in the clinic. 

◾ Attend a hospital ethics consultation meeting or a tumor conference. 
◾ Attend a session with a social worker trying to help a patient get insurance 

coverage or a long-term care bed. 
◾ Have a clinician mentor. 

You will need to verify that your participation is compatible with HIPAA. 
Unfortunately, these experiences do not provide formal training, so you will need 
to abstract what you learn in these settings. One suggestion is to write down what 
you see, and what you learn in each experience that refects the essence of the care 
and caring. Consider the dilemmas the clinicians and patients face. See what the 
barriers are to the delivery of patient-centered care, and what societal obligations 
are not being met. A clinician mentor can both help you interpret the experiences 
and provide guidance. Hopefully, some innovative institutions will formalize this 
training in the future. 

Unlike formal administrative training for clinicians, these activities don’t have 
a fnancial cost, but they do have a time cost. As with women clinicians, this can 
tax an already difcult schedule. Unfortunately, since there are no formal training 
programs, it is unlikely that there will be time of for these activities. 

Thought Exercise 

If you are on the administrative track, how are you going to pursue clinical 
preparation? 

Not only have training opportunities proliferated, but so have leadership books 
(here is one!) and articles. Te number of leadership books available on Amazon has 
reached almost 58,000; some of these are focused primarily on healthcare and some 
are pitched to a broad group of women, as was the best seller, Lean In (Sandberg, 
2013). Te number of articles dwarf the number of books. 

Te number of training programs on leadership and the mountain of books and 
articles suggest several things. Perhaps, there is a great deal of valuable knowledge 
about leadership and a burning desire of aspiring and current leaders to grasp that 
knowledge. On the other hand, perhaps there is a crisis in leadership in this coun-
try, and we are searching for answers. Probably, both are true to some extent. 

Documenting Your Accomplishments 
Leading from where you stand and acquiring necessary skills are both important 
for aspiring leaders, but if no one knows about them, you will not leverage your 
opportunities. Many aspiring leaders only begin to think about documenting what 
they have done when they have a mid-career evaluation or must submit a promotion 
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Table 5.2 Components of a Curriculum Vitae 

Education 
Licensure 
Positions 
Committees—organizational, regional and national; memberships 
and chairperson positions 

Institutional projects and special assignments 
Teaching and mentoring activities 
Professional society memberships and activities such as program 
committees and leadership roles 

Board appointments 
Presentations—professional and community 
Publications including Letters to the Editor and newspaper op-eds 
Grants 
Awards and honors 
Languages spoken 
Volunteer activities 

packet (academic faculty) or when they are applying for a position. If you use the 
“wait until I need it” approach, you will overlook valuable items. Start developing 
your curriculum vitae (CV) the minute you start your training. Tere are many 
books, articles and websites on how to write a CV. Tey delineate the technical 
details. Look at the categories and maintain an ongoing CV fle which includes all 
the categories that will eventually be important (Table 5.2) 

Thought Exercise 

Examine your CV. If it needs updating, now is the time to do it. 

Applying for Leadership 
Remember the joke about the person who is complaining to the higher power about 
not winning the lottery. A voice from the clouds says, “Buy a ticket.” If you want a 
leadership position, buy a ticket. 

Carrie Byington who has chaired and been on many search committees thinks 
women wait too long to apply for leadership roles. She gave an example of a national 
search for a leadership position that had about 90 applications, only three from 
women. Tese women were very senior and accomplished. “[Tey] could have been 
… [in the position] a decade ago.” In contrast about half of the male applicants were 
Assistant Professors. She sees this hesitancy in buying a ticket as a fear of failure. To 
address this fear, she asks women to articulate what is the worst thing that could 
happen if you apply. If it is “being told no, then why not take the risk.” 
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Use your networks, your sponsor, and the many available online sites to see 
what “tickets” are available. Review the steps in Chapter 4 regarding value align-
ment and ft and apply. Remember you don’t have to check of every box listed as 
a desirable or even every “necessary” requirement. Sometimes a mentor or sponsor 
will give you a push—take that as an endorsement of your readiness. 

Often advancement requires a move. Tis is both a cultural and actual challenge 
for women. Tere is a cultural norm that women will move for their spouse’s job, 
but it is less of a societal norm for men to move for their wife’s job. As the percent-
age of two-career families has increased, fnding acceptable jobs for both spouses 
in a move is challenging. Some institutions have focused on this issue. While both 
male and female parents have concerns about disrupting their children’s lives and 
schooling, this may be more of an issue for women. 

Battlefeld Promotions 

While most people who aspire to positional leadership plan and consciously prepare 
for it with the experiences and training detailed above and “buy the ticket,” this is 
not always the case. Tere are circumstances where you may suddenly be asked to 
assume a new leadership role. What should your response be? You should ask the 
questions which were delineated in Chapter 4, including whether the position is a 
ft for you. Te good news is that in this circumstance you are usually moving up 
from one position of leadership into a new, higher one. You are not being pulled 
from the frontlines. You already know whether your values align with those of the 
institution. Most likely you were being prepared in your current role for a larger 
role—presumably you have taken some practice jumps. You have demonstrated 
leading from where you stand and are considered a thought leader. Tis is why you 
are being tapped. Still, this can be a challenge as there will quickly be new demands 
and required skills. 

I had a “battlefeld promotion” from Medical Director to co-CEO when the 
serving CEO was dismissed. Replacing a dismissed leader has the additional chal-
lenge of dealing with the circumstances and consequences that resulted in the dis-
missal. Usually in a “normal” unexpected promotion, you can rely on the leadership 
team that is in place to help with the transition. In the circumstance of a leader’s 
removal, it is possible that others on the team will also be removed. Tis occurred 
in my situation. In this case, you need to rely heavily on your previous team mem-
bers and others in the institution to help you achieve a successful transition. Don’t 
hesitate to ask for help. It will beneft both you and the institution. 

A variant of battlefeld promotion deserves comment. Tat is being asked to 
serve in an acting capacity. Should you do that? You should go through the same 
thinking as for any battlefeld promotion with a few additions. You need to realize 
that you may not get a permanent position. How will you feel about that and deal 
with it? If you can chalk this up to a worthwhile experience and a contribution to 
the institution, it is worth accepting. If you will be very disappointed and it will 
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change how you feel about yourself, your leadership potential, and the institution, 
then it is not a good choice. However, you may be chosen for the permanent posi-
tion. One determinant of whether that is the outcome depends upon how you 
interpret “acting.” If you remember that this is a dynamic verb and you assume 
the responsibilities of a leader, address issues, and solve problems, you will increase 
the likelihood of being chosen. If you think of “acting” as a passive word and you 
become a place holder, it is likely that someone else will fll the place. 

Role Models, Mentors, Sponsors, and Coaches 
Few people can rise to leadership solely by their own devices. Most of us need oth-
ers to help us see the road and walk the path. Tese individuals can be role models, 
mentors, sponsors, and coaches. Tese four roles have many similarities, but they 
are not generally seen as the same (Travis et al., 2013; Table 5.3). 

A role model may not even know she is functioning in that capacity. You 
may not know her personally. You simply admire her and try to emulate her. Te 
marvelous aspects of role models are that you can have as many as you want, they 
don’t have to agree to serve that role, they don’t have to be on the same continent, 
or even still be alive! I had many role models throughout my life beginning with 
family members and including Mayors, Presidents, and even Saints and patients 
whose courage and grace in the face of illness and difcult life circumstances 
were inspiring. 

Table 5.3 Guides on the Leadership Journey 

Characteristic Role Model Mentor Sponsor Coach 

Provides inspiration ++ ++ + – 

Senior leader – + ++ – 

Builds on personal relationship – ++ ++ – 

Provides career guidance – ++ + – 

Provides feedback – ++ + ++ 

Facilitates networking – + ++ – 

Has “skin in the game” – + ++ – 

Opens doors – + ++ – 

Trained for role – +/– – ++ 

Contractual relationship – – – ++ 

Mature leadership skills – + + ++ 
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Mentors and sponsors are both important on your leadership journey. Te dif-
ference between them is not a hard line. Te same person can fll both roles at the 
same time or diferent roles at diferent points in their career and yours. What 
unites a mentor and a sponsor is a genuine interest in you as a person, facilitat-
ing your making contributions, and in advancing your career. One young woman 
leader noted that “A mentor can help you fnd your voice.” Mentoring and sponsor-
ship are personal. Tey require efort and commitment from both people in the 
relationship, and both people beneft. 

Mentorship has been defned as a reciprocal relationship between an advanced 
career individual and a more junior person in which the mentor advises the mentee 
on their career (Mylona et al., 2016). In many institutions, this has become formal-
ized. In that case, there is a structure for identifying the mentor, providing training 
for both the mentor and the mentee, and having clear expectations about engage-
ment and outcome. A study of these formal programs for 12,779 faculty members 
at 26 medical schools demonstrated that only 30 percent of the clinical faculty had 
mentors, but half of those without one believed that having a mentor was important 
for their career (Mylona et al., 2016). Tis lack of available mentors is an existing 
gap in leadership development. Tose individuals with a formal mentor had higher 
job and career satisfaction than those without a formal mentor. Having someone 
caring about our success makes a diference. 

Tere is a variant of the classic mentor–mentee role which many established 
and aspiring women have found helpful. Tat is peer mentorship. Peer mentorship 
can be one-on-one or in a group. Te groups can be independent or facilitated by a 
more senior person (Fleming et al., 2015). An example of one-on-one is when a new 
leader is linked with an experienced leader in a similar role at the organization. Tis 
person can help a newly promoted person learn the ropes. A group of peer men-
tors can come from a training cohort, as discussed above, or it can be specifcally 
formed. Ellen Daniell’s book, Every Other Tursday, provides helpful guidelines for 
establishing and maturing such a group, as well as the personal and professional 
benefts that women experience in that setting (Daniell, 2006). 

Thought Exercise 

Do you have a mentor or a peer mentoring group? If you have a mentor, have you 
developed a career plan? If you don’t have a mentor, how do you plan to get one? 

Interestingly, women and minority faculty were more likely to have a formal 
mentor than were men and majority member faculty (Mylona et al., 2016). But, as 
we saw in Chapter 2, they do not obtain leadership positions as often as men do. 
Tis suggests that while having a mentor is important, it may not be sufcient to 
facilitate women and minorities in achieving leadership roles. 

Tis leads to the importance of sponsorship (Gottlieb and Travis, 2018). 
As with a mentor, a sponsor has a relationship with their sponsored person. 
In fact, a mentor can evolve into a sponsor. Sponsors do ofer advice, but they 
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do more—they advocate, and they open doors. Sometimes, given women’s 
reluctance to believe in their readiness for a role, they might have to be pushed 
through the door. Sponsors can give that push. Te doors can lead to a small 
stage—being on a panel at a national meeting, a big stage—CEO or anything 
in between. Sponsors have more “skin in the game” than mentors because their 
own reputation can either be enhanced or tarnished (great talent scout or a poor 
one) depending on whether the person for whom they opened the door trips and 
falls or shines. 

Although some corporations have formalized sponsorship programs, this 
appears to be uncommon in healthcare (Gottlieb and Travis, 2018). A survey of 
1066 individuals who had received NIH K08 or K23 awards examined the impact 
of sponsorship on academic success (Patton et al., 2017). Both men and women fac-
ulty members with sponsors had a higher occurrence of success than those without 
sponsors. However, men were more likely to have had sponsors than women. Tis 
may result from the predominance of men in leadership and their existing afnity 
and networking with other men that enabled the sponsorship to occur via informal 
pathways (Chapter 3). 

Thought Exercise 

Do you have a sponsor? If yes, have you suggested some opportunities you would 
like him to help you get? If you don’t have a sponsor how do you plan to identify 
one? (I used “him” deliberately). 

A woman’s mentor and her sponsor can be a man or a woman. Some women 
may prefer a woman who has walked the path. However, since most individuals in 
infuential leadership positions in the current environment are still men, it may be 
more feasible and/or helpful to have a male sponsor. Hopefully, this will change as 
more women attain major leadership roles. 

Unfortunately, a potential consequence of male mentors and sponsors is now 
being pointed out in the power imbalance and sexual harassment that can occur. 
Tis has led some organizations to consider team mentoring (Chapter 3). 

Executive coaches difer in important ways from both mentors and sponsors. 
Unlike mentors and sponsors, Executive coaches are usually professionally trained 
for their role: it is their primary job, and they are paid to perform the function. 
Mentors and sponsors can help you achieve a leadership role, Executive coaches 
come into play when you are in a leadership role. Executive coaches have a one-on-
one relationship with you and use a variety of methods and approaches to improve 
your efectiveness as a leader. Generally, they will not tell you what to do, but they 
can help you think through what you should do in a situation and help you analyze 
what you did and the outcome. Tey can help you build your strengths and address 
areas for improvement. Tey have become popular among healthcare leaders. I did 
not use an Executive coach, but I have used them to facilitate the development of 
others. We both found that it was helpful to them. 
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It is important for women on a leadership journey to realize that mentors, spon-
sors, and coaches rarely appear at your ofce door. Tis is particularly true in the 
institutions that don’t have formalized programs for these roles. So, you need to 
actively seek them out and/or ask for them. Although there may be some advan-
tages in having them down the hall, they don’t have to be in your institution. With 
video conferencing, they can be virtually down the hall. 

My own career illustrates the importance of role models, mentors, and spon-
sors, although none of them had those formal titles. My frst role model outside of 
my family was Sister Florence Marie Scott who headed the biology department at 
Seton Hill College (now Seton Hill University) (Gabow, 2012). She was unique in 
many ways, including being the frst woman (and a nun to boot) on the Board of 
the Marine Biologic Laboratories at Woods Hole. She was a role model, mentor, 
and sponsor all in one—a woman to be taken seriously. Acting as a sponsor, during 
two summers of my college years she took me with her to Woods Hole as a student 
researcher. Watching her hitch up her habit (yes, they wore them then) and wade 
into the water with the men to collect specimens showed me in a dramatic way, that 
you didn’t have to change who you are to be successful—even as a nun in a man’s 
world. As a teacher at a Catholic school she began every class with a prayer, but hers 
was diferent from everyone else’s: “Lord, help me to understand the truth, and 
when I grasp the truth fre me with the courage to use it …” (Gabow, 2012). Tis 
indelibly put into my mind the link between truth and courage. 

In medical school, the only woman faculty member I ever interacted with was 
Dr. Donna McCurdy. She was an amazing teacher in the renal division. It was my 
dream to emulate her teaching. She undoubtedly contributed a great deal to my 
becoming an academic nephrologist. 

When I began my career at Denver Health, two male physicians served as both 
mentors and sponsors. Dr. Robert Schrier, an infuential leader at the University of 
Colorado School of Medicine, guided my academic career, reviewing my talks and 
drafts of papers. Te frst paper I gave him came back with many comments on the 
frst page, and an attached note, “You need to start over.” I had never received that 
kind of message before. If you want a mentor, be prepared for some tough messages. 
He opened doors, inviting me to write book chapters and arranging for lectures. 
Tis facilitated my becoming an Associate Professor of Medicine in six years and a 
Professor of Medicine eight years later and being Principal Investigator on a large 
NIH Program Project grant. 

Another leader, Dr. John Sbarbaro, at Denver Health, guided my administra-
tive growth, teaching me the skills of administering discipline, not giving in to 
bullies, and interacting with political leaders. He gave me a memorable lesson 
on what to do when someone threatens to leave when they don’t get something 
they want: Bring out a glass of water, have him put his fnger in the water and 
pull it out, then ask “Where is the hole?” While I never used that approach, I 
took the message to heart—don’t be bullied. Tis lesson came in handy in my 
early months as Medical Director. Previously, there had been no real evaluation 
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of physicians in the city system. Every doctor received an “Outstanding” and the 
accompanying pay increase. I introduced guidelines for evaluation. A Director 
came into my ofce with a physician on his staf who had received his frst “Meets 
Expectations” rating (both males). Tey sat on either side of me at my round table 
and began to raise their voices, informing me I couldn’t do that. I stood up, went 
to the door, and asked them to come back when they were prepared for a civil 
conversation. (I am glad my EKG was not being displayed on a monitor!) In addi-
tion to his guidance, Dr. Sbarbaro supported my leadership positions at Denver 
Health, culminating in CEO. 

Your commitment to lead from where you stand, to acquire leadership train-
ing and skills, and utilize the guidance and advocacy of others, will enable you to 
become a leader who can facilitate the development of a more equitable, efective, 
and efcient healthcare system. 



http://taylorandfrancis.com
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Chapter 6 

Now You Are a Leader 

Leadership provides a twist to the old saw, “Te good news is … the bad news is 
…” Te good news is now you are a leader. Tere is no bad news! But leadership 
at every level can be scary and overwhelming to even know where to begin. As in 
everything, you need to begin with the basics—what may seem like small things 
can defne your future. 

Part of the challenge of being a new leader is that you are learning while you are 
expected to do the job. Terefore, a new leadership position requires a great deal of 
time and energy. Plan for this commitment when you apply for a leadership role. 
Sometimes you were specifcally being groomed for the new position and/or have 
had a period of transition. Tis certainly is useful, but in the end, once you sit in the 
chair, the buck stops with you. You now view the landscape from another perspec-
tive, and you are viewed in a new way. 

Undoubtedly, you have heard leaders say that people are the institution’s most 
important resource. You need to not only say it but believe it and act on it right 
out of the shoot. Terefore, much of what you should do at the start and as you 
continue in a leadership role revolves around people. Tis chapter focuses on key 
aspects of people leadership: 

◾ Introducing yourself 
◾ Building your team 
◾ Evaluating, mentoring, sponsoring, and supporting the workforce 
◾ Accountability 
◾ Communication 
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Introducing Yourself 
It is an obvious truth that a frst impression happens only once, and frst impres-
sions matter. When, how, and what you communicate out of the gate is important. 
Employees are anxious about a new leader and your frst task is to let them see they 
don’t need to worry. 

◾ Send out a communication. 
◾ Have face-to-face meetings. 

On day one send out a communication or email introducing yourself to the relevant 
group of employees. But if that is all you do, it doesn’t make you seem approach-
able. Tose you lead need to see your face. If you are leading a relatively small 
group, it is easy. You likely spoke to all or most of them in the interview process, 
but you should still meet with the group now that you are appointed. Even in a very 
large, geographically dispersed organization, technology allows you to be “present.” 

Tere is no script for the introductory meeting but there are important 
components: 

◾ Be authentic. 
◾ Paint a picture of who you are and what is important to you. 
◾ Convey genuine gratitude for being chosen. 
◾ Commit to honoring the culture. 
◾ Start inspiring. 
◾ Don’t lay out a 10-year plan. 

You want people to walk out of the room glad that you have the role and not 
scratching their heads or yawning. 

Thought Exercise 

What was the best introduction from a leader you ever experienced? What made 
it the best? 

Don’t end your introduction with one meeting. If you have a large span of con-
trol, have employee meetings with various divisions, departments, and locations. 
Tis lets employees see the person behind the name, helps you see what is going on, 
and lets you know what people expect from you. 

Be prepared for some surprises in those employee meetings. After I became 
CEO, I visited Denver Health’s neighborhood health centers. In one question 
period I was asked, “Who did away with Dress Down Fridays”? I said it was me. 
I explained it didn’t seem respectful to patients. I should have stopped there but 
added that perhaps it refected my age. Te young woman then asked how old I 
was. When I told her, she agreed that it was my age. And I was young then! 
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Leadership positions have a written job description, but all of them also have 
unwritten expectations from those to whom you report and those you lead. Often 
these are more critical to your success than the written description. You learn these 
expectations by meeting with your boss, colleagues, team members, and employees. 
Tese expectations are embedded in the past, and refect organizational culture, as 
well as the style, performance, and perception of the previous leader. If you were 
promoted to the new position, you know the culture and previous leader’s style. 
If you are new to the organization, hopefully you were diligent in assessing the 
culture and expectations, and now you are simply adding to that understanding. 

Building Your Team 
Establishing Relationships 

Te Kellogg Foundation had a saying, “Relationships are primary and everything 
else is derivative.” In my experience this holds true. Building relationships is a 
strength that women bring to the table and it can be an important trait in making 
them not only successful leaders, but great leaders (Chapters 1 and 11). 

Most of the time, you will start a new leadership role with some or all your team 
members in place. You may well have been a member of that team and now you 
are the leader. Tis can be tricky particularly if one of them was also vying for the 
position. However, you cannot continue to function as another team member; you 
have responsibility, the buck is stopping with you. On the other hand, you need to 
be sensitive to the situation. As women, we are good at managing situations such as 
these that require emotional intelligence. 

Whether you were promoted or are new to the organization, schedule indi-
vidual meetings with every member of your team promptly. Send out an agenda to 
each team member indicating what you would like to hear from her, and what you 
would like to share. 

Information from her: 

◾ What does she want you to know about her? 
◾ What are her strengths, and the areas she is working to improve? 
◾ What were her biggest successes and disappointments in the last year? 
◾ What were the goals for the year from her last evaluation? 
◾ Are there any issues you should know about immediately? 
◾ What are the biggest issues her area is facing now? 
◾ What would she most like to discuss? 

Information from you: 

◾ How often you want to meet 
◾ How future agendas will be developed 
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◾ When you want a “heads up” 
◾ How you do evaluations 
◾ Some of your short-term goals 

Tis is too long a list for one or even a few meetings, but it serves as a road map for 
the future. 

While many leadership books espouse fewer and shorter meetings, time with 
your team creates a common vision. As CEO, I met twice a week with the entire 
C-suite team and once a week with the physician Directors of Service as a group. I 
met weekly with the individuals in the C-suite with the greatest breadth of respon-
sibilities, and either every two weeks or once a month with my other direct reports. 

Geography is important. Most of the Denver Health Executive team was on 
the same foor, providing for cofee pot and other informal conversations. Don’t 
underestimate the value of these. 

Recruiting 

One of my mentors. Dr. Schrier, made two important observations about recruit-
ing and hiring. First, every vacancy is an opportunity to add new talent, upping 
the game. Second, often you hire a person for what they bring to the position, 
but sometimes you should hire a person for what the position will bring to her. 
Some people will seize an opportunity and fower even if they are not quite ready. 
While this approach may have some risk, it is important especially in hiring 
women and minority candidates who may not have been given all the antecedent 
opportunities. 

Tere are two sides of the coin for women leaders hiring female team members. 
Tere are women who are not eager, or even willing, to bring other women into 
leadership. Tis has been labeled the Queen Bee Syndrome—only one female in 
this hive! Tese women may evaluate female candidates more critically than they 
do male candidates. Having succeeded in climbing the ladder of success they seem 
disinclined to help other women up the ladder. On the other side of the coin, 
there are women who may be overzealous in hiring women in leadership. Tey can 
make gender a primary criterion. As women leaders we must be fair and without 
bias. We don’t want to do what hindered us. However, part of being without bias 
is being open to women’s potential even if they have not checked all the boxes. In 
this regard, Carrie Byington pointed out that women and minority candidates may 
have had diferent experiences that give them the capacities those boxes represent 
without having formally checked the box. 

Several times I ignored red fags in women candidates that I would not have 
ignored in a male candidate. Tese women were not successful in their roles, ben-
efting neither them nor facilitating the pathway for other women in the future. 
Fortunately, overwhelmingly the women I hired were of the highest quality and 
very successful in their roles. 
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Thought Exercise 

How would you describe your own approach to hiring other women? 
If there are key vacancies on your team when you assume the leadership role, 

they need to be flled. Unflled critical positions create areas of vulnerability. But, 
the timing of hiring for these positions can be tricky. Leaving critical positions 
empty too long can lead to unidentifed or unsolved problems that will eventually 
be on your plate—likely uncooked and unappetizing. Filling a position too quickly 
before you know the lay of the land can lead to a poor ft. While a critical position is 
unflled, there must be a competent person acting in that role. Even if a person is in 
an acting role, it is important to get to know her, listen carefully to their concerns, 
and assess them for the permanent position. 

Te values of your team members are important. Tey should align with those 
of the organization (Chapter 4). Te four most important characteristics that I 
looked for in a candidate refected those values: 

◾ Integrity—otherwise there could be no relationship 
◾ Commitment to learning—new challenges require new knowledge 
◾ Committed work ethic—they can’t view the position as just a job, because no 

leadership role is 9–5, Monday through Friday 
◾ Belief in and commitment to the mission of the organization 

Obviously, a person also needs the training and skills required for the position. 

Thought Exercise 

What are your top criteria for team members? 
Every leader has gaps in her skill set and knowledge. Knowing what yours are 

can guide you in identifying which skill sets and knowledge must be strong in other 
team members. Tis not only helps you; it also helps the team meet its challenges. 
Surround yourself with the A-team. Don’t be intimidated by the excellence of your 
team members. Te better your team, the better your own performance will be, as 
well as that of the entire team. Tese values and skills are ones that other senior 
women leaders also consider in hiring their teams (Chapter 11). 

If you come from a clinical background, you will likely need support in admin-
istrative areas. If you are leading a unit, section, division, or department your best 
friend will be your administrator and budget analyst. If you are the CEO, the CFO 
will become your new best friend. Likewise, if you come from an administrative 
background, the clinical leaders of the area are those whom you will need to rely on 
for that perspective and voice. If you are the CEO, your CMO and CNO will be criti-
cal in addressing the real focus of healthcare, the patient. Both clinicians and admin-
istrators will quickly learn to value the legal and human resources leaders and teams. 
Be open to learning from your team members who have something to teach you 
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One team member you should not overlook is your assistant. She will be one of 
your most trusted colleagues. She can make your professional life easier and more 
successful. Pick a person who shares your values and those of the organization and 
who has the skills you most need in that role. For example, if you have trouble 
saying “no” make sure she can and will do it for you. My assistant did that. When 
requests came in that were impossible to fulfll, she would say, “Don’t say yes. I will 
just have to call them back and tell them you can’t do it.” 

Recruiting always raises the question of internal vs. external candidates. Each 
has advantages and disadvantages. Healthcare organizations seem to have a bias 
for internal hiring. In one study, 63 percent of healthcare CEOs were promoted 
from within the organization (Stone et al., 2019). Internal hiring shows employees 
there is a pathway to leadership within the organization. However, if the individu-
als are being pulled from a group that lacks gender and racial diversity, this lack 
will be perpetuated. If there is a conscious efort to identify and groom women and 
minority candidates for leadership, this will help alleviate that problem. Internal 
candidates certainly will know the culture and the “ropes,” but they may not bring 
new ideas and “new eyes” which is the advantage of external candidates. For orga-
nizations overall, “external hires are 61 percent more likely to be fred or laid of and 
21 percent more likely to voluntarily resign than internal hires” (Beard and Weiss, 
2017). Apparently, neither the organization nor the candidate had clarity about 
cultural and positional ft. 

For all C-suite and physician leadership positions Denver Health did a national 
search. Many times, we chose the internal candidate, but the search process gave 
endorsement to the internal candidate and afrmed the choice to others. 

When you are recruiting, reach out to the leaders you know, your colleagues 
and networks. But this is unlikely to cast a wide enough net. You should also reach 
out to specifc professional and afnity groups that can provide a diverse group of 
candidates. Social networks facilitate casting a broad net. 

Thought Exercise 

How do you approach casting a wide net when you are recruiting? 
Search frms are often used for leadership positions. Tere are pros and cons 

to this. Since it is their business, they have developed a network and a standard 
approach. Tey can fnd and interest a candidate in the job who you might not have 
identifed or convinced to apply. However, these frms may not capture the cul-
ture of the organization. Tey are expensive, and they may have a bent to advance 
external candidates. When you do use a search frm, it is still important to talk to 
the references yourself and speak to their colleagues even if they are not listed refer-
ences. Te best way to assess an external candidate is to go to her organization, and 
see her in action. Unfortunately, this is rarely feasible. 

In any recruiting efort we rely heavily on interviews (Chapter 3). Terefore, 
it is important to think carefully about who will interview a candidate. Don’t 
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forget to get input from your assistant. She provides a valuable perspective from her 
interactions. When I was on the intern selection committee for the Department of 
Medicine, I found it very helpful to hear the secretary’s opinion of the candidate. 
Someone who is rude, demanding, and condescending to an assistant is not some-
one you want on the team. Some people focus on relating up the chain and think 
little of relating down the chain. 

Given the unconscious biases that we all have, Carrie Byington points out the 
value of implicit-bias training for interviewers and search committees. Tis facili-
tates enabling committees to discuss bias, and it also helps to limit its impact on 
the process. 

In many, if not most healthcare organizations, the fnal steps in a leadership 
recruitment come down to negotiating the salary and a package. Unfortunately, 
there are many problems with this process that have probably not served women 
or healthcare well (Chapter 3). Te outcomes of these negotiations depend on 
the skill of the negotiator and the bias of the leader, and hence there will never 
be an even playing feld across the organization. Women may be those left 
with the short straw. Tis variability undermines fairness, equality, and trust. 
Moreover, what gets negotiated often is what the candidate believes is in her 
(more often his) best interest, not necessarily what is in the best interest of the 
organization. Candidates tend to start with a “wish list,” rather than a “need 
for success” list. 

Tere are two diferent perspectives at the negotiating table—the candidate’s 
and the organization’s. Tere is diferent advice for each of these people, particu-
larly for women. Te senior women I interviewed, as well as others, pointed out that 
women often fail to negotiate for what is fair and equitable and what they need in 
salary and in the recruitment package (Chapter 11). Women, particularly married 
women, even in today’s environment, have been told they should not worry about 
salary. Tose with physician spouses have heard, “Why do you care about your 
salary? Your husband is a surgeon.” I have never heard of a male physician asked 
this question when his wife was a physician or other highly paid professional. Halle 
Wright-Fisher points out that in an organization your salary refects what the com-
pany thinks you are worth. Lilly Marks has observed that many women do not ask 
for the resources they need to do the job they have accepted. Tis makes the hill 
they need to climb steeper. Several aspiring female leaders felt that even when they 
asked for the needed resources, they had more difculty getting them than their 
male colleagues. Tese consequences of negotiation have resulted in the gender 
gap in salaries and smaller recruitment packages for women (Chapter 2). Tese 
outcomes have led to the suggestion that aspiring women leaders acquire specifc 
negotiating skills. 

If you are the woman leader of the organization, your perspective must be what 
is best for the organization and for healthcare more broadly. It can be very tempt-
ing to give the chosen candidate what they are asking for so the search has a suc-
cessful end. Te ideal situation is a clear organizational process that narrows the 
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boundaries of negotiation. Terefore, if you can, try to set some organizational 
parameters and guidelines that are transparent and limit the “loudest voice getting 
the most.” At Denver Health we had a fxed salary structure and limited resources, 
so negotiations were nonexistent or minimal (Chapter 2). 

Evaluating, Mentoring, Sponsoring, and Supporting 
Chapter 5 details how important these activities are for you on your quest for lead-
ership. You must “pay it forward.” An important role for any leader is helping your 
colleagues and other employees to be successful. 

Evaluating 

Meaningful and regular evaluations are a key part of developing any individual. 
After I had been CEO for a year, I asked the Mayor’s health liaison if I would 
have an evaluation. Te response was, “You’re here, aren’t you?” While that 
may work for government cabinet positions, it is not the best overall approach 
for mentoring and development. Surprisingly, “30 percent of frms don’t have 
clear and specifc criteria set before performance reviews begin” (Nunes and 
Stevenson, 2019). 

You can only evaluate an individual fairly and meaningfully if they have clarity 
about what is expected. Tis should be a joint efort. Te individual should provide 
a self-evaluation. Input should be gathered from the individual’s colleagues and 
direct reports. No input should be anonymous to you. Tat input from the indi-
vidual’s colleagues and subordinates should not be shared directly with the person 
evaluated and certainly not with others. Gathering this input gives you insight into 
both the evaluator and the person being evaluated. Is the evaluator taking that 
responsibility seriously and providing meaningful input? A fascinating observa-
tion from years of gathering input is that evaluators often project their own areas 
for improvement onto others. When an evaluator notes that the person is a poor 
communicator, more often than not, so are they—projection is a real phenomenon. 
As Carl Jung observed, “Everything that irritates us about others can lead us to an 
understanding of ourselves” (Jafe, 1989). 

A written evaluation should be discussed in person. As a leader, you need to 
provide both the positive input and be clear about the areas that have not been 
strong, are problematic, and need improvement. All of us (well, almost all of us) 
know we aren’t perfect, but none of us relish having it pointed out. Terefore, 
constructive criticism should always, in fact, be constructive and given in a true 
spirit of helping. Tat does not mean sugarcoating the facts. Lack of clarity and 
innuendos are not useful. 

Women seem more able to be direct without ofending. Tose of us with chil-
dren have had practice with this type of feedback. While women may be better 
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at giving feedback, studies suggest that they are less likely to get specifc feedback 
than men. 

Men are ofered a clearer picture of what they are doing well and more 
specifc guidance of what is needed to get to the next level. Stereotypes 
about women’s caregiving may cause reviewers to more frequently 
attribute women’s accomplishments to teamwork rather than team 
leadership. 

(Correll and Simard, 2016) 

Tis stereotyping may also relate to the fact that when specifcs are actually 
given, it is most often in the area of communication and they are often nega-
tive. In reviews “76 percent of the references to being ‘too aggressive’ happened 
in women’s reviews vs. 24 percent in men’s” (Correll and Simard, 2016). No 
wonder women are concerned about this—they are refecting reality (Chapters 
1 and 11). 

While formal evaluations can be yearly, you should never save either praise or 
signifcant concerns for that one time of year. Tere is one critical caveat to real-time 
praise and concern. Praise can always be given publicly, and it will be appreciated. 
Criticism should almost never be done in front of a group. A leader who “dresses 
down” an employee in front of others will lose the respect and loyalty not only of 
that employee but of all those who are present. Te one exception in which criticism 
is acceptable if done professionally is when microaggression or sexual harassment 
occurs. In that circumstance, the leader should call it out. Letting it pass perpetu-
ates this behavior (Chapter 3). 

As a leader, you must also be evaluated at least yearly with the same process. 
However, since women often don’t receive specifc feedback, it is important that 
you do a self-evaluation and that the evaluation includes your accomplishments, 
clear goals for the upcoming year, and what help you may need to accomplish those 
goals. Self-evaluation ofers each of us an opportunity for self-refection. In that 
process, it is worth remembering that sometimes our greatest strengths are also our 
greatest weakness. Tis has been true for me. 

As with those that report to you, this can be yearly, but your boss and especially 
your team should be encouraged to give you real-time feedback when they perceive 
a problem. You can be killed with kindness, and despite the kindness you will still 
be dead. Any leader surrounded by “yes-people” will not grow personally, will be an 
average or even a poor leader, and will limit what they can do for the organization. 

Thought Exercise 

How would you assess your process of evaluating your employees? How would you 
assess the process by which you are evaluated? 
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Mentoring, Sponsoring, and Supporting 

Te number of employees that you can directly mentor is obviously limited. However, 
unlike mentoring, you can serve as a role model for every employee and be a sponsor 
for multiple people—opening doors, recommending people to write book chapters, 
for grant teams, for Boards, and other opportunities. Recommending your best and 
up-and-coming stars for positions at other institutions is a bit of a dilemma. Tere is a 
natural tension between keeping your best and helping them achieve their goals. One 
factor that infuenced me in choosing which side I was on was the position the person 
was considering. If it was a step up at an institution that aligned with the person’s 
values, and we had no such opportunity, then sending our best to another institution 
to spread our culture seemed a worthy goal. It is more difcult to be positive about 
someone leaving, if they seem to be making a poor choice. But it is their choice. 

Along with mentoring and sponsoring remember the other development tool 
of coaching. Providing coaches for those in leadership can help them develop their 
strengths and address areas of improvement (Chapter 5). Tis support shows the 
person you are committed to their leadership development. 

While it is important to focus our mentoring, sponsorship, and coaching on 
those who report directly to us, as leaders, particularly those with a large span of 
control, we need to have a sense of responsibility for the broader workforce. Tis 
often is refected in organizational policies and formal programs. Terefore, the 
timeline for this is substantially longer than evaluating, mentoring, and sponsoring. 

Supporting the Workforce 

One lens through which to view and direct your eforts for the support and devel-
opment of the workforce is an understanding of the social determinants of health. 
Health and well-being are critical components of employees’ engagement, creativ-
ity, and productivity. Tere is a large body of data regarding the infuence of social 
determinants on health and well-being. Income, education, and housing are pow-
erful drivers of well-being. Some healthcare organizations are investing in these 
areas for their patient population. As leaders we must invest in these for our own 
employees as well (Besser and Gabow, 2018). 

Despite the limitations of healthcare in assuring health, we know that afordable, 
quality health coverage is important. In 2009, more than 13 million Americans, 
or one in eight workers, were currently employed in the healthcare sector, yet one-
quarter of them were not ofered employer-based health coverage (Bureau of Labor 
Statistics, 2009; Besser and Gabow, 2018). Now there are 18 million people in all 
aspects of healthcare. Nearly 6 million individuals work in hospitals, and almost 10 
percent of them do not receive medical benefts. Overall, part-time workers are less 
likely to be ofered coverage than are full-time workers (Bureau of Labor Statistics, 
2018). Healthcare systems should be the least likely entities to have their workforce 
go without healthcare coverage. 
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As women we are concerned about gender pay equity. As women leaders we 
must also be concerned that our organization pays a living wage to all employees. 
In Colorado in 2017, many of the lower-paying healthcare jobs such as medical 
assistant, occupational and physical therapy assistants, and phlebotomists, had 
an average entry-level annual salary of $24,661 (Colorado Department of Labor, 
2018; Besser and Gabow, 2018). Tis was below the living wage of $26,936 for 
a single adult in Denver, and far below the $58,260 living wage for a family of 
four (Colorado Department of Labor, 2018; Besser and Gabow, 2018). It is likely 
that similarly low salaries occur in entry-level non-healthcare specifc jobs such as 
housekeepers, food service workers, and contract employees. 

Many of our institutions ofer tuition reimbursement for employees to pursue 
advanced training. Tis is appropriate. We should also consider how to facilitate 
educational opportunities for other employees, particularly for entry-level workers 
who are not fuent in English, and/or have not completed high school or earned a 
post-secondary degree. Although Denver Health had limited resources, an employee 
could apply for tuition reimbursement for GED courses, associate degrees, and 
other professional training such as EMT certifcation (Besser and Gabow, 2018). 

Stable afordable housing is an important determinant of health. Housing assistance 
in the form of loan programs and housing allowances are incentives used to recruit and 
retain high-level Executives and physicians. Tere is evidence that housing stability pos-
itively afects workplace retention and job performance (Desmond, 2016). Terefore, 
health systems should explore how to facilitate homeownership for employees at the 
lower end of the income scale. At Denver Health we learned that many employees could 
aford monthly mortgage payments but had difculty with down payments. Terefore, 
we permitted employees to borrow from their 401A for down payments on homes, pay-
ing it back with appropriate interest (Besser and Gabow, 2018). 

Paid time of, parental leave, and childcare facilities on or ofsite are valuable 
benefts, especially for women employees who often have primary childcare respon-
sibility (Chapter 3). 

Many of these policies occur at the institutional level. But even those who are 
not in the C-suite can advocate for them and institute them in their area. Dr. David 
Schwartz, Chair of the Department of Medicine at the University of Colorado, did 
that with parental leave. It was not available to employees, so he used departmental 
resources to provide two weeks of paid leave for all new parents, faculty and non-
faculty. Tis in turn encouraged institutional change. One aspiring woman leader 
I interviewed was leading an efort for parental leave for fellows in her specialty. 
Tese are examples of a broad commitment to the healthcare workforce and leading 
from where you stand. 

Thought Exercise 

Given your current position are there ways you could support not just your direct 
team but the broader workforce? 
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Accountability: What Are the Rules 
and What Do They Mean? 
As a leader of an area or an organization, you will be viewed as a rule-maker and 
enforcer. When Denver Health transitioned from a department of the city to 
an independent governmental entity, we had a unique opportunity to go from a 
rule-intensive governmental organization to something diferent. We had a large 
personnel committee composed of employees at all levels of the organization and 
outside experts. My initial thought was to have no rules, only guiding principles. 
Employees soundly rejected that. Tey had a strong belief that rules prevented arbi-
trary decisions. Rules may do this, but too many and too detailed rules also can 
lead to “hair-splitting” and an adversarial approach. 

Once when I was standing in line at the pharmacy, I saw an employee bring-
ing a large dog into the area. Since I didn’t think the dog was there to pick up 
medication, I went into the pharmacy. Tere was the dog and his water bowl. 
When I asked what was happening, I was told the dog was sick and had to come 
to work with the employee. Imagine what an accrediting body’s response would 
be. When minor discipline was pursued, I was informed that there was no city 
personnel rule against this! While we didn’t get a guiding principle-based sys-
tem, we did move the needle, decrease and simplify the rules and the disciplin-
ary processes. 

Most of us don’t have an opportunity to construct our personnel system and 
its rules. We enter an organization with rules. However, as a leader you do have to 
answer the question, “Do these rules apply to everyone: frontline people, high pro-
fle physicians, Executives, and you?” Hopefully, you answer “Yes” to that question, 
both in principle and in action. You also need to work to change rules that create 
barriers to equity and equality. 

In many states and organizations, physicians are governed by organized medi-
cal staf rules. Tis can require careful thought and guidance when pursuing 
disciplinary action or termination for employed physicians. However, what you 
should never do is excuse behavior in a physician that you would not excuse in 
another employee. Te same can be said for an Executive. In fact, one could 
justifably argue that physicians and Executives are called to a higher standard of 
behavior. 

Changing Roles, Disciplinary Actions, and Terminations 

Te issues of changing roles, disciplinary actions, and terminations are stressful, 
especially for a new leader. But avoiding these obligations will have a negative 
impact on the culture, undermine your other eforts, and limit the success of the 
area you lead. Always be clear, both to yourself and to the employee, that any of 
these actions are driven by the person’s performance and behaviors, not by some 
other issue you may have with them. 
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If you have a team already in place when you assume a leadership role, they 
may not be the people you would have chosen. However, you must give them a fair 
chance to perform. Tey may well exceed your expectations. 

Tere will be the circumstances when a team member, even one you hired, is 
not performing as expected. Teir performance can range from being mediocre to 
unsatisfactory. You have two choices in the frst circumstance: 

◾ An improvement plan 
◾ A position change 

You can jointly develop a performance improvement plan and a timeline for prog-
ress. Tis can include specifc training or a coach. A mediocre performance may 
refect that the person is in the wrong position for their talents. Tis can be because 
they were promoted into a position with a poor ft, or the person was overly eager 
for a position, taking one that was not a good ft. It could also be that over time 
their skills no longer mesh with the position’s current requirements. A mediocre 
performer in one role could be a superstar in another. As Carrie Byington points 
out we are lucky to have a talented workforce who can do many things. When it 
seems likely they could succeed in another position and they are willing, make the 
change. I have done this, as have other women leaders, and it benefted both the 
individual and the organization. 

Te difcult question is what to do if mediocre performance continues? We 
know that human beings and their performance represent a bell-shaped curve. 
Clearly, everyone is not in the top 10 percent—unless you are in Lake Wobegon. 
Lilly Marks has pointed out the organizational risk of keeping mediocre performers 
in leadership roles. Teir underperformance is “frequently multiplied by many of 
the people they hire who are also mediocre and under-managed. With time they 
can pull down the performance of an entire unit.” 

For unsatisfactory performance you have two choices: 

◾ An improvement plan 
◾ Termination 

As above, the improvement plan can include training or coaching. If perfor-
mance does not improve on the timeline outlined and performance issues remain, 
you need to move expeditiously to the second option. You can consider a difer-
ent position if there is reason to believe that it is a viable solution but moving an 
unsatisfactory performer just to remove them from their current role is a bad solu-
tion. You should never move someone whose actions deserve termination simply 
to avoid confrontation, legal action, or negative publicity. You are simply delaying 
the pain and may, in fact, produce more negative consequences. It tells others 
that you lack the courage to do what must be done. Tis undermines credibility 
and trust. 
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Terminations are never something anyone wants to do, but not doing them 
when they should be done is a leadership failure. Keeping people who are not 
doing the job or have behaved badly is demoralizing to others and undermines the 
organization. Terminations should be done in the most respectful manner pos-
sible. Surprisingly, this can be done amicably. In fact, I have remained friends with 
employees who I had to let go. But life is not always so easy. 

If you are terminating someone for malfeasance, patient harm, violation of pro-
fessional standards, or criminal activity, the situation is rarely amicable. In these 
circumstances, every leader should rely on the advice of human resource profession-
als and legal counsel. What you should not do is hesitate because of the person’s 
position, reputation, earning power, or downstream impact on the reputation of 
the organization. It is surprising what people will do—even people you thought 
you knew. My jaw has dropped more than a few times. Tis means that you cannot 
accept someone’s word that an allegation against them is untrue because of their 
status or your opinion of them. We now understand this has been a recurrent issue 
in perpetuating sexual harassment of women. 

In my experience, individuals who did not follow the rules or have acted inap-
propriately or wrongly in one area, often did so in other areas as well. Terefore, 
pursuing allegations or concerns requires a thorough, careful, and often broad 
investigation. All investigations should be done in a timely manner. Using an 
investigation to drag your feet or pass the buck to a committee is unacceptable 
unless your rules require a committee. Tere were a few times when I had to use 
private investigators. Once I even had to employ an undercover agent in a drug-
related case to arrive at the truth. Tese are clearly unusual approaches, but some-
times the situation is unusual. Don’t be squeamish and rule these approaches out 
if you need them. 

Tis leads to another important point. Not only must you act on what you 
know, you are legally and ethically responsible for what you should have known. 
Tink about the recent scandals involving the USA Gymnastic Association, and 
the USC Medical School Dean and obstetrician and the people who should have 
known. 

Some terminations involve fnancial arrangements. Tread carefully here. On 
the one hand, some payment may be justifed and may avoid lengthy legal proce-
dures. On the other hand, large payments may be seen by others in and outside of 
the organization as accepting or even rewarding bad or inexcusable behavior. In 
2018, Google’s reported $90 million payout ofer for an Executive accused of sexual 
harassment elicited unfavorable responses from employees and the public. 

While personnel actions are generally protected information and may be accom-
panied by a confdentiality agreement, there are circumstances when the ofense 
and the response become public. In that situation, if you are in the C-suite, hiding 
behind your public relations person does not help the organization either internally 
or externally. If there has been a performance failure, you need to say it, provide a 
meaningful apology and outline the corrective actions you have or will take. Don’t 
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beat around the bush—say what should be said. I once called a press conference 
around issues involving paramedics that had resulted in negative press coverage. It 
was not a high point of my year, but it settled the issue and ended the discussion of 
that issue in the press. 

Given the country’s opioid epidemic and the high occurrence of abuse among 
health professionals, the issue of substance abuse deserves specifc comment. Your 
organization should have, and regulatory agencies do have, guidelines and/or rules 
about how issues in this area are to be handled. Drug diversion or actions that 
endanger or harm patients require termination. However, there are other circum-
stances that require disciplinary action but not termination. My philosophy in 
those circumstances is that people deserve a second chance. However, this second 
chance should be accompanied by a detailed, multi-year stipulation agreement that 
requires specifc treatment and regular, random testing. Be clear on the action to 
be taken if the agreement is violated. Tis has often had a positive outcome. Any 
requirements for reporting to the government, police, licensing agents, or other 
bodies should be done promptly. 

Communication 
Communicating is a critical obligation of every leader. Te frst steps of leadership 
are detailed earlier in the chapter. We all know you have to “walk the talk,” but you 
also have to “talk the walk.” Your team needs clarity on your priorities, initiatives, 
and the processes to operationalize and evaluate them. Often leaders, particularly 
CEOs, think that their communication is primarily external. While that is impor-
tant, communication, like charity, begins at home. Organizational communication 
serves four functions: 

◾ Transmitting information 
◾ Developing relationships 
◾ Solving problems 
◾ Inspiring 

We communicate in words and actions; by what we say and what we don’t say; by what 
we do and what we don’t do; by where we go and where we don’t go (Chapter 10). 

Your communication should be frequent, regular, straightforward, and trans-
mitted in a variety of ways. Many leaders choose to send out emails—daily, weekly, 
monthly, or quarterly. I doubt if there is anything important to say to everyone 
every day. Moreover, this can be an example of my grandfather’s saying, “Too much 
is like not enough.” You don’t want your emails flling the spam folder. 

However, daily quick, structured huddles with your direct reports is a com-
ponent of Lean management and should be strongly considered (Gabow and 
Goodman, 2015). Tese huddles get everyone on the same page and let the team 
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know what issues need to be addressed today. Other managers will model that 
behavior, increasing organizational communication at all levels. 

Email has become our primary mode of organizational communication. Many 
leaders choose to have their assistants screen and/or answer emails. Tis is appropri-
ate and can be a great time saver. I preferred to answer all my emails every day. If 
you read it, answer it. Doing this comes from the guidance Dr. Sbarbaro gave me, 
“Never touch the same piece of paper twice” (Gabow 2012). If an email is so com-
plex that it can’t be responded to quickly, it is likely that email is not the best mode 
of communication. Frequently, my response to emails cc’ing everyone or those with 
a long back and forth chain was, “Stop the emails and talk to each other.” 

Any employee could send an email to me and many did. Tese covered a range 
of concerns from childcare needs to policy issues. Tis ofers employees access to 
leadership that was unavailable before email. Te scope of your responsibility will 
determine whether this is doable. It was for me with about 5000 employees. Of 
course, only a few would email on any day. 

While they are amazing tools, we have a growing awareness of the downsides of 
email, text messages, and other electronic communications. As with many things in 
life, their positive qualities of speed, group communication, and constant availabil-
ity are also their negative qualities. One unbending rule is to never respond in anger 
or frustration. President Lincoln often wrote letters which he never sent (Goodwin, 
2009). His writing a letter took much more thought and time than a text or email, 
yet some of those were best not sent. How many emails or tweets should have never 
seen the light of day? 

Since our communication is mainly electronic, a handwritten note takes on 
great meaning. I tried to send such notes to employees for an important occasion, 
award, or accomplishment. Sometimes they were as small as a hand-drawn star! To 
my surprise, I often saw these posted in people’s ofces. Te University Chair of 
Medicine, Dr. Schrier, was a great example of how meaningful written communi-
cation can be. When I was promoted to Associate Professor, he wrote a letter, not 
just to me (which would have been great) but also to my parents (Gabow, 2012). 
My mother became his biggest fan. Few of us would even think of this, let alone 
do it. Such notes are meaningful not only to those who report to us, but also to our 
colleagues and bosses. Often leaders only receive missives about problems, so it is a 
pleasant surprise for any leader to receive one of gratitude or praise. 

Thought Exercise 

When was the last time you sent a handwritten note to an employee? Would you 
do it in the future? 

While electronic and written communication can transmit information, develop 
relationships, and facilitate problem-solving, they are no match for the spoken word 
or actions for inspiration and leaders must inspire. Individuals and organizations 
will only do the hard work to achieve greatness if they are inspired to do so. 
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Words are critically important; however, actions often speak louder than words. 
One rule is to do what you expect others to do or what others must do. When I was 
Chief of Medicine, one attending rotation was on the detoxifcation unit—not a 
particularly desirable rotation. So, I did it. When I was CEO, if I had a prescription 
at our pharmacy, I stood in line with the patients. What a great way to see patient 
service. Te Director of the Emergency Department at Denver Health worked his 
share of night and weekend shifts, and often worked holidays. Te Director of 
Surgery took regular entire weekend shifts. Tese actions sent a message about priv-
ilege. Te Chief of Pulmonary picked up an elderly woman who had no means of 
transportation in the middle of the night to be at the bedside of her dying husband. 
Leaders, physicians, nurses, and other employees often attended employees’ and 
patients’ funerals. Tese actions underscore that leaders at every level can support 
their teams. Tey also sent a message about empathy and community. A thousand 
emails or letters could not communicate and inspire as did these actions. 

As part of Denver Health’s Lean work, every Executive staf member partici-
pated in two Rapid Improvement Events per year. Tese were week-long events 
with a team of 8 to 10 people that focused on solving a problem in a structured 
way with a facilitator and team leader (Gabow and Goodman, 2015). My last event 
before retiring was on surgical scheduling. Te two people sitting next to me were 
surgical clerks. No money can buy what this meant to employees. 

Leaders should create opportunities for their team to interact informally to build 
camaraderie. Here are some examples. We had a quarterly book club on a leader-
ship book at my house for the physician Directors of Service and the Executive staf 
members. Tese books focused on healthcare and/or leadership such as Te Spirit 
Catches You and You Fall Down, Checklist Manifesto, Good to Great, and Shackleton’s 
Way. Tese gatherings educated us, provided an opportunity for administrators and 
clinicians to interact, and gave us the opportunity to see dimensions of people that 
you don’t see at meetings. 

I had a New Year’s Day brunch at my house for this group, the Board members, 
and their spouses. Every holiday season all the Executives took our assistants to 
lunch as a group. None of these activities were paid for by Denver Health. Tis 
sends a message about inclusion and entitlement. Others modeled these behaviors. 
Te mid-managers read the books we read, had events at their homes, and took 
their teams to lunch. Each small act builds relationships and a sense of family. How 
you choose to accomplish this goal of informal gathering is not important, doing 
it is what matters. 

Thought Exercise 

What are you doing to build team camaraderie in your area? 
Celebrations communicate who and what is seen as important. Tey create and 

sustain a culture. Denver Health held a monthly employee award ceremony that 
was both meaningful and inspiring. Employees were recognized for their years of 
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service and retirees were honored. Employees’ supervisors commented and family 
members attended. Learning about the many often unrecognized contributions of 
employees inspired us all. Many of the C-suite and managers attended these cer-
emonies regularly. I should have attended more than I did. 

Tree traditional events were about serving—literally. Each year there was a 
summer picnic with Executive staf fipping burgers, and holiday meals around 
Tanksgiving and Christmas in the cafeteria with Executive staf serving. We all 
learned frst-hand how hard that work was—I always decided to stick to my day 
job! 

Each year there was a “Day of Celebration” to showcase our successes with 
events and awards. Employees submitted poster presentations (much like a scien-
tifc meeting) on a variety of categories including quality and Lean projects. Tis 
provided an opportunity for employees who would not have access to similar 
formal forums. Te posters were on display for everyone to see the breadth and 
depth of our activity. Each category had a Best Poster Award. Tere were annual 
CEO awards that had no specifc criteria and could be awarded to anyone from a 
Department Chair to a frontline employee. One of my favorite CEO awards was 
given to a long-term groundskeeper who took great pride in our landscaping. He 
received a standing ovation. None of these had a fnancial component, but they 
were valuable and valued. In fact, not having monetary awards underscored that 
the organization did not see money as a measure of success—a valuable message in 
our proft-driven healthcare system. 

For me and for the employees, a high point of the annual celebration was my 
State of Denver Health presentation, which included acknowledging awards that 
individuals and groups had received, presenting the healthcare landscape, the 
accomplishments of the organization, and future directions. Our Board and city 
and state leaders were invited to view the posters and attend the State of Denver 
Health, and many came. 

Like other organizations, Denver Health had an annual gala, but for a number 
of years during my tenure it had a feature that distinguished it from most fundrais-
ers. It was held at a place where inexpensive tickets could be sold to employees for 
the entertainment part of the event—Garth Brooks; Earth, Wind and Fire; Lionel 
Richie; Train; and Michael Franti. Te celebration was not just for the wealthy in 
the community but for our employees as well. 

How you choose to celebrate will depend on the size and geography of your 
area of responsibility. Te important thing is to acknowledge people and their good 
work and nourish the culture of a family. 

Many of these events speak to the respect for everyone. Many of the things that 
were not done also spoke to that cultural value. Tere was no doctor or Executive 
dining room. Tere was no special doctor parking. Everyone had the same ben-
efts package. Tere were no Executive bonuses. Another small example of limit-
ing privilege was Denver Health recruiting dinners. Tose of you who have been 
recruited know these can be expensive events. At Denver Health, any recruiting 
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dinner had to be at one of several pre-selected, modestly priced restaurants. One 
investigative reporter examining our expenses, wanted to know if we didn’t know 
about the great Denver restaurants. All of our retreats, including Board retreats, 
were held at Denver Health or locally at a free venue. Tese also refect frugality. 
Tis is important if you are going to say no (which you will) to requests for equip-
ment, space, or personnel. 

As you step into leadership try to be the best role model you can be. 

◾ Believe your employees are the most important resource. 
◾ Recruit a diverse A-team. 
◾ Communicate with your employees. 
◾ Support, develop and treat them fairly. 
◾ Hold everyone accountable. 
◾ Make your organization a family. 

Tese may seem like small things in the grand scope of American healthcare and 
the issues we face. But people are what can make and change the system. Tey must 
be every leader’s focus right from the start. Gaining employees’ respect and trust, 
will enable the group you lead to deliver amazing accomplishments. 



http://taylorandfrancis.com
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Chapter 7 

Even Leaders Have a Boss 

Every healthcare leader has many “bosses”—the people and groups to whom she 
owes accountability as well as those who assume that she has accountability to 
them. Who those bosses are depends on the leadership position and the type of 
organization in which you work. Healthcare organizations are complex and their 
responsibilities broad, which results in many internal vertical and horizontal rela-
tionships and many external relationships. We are all familiar with the standard 
organizational chart with its solid and dotted lines. We remember the solid lines, 
but we should not forget the dotted lines or those written in invisible ink. 

Ultimately everyone in healthcare leadership should consider themselves 
accountable to the patients and the community they serve. Tis obligation is the 
core healthcare value of putting the patients’ interests above our own and above 
those of the institution (Chapter 4). 

Thought Exercise 

Who are your bosses? 

The Boss on the Chart 
As we discussed in Chapter 6, it is important to develop a meaningful relationship 
with the person to whom you directly report. If this person appointed you, you 
have a head start. If you were in your role before your boss and she “inherited” you, 
establishing a relationship becomes even more important. Tere are critical aspects 
to developing a mutually positive relationship: 

◾ Help your boss know your area. 
◾ Avoid surprises. 
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◾ Be honest and transparent. 
◾ Accept constructive criticism and advice. 
◾ Be respectful but don’t “butter up.” 
◾ Be willing to challenge. 
◾ Provide relevant information in a timely manner and an understandable 

format. 
◾ Understand your boss’s priorities. 
◾ Let your boss know your personal goals. 
◾ Understand your boundaries. 

Te meetings with your boss will often happen in her ofce. But it is important to 
have her come to your frontlines (not your ofce) some of the time. Tis presents an 
opportunity for your boss to meet members of your team, which is a beneft to both 
the boss and the team. At least once a year invite your boss to your team meetings. 

Thought Exercise 

When was the last time you met with your boss outside her ofce? Do you see that 
it could be helpful? How did/would you structure that meeting? 

We all know that negative news is unwelcome, but it is disturbing when it is a 
surprise. You must be honest and transparent and not hide problems or bad news. 
But you do need judgment about what rises to her need to know. Tis threshold dif-
fers for diferent people; it takes time to learn where that line is for your boss. You 
need to consciously develop an understanding of that line. But there are certain 
items that are a “must share”: 

◾ A serious quality-of-care failure 
◾ An actual or potential ethical violation 
◾ A matter of organizational integrity 
◾ A matter with the potential for regulatory or legal action 
◾ A matter of press interest 
◾ A matter that should go to the Board 

Too many surprises in these areas, and you will be dusting of your resume. 
Even good surprises should be reserved for your family and friends, not for your 

boss. You don’t want your boss to get a call from someone congratulating her on 
a large grant you were awarded and her not knowing about it. No boss wants to 
appear uninformed about what is happening in her area. But as with bad news, you 
need to understand where the threshold for her knowing is. 

Tere is one surprise that deserves specifc comment: leaving the organization. 
Hopefully, you have discussed this possibility with your boss in advance. Perhaps, 
your boss functioned as a sponsor, and steered you to the opportunity. When you 
have decided to accept an ofer, your boss should always be told face-to-face. Tis 



   Even Leaders Have a Boss ◾ 119 

is not an email notifcation, especially if you are leaving because of dissatisfaction 
with your current position. Tis is about more than not burning your bridges. It 
is about your values, about being respectful to your colleagues, your boss, and the 
institution. Te more senior your leadership position is, the more lead time you 
should provide. How long it took to recruit you can provide a yardstick for the 
period of notice. 

Kim Bimestefer pointed out that if you are dissatisfed with your current posi-
tion, discuss it with your boss before deciding to leave. Working together you may 
be able to fnd another position in the organization which is a good ft, and will be 
rewarding to you, and of beneft to the organization. 

Just as how you enter a leadership role is important (Chapter 6), how you leave 
is also important. How engaged you stay during the end of your time refects your 
values. You should work the same on the last day as you did on the frst. 

One of the roles of a good boss is to help you develop as a person and leader. 
Sometimes that entails her giving constructive criticism. Most of us know we can 
be better and do better, but that doesn’t mean we have learned how to accept advice 
or constructive criticism. You need to accept it willingly and act on it, just as you 
must be able to give it willingly and expect action. Your boss can’t be your mentor 
or sponsor if she has no idea of your goals or the opportunities you are interested 
in pursuing. Carrie Byington pointed out that women must be clear and specifc 
about this. 

Feedback is a two-way street. You don’t want to be killed by kindness, nor do 
you want your boss to experience death by over protection. Be willing to voice your 
concerns or disagreement in a respectful manner in the appropriate forum. Many 
leaders even hesitate to give constructive criticism to those they lead. How much 
more hesitant are they to provide this to their boss? Giving this feedback to your 
boss can be scary, especially for a new leader. 

In a cabinet meeting shortly after my appointment as CEO, I disagreed with 
the Mayor. One of the other cabinet members said, “We should do what the Mayor 
asks us to do and not question him.” My next question to the Mayor was, “I under-
stand that you don’t want us to disagree with you in a public forum but isn’t it 
our role to tell you what we think in these meetings?” Of course, he agreed. We 
developed a highly efective working relationship (the other cabinet member didn’t 
last too long). Good leaders appreciate honest input, they realize it is important, 
helpful, and in their best interest. 

Thought Exercise 

What is your comfort level with receiving and giving constructive criticism from 
and to your boss? Have you changed as a result of her guidance? What was your 
boss’s reaction to constructive input from you? 

Understanding your boss’s priorities helps you align your priorities with hers. 
Boundaries are worth some thought. For example, would your boss approve of you 
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approaching a potential donor for one of your projects without her knowing and 
agreeing? Maybe, yes; maybe, no. What would your boss’s reaction be to your meet-
ing with a Board member or the press without telling her? 

My frst lesson in boundaries came the hard way when I was a new Director of 
Medicine. At the time we were part of the Denver city government. Every purchase 
above $500 had to be approved by City Council (yes, it was $500). Moreover, if 
there was unspent money in your budget, it reverted to the city’s cofers. I had 
a dilemma. I was trying to recruit a Chief of Cardiology who needed a $50,000 
piece of equipment. I had squirreled away $25,000 and had convinced the Chair 
of Medicine at the University to contribute $25,000, but there was no way this 
expenditure would be approved via the usual process. So, I had a “creative” solution, 
asking the company to provide multiple invoices of $495 for the equipment. When 
it arrived as one machine with 101 pages of $495 invoices attached, questions arose. 
Te response of my boss, Dr. Sbarbaro, and the dressing down I got are best left 
unwritten. He had to go to City Council to explain this. Tis is clearly not the ideal 
way to learn your boss’s boundaries. Nor is it advisable to try and outmaneuver the 
boss. Fortunately, we developed a great working relationship and he became both a 
mentor and sponsor. (Not to encourage this behavior, but I did get the equipment 
and the cardiologist.) 

Thought Exercise 

What are your boss’s guidelines for need to know? Where are your boundaries? 
If you understand your boss’s threshold for “need to know,” and your boundary 

lines, your boss will trust you and give you more autonomy. 

Your Peers 
You need to understand the meaning of those dotted lines on the organization 
chart. Tese lines can be to other senior leaders or your peers. What do those indi-
viduals expect from you, and what do you expect from them? Don’t assume you 
know the answer—ask them. Te invisible lines are tricky. Often these lines are 
to your colleagues who are at the same leadership level. You may have previously 
reported to one of them. Tey may have helped you get promoted into this role 
(or not). Expect some scrutiny from your peers. You are on their team. Tey have 
a major investment in how you play the game. Build relationships with them and 
keep them in the loop regarding your work, especially if some of that work overlaps 
with theirs (Chapter 6). 

Thought Exercise 

To whom do you have a dotted line relationship? What are your mutual expectations? 
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The Board 
In most non-governmental organizations, the Board is the fnal boss. For the CEO 
and to some extent the Executives, the Board is the functional boss. In these lead-
ership roles, relationship with the Board is critical. Boards should ofer healthcare 
leaders a diferent perspective, an independent set of eyes, and another guardian 
of the organization’s mission and values. Tis is highly valuable. Tere are many 
books, articles, and consultants that provide guidance on working efectively with 
Boards. Learning these skills is important for you and the organization as you 
achieve senior leadership roles. 

Te necessary components of Board interactions mirror those of successful rela-
tionships with any boss, with a few additions: 

◾ Get to know each Board member personally. 
◾ Understand what’s most important to them about the organization. 
◾ Avoid surprises, especially in the media. 
◾ Be honest and transparent. 
◾ Never hide your mistakes or the organization’s mistakes. 
◾ Provide relevant information in a timely and organized manner. 
◾ Encourage dialogue and discussion. 
◾ Provide relevant education. 
◾ Create opportunities for the Board to interact with the Executives, other lead-

ers, and frontline staf. 
◾ Hold each other accountable for the organization’s performance. 

For Executives there is no substitute for spending time with Board members. Risa 
Lavizzo-Mourey, the Robert Wood Johnson Foundation CEO Emerita, called 
every Board member before each meeting to discuss the upcoming agenda, any 
concerns, and any ideas they wanted to share. Tis is an excellent practice and is 
especially prudent if there are important votes on the agenda. Knowing what your 
Board members are thinking in advance of a Board meeting prevents surprises for 
you and the other members. As a Mayor told me, “Always count your votes.” 

Te CEO should develop a trusting and meaningful relationship with the 
Board Chair. Executives should develop a relationship with the Chairs of their 
relevant Board committees: for example, the CFO with the Finance Committee; 
the CMO and CNO with the Quality and Patient Safety Committee; the Director 
of Human Resources with the Personnel Committee. You can serve as Executive 
coaches to each other. 

No leader should withhold negative or concerning information from their 
Board, including any concerns that may have been raised about her. Tose items 
which must be shared with the Board are the same as the “must share list” for 
any boss (see above). If you are not the CEO, these concerns must frst be shared 
with the CEO. A CEO’s or Executive’s nightmare should be the Board Chair or a 
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committee Chair getting an early morning call from a friend, reporter, community 
leader, or politician about a major problem of which they were unaware. 

Te Board has a fduciary and ethical responsibility to ask the hard questions 
and to address critical issues, problems, mistakes, and shortcomings. In recent 
years we have seen the consequences of Boards’ failures to do this in industry and 
healthcare. 

Information for Board meetings should be provided in an organized, well-for-
matted, and timely manner. You cannot expect busy Board members to digest all 
the information that emerges from our complex health systems without adequate 
lead time. Te CEO and Executives should decide with the Board and committees 
what lead time is best for them and meet it. It is not respectful to be late. Boards 
and their committees difer on the format they fnd the most useful. Most organiza-
tions have a performance dashboard that minimally includes quality/safety, fnances, 
access, patient satisfaction, and population health. Any presentation should include 
clarity on what you want from the Board or the committee. Decisions regarding lay-
ing new tracks require a longer period of discussion and more information than those 
about operations. Richard Besser, the CEO of the Robert Wood Johnson Foundation, 
informs Board members not only of items requiring a vote at the next Board meeting, 
but he also provides information on future Board agendas. Tis is an excellent practice. 

Te CEO and the Executives should recognize the diference between posi-
tive votes that result from having a Board or committees that were prepared for a 
decision with timely, accurate, and relevant information vs. positive votes from a 
Board or committees which refect perfunctory approval of everything. Te former 
is good; the latter is bad. Tis does not mean that you want disagreement within 
the Board or its committees, especially on major decisions. You want meaningful 
discussion and data-driven consensus. Follow the standing rule—you don’t want 
them to kill you or the organization with kindness. 

Healthcare is challenging to understand even for those who do it every day. 
Imagine how hard it is for those to whom even the terminology is a challenge. Tere 
should be regular Board education. Board education must start with informative 
and efective orientation. Tat orientation must include: 

◾ Te history and mission 
◾ Te legal duties and obligations 
◾ Te legal and functional structure 
◾ Te fnances 
◾ Te patient population 
◾ Te quality of care 
◾ Te needs of the community 
◾ Te current and looming issues 

Tey should see what the organization looks like on the ground with a mean-
ingful interaction with the day-to-day activities. Tis can be accomplished by 
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having them accompany a nurse, doctor, or social worker, by participating in a 
Rapid Improvement Event (RIE) (Chapter 8), attending an ethics consultation 
meeting, or myriad other activities. Touring beautiful buildings is not sufcient. 
Te ideal way for the Board, or any other leader, or employee to connect with 
the institution is to be a patient (hopefully, not for something serious). I asked 
every mayoral candidate publicly during his campaign whether he and his fam-
ily would get their care at Denver Health. Tey all did. Some, but not all, of our 
Board members did as well. 

One important aspect of Board education is the opportunity to interact with 
the members of the Executive team, the Directors, the physician and nurse leaders 
and even frontline employees. Executive team members and their teams should be 
regular presenters at Board meetings. Not only does this let the Board know them, 
but it also prepares them for future leadership positions. Any leader or aspiring 
leader should seize any such opportunity. 

Thought Exercise 

Have you presented at your Board? How would you rate your performance? 
While not a routine agenda item for most Boards, there should be struc-

tured interaction with the frontline staff. An effective approach we used was to 
have RIE teams present their work. The impact of a group of frontline nurses, 
therapists, clerks, and others presenting a problem they tackled and solved in 
a week was incredible, both for the teams and for the Board. Rarely in health-
care do frontline staff come to the Board saying, “This was a big problem, and 
this is how we fixed it in a week.” This met the goals of transparency, account-
ability, and education all at once. While the staff was nervous, the pride was 
palpable. 

Te Board and the Executive staf are a team. Tey should hold each other 
accountable not only for their performances, but also for the organization’s per-
formance. One aspect of accountability is appointments by and to the Board. 
Clearly, the Board appoints, evaluates, and determines the salary of the CEO. 
Te Board should also have an orderly process for flling vacancies and evaluat-
ing itself. Te Board Chair and the CEO should discuss what role the CEO has 
in Board appointments. It seems appropriate for the CEO and relevant members 
of the Executive team (e.g., CFO for fnance committee) to have some input. A 
Board should bring needed talent and perspective to the table. I told the Mayors 
that the city could never give us all the money we needed, but they could give us 
Board members who would challenge us to improve. Just like picking your team, 
try for an A-team Board. 

Thought Exercise 

What would your assessment be of your Board? 
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The Community 
Te community, the political leaders, and the press are also the “bosses” of every 
leader in all healthcare organizations—even for organizations that are not a public 
entity. Every healthcare entity receives taxpayer dollars, directly or indirectly, and 
this makes them responsible to governmental entities, the larger community, and 
to public oversight. 

In many ways, albeit less structured, the same obligations of building relation-
ships, transparency, honesty, and education apply to these relationships as they do to 
any boss. Tese relationships require genuine interest, time, and efort. In building 
them it is important to spend time in their terrain, positionally and geographically. 
Invite them to spend time in your organization seeing what you do that intersects 
with their eforts. In many situations, including crises, these entities will be important 
in an efective response. Planning for the potential interaction in such events helps 
both build relationships and facilitates an efective response in a crisis. Remember the 
rule: You never want to meet someone for the frst time when you need their help. 

Just as written notes have meaning to your boss and team, they also do to other 
leaders and groups. If they have received a large grant, won an election, or were 
lauded for a major accomplishment, send them a congratulatory note. Little things 
mean a lot to everyone. 

Thought Exercise 

Which community groups have you met with? Have you built enough of a relation-
ship so that you could ask them for help in a crisis? 

Leaders must remember that these entities have diferent goals, duties and 
responsibilities than those of your other bosses and your Board who have a fdu-
ciary obligation to the organization. Te community, political leaders, and the 
press do not. Tese diferent obligations can produce conficts. Hopefully, if strong 
relationships have been established, these will be minor and infrequent. But you 
should not be surprised if they can be contentious. 

Given the critical role that government plays in healthcare, leaders must develop 
relationships with political and governmental leaders and entities. Most healthcare 
CEOs will bring members of the Board and Executive team to Washington, D.C. 
on a regular basis to meet with their Congressional delegation. It is also important to 
establish relationships with state and local government ofcials as much health policy 
occurs at this level. While these meetings often involve some request, that is not all 
they should be. Tey should provide information. Even after we became an indepen-
dent entity, I met with the Mayor regularly and each City Council member yearly. We 
also met with state legislators, cabinet members, and the newspapers’ editorial Boards. 

Frequently, leaders will be part of professional organizations that visit federal 
and state legislators. In these meetings remember you wear two hats—that of your 
professional society and your organization. 
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It is important to reach out to the broader community. During my CEO tenure, 
we had a monthly meeting in which we invited 15 to 20 leaders from a wide range 
of groups, including the business community, to a morning breakfast presenta-
tion on Denver Health. Even though most of them had been in the community 
for years, and Denver Health had been around for 150 years, the most frequent 
response after the meeting was, “I had no idea what Denver Health did.” We should 
not assume that the community knows what our organization does. 

Stories that tie what you do to what others identify with are a powerful way to 
engage the community (Chapter 8). As a safety net institution, the larger commu-
nity might not identify with our mission, but there were several aspects of our care 
that touched people’s hearts. One of those was delivering babies. About 50 percent 
of all U.S. births are covered by Medicaid. Denver Health, as the major Medicaid 
provider, delivered many babies. Often these babies were born into poor families 
that could not aford baby clothes, let alone a car seat or a stroller. We started a 
series of baby showers hosted, and attended by prominent women—the Governor’s 
wife, the Bronco coach’s wife. Hearing the story of a mother who washed and dried 
disposable diapers and a father who said he couldn’t believe that people who didn’t 
know him would give his baby a gift, connected them to our mission. 

Leaders also have robust data on the health of their community with informa-
tion such as the Commonwealth Fund’s State Health Rankings, the Robert Wood 
Johnson Foundation’s County Health Rankings, and the CDC’s Small Area Life 
Expectancy Estimates. Not only do leaders need to use these data to achieve health 
for the population, but they also need to share it with community leaders, political 
leaders, and the press. Sharing this helps to bust the myth that American healthcare 
is the best in the world, allows them to see them where we fall short, and starts to 
create societal will for change. 

Thought Exercise 

Have you used any national Community Health data to help you improve your 
area? Have you shared that data with any internal or external group? 

Even if you have planned meetings with these groups, there are fewer opportu-
nities to present information. As a result, a single anecdote, positive or negative, can 
take on great signifcance. All leaders (ideally everyone) in an organization must 
understand that they should never do anything that could become a negative story 
on the front page of the local newspaper that questions the organization’s values or 
commitment to the health of the community. 

Even though we all must support a free press and investigative journalism, the 
press can present challenges at times. One challenge is how to respond to some-
thing that is both false and negative. Judging when it is useful and important to 
respond and when responding will turn a one-day story into a multiple-day story 
takes guidance, experience, and thought. Discuss the issue with others, especially 
your boss and your communications group before you respond. 
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One frustration for leaders is when you have little or no option to present your 
side of the story. Tis occurs when the negative news involves a personnel matter or 
a matter in litigation. You simply must wait for the outcome. 

On rare occasions, an investigative reporter will add humor to your day. One 
reporter examining Denver Health expenses, triumphantly announced that he 
found Denver Health purchased thousands of condoms in a year. We pointed out 
that we ran the public health department and the sexually transmitted disease 
clinic, both of which dispensed condoms. I often wondered what he thought the 
punch line of that story was. 

Thought Exercise 

Have you had interactions with the press? Would you do anything diferently in 
the future? 

Affliated Organizations 
Many healthcare entities, especially hospitals, clinics, physician groups, and insur-
ers have afliations with other healthcare entities. Often these relationships are 
with medical, nursing, and other professional schools. Tese entail mutual respon-
sibilities for faculty and students which should be clear to both parties. Denver 
Health has an important relationship with the University of Colorado School of 
Medicine. For many years these relationships were conducted by handshake. While 
this can refect mutual trust, such unwritten relationships can be left open to a dif-
ferent interpretation of roles and responsibilities. When I was CEO, we formalized 
the relationships with the School of Medicine. It was also critical that there be a 
personal relationship. Te Dean and I met every month for the 20 years we were 
in our roles. Te Directors of Service at Denver Health met regularly with their 
respective Chairs at the School of Medicine and the Denver Health faculty were 
active members of the university departments. 

Healthcare leaders are gaining an understanding of the critical importance of 
the social determinants of health. Many entities that afect these factors are outside 
the boundaries of the healthcare institutions. Tis requires that healthcare lead-
ers develop meaningful and operationally functional relationships with housing 
groups, food suppliers, social service groups, educational institutions, and criminal 
justice departments. Tis creates other external relationships and other bosses. It 
is ideal if these relationships are codifed so that everyone is on the same page 
regarding issues of governance, employment, patient responsibilities, information 
ownership and use, fow of funds, and confict resolution. Formal agreements are 
important because leaders change, and institutional memory can be short-lived. 
Tis is demonstrated by the contract between Denver Health and the city includ-
ing its many departments from the police and fre departments to social service. 
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Without this detailed document there would have been many diferent views of the 
relationship and accountability over the years. 

While many of us might see an ideal world without any boss, or even just one 
boss, having a broad accountability helps us and our organizations improve, meet 
the goal of providing for the health and well-being of everyone we serve, and edu-
cate the public about healthcare. 
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Chapter 8 

Making the Trains 
Run on Time and 
Laying New Tracks 

Two key functions of leadership are making the trains run on time and laying new 
tracks. Every leader, regardless of her span of control, needs to be engaged in both 
activities to ensure her area performs well today and is ready for tomorrow. Te mix 
of these two functions depends on the role. For example, if you lead a frontline, 
patient-facing area, you will focus more on the frst efort. If you lead an entire 
organization, you will focus equally, if not more, on the second. Te activities in the 
frst area focus primarily on access, stability, reliability, efciency, quality, equity, 
and safety. Gaining an understanding of these problems, their solutions, and 
operationalizing those solutions are hard work, but it is relatively familiar terrain. 
Activities in the second area are more challenging and require seeing and under-
standing where healthcare is today, where it is heading, and, more importantly 
where it should be tomorrow. Preparing for and creating the future for your area of 
responsibility requires risk-taking because none of us have that special crystal ball. 

Achieving success in both areas requires: 

◾ Observation 
◾ Team approach 
◾ Communication 
◾ Timeline and roadmap 
◾ Data/evaluation 
◾ Decision-making and problem-solving 
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Tese are all discussed in this chapter, including the diference between the two 
domains. 

Observation is an important starting point. We often think that the trains in 
our own area run smoothly, and efciently, and have the best destination. But 
the patients’ experience of our systems of care, our outcomes, and observations 
of our processes would say otherwise. We need to receive this information on the 
shortcomings in our care delivery with humility and without bias and use all these 
sources to improve our current system and establish new directions. You need to 
know what is happening in your areas. Leaders need to trust and rely on their teams 
to assist them in these eforts. Tis requires having built high-functioning teams 
and knowing their capabilities (Chapter 6). 

Making the trains run on time and laying new tracks are both team activities. 
A leader functioning independently can’t deliver outcomes in either domain. You 
will need your core leadership team and teams that are formed to address a specifc 
issue. Te latter teams like committees (see below) require structure, clear charges, 
deliverables, and timelines. Tese will difer depending on the issue the team is 
addressing. A team addressing appointment access or antibiotic stewardship will 
not be the same as the project team for an IT installment or construction of a new 
building. At Denver Health, the teams for the issues in the frst bin were often our 
Rapid Improvement (RIE) teams (see below). 

In a real sense, all the employees in your area need to be part of the team in 
order to achieve both improvement and innovation. A critical part of engaging 
them is communication (Chapter 6). Te bigger and broader the initiative, the 
more important communication is. But even in small changes, it is needed. We 
learned this in our frst Lean eforts. Having 6 to 10 people defne and solve a prob-
lem and implement the change in one week is valuable (even miraculous), but if 
employees in the afected area are surprised on Monday morning, it will take more 
than cofee to make them smile. Efective communication requires a clear message 
and process for getting the message from the right person, to the right people, at the 
right time, and at the right frequency. 

Thought Exercise 

How did you communicate the last change you instituted? Was it efective? 
Tere are diferent time frames for achieving success in the two areas. It is pos-

sible, desirable, and sometimes necessary to deal with fres and operational crises 
in hours or days. Tere is a caution for leaders. Remember the frst version of the 
actual event is rarely accurate, let alone establishes its root cause. So, while you may 
need to jump to action, don’t jump into conclusions. 

You can manage and improve how well the trains are running in a time frame of 
weeks or months. However, innovations and system transformations take months 
to years. Te bigger the ship you are trying to turn, the longer it takes. If you are 
creating major change, you may also be steering against the current. You need a 
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roadmap with a timeline for a change you are initiating, whether the change is 
improving operations or system transformation. As Yogi Berra said, “If you don’t 
know where you are going, you might wind up someplace else.” Te timeline and 
the roadmap not only guide the process, but they also enable you to communicate 
the process and progress to everyone afected by the change. 

Focusing beyond today’s operations to see tomorrow’s reality is not only about the 
organization’s well-being. It is also about your well-being. Tere will always be some 
fre or crisis that demands your attention. But even if you are successful in putting 
out fres, if crisis management is all you engage in, it will not feel like progress, and 
you may succumb to frustration or burnout. You need goals to march toward in both 
leadership domains that let you see your progress month by month or year by year. 

Te metaphor of putting out fres relates to creating change in response to the 
proverbial “burning platform.” Te Deepwater Horizon catastrophe points out that 
the only valid response to a burning platform is to get of it. Ideally, you improve 
operations and pursue innovation without the urgency of a crisis but rather as part 
of a thoughtful process. 

Data and decision-making require in-depth discussion. After that the chapter 
will turn to making the trains run on time and laying new tracks. 

Data Is Your Friend 
An abundance of data is available to every leader. Tis is both a blessing and a curse. 
Te challenges are to know what data are important, what analyses and formats 
are useful, and the frequency of data monitoring. It is critical to identify the data 
that will defne the success or failure of your area of responsibility. You need both 
internal and external data. Internal data lets you manage and evaluate your area in 
real time. External data enables you to see what others consider important and to 
compare your performance to theirs. 

Lean methodology posits that a leader needs data in the following domains: 
quality, service/access, cost/productivity, growth, and employee development 
(Gabow and Goodman, 2015). For healthcare leaders, quality encompasses safety, 
and service/access should include equity and population health. Te fnancial com-
ponents at a minimum include revenue, expenditures, operating margin, cash fow, 
debt, liabilities, assets, and reserves. 

Tere are many available measurements in each of these areas. However, there is 
often a lack of clarity about which measurements are the most valuable, particularly 
in quality, access, and employee development. Tere will be times when the data 
you want is not readily available. Ten you need to weigh the beneft of having that 
data against the resource cost of acquiring and analyzing it. Often you must pick 
from what is available, understand it, and act on it. 

Denver Health’s Executive team, like all leadership teams, developed a limited 
number of measures to provide a picture of our performance and present actionable 
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targets for improvement. Te actionable part is important. If a measure has critical 
components outside your control, it may be interesting, but it is unlikely to drive 
improvement. A few meaningful, high-level measures are useful in providing an 
overall picture, but they give a panoramic view. You need granular data both to 
make the trains run and to lay new tracks. For example, you may know that the 
overall organization is proftable, but you need to know which components are 
generating a positive margin and which are losing money. You may know that your 
hospital’s overall mortality rate is better than expected, but that doesn’t tell you if 
all areas are performing well. In fact, there is almost always variability in fnancial 
and quality measures across an organization. Similarly, you may understand that 
your system should have innovative ways to deal with population health, but you 
need to know the needs of specifc population segments. 

Thought Exercise 

What data are you using to assess performance in your area? 
Not all data are equal—even the data from your own organization, and 

certainly not the data from external sources. It is critical to know how the data 
were gathered, how they were analyzed and their reliability. Te complexity of 
our healthcare systems and the lack of transparency across most components, 
make these important points. Any data that you are using has been formatted 
and/or analyzed, often using a variety of statistical methods. Unfortunately, 
few of us are facile, or even competent in this realm. Tere are numerous exam-
ples of the pitfalls that can occur even in what seems like straightforward data 
(Levitin, 2016). Te following examples underscore the importance of scruti-
nizing the data. 

Looking at healthcare systems’ advertising, one would get the impression that 
existing ranking systems accurately refect quality. For example, a study demon-
strated that U.S. News and World Report’s Best Hospital Guide is more heavily 
infuenced by reputation than objective data (Cua et al., 2017). 

Common measures of productivity include clinical revenue and RVUs. Given 
that as much as 30 percent of the healthcare delivered in the United States is either 
low value, no value or even harmful, you should ask if the revenue generated refects 
overuse or misuse, and whether it has contributed to patients’ health or only con-
tributed to the organization’s bottom line. One example of this variance between 
the patient beneft and proft is Executive physicals ofered by a number of presti-
gious healthcare systems (Korenstein et al., 2019). 

Healthcare systems generally do not have the granular cost accounting sys-
tems seen in manufacturing. Cost is often equated with charges and the hospi-
tal’s uncompensated care is reported as charges. Tus, the system with the highest 
charges may incorrectly appear to have provided the largest amount of uncom-
pensated care in a group of hospitals with a similar or larger commitment to the 
uninsured. 
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A common quality measure is readmission. In a national data base of aca-
demic institutions, Denver Health’s readmission rate was high. Dissecting the 
data revealed the rate was driven by frequent readmissions for urgent dialysis for 
undocumented immigrants who could not receive routine outpatient dialysis. Te 
rate could only be improved by governmental action which would expand dialysis 
eligibility to this group. 

Tese examples underscore the importance for a leader to understand the data 
she uses to make decisions. If she does not, she may fnd herself heading in a wrong 
direction. 

Thought Exercise 

How do you determine which data to use in your decision-making? How do you 
scrutinize that data for accuracy and relevance? 

If you are in a major leadership role, most likely one or more individuals will be 
reporting to you. Tey will be a source of data. Tis leads to the tension of trying to 
know everything vs. having too much data fltering. I believe it is better to know more 
than less. Knowing is not micromanaging; it is seeing and understanding the whole 
picture for what you are responsible. Nancy Agee said what keeps her up at night is 
what she doesn’t know (Chapter 11). Tat should be a concern for every leader. 

A decision that leaders need to make regarding data is its distribution. Because 
data is power, some leaders limit its access. Tis is a mistake for data that do not 
demand confdentiality. Early in my tenure as Director of Medicine, I wanted to 
gain an understanding of the Department’s fnances. Tis seems an obvious need, 
but at that time as part of city government, Denver Health was not routinely billing 
for the services it provided. I started with something simple and straightforward: 
how did the number of billed EKG’s compare to the number the cardiology service 
performed. When I found out that we weren’t billing any, I went to the CFO. He 
apparently shared my fndings with the CEO whose response was to end my access 
to the data. Tis clearly did not help improve the organization. A good leader wel-
comes many eyes on the data. 

Part of sharing data is presenting it in a meaningful way to others. Both clini-
cians and scientists have been accused more than once of failing to do this. How 
you present the data depends on the audience. A presentation at a scientifc meet-
ing is not the same as one to your Board, a legislative committee, or a community 
group. You are not changing the data, just the presentation. In general, a more 
visual format such as a pie chart is easier to understand than a table. Giving the 
data personal meaning is useful for non-healthcare groups. For example, we did 
not present Denver Health’s observed-to-expected mortality data to community 
groups as a bar graph with a p value. We showed a slide with people’s faces for the 
number of people who would have left the hospital alive at Denver Health com-
pared to the prediction. Te audience could see themselves or their loved ones in 
such a picture. Being able to make data into a story—a true one—is important. 
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Tis is what Mayor Webb meant when he told me, “Patty, most decisions aren’t 
made from data” (Gabow, 1999). People need to be able to see what it means to 
them. Te more we do this as leaders, the more likely it will be that we can change 
our healthcare system. 

Thought Exercise 

What is your approach to sharing data within your team and with others in the 
organization? 

Research is a Teacher 
A research background is excellent preparation for healthcare leadership. As 
academic medicine illustrates, this is not to say that every researcher can be a 
good leader. But research teaches an array of skills for assessing the situation and 
understanding and utilizing data that serve any leader well in the two leadership 
domains: 

◾ Toroughly understanding what is known in the area 
◾ Functioning in a team 
◾ Identifying both a problem and an opportunity for improvement, discovery, 

and/or innovation 
◾ Designing approaches to examine and test solutions 
◾ Gathering and understanding data 
◾ Understanding basic statistical methods 
◾ Transforming data into a useful format 
◾ Selling your ideas to others 
◾ Learning from failures and successes 
◾ Persevering through ups and downs 

Understanding what is already known requires digging. Early in my research 
career, I learned that what is accepted as dogma can have little data behind it. Te 
literature emphatically stated that the acid-base disturbance of aspirin intoxication 
was respiratory alkalosis. Digging into the data demonstrated that this was based 
on a physician’s pronouncement years ago, and it was wrong. Tis lesson is true not 
only in the clinical realm, but also in the management and leadership realm. A clas-
sic example, dubbed Brooks’ Law for its creator, came from the IT world. Brooks 
showed that the common response of adding more people to a late project, makes 
it fnish even later, not earlier (Brooks, 1995). 

Research is frequently a team efort. It teaches you both to lead a group and to 
work efectively with others. It often involves the participation of individuals early 
in their career, teaching you mentorship. 
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Both good research and clinical care require moving beyond the symptom to 
the cause of the problem. We can expend a great deal of efort on treating symp-
toms, rather than the core problem (Chapter 5). One Lean technique for getting 
to the core issue is “Te Five Whys,” asking why fve times. For example, if there 
are long wait times for appointments, the answer to the frst why may be that there 
are not enough appointment slots. Te answer to the second why might be because 
clinicians have too few scheduled clinics. Te whys keep peeling the onion until 
you move beyond the symptom of the problem to the root cause. 

We should institute solutions that have been tested and evaluated. Much of the 
overuse and misuse in clinical practice refects a failure in this area for new thera-
pies and technology. Tere may be even less evaluation for many management and 
operational approaches. Tink about the assertations on the benefts of open-ofce 
design which are now questioned (Westfall, 2018). Similarly, think about the con-
struct that horizontal and vertical consolidation of healthcare providers lowers costs 
which it has not (Boozary et al., 2019; Schefer et al., 2018). As leaders, the data we 
rely on should include not only the work of others, but also our careful evaluation 
of our own interventions. 

As a fellow, I was told if one-third of my studies supported the hypothesis I 
advanced, I would be doing well. Another part of that insight is that we should 
learn from our failures and persist until we fnd the answer. 

One intangible beneft of research is the satisfaction that comes from discov-
ery—a potent vaccine against frustration, cynicism, and burnout. To quote Kurt 
Vonnegut, “You will get an enormous reward. You will have created something.” 

For all these reasons, I encouraged those I mentored, as well as those who 
reported to me, to engage in research at some level. Tis doesn’t have to be worthy 
of a Nobel Prize. It can simply be examining the work you are doing, how you have 
improved it, and sharing it in some formal way. As discussed in Chapter 9, sharing 
your learnings is an obligation of every leader. 

Thought Exercise 

Have you engaged in research? What has it taught you that you apply in your lead-
ership role? 

Making Decisions 
While gathering and discussing data are important, don’t succumb to data and 
discussion paralysis. A leader needs some level of comfort with ambiguity. You will 
not always have every piece of data you would like for a decision. In fact, you rarely 
do. Tere are times to act like a trauma surgeon in the operating room and proceed 
based on what you have in front of you. Tere are also times to act like a psychiatrist 
conducting psychoanalysis, slowly gathering insights. Depending on the urgency 
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of the situation, the gravity of the issue, and the likelihood of obtaining other rel-
evant data in a timely fashion, you can arrive at the appropriate approach. When 
something is obvious, just do it. One of my mentors, Dr. Sbarbaro, said, “Don’t 
be afraid to make decisions. If you never make a decision you will never be right” 
(Gabow, 1995; Gabow, 2012). Leaders should relish decision-making. It is how you 
operationalize leadership. It shows your values and priorities. 

To avoid the opposing pitfalls of acting precipitously or being paralyzed, a 
leader should: 

◾ Be willing to be a decision-maker. 
◾ Accept that not every decision will be correct. 
◾ Learn from mistakes but don’t agonize over them. 
◾ Adopt a decision-making approach. 

If you are not comfortable making decisions, leadership is not for you. Kicking 
tough decisions to a committee or down the road is not useful. I told medical train-
ees, you will make some mistakes, and some will be very bad, but you must learn 
from every mistake, and never make the same one twice. Over your career, there 
should be many fewer mistakes than right decisions. Tis clinical lesson applies in 
leadership. 

Te best decision-making requires a leader’s willingness to say no, results from 
clear priorities, and has defned approaches to solving problems. Inherent in mak-
ing decisions is that sometimes you say, “Yes,” and sometimes, “No.” It is critical 
that both the leader and those being led know the values, priorities and metrics 
used in deciding between yes or no. Te reason for a yes should: 

◾ Fit with the organization’s mission and values. 
◾ Be supported by data. 
◾ Be benefcial to patients and/or the population served. 
◾ Improve quality. 
◾ Improve efciency. 
◾ Align with strategic goals. 
◾ Have a higher priority than other requests. 

All of these will not come into play in every decision, but they should be used when 
relevant. 

A yes should not be about the loudness of the voice or the stature of the asker. 
Conversely, the reasons for no refect the other side of the coin but are worth listing: 

◾ Not a ft with the organization’s mission 
◾ Not backed by data 
◾ Having no or little patient or population beneft 
◾ No improved quality or efciency 
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◾ Not a ft with strategic goals 
◾ Not a priority above the other needs 

A no should not be about the softest voice asking. 

Thought Exercise 

What are your criteria for saying yes? Do those you say no to understand the rea-
sons for your answer? 

Being comfortable with “no” is a critical leadership skill. I said no often. Te 
Director of Medicine gave me a box of yellow Post-It-Notes stamped with “Yes,” 
and asked me to use them. I returned the box to him unused when I retired! When 
I frst became CEO, Dr. Sbarbaro told me that soon no one would like me because 
I would have told so many people no. Most of us prefer to be liked—no surprise 
there. Although I have observed that men were not particularly willing to be the 
person saying no, women are vulnerable to the likability trap. Over time I said no 
to virtually everyone. It became clear that it was not personal. 

One of the most difcult situations in which to say no is when the request is 
legitimate, even needed, but the resources are not available for it. While this may 
not occur often in healthcare organizations with an abundance of resources, it will 
likely arise at some point. Tis is when it is most important to have a process that 
everyone knows and is fair and transparent. 

When I became CEO, we held a meeting with the physicians and an ethicist 
to discuss which ethical principle would guide our decision-making: the most care 
for the most people or the most care for the sickest. We decided that as a safety net 
institution, the frst was most appropriate. Discussing the ethics of decision-making 
and resource allocation would be useful for healthcare leaders at all levels in every 
healthcare institution. 

Decision-making and resource allocation processes are particularly relevant 
to women as they may not always be the loudest voice, the best negotiator, or as 
likely to get what they need to be successful. Terefore, women leaders should 
be especially committed to set an example of fair, transparent, and process-based 
decision-making. 

It seems that frequently in healthcare the highest priority is proft or market 
share. We should expect that the priority would be what is best for the patients and 
the population. As discussed in Chapter 1, women leaders tend to produce better 
use of resources. Hopefully, having more women in leadership roles can help to 
move priorities from proft to patient. 

Not surprisingly, there can be confict between proft and the patients’ needs 
and the population’s needs. Tere can also be conficts between individual patient 
and population needs. Here are two illustrative examples. Te frst illustrates the 
tension between patient needs and proft. During my time as CEO, Denver area 
hospitals were closing their inpatient psychiatric units as mental health payments 
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were low, particularly from Medicaid. Denver Health remained the only adult 
inpatient psychiatric unit. It was losing money since Denver Health accepted not 
only Medicaid patients but uninsured patients as well. So, what to do—a great 
need coupled with signifcant losses. Te answer came from an unexpected source, 
the CFO. She said, “If we don’t provide this care, where will the patients get care?” 
Subsequently, as the only remaining provider, and a high-quality one to boot, 
Denver Health was able to attract commercially insured patients and turn the psy-
chiatric service into a revenue-generating department. As is often the case, when 
you choose to do good rather than do well, you achieve both. 

Te second example illustrates the tension between individual patients’ needs 
and population needs. It is illustrative of the recurring decisions regarding new 
(and always more expensive) technology. Often new technology may only beneft 
a few patients (perhaps, we don’t even know if it is benefcial), but it consumes 
resources that could have great impact on a larger population. Years ago, when 
other hospitals began acquiring MRIs, Denver Health was the only major institu-
tion without one (Gabow, 1999). Te physicians saw the beneft of this technology 
for patient care. But a competing need was for school-based clinics in a poor area 
of the city, which would facilitate the well-being of many children. Given limited 
resources, there was a choice to be made. We chose the school-based clinics, follow-
ing our guiding ethical principle of the most good for the most people. Of course, 
we eventually did acquire an MRI. 

Thought Exercise 

What decision have you made where there was tension between critical priorities? 
How did you resolve the tension? 

Not only must a leader be willing to decide between conficting priorities, but 
also conficts between individuals. Hopefully, these are very few, but if they occur 
you cannot ignore them. A leader cannot tolerate interpersonal conficts on the 
team. Tere must be a prompt and sustained resolution. Begin by asking the indi-
viduals to resolve their diferences. If you need to mediate, listen to both sides, 
gather the data, and help them come to a resolution. If the diferences cannot be 
resolved, one or both team members may need new roles or new jobs. 

Disagreements can occur in the team about processes or decisions. While you 
must encourage dialogue and discussion to arrive at the best solution, once a deci-
sion is reached the team must be on the same page. Tere can be no loyal opposition. 

A common issue in decision-making is the role of voting. We voted on one issue 
during the eight years that I was Chief of Medicine. Many of the division heads 
voted against the proposal on the table. It passed as I exercised the Lincoln preroga-
tive of having one more vote! I don’t think we ever voted in Executive staf when 
I was CEO. I am all for democracy. But it seems there is only a need to vote when 
there is no agreement on an issue and the leader doesn’t want to make the decision. 
We spent so much time together as an Executive team that we were always on the 
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same page. In fact, when we had outside visitors, guests, or regulatory bodies, a 
universal comment was how everyone in the organization was on the same page. 
Having said this, you must respect the organizational culture on the issue of why 
and when to vote. 

Although Lean was not in the toolbox at the beginning of my career, it became 
our principal problem-solving and decision-making approach. It ofers an amaz-
ingly versatile and robust set of tools for making decisions to both keep the trains 
running and laying new tracks (Gabow and Goodman, 2015). Two tools illustrate 
this, the A3, defned below, and later in the chapter, the Rapid Improvement Event. 
Te nine components of an A3 enable structured problem-solving and concise, 
clear communication of the problem and the solution—all on a single 11 × 17 piece 
of paper (Table 8.1) (Gabow and Goodman, 2015). 

Te A3 resembles a scientifc abstract. It frst lays out the problem (Reason for 
Action); the observations that support that it is a problem (Current State); where 
you want to be and the gap between that and the current state (Target State and 
Gap); the proposed solution; the experiments that verifed the solution rectifes the 
problem; the plan for completing any components not yet done; the confrmation 
that the new process is totally or mostly in place and works as planned; and any 
insights. Tis became our standard method of presenting problems and solutions 
for everything from improving pediatric asthma care to capital equipment requests. 
Having such a tool creates a common language for problem-solving across the orga-
nization—speaking the same language is a major asset in creating a common vision, 
enabling transparency, and trust. Tink about the barrier to problem-solving that 
can come from diferent languages between the fnance team and the clinical team. 

Committees or “working groups” are a standard approach to problem-solv-
ing. Tey can be a valuable and functional approach to complex problems with 
many perspectives and components. Precisely because of these aspects, the process 
requires structure: 

◾ A clear, defnitive, and achievable charge 
◾ Te right number and mix of participants 
◾ A leader who can keep the focus 
◾ A defned timeline 
◾ A defned deliverable 

A committee should not be formed to ofoad the decision from the leader, delay a 
solution, or commit a problem to indefnite limbo. 

One type of committee, the standing committee, deserves comment. A new 
leader should assess the number, function, and output of all these committees 
in her purview. Although some are required by regulation, many that were 
established in the past linger on with little purpose. As the saying goes, “Tey 
waste hours and save minutes.” Decommissioning committees that provide 
little or no value is an important component of deciding what not to do. Te 
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Table 8.1 Components of A3 

Reason for action 
Current state 
Target state 
Gap analysis 
Solution approach 
Rapid experiments 
Completion plan 
Confrmed state 
Insights 

need to stop doing things that have little or no beneft goes beyond decommis-
sioning committees. Many of the activities within our healthcare system add 
little value. Terefore, we must adopt a process to identify those activities and 
stop doing them. 

Another robust, rapid, and democratized approach to problem-solving is a Lean 
tool, the Rapid Improvement Event (RIE) (Gabow and Goodman, 2015). Tese 
events difer from committees in the members, their time frame, and the focus 
of power. Most committees are composed of leaders; often they have every pos-
sible stakeholder at the table. In contrast, RIEs have 6 to 10 members, a mix of 
frontline people, managers, and leaders. Not every stakeholder is at the table. Some 
of the participants are not even from the area in which the problem lies. Tese 
are new eyes—a plus in problem-solving. While committees and RIEs both have 
a start date, committees often have a long duration (some never end). RIEs last 
fve days and follow a standardized structure. A committee’s proposed solution is 
often not tested, and it usually requires approval before implementation. RIEs test 
the proposed solutions during the week. Tere is no approval process and ideally, 
the solution is implemented by the end of the RIE week. We had only two RIE 
rules: no new resources and the solution must comply with all legal and regulatory 
requirements. 

Not infrequently a proposed solution to a problem is more people, more space, 
or more technology. Most often the real need is a better process. Given the $1 
trillion of waste in our system, a better process that eliminates waste will provide 
the resource. Given the regulatory environment, when a group looks at a process, 
they may conclude that some regulation adds waste and should be eliminated—not 
an option. It doesn’t work to tell a regulatory body that their rule is wasteful and 
hence, you decided not to follow it! 

Another beneft of the RIE problem-solving approach is that each event is part 
of a much larger process, creating broad solutions. For example, a series of RIEs 
were in Supply Chain and another series were in a patient-facing area, Perioperative 
Services (Gabow and Goodman, 2015). 

As a leader you may not choose Lean as one component of your problem-solving 
toolset, but it is advisable to have defned approaches to problem-solving that are 
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timely and robust, have a common language, and that everyone knows and under-
stands. It is difcult to have trust if no one knows how decisions are made. 

Making the Trains Run on Time 
Te frst order of business is to know how many trains you have, where they are 
going, who’s driving them, who’s using them, and myriad other operational issues. 
In other words, a leader needs to start by understanding what her areas of responsi-
bility are and what her span of control is. 

◾ What components of healthcare are your areas responsible for delivering to 
the organization and the population? 

◾ How does your area interface with other areas in delivering those components? 
◾ What data will enable you to assess the performance of your area and see the 

gaps (see above)? 

A leader needs to know her team, what they do now, and what they can do (Chapter 
6). She needs to go to where the work is being done, see it, and see the people doing 
it (Chapter 6). Tis takes time and efort. Even if you have been promoted from 
within the organization, do not assume you have obtained this understanding by 
osmosis. Without a broad and deep understanding of the scope of your responsibil-
ity, you will not be able to provide guidance and direction, anticipate problems, 
and sustain and improve operational processes. In fact, when leaders fail it is often 
because they don’t grasp the scope and scale of their responsibility (Beard and 
Weiss, 2017). 

It is not sufcient for this view of your responsibility to be at a 30,000-foot 
level. As Stephanie Tomas, Denver Health’s COO said, “You can swallow the 
camels, and choke on the gnats.” So, you better know about those gnats. Lily Marks 
and Peg Burnette pointed out that this is something women seem to be better at 
doing. “Men leaders like to function at the 100,000-foot level where the birds fy, 
but the people are on the ground. Many male leaders live on the top foor of the 
organization. Sometimes [you need to take the elevator] to the ground foor or the 
basement—that is where many problems are” (Lilly Marks). Kim Bimestefer actu-
ally operationalized this. When she was at Cigna, she did not put her ofce on the 
top foor with the Executives, but in the middle with the sales force. “Women are 
more attentive to details than men … these details can be important and ignoring 
them can have serious consequences” (Peg Burnette). Your understanding needs to 
be granular or you will not see the problems or the opportunities to improve. Tis 
means you need granular data. You need real-time, high quality, relevant opera-
tional information (see above). 

If clinician leaders stay involved in frontline care, they can glean an impor-
tant and unique perspective on day-to-day operations. I have seen this continued 
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clinical involvement more often in physician leaders than in leaders from other 
clinical disciplines. At Denver Health every physician leader, except me, contin-
ued to be clinically active on a regular basis. When I became CEO, I continued 
seeing patients initially, but could not sustain it. However, I think some level 
of clinical activity would have been desirable. Many of the physician leaders 
were not only clinically active, they were also active researchers. Clinical leaders 
in all disciplines should continue to be engaged to some meaningful degree in 
frontline care. Tere is no better way to identify operational issues in the care 
we provide. 

A critical group for both identifying and fxing the day-to-day operational 
issues is the mid-managers. If you are at that leadership level, don’t hesitate 
to lead from where you stand (Chapter 5). If middle managers report to you, 
you should understand the value and needs of this group. Tey are a vital link 
between the frontlines and upper management. Tis is one reason why we 
trained all Denver Health mid-managers as Black Belts. Every organization 
should train and develop this level of leaders not only because they can facili-
tate making the trains run on time, but also because they are the future leader-
ship pool. 

Tere are times when you need outside help to maximize the performance of 
your area. We came to this point a number of times. Tis help can come in the form 
of consultants who can provide insights or contractors who can assume the direc-
tion of certain functions. Be certain you need them, because bringing in outsiders 
sends a message to the organization. If you decide to go this route, you need a clear 
understanding of why you need them, and what they can and must bring to the 
table. Te contracting for certain services has become common in healthcare. In 
the few instances in which we did this, we only contracted for a few leaders and the 
contractors’ support services. Te majority of employees remained Denver Health 
employees, keeping the family together. 

Tere are a few helpful rules about hiring consultants and contractors. Unless it 
is something circumscribed and focused such as an Executive coach for one or two 
people, use an RFP process. When you are interviewing the fnalists insist that the 
people who present the proposal will be the ones with whom you will be working. If 
they send the sales team or other people, they are not for you. Always deal with the 
highest-level person in the organization that your position permits and meet with 
that person regularly throughout the engagement to review performance. Don’t 
be afraid to escalate important issues up the chain of command (of course, with 
your boss’s knowledge). I once escalated an issue up to a meeting at the level of the 
corporate Board. 

Thought Exercise 

How are you assessing the scope and span of your area of responsibility? What 
needs to be improved in your area to make your trains run on time? 
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Laying New Tracks 
Making the trains run on time clearly deserves a leader’s attention. It is difcult 
to lay new tracks if the current operation is dysfunctional. But attending to opera-
tional issues should not be all-consuming. A leader, particularly a new one, may let 
precious time elapse before she thinks about new tracks. Tis is an error to avoid. 
On the other side of the coin, a new leader must avoid the temptation to start new 
directions simply to separate herself from the previous leader. It takes wisdom and 
humility to recognize when you are doing this. 

Laying new tracks is about new directions, pushing boundaries, exploring the 
frontiers, innovation, and transformation. Te goal cannot be the status quo, staying 
in the same place, tweaking old approaches. To push the analogy, there is no point 
in laying new tracks if you keep a steam engine and go to the same railway station. 

How do you know which direction to go, which boundaries to push and which 
frontiers to explore? No one can provide you with a formula, but the frst step is 
asking two key questions: 

◾ Do I want real change and transformation? 
◾ Where can my organization be the most transformational? 

Do you want the organization to be a bigger caterpillar, crawling along, gobbling 
up everything it can, or do you want it to emerge as a butterfy and soar to a dif-
ferent place? Looking at much of healthcare, it seems we often choose the frst. 
Getting bigger may grow the bottom line for your area or organization. It will likely 
please your boss, but it is not transformation. 

You cannot and should not push every boundary. An organization has (or at 
least it should have) a true North Star—what is most important, what it does better 
than anyone else. Let the organization’s North Star and your own guide the focus 
and direction. 

If you are leading one component of the organization rather than the entire 
enterprise you must ask one other question, “Do the new tracks I want to lay align 
with where my boss and the organization are laying new tracks?” Laying spurs of 
the main track isn’t usually a useful destination. 

Thought Exercise 

Do you have the right balance for your role between making the trains run on time 
and laying new tracks? 

You can identify new frontiers and new approaches to your core work by: 

◾ Looking both inside and outside of your organization 
◾ Looking at other felds of innovation 
◾ Looking at the rest of the world 
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Looking inside your organization lets you see where you excel and where you have 
the potential to ofer innovative solutions to system problems. Given all the prob-
lems within American healthcare, looking to other healthcare organizations may 
not seem a likely place to see the future, but there are bright spots that ofer new 
perspectives and creative solutions to old problems. Some of these bright spots 
include the medical–legal partnership that links legal and clinical intervention 
(Regenstein et al., 2018); the identifcation of and intervention approaches for “hot 
spotters,” as was done in Camden, New Jersey, and replicated by others (Kaufman 
et al., 2014), the concept of food as a prescription (Goddu et al., 2015), and gun 
violence intervention in the Emergency Department on the initial visit of a victim 
of this violence (Carter et al., 2015). It is noteworthy that among these examples, 
many bright spots were looking outside their walls to the needs of the community 
in achieving health. 

Tere are many industries in America’s and the world’s history that have 
been and remain innovators. If we can move past the view that “healthcare 
is diferent,” we can see some new directions that are applicable in the work 
of caring. For example, the aviation industry helped healthcare in the quest 
to improve safety. Dr. Atul Gawande’s Checklist Manifesto illustrates this 
well (Gawande, 2010). Te adoption of Toyota Production Systems, Lean, is 
another example of an industry method transplanted into healthcare (Gabow 
and Goodman, 2015). 

As a nation, we tend to believe that other countries do and should look to us for 
solutions, but there is much to learn from others, especially those nations that are 
solving healthcare problems using many fewer resources and at lower costs. 

In looking inside and outside of healthcare and at other innovators, you must 
beware of falling into the “bandwagon” trap, the silver bullet approach, or the pur-
suit of solutions that lack solid data on success. Hiring strategy consultants is a fre-
quently used way to identify new directions. Tink carefully about this approach. 
Before you take that step ask, “Do the consultants have a broad and innovative 
vision that aligns with my organization’s core mission?” Frequently, these groups 
can be in the “follow the bandwagon” mode with a cookie-cutter approach. Of 
course, there are groups that do ofer valuable insights. If you opt to use a consul-
tant in laying new tracks, identify one that understands your True North, and has 
the right goals and methods. 

Denver Health could not answer that question for a strategy consultant group 
with a yes. Nor did we see a vision of transformation in the groups. Terefore, we 
did not use a strategy consultant, but we believed that new thinking and new eyes 
were needed. We established an advisory group that included healthcare and non-
healthcare members, such as the head of Global Health for Microsoft, the Associate 
Director of the Fed-Ex Center for Supply Chain Management, an author, and an 
astronaut (Gabow et al., 2005). Tis helped us see new paths to healthcare innova-
tion and led us to the adoption of Lean. Once we decided on a new direction, then 
we hired a consultant to help us operationalize it. 
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A useful approach to major change is to visit an existing example of what you 
are trying to achieve. Tis can convert a nay-sayer. Before a trip to Fed-Ex one phy-
sician leader said, “Our patients aren’t packages.” After the trip he said, “If we knew 
as much about our patients as Fed-Ex does about its packages, we would transform 
care” (Gabow and Goodman, 2015). 

Thought Exercise 

Where do you look to decide to lay new tracks? 
Te key aspects of laying new tracks are to: 

◾ Use others for models. 
◾ Seize opportunities. 
◾ Be bold. 
◾ Create a logical progression of steps. 
◾ Grasp that one success creates the opportunity for the next step. 
◾ Understand that your transformation often requires others to change. 
◾ Establish allies and partners. 
◾ Know the time horizon is not short. 

Several examples at Denver Health illustrate these approaches and steps: 

◾ Create a new fnancial model. 
◾ Become an independent entity. 
◾ Adopt and adapt Lean. 
◾ Change the care delivery model. 

Create a New Financial Model 

Denver Health, like many safety net institutions, was in the red to the tune of 
$39 million. It quickly became apparent that being a poor institution was like 
being a poor person in our society—many people assumed our debt was due to 
incompetence. Te Mayor wanted to sell Denver Health. Fortunately, no buyers 
lined up. 

Te solution to debt is money—no surprise, but where to fnd it without 
abandoning the core mission of caring for everyone, including the uninsured. 
Looking at other safety net healthcare systems and other states ofered a solution, 
Disproportionate Share Funding (DSH). While DSH is commonly used now, at 
the time Colorado was not availing itself of this source of funding. As is often the 
case with transformation, the solution necessitated convincing others outside our 
organization to make some signifcant changes. In this case, it was convincing the 
chairperson of the State’s powerful Joint Budget Committee. He labeled DSH “the 
cocaine of public hospitals.” It was his goal to keep us from getting addicted. One 
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useful approach in infuencing others is to meet them where they are, both posi-
tionally and geographically. Te latter involved a trip to the chairperson’s district in 
the extreme southeastern corner of the state. At lunch in the town’s only restaurant, 
he asked, “Why are you here?” When we said to discuss DSH, he informed us, “I 
hate DSH.” Our response, “By the end of lunch, you will love it as much as we do.” 
He did. Tis meeting was not our frst with him on the subject, but this one was in 
his territory, a long way from our home base. (Remember the rule, never make an 
ask on your frst meeting; Chapter 7.) In the next legislative session he introduced 
major DSH legislation that enabled us to create a new fnancial model capitalizing 
on our care of the uninsured, rather than an often-used approach of decreasing 
access to the uninsured. 

Become an Independent Entity 

Sustainability, growth, and innovation required Denver Health to be freed from 
the numerous governmental constraints that limited agility and fexibility (Gabow, 
1997). A transformational journey, like any risky trip, needs a good road map. 
When you are making a radical change, it is useful to have a local example to help 
create the roadmap and use the other’s success to build faith in the process and 
outcome. Colorado General Hospital had become an independent governmental 
authority, the University of Colorado Hospital, several years earlier. Teir leader-
ship helped us with many aspects of our transformation. While others can be a 
model, you will likely need to adapt the approach to varying degrees to your own 
circumstances. Denver Health’s adaption of the University of Colorado Hospital’s 
approach refected it being a city entity rather than a state institution, and Denver 
Health being an integrated delivery system with many components rather than 
simply one hospital. 

If the organizational transformation afects a public asset or one that the public 
highly identifes with, you need a powerful champion and advocates. Our champion 
was the Mayor. Our supporters were employees and many others in the commu-
nity, including the business community. Any transformation will have nay-sayers. 
Involve them in the process early—better to have them inside than outside. Even 
smaller changes within an organization beneft from internal champions and the 
inclusion of nay-sayers in the process. Tis organizational transformation benefted 
Denver Health, the city, the community, and the patients. When an initiative at 
any level in the organization has a positive outcome, widely share it. Tat creates 
trust and makes future eforts easier. 

Adopt and Adapt Lean 

Tis example illustrates looking outside of healthcare for approaches to improve 
our care. When Denver Health began its Lean journey only two hospital systems 
had their toes in that water. Neither were safety net institutions nor were they 
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integrated delivery systems that included everything from the paramedic services 
to jail healthcare. Tey had not instituted the model of training the middle man-
agers as Black Belts as leaven for change. Tere were many consultants who had 
implemented Lean in industry, but there was a paucity of expertise in how one 
could do this in healthcare. Tis was truly laying new tracks, and the benefts were 
enormous. Over seven years we realized the power of harnessing the expertise of 
the frontline workers; we had tremendous employee engagement; we attained out-
standing quality of care; we realized over $194 million of fnancial beneft (Gabow 
and Goodman, 2015). Other industries have much to teach us, so we need to scan 
the horizon when we lay new tracks. 

Change the Care Delivery Model 

Te fnal example underscores seizing an opportunity. In 2010 as part of the 
Afordable Care Act, the Center for Medicare and Medicaid Innovation (CMMI) 
was created. Te Center initially provided grant funding of up to $20 million for 
an innovation project. Pursuing such opportunities not only provides funding for 
a transformative efort, but also requires you to clarify your thinking about the 
problem, the solution, and the evaluation. We applied for a $20 million CMMI 
grant. We were awarded almost that amount. Implementing the grant changed 
our primary care model to match patients’ needs (Johnson et al., 2015). If you are 
successful, your innovations not only help your organization, but they can serve as 
models for others. 

Another important point of this example, particularly for women, is don’t 
aim too low. Tis grant, my NIH Program Project grant, Denver Health’s goal 
and motto, all underscore aiming high. When my frst NIH application was 
turned down, my mentor, Dr. Schrier said it wasn’t bold enough. I then submit-
ted a large program project grant that was awarded and sustained for 15 years. 
Denver Health’s motto was “Level I Care for All,” not for some. Our goal was to 
be the model for the nation—quite audacious for a safety net hospital. When my 
father-in-law’s home in Aspen wasn’t selling, he raised the price, and it promptly 
sold—apparently aiming too low matters even in real estate. A local woman 
author I recently met wrote a short story that she could not get published so she 
turned it into a successful book. 

Changing Landscape and Risk 

Laying new tracks requires looking outside of healthcare for innovation and radi-
cal changes. A leader must always be scanning the horizon. Where are societal 
changes happening? What are the next decade’s challenges and opportunities? 
At this time leaders need to ask how healthcare should respond to globalization, 
changing demographics, augmented intelligence, and climate change. Tese cur-
rent issues will continue to impact every aspect and domain of healthcare so no 
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leader can ignore them. When a leader sees such changes in the landscape, she 
should ask two questions: 

How can I utilize these changes to create opportunities to improve the health-
care system and the health of the population? 

How do I mitigate the risk inherent in the change? 

Te importance of assessing risk is underscored by the number of sessions on 
catastrophic risk at the Davos Economic Forum. Tey went from a few sessions in 
the 1990s to half the sessions in the 2010s. Leaders need disciplined and defned 
approaches to identify risk. Tere are available tools that permit assessment of 
fnancial, market, environmental, technological, physical, cyber, and reputational 
risk. In considering approaches to risk a leader needs to balance the likelihood of its 
materializing, the impact on the institution or her area if it does occur and the cost 
of mitigating any risk. Risk assessment should occur not only at the organizational 
level but to some extent in the relevant domains in your area of responsibility. 

Keeping the trains running on time and laying new tracks guarantee that a 
leader, no matter how large the organization she manages, will never have a dull 
day! Te challenges and the opportunities to improve what we currently do and cre-
ate better health for tomorrow are what make many women step up to lead. 
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Chapter 9 

Sharing and Receiving 
Lessons Learned 

As discussed in the previous chapters, our healthcare system has many problems rang-
ing from cost, access, disparities, and quality to barriers to the advancement of women 
and minorities, including bias and sexual harassment. Te systems are complicated 
and complex. Every leader struggles to see and understand the issues and implement 
solutions. None of us should have to reinvent every wheel. Terefore, a leader should 
view sharing what she has learned as part of her responsibility to improve healthcare. 
Sharing helps those who receive new insights as well as those who give them. It enables 
others to see a path they might not otherwise have discovered and can help them avoid 
pitfalls that are costly in time, money, and patient outcomes. Also, when we share our 
learnings, others can scrutinize our work. Tey can identify faws in our thinking, 
show us improvements to our path, and we can learn from them. 

Sharing Your Lessons Learned 
Barriers to Sharing 

While the case for sharing is strong, there are three barriers to sharing: 

◾ Time and efort 
◾ Expectation 
◾ Competition 

In order to share, we need to refect on what we have learned, realize that what we 
learned can be valuable to others, and develop approaches and venues for sharing. 
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Tis involves more than a casual conversation at the cofee pot, a phone call, or an 
email. It takes time and efort—both in short supply. Tese are reasons why leaders 
may not share as often as they should. 

Of note, the barrier of expectation does not apply in academic medicine. You 
cannot achieve a leadership role in that domain without sharing your learnings. You 
must have publications to become a Section Chief, Division Head, Department 
Chair, or Dean. Te expectation is clear for these roles. However, it is not the stan-
dard expectation for many administrative leadership positions, most C-suite roles, 
or CEO positions. It is not considered a core part of making the trains run on time 
or laying new tracks. Few, if any, of our many bosses outside of academic medicine 
hold us accountable for sharing. Since it is not an expectation, it falls of our to-do 
list. If it is not your own priority, this important leadership function won’t happen. 

Te competitive environment in healthcare, particularly at a local or regional 
level, inhibits sharing freely. While people may be willing to ofer a big picture 
concept such as documenting patients’ social and community issues in order to 
provide comprehensive care, they don’t get down to the “nitty gritty.” Often gain-
ing the competitive edge makes people keep good ideas and their implementation 
within their walls. 

Thought Exercise 

What problem have you solved that would be useful for others to know about? 

How to Share 

When we do commit to sharing, we often think of it as something with an exter-
nal focus, some big speech, or large event. It certainly can be those, but you don’t 
need to start there or even end there. Teaching your own team is an important and 
relevant aspect of sharing. 

One of the most obvious ways to teach is in orientation sessions. As CEO, I 
always was the lead speaker at new employee orientation. Tere is no better way 
to introduce yourself to employees and to share the culture and mission of the 
organization. After I retired, I would meet someone who would say, “Dr. Gabow, 
I remember your talk at new employee orientation 10 years ago”—pretty good 
reinforcement. 

You don’t have to be the CEO to engage in orientation. Nurses seem to do 
this routinely in an organized and structured manner. When I was Director of 
Medicine, I did orientation every month with the new rotation of students, interns, 
and residents. It gave me an opportunity to share the importance of safety net 
healthcare institutions, and to provide the perspective that caring for vulnerable 
patients can give us in our profession and in our lives. I told them that they were 
being given the opportunity to see a diferent America than the one they lived 
in. Having seen it, they would be able to decide what responsibility they had in 
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practicing their profession. Again, decades later, a physician would remind me of 
those sessions. Whatever group you lead, there are always new people joining your 
team. Don’t miss the opportunity to start them of on the right foot. 

Thought Exercise 

How are you sharing your learnings within your organization? 
Many organizations see training as a human resource function. Often external 

groups are hired to deliver specifc education. Tis is appropriate and useful, but 
training is also a leadership function—it is a part of mentoring. One example of 
this at Denver Health was the expectation for the Lean Black Belts. Tey had been 
given training, and they were expected to become Lean teachers. Tey led RIEs, 
spoke at the quarterly Black Belt meetings, and often presented to outside visiting 
groups. Tis particular efort underscored the importance of mid-managers’ roles. 

One of my mentors, Dr. Schrier, told me the best way to crystallize my think-
ing was to give a presentation or write a paper. I found this to be true. People difer 
on whether they are more comfortable with speaking or writing (for some both 
are equally hard). Tere are many available training courses for both skills, often 
at your institution. Take advantage of them. You can also get feedback from your 
colleagues and mentors. If sharing your learning is new terrain for you, start small. 
Speak or write about what you know frst-hand: something you have improved, 
why you pursued the issue, how you approached the problem, and what the out-
comes were. You may think what you accomplished is unimportant and not worth 
sharing, but if it was a problem you encountered, others have likely encountered the 
same problem, and they may not have found a solution. One of my most memo-
rable examples of this is two young faculty members who published an article in a 
major journal on how they helped evacuate the Denver Veteran’s Administration 
Hospital in the middle of the night (Blaser and Ellis, 1985). You never know where 
such a beginning leads. Dr. Blaser went on to become Chair of a distinguished 
Department of Medicine. 

Start your sharing in the “safest” environment by giving a presentation in your 
own organization. It can be as simple as sending an email to your peers that you 
would like to share, over a brown bag lunch, the outcome of a problem you tackled, 
or the “hot” items from a meeting you attended. 

Te next step can be addressing local groups. In the current environment, 
healthcare issues are top of mind for many, and people have gaps in their knowledge 
and want to learn. Also, the range of experiences women have had in their careers 
is of interest to many groups. Tese venues can be schools, clubs, and not-for-proft 
organizations. Tese groups are always searching for speakers. Tey ofer a way to 
teach, interact, create relationships, and educate those political and community 
“bosses” that we all have (Chapter 7). If you are a beginning speaker, it may be 
helpful to have someone you know in the audience who will give you honest feed-
back. Someone from your communications group can be a good choice, especially 
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if they helped arrange the lecture. Tis will help you improve content and style. 
Remember to add these lectures to your CV. 

Your next stop can be a national stage. Many of us belong to professional or 
trade organizations. Consider being part of the planning committee for these 
groups’ meetings, volunteering to speak, or submitting an abstract for a presenta-
tion or poster. Utilize your mentor and/or sponsor to direct you to these opportu-
nities. Tis is especially important for women to establish themselves as thought 
leaders. If you are a scientist, consider adding your name to “Request a Woman 
Scientist” (Chapter 2). 

Don’t volunteer if you do not have the time to prepare a well-organized and 
well-presented lecture. It is worse to present a rambling talk than to be silent. You 
will spend more time and efort recovering from a poor impression than you would 
have invested in doing a great job. Remember a poor impression refects not only 
on you, but on your organization. 

Lecturing and writing are areas in which physician leaders have more expe-
rience than most leaders from administrative career paths. Similarly, individuals 
with signifcant research backgrounds tend to be comfortable in both these areas. 
So, they have few excuses for not doing this! 

Thought Exercise 

How are you sharing your learnings externally? 
Many leaders have their communications group prepare their speeches. 

Certainly, it saves you time, but I never found that approach useful. Unless a person 
knows you very well, it is hard for someone to authentically capture your thinking 
and speaking style. However, if you fnd preparing and delivering a lecture dif-
cult, your communications group can be very helpful in providing instruction and 
guidance. 

For those new to lecturing, and even those who are experienced, practicing a 
lecture is worth the time. Saying it out loud can lead to a diferent impression of 
your words than reading them. When I was training fellows, and even when pre-
paring our leadership team for key events, we practiced the presentations—no one’s 
fnal version was ever the one they started with. Practice does make perfect—well, 
at least better. Critiquing your presentations is an appropriate function for your 
mentor. 

Speakers debate whether to use slides or not. I have always been a slide person. 
Making the slides organizes my thoughts. Never put up a slide saying, “I know you 
can’t see this,” or “I know this is a busy slide.” If you know it, why are you doing 
it? Never put up a slide and then say something completely diferent. Te audience 
doesn’t know whether to read the slide or listen to you. If you are using slides, only 
use as many as you can comfortably discuss in the time allotted. Racing to the 
fnish line doesn’t convey an organized, prepared person. While these guidelines 
are obvious, in my experience they are often not followed. Always save time for 
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questions unless the event sponsor does not want a question period. Te questions 
help you see areas you could clarify in the future and identify which points were of 
most interest. 

An interview may seem easier than a lecture or writing a piece. It can be a 
bridge between a lecture and written piece, since what you say is often written for 
publication by the interviewer. Tere are a variety of interview opportunities, from 
your local radio station and newspapers to national news outlets and publications. 
Your sponsor and/or communications group can help identify and arrange these 
opportunities. At frst glance, it seems an easy way to get your voice heard. But if 
you don’t know what you will be asked and if you haven’t organized your thoughts, 
it can be a challenge. Even after years of doing interviews, when I see the printed 
version, I often have concerns that my comments may have been too casual. 

While lectures demand time and thought, published articles require more of 
both. As a result, they may provide a better opportunity to clarify your message. 
Moreover, they often have a broader reach. One approach to facilitate writing arti-
cles for publication is to do them as a team project. Many, if not most published 
articles have multiple authors. 

Published articles can run the gamut from your own institution’s newsletters, 
to blogs, letters to the editor and op-eds in your local paper, professional soci-
ety newsletters, trade journals, peer-reviewed publications, and yes, even books. 
Local newsletters and trade journals, like local organizations, are often looking 
for interesting pieces. Te beneft of peer-reviewed publications, and to a lesser 
extent trade journals, is that they provide feedback on both the substance and 
the presentation. Publications add weight to any resume. Tey show that you can 
examine questions, communicate with others, are willing to share your learnings, 
and are a thought leader. 

Don’t expect to see your work on a bestsellers list. In fact, be prepared for 
rejections. Don’t let this upset or deter you. Te frst article I sent to a journal was 
rejected. My chief, Dr. Schrier, read the same negative reviews (and believe me 
they were negative) and responded, “Tey loved it. Call the editor and asked why 
he rejected it.” Being a young faculty member, I did what I was told. Surprisingly, 
the editor not only took my call, but suggested I resubmit, and it was accepted. 
Tis little vignette underscores the important role of a mentor and willingness to 
persevere. However, don’t expect the same result. I have had to send articles to more 
than one journal to get them published—but, if you keep at it, you will succeed. 

Grant proposals are often viewed simply as a way to get project funding, but 
they also are a way to crystallize your thinking, particularly about laying new tracks 
(Chapter 8). Since they often involve a team, new ideas and approaches bubble up. 
Tis certainly was the case with our CMMI proposal. Te submitted version was 
much more robust than the initial concept. Proposals also disseminate your learn-
ings to the infuencers who are evaluating the submissions. Some granting agencies 
have pre-submission meetings that ofer an opportunity to network. Some funding 
agencies have follow-up meetings at which the grant recipients present their work. 
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Some funders publish and disseminate the results of the work on their websites or 
as white papers. 

Another dissemination approach for your learnings that we often forget is apply-
ing for awards or prizes for yourself or your organization. Individual awards can 
range from local business awards to membership in honorary societies, to national 
or international awards. Almost all communities have a range of awards for busi-
ness and community leaders. Given the role healthcare plays in the economy of 
communities, these are opportunities for women leaders. 

If you are a woman leader or an aspiring leader, look for potential awards and 
ask your mentor or sponsor to nominate you. If you are in a leadership role, nomi-
nate others. I fnd it helpful to have the nominee write a draft nomination. Tey 
know what they have accomplished. Tell them not to be afraid to “toot their own 
horn.” You must edit it. It needs to be your nomination. 

Asking individuals to do the frst draft brings up the fact that you may be asked 
to do such a draft. Tis is one reason why you must keep an updated and complete 
CV (Chapter 5). 

Thought Exercise 

What awards would you be eligible to receive? Have you asked your mentor or 
sponsor to nominate you? 

Trade organizations often have organization-level awards. Tese are generally 
easy to submit. In the 20 years that I was CEO, Denver Health never missed sub-
mitting to the National Association of Public Hospitals’ awards (now America’s 
Essential Hospitals). While we didn’t win every year, each year two or three Denver 
Health employees learned to write an award submission, and many saw their sub-
mission in print. Major national awards are more work and require a team efort, 
but they make a bigger splash, and your innovation reaches more people. 

Clinical leaders, especially physician leaders at the section-head, division, or 
department level, have an obligation and expectation that they will continue to 
share their learnings in their discipline at meetings, invited lectures, and in pub-
lications. Tis often requires devoting less, if any, time to examining and sharing 
information regarding more traditional management or organization innovations. 
While this is challenging, it is worth doing. 

Another efective way to share your organization’s learning and spread inno-
vations is to ofer formal courses in areas of excellence. Denver Health started a 
Lean Academy to share our approach and successes with Lean. Unlike lectures or 
publications, these eforts give attendees a chance to see the innovation in action. 
If a picture is worth a thousand words, seeing the actual work being done is worth 
a million words. Tis gives your team a chance not only to develop the course and 
present the lectures, but also to shine—the latter is worth its weight in gold. 

If you are leading from where you stand, or if you have achieved a leadership 
position, you have something to share. Tat sharing helps you and others to grow 
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and learn. Every time you put the efort into sharing, you learn. It makes you a 
thought leader and can lay a path to positional leadership. Moreover, the afr-
mation you receive from kudos at lectures, the satisfaction of seeing your name 
in print, and the pride you feel from obtaining a competitive grant or receiv-
ing an award, can be potent prevention and a remedy for burnout and imposter 
syndrome. 

Receiving Lessons Learned 
Te fip side of the coin of sharing what you learn is garnering learning from others. 
If you want to be an efective leader, you must keep learning. You can’t be a great 
or even a good leader in 2022 with 2012 knowledge. In many ways receiving learn-
ings from others is easier than sharing what you have learned. It primarily requires 
four components: 

◾ Curiosity 
◾ Commitment to life-long learning 
◾ Openness to a wide range of knowledge 
◾ Making the time 

Karen DeSalvo captured these when she said, “I just love to learn.” Undoubtedly this 
allowed her to transition from clinical leadership to be the National Coordinator 
for Health Information Technology. 

However, as with sharing, time and efort present barriers to learning. 
Fortunately, the paths to life-long learning are numerous and accessible. Tey 
include blogs, online tutorials, videos, journal articles, print and audiobooks, book 
clubs, lectures, podcasts, professional meetings, formal courses, and visits to other 
institutions, or even other countries. If you are working at an academic or other 
large institution, lectures and courses are readily available. As discussed in Chapter 
5, leadership training, including that tailored to women, is available at many insti-
tutions and professional organizations. One can also pursue advanced degrees. 
Denver Health’s COO who had many years of experience pursued an MBA—what 
a role model for life-long learning. 

Thought Exercise 

How are you continuing to learn not only about your specifc discipline, but also 
about healthcare and leadership? 

If you are in a leadership role, there are ways to help others in this endeavor 
of life-long learning. Any time I came across something that I thought would be 
interesting to someone on my team or in the organization, I sent it to them. I was 
notorious for constantly sending out articles. 
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My team cringed whenever I attended a meeting because I would return full 
of information to share and ideas to pursue. In some organizations if you attend a 
meeting, you are expected to share a brief presentation or written report on the key 
learnings. Tis serves two purposes. It requires you to formulate what you learned, 
and it gives the information to those who didn’t attend. If it was a meeting which 
several people from the organization attended, an informal brown bag lunch can 
be a sharing session between attendees and for your colleagues who did not attend. 

Another way for a leader to facilitate learning opportunities for others is to 
encourage and nominate them to participate in leadership experiences. For example, 
we always nominated employees for the National Association of Public Hospitals’ 
(now America’s Essential Hospitals) fellowship which enabled them to learn and 
network. Tere are many such fellowships that vary in substance and time commit-
ment. If you are an aspiring leader, ask your sponsor to nominate you for a fellow-
ship that fts your needs. 

A standard and useful approach to learning is to invite individuals to speak to 
your team or organization. Tis not only enables more people to be exposed to new 
ideas and a range of opinions, but familiarizes the speaker with you, your area of 
responsibility, and the organization. As women leaders, we must remember to have 
an equitable representation of women and minorities among our invited speakers. 
Seeing others like you as thought leaders provides encouragement for all of us. 

Just as ofering training at your institution gives others a chance to see innova-
tion, going to other institutions can provide new perspectives. Several of us trav-
eled to Sweden to see their care innovations. Of course, being able to visit another 
country is not something available to most of us, but there are bright spots locally 
and around the country (Chapter 8). 

Sharing your learning and being a life-long learner should be on every leader’s 
to-do list. Tis part of leadership is especially important for women—it makes 
them visible, gives them a place at many tables, develops them as thought leaders, 
and opens a path to positional leadership. 
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Chapter 10 

Remember the Obvious 

The strange contradiction about the obvious is that it is often hidden, unseen, and 
elusive. G. H. Hardy, a famous Cambridge University Mathematics Professor, writ-
ing a long proof on the board, began the next step with the words “It is obvious,” 
then paused and asked, “Is it really obvious?” He left the podium for 15 minutes 
(remarkably the students stayed) and returned with the declaration, “Yes, it is obvi-
ous.” I will adopt a more direct approach and point out what seems obvious to me 
after many years in healthcare leadership. Tree of the most obvious aspects of life 
and leadership are balance, appearance, and behaviors. 

Balance 
Troughout a healthcare career and especially when you take on the mantle of lead-
ership, you focus on what you need to learn, and what you need to accomplish. You 
are dealing with myriad tasks and many demands on your time, making it is easy to 
overlook other aspects of life. A phrase that has come into vogue in the last several 
decades to capture this tension is “work–life balance.” Its intent is to remind all of 
us, men and women, that we should not only focus on work, but we should have 
time and energy for other aspects of living that make us fully human. To achieve 
this balance, we need to understand the value of both work and the other aspects of 
life and operationalize having the appropriate time for each. 

Work, particularly the work those of us in healthcare are privileged to do, 
adds purpose and meaning to our lives and is a component of self-worth, hap-
piness, and well-being. Work holds a particularly meaningful place for women 
because we have struggled collectively and individually to have equal access to 
this work. Yet, as women we shoulder other demands that challenge us in achiev-
ing balance. 
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When I was at an event with women who did not work outside the home, they 
asked me, “What do you do for yourself?” My answer was, “My work is something 
I do for myself.” I believed that. But I think the question they were asking was if 
there was something else in my life that was equally important. Did I have a work– 
life balance? Honestly, sometimes yes and sometimes no. 

Te question that women often ask is, “Can I have it all?” I think the answer 
is, “You can have it all—a profession including leadership roles and all the other 
components of a happy, healthy, and rewarding life.” Many women have done it 
and are doing it now. But it doesn’t just happen. Te important part in the “work– 
life balance” phrase is balance. Just like the gymnast who keeps her balance while 
doing amazing feats, it takes focus, practice, and a support team. Leah Devlin 
emphasized this: “It is important for women to build and create a support team 
around them, so they can do it all.” 

Over the last decades fathers are spending more time in childcare and doing 
household chores (Pew Research Center, 2013). However, gender equality still has 
not been achieved in family responsibilities. Tis is a challenge for women trying to 
achieve balance. Women, even professional women, still carry most of the household 
and caregiving duties (Chapter 2). A survey of over 1000 early career pediatricians 
revealed that women were more likely than men to have primary responsibility for 
13 of 16 household chores and were less satisfed with their share of responsibilities 
(Starmer et al., 2019). However, neither women nor men felt they were very successful 
at achieving work–life balance (women, 15 percent; men 19 percent, p = 0.05). 

Most of us who have partners in our lives want an equal partnership. What that 
means and how it plays out does not conform to a simple recipe, but ideally each 
partner in a relationship would have the same understanding. A friend once asked 
me how my husband and I made sure all the household responsibilities were shared 
50–50 every week. I never did such a calculation. Fortunately, for us the division of 
labor seemed to happen naturally. But this is not always the case. 

A recent Time Magazine poll showed that men underestimate the unpaid work 
that women do in managing the household and children (Barone, 2019). Men esti-
mated that women did 20 to 40 percent more of the unpaid work. (Te good news 
is that men acknowledged that women did more work). Women’s estimate of 60 to 
80 percent greater amount of work is more in line with the 67 percent estimated 
by the OECD (Barone, 2019). A woman physician leader and her husband tried 
to do a calculation of household responsibilities because he (like the men surveyed 
by Time Magazine) was unconvinced that she was doing most of the tasks. After a 
couple of weeks, the data clearly supported her view. But the solution was not a new 
division of tasks. Rather, it was to stop keeping count. It is telling and helpful to 
know that even Melinda and Bill Gates and Michelle and Barack Obama had this 
discussion (Gates, 2019; Obama, 2018). As a result, Bill shared driving the children 
to school, and Michelle hired some help to cook meals. 

Women, both those with families, spouses, or partners, and those who are 
single, understand the “work” of living has many components. Tere are all those 
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pesky things we all need to do: grocery shopping, laundry, and cleaning the bath-
room. I started out using my working mother as an example, thinking scrubbing 
foors was something I personally had to do. It took several years on the balance 
beam to abandon that idea. If you have a spouse or partner, certainly chores can be 
shared. Fortunately, many professional women have the luxury of being able to pay 
others to help. If you can aford it, do it. As Lilly Marks has pointed out, “What 
you are buying is time.” 

One twist in the healthcare professional work–life balance is dual-career fami-
lies. Overall, the number of dual-earner and dual-career families has increased in 
the United States over the last decades (Bureau of Labor Statistics, 2019; Career 
Research, 2019). Tis is also true in the physician workforce. A sample of over 
47,000 physicians demonstrated that almost 50 percent of physicians were married 
to other physicians. Among male physicians, 17 percent were married to physi-
cians, 8 percent to nurses, and 3.3 percent to other healthcare professionals; among 
female physicians, 31 percent were married to physicians, 0.6 percent to nurses, and 
2.4 percent to other health professionals (Ly et al., 2018). For dual-physician house-
holds the balancing can start with the choice of residencies and fellowships. Te 
complexity of dual choices (hopefully, not dueling choices) for internship and resi-
dency has been eased by the availability of couples matching (Ferrante and Mody, 
2019). An examination of data on dual-physician couples from the American 
Community Survey showed that women, but not men, in these dual-physician 
families with children worked fewer hours than women in dual-physician house-
holds without children (Ly et al., 2017). While households with dual-healthcare 
careers have challenges, they may share a greater understanding of the demands of 
being a healthcare professional. Data on the frequency and implications of other 
dual-healthcare professionals and on same-sex healthcare professional couples are 
not readily available. 

An important component of achieving work–life balance is to actually evaluate 
it (Raja et al., 2014; Schrager, 2016). Defne what balance looks like for you and set 
goals. Step back intermittently (maybe once a month), look at your calendar and 
assess the balance, plan your time, ask what you could/should stop doing, and don’t 
expect perfect balance every week or every month. 

Thought Exercise 

Look over your calendar for the next month. Do you think that it demonstrates 
work–life balance? 

Children 

Here is some breaking news—we are the ones who get pregnant and have the babies. 
You need to take care of yourself during pregnancy. Don’t get exhausted—you will 
have that experience after the baby comes. Maternity leave was not “a thing” when 
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I had my children, but I was able to piece together about a month of. Fortunately, 
maternity leave is more common now, especially for professional women, but it 
is still far from universal. For example, there is a critical gap in the availability of 
maternity leave for those in medical training (Chapter 3). In fact, we are the only 
HIC that does not have paid maternity leave (Livingston, 2016). Tis is unlikely to 
change soon, as the public ranked it 21 out of 21 priorities for the administration 
and Congress in 2017 (Horowitz et al., 2017). If you have maternity leave, use it. If 
your spouse’s or partner’s job ofers parental leave, have them take it. A new baby 
takes at least two FTEs! 

Among the general population, mothers with household incomes greater than 
$75,000 per year took a median maternity leave of 12 weeks. However, among 
fathers who took any paternity leave the median time was only one week (Horowitz 
et al., 2017). But 53 percent of mothers and 59 percent of fathers wished they had 
taken more time of after the birth or adoption of a child. So, don’t wish for after 
the fact, do it! 

One question that arises with maternity leave is whether it hurts her career? A 
Canadian study examined the question comparing 12 months' leave (the norm in 
Canada) to 1 month. Tere are some data that the longer period of time of did have 
a negative impact on a woman’s career, but there were ways to lessen that impact, 
such as programs for keeping connected (Hideg et al., 2018). However, the United 
States is very far from this time frame. It would be a step in the right direction if 
women in the United States had to worry about the work implications of their tak-
ing 12 months of paid leave! 

For me and probably many other women, the real balancing act came when we 
had children. Tey need loving care 24/7. So how can you do that? You can’t, not 
by yourself. Tere are many solutions for childcare, from extended family to live-in 
help to day care. If you have children, you have already explored the options. But 
for those who are in the stage of planning a family, it is worth detailing the choices. 

One of my professional colleagues and her husband made the decision to fnd 
positions in the city where her family lived, and the grandparents provided much 
of the childcare. My colleague said this was the best personal and professional 
decision she ever made. Tere is another way to get to the same end—have the 
grandparents move to where you are. Several of my retiring colleagues have moved 
to the cities where their children live to help with the grandchildren. Having lived 
with my grandparents for much of my early life, the intergenerational bond is one 
of life’s treasures. It is noteworthy that overall 27 percent of childcare in the United 
States is provided by relatives and one in fve of these is a grandparent (Gerencer, 
2015). How often this alternative is utilized by women in the healthcare professions 
or in healthcare leadership is not known. 

When I moved to Colorado, one of the few women faculty members gave me 
the following advice, “Hire someone to come into your home, pay them a living 
wage, and treat it like a real job.” We had one grandmotherly type for six years 
until my second child was three, and another wonderful woman who stayed with 
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us until my second child went to college. I once asked my husband if we should 
have another child to justify this long-term support. His answer was, “Just keep 
her.” Having a wonderful, reliable person as a constant removed so many of the 
stresses of balancing a demanding career with other desires and needs. It was a 
perfect solution for us, but again not available to everyone. Others have found 
that au pairs ofer both in-home childcare and exposure to other cultures and 
languages. 

Of course, there are a wide variety of day care options. If you are fortunate 
enough to have a day care option at your institution, that ofers the great advantages 
of ease of bringing the children to day care and being able to “drop in.” 

We are seeing changes in the workplace and in society that ofer new solutions. 
One change for spouses in the same discipline is job sharing so that one parent is 
always at home. Job sharing can also occur with a colleague and provide you with 
more fexibility. Another option is the male partner being the primary stay-at-home 
parent. Tere is growing support for full-day kindergarten which ofers a partial 
solution for older children. 

A woman can also decide to take time out of her career path. Tis clearly has 
the challenge of re-entry. While there has been some efort towards developing 
approaches for re-entry into the workforce for both nurses and physicians, there 
does not seem to be either a robust, broad-based approach or specifc approaches 
that relate to the reason for the period of inactivity (Mark and Gupta, 2002; 
Varjavand et al., 2015). 

All of these options (except grandparents) come at a considerable cost; some of it 
is direct cost, some of it is indirect in foregoing income. Te direct costs are extremely 
high. For example, the average cost for a child in a day care center is $14,960 per 
year; in California it is $16,542 per year (Child Care Aware of America, 2019). Tis 
is signifcantly above the federal childcare tax credit. Fortunately, many women in 
healthcare leadership positions can aford some, if not all, of these options. For us it 
becomes a matter of prioritizing how to use the fnancial resources. Unfortunately, 
many of those who work in healthcare do not have such a straightforward choice. 
Te need for and the cost of childcare is one reason why gender pay inequity, 
including the Motherhood Penalty is so problematic (Chapters 2 and 3). Women 
are better at negotiating for others than for themselves. So, when you are negotiat-
ing for salary (if you are in an institution where that is the process) think that you 
are negotiating for your current or future children! 

Te part of the mother-balancing act that was most challenging for me was 
school and extracurricular activities. Comparing myself to mothers who did not 
work outside the home (probably such comparisons are something one should not 
do), I never researched every aspect of my children’s school to fnd which school was 
the perfect ft, or which teacher was the best, or intervened in potential or actual 
problems as other mothers did. Tese are things in which I wish I had been more 
engaged. I certainly was not at every soccer game or performance. It’s hard not to 
worry about those omissions and absences. 
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Beyond Children 

Another challenge that women face is caring for other family members, which is 
a role we assume more often than men (Chapter 2). Nearly half the individuals 
between the ages of 40 and 59 are in the sandwich generation, having fnancial, 
caregiving, and emotional support obligations to both young children and aging 
parents (Parker and Patten, 2013). Tirty-one percent of those with these dual 
responsibilities say they feel rushed all the time—no surprise there. Tis is precisely 
the age range in which many women are either preparing for or ascending to leader-
ship positions—one more balancing trick. As with childcare, as women we need to 
spread the responsibility and use other resources. One resource is family medical 
leave which can enable you and/or your partner to care for an ill family member. 

Most women who are in a leadership role or who are aspiring to that role 
have worried more than once (probably more than once a day) that someone who 
depends on her is getting short-changed—her children, her partner, or her boss. 
Lilly Marks observed, “If you have responsibilities for a job, spouse, and children 
and yourself, on any given day two or three will be underserved, but over the long 
term it is appropriate.” A relevant testimonial on this came from my son as he 
was leaving for college: “Mom, I am glad you spent your life trying to help others 
instead of playing bridge or golf.” Tat assuaged years of concern. We should all 
post a version of this above our desks. 

Support 

One challenge that women face regarding equity is afnity and networking 
(Chapter 3). Men often develop relationships through sports activities, membership 
in non-professional groups, and serving on Boards. Often, they have this oppor-
tunity because their wife is doing the household activities. Organized sports have 
been less available to women than men in the past. Although this is improving, 
it can be another drain on time. While participating in activities, membership in 
groups, and serving on Boards have value, choose such activities carefully, make 
certain they ft with what is important to you, and you have the support you need 
to give the time and energy for these. 

We all need friends, especially other women, with whom we can relate and share. 
When I was growing up, Sunday dinner at my paternal grandparents’ home was 
where that happened. All the grown children, their spouses, and children were there. 
After dinner, the men played cards and talked, and the women adjourned to another 
room (after they did the dishes) and shared what was on their minds. What extended 
families ofered is rare nowadays, so we need other solutions. For me, and I expect 
for many professional women, our friends are our work colleagues. Spending the last 
10 to 15 minutes at the end of many a day just chatting with the COO was a time to 
wind down with a colleague and friend. Your colleagues share a big part of your life, 
and they are right there. Build those relationships and supports. 
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Another approach is participating in women’s groups with regular meetings 
where participants can confdentially share successes, concerns, and ask advice. Te 
value of this is documented by Ellen Daniell in her book, Every Other Tursday 
(Daniell, 2006; Chapter 5). Tese groups can take some pressure of a partner to 
provide all the advice and support. 

Thought Exercise 

What is the support team that you have built for yourself? Is it sufcient? 

Well-Being 

Tere are aspects to well-being beyond balancing work with other obligations. 
Achieving physical, mental, and spiritual well-being are integral parts of being 
fully human. Doing those things that keep us healthy and whole are important. 
Our professional life certainly engages our minds. As discussed in Chapters 6 and 
8, leaders need to be out and about, not always sitting in the ofce. You can rack 
up a lot of steps doing this. Integrating physical activities into your daily routine 
can help—riding a bike to work, taking the stairs, and making family time physi-
cal activities. Many institutions have on-site gyms or wellness centers. When Risa 
Lavizzo-Mourey was CEO at Robert Wood Johnson Foundation she often did 
“walking meetings,” even on side-by-side treadmills! 

For many of us, sleep is something we think we can cut down on without any 
major negative consequences. Tose of us in the clinical disciplines are used to being 
up all night on call or working the night shift. In fact, it may have started with all-
nighters in college. We think we can extend this regularly into our day-to-day adult 
lives. Recent information from the National Health Interview Survey revealed that 
lack of adequate sleep occurs in 36 percent of Americans (Khubchandani and Price, 
2019). Te healthcare workforce had the second-highest level of short sleep duration 
at 45 percent. Tis is not without consequences. Tere is a growing body of data to 
support the importance of adequate sleep to our physical, mental, and emotional 
well-being (Walker, 2017). Walker provides abundant data on the efects of inade-
quate sleeping on physical performance, productivity, learning, memory, agreeability, 
behavior control, and depression. We need to consider how this might link to harass-
ment and burnout. Among the many startling facts provided is that drowsy driving is 
the cause of more vehicle accidents than those caused by alcohol or drugs combined. 

Don’t forget vacation. As healthcare professionals we are fortunate to have paid 
time of—use it and make it really time of. In the early years of my leadership 
career, even when I was away, I was not really gone. I kept in constant touch. Today 
we stay connected 24/7. At some point I gained insight. When I was on vacation 
I would disconnect. I would tell my team, “If the building is burning down and I 
am the only one who knows where the water valve is, call me. Otherwise I will hear 
about when I get back.” 
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Sometimes the parts of a robust life need to be compartmentalized not by the 
hours of the day, or days of the month, but by years or decades. In Hindu phi-
losophy life has four stages: the student stage where one is engaged in acquiring 
knowledge; the householder stage where one is focused on occupation and family; 
the retired stage where one is more centered on the spiritual; and the renunciation 
or forest stage where one detaches from material things. Unfortunately, many of the 
issues of balance are in stage two. For me, retirement did ofer that period of spiri-
tual growth, although I am not planning to transition into the forest hermit stage. 
Perhaps, those of us in the West would fnd life less stressful if we didn’t try to pack 
everything into the same decade and realized there can be at least two halves of life. 

If women are going to achieve balance in their lives, we need to know what bal-
ance looks like for us. We need to advocate for federal and institutional mandates 
for maternity and paternity leave, fexible work hours, programs for re-entering the 
workforce, better and more afordable childcare options, universal kindergarten, 
and equal pay to enable women to pay for the needed support team. 

Appearance 
Talking about appearance is a sensitive subject, in large part because women see 
this as a topic that is more often directed at them than at men and they are mea-
sured by how they look more than men are. Just think of the comments about 
Hillary Clinton during her presidential campaign, Serena Williams’ outfts on the 
tennis court, or Mark Zuckerberg giving a talk in his tee-shirt and jeans while 
Sheryl Sandberg wears a dark suit, hose, and high heels for her TED talk. Despite 
the tricky ground, I am going to tread into this terrain. How we, men and women, 
choose to look sends a statement. We should consciously decide what statement we 
want to send. My grandfather told my husband and me early in our careers, “You 
need to dress the part.” Fortunately, what it means to look the part has become 
more fexible in the last decades. Professional roles for women and men no longer 
require a dark suit and a white blouse or a starched shirt. 

For both women and men, attire and appearance are linked to their role, the 
occasion, and the place. If you are the head of surgery or the nurse manager for the 
operating room, scrubs are appropriate, but they are not if you are the CFO. A man 
going to a black-tie event in khakis would likely draw negative comments just as 
would a woman in casual clothes. Even Mark Zuckerberg abandoned his hallmark 
hoodie for a suit and tie when he testifed before Congress. Similarly, you would 
not want to go to the organization’s picnic in a business suit. Neither a woman nor a 
man should go to an interview looking as if they didn’t care about their appearance. 
A great resume can be undone by looking as if you just rolled out of bed. 

How you present yourself goes beyond clothes—think hair, make-up, perfume, 
tattoos, and body piercings. Lilly Marks pointed out that a woman may be willing 
to spend for a suit, but never pay for a good haircut. She notes you “wear” your hair 
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every day and everywhere—more than you can say for that suit! Tankfully, make-
up and perfume are not as much in use as in the past, but tattoos are very common. 
Covering tattoos or revealing them depends upon their size, location, message, as 
well as with whom you will be interacting and the organization’s rules and culture. 

Your organization has its culture and part of that culture is an expectation about 
appearance. It can span from whether the workforce is required to wear uniforms to 
whether body piercing is acceptable. Desired appearance for physicians, other pro-
fessionals, and leaders presented an interesting issue for me at Denver Health. Most 
of Denver Health’s patients were poor, many were homeless, clothes could not be a 
priority for them. My question was, “What is the most respectful to the patients?” 
Te culture had drifted to less business and more casual attire—sometimes really 
casual. One of my early eforts was to raise the bar, both by establishing a dress 
code and by example. Dress Down Fridays disappeared (Chapter 6). Costumes on 
Halloween were for after work except for those working in pediatrics. Job-specifc 
uniforms became the expectation, and much to many people’s dismay, no Broncos 
T-shirts (well, I did give in for Super Bowl appearances). I went a little too far in 
the early days by having women wear stockings (the men wore socks). After several 
years, I came in line with the rest of the culture and relented on the stockings. One 
role which your children can play for you in leadership is keeping you in touch with 
societal norms—they are always up to date. 

My personal guideline was to dress in a way that presented the best face for the 
organization. I didn’t want to embarrass myself or the organization if I was called to 
the Governor’s ofce, to a press conference, or to a family at the bedside of a loved 
one. Just as the other managers read the books that the leadership read for our book 
club, the women and men managers modeled the Executive’s appearance. 

Thought Exercise 

What is the message you want to give with your appearance? 

Behaviors 
Leaders’ behaviors have always been important, but in today’s environment of rapid 
and ubiquitous information sharing, it is even more important. Whether you are 
a male or female leader, your behavior refects on the institution. If you are an 
Executive, especially the CEO, President, or Dean, the public confates you and the 
institution. If you are a leader or an aspiring leader, what you say, how you say it, 
what you do and don’t do are all relevant (Chapter 6). 

Behavior both at and away from work matters. As leaders we need to remember 
that because something is legal doesn’t mean it is appropriate. Drinking and using 
legal marijuana come to mind. Few would argue against a glass of wine or a cock-
tail at an event but being intoxicated or high crosses a line. When an employee or 
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leader does that, we need to intervene. Tat intervention can be both therapeutic 
and disciplinary (Chapter 6). 

As a leader it is important to support camaraderie and that means participat-
ing in celebrations and parties. However, there are some venues where it is better 
not to go. 

What gets posted online matters. We have many recent, dramatic examples 
that illustrate that not only what you do today, but what you did 20 years ago can 
have an impact. In fact, it can cost you your position. You can control what you do 
today, but the past is gone. If there is something in your past that you should not 
have done or wished you hadn’t done, you need to think about how to deal with 
it. An option is to reveal it yourself to the right people, in the right venue, at the 
right time, rather than wait for it to be discovered. One thing you should never do 
is lie about it. As my grandmother said, “Lies have short legs.” Tey can’t get very 
far before someone catches them. Neither should you sugar-coat it or gloss over it. 
If the behavior should not have happened, a genuine apology should be given, and 
you should be able to demonstrate that you have indeed turned over a new leaf. 
Your role and the circumstances will dictate to whom and when the apology should 
be given. 

Unfortunately, many of us don’t know how to apologize. Given that none of us 
are perfect, it is an important skill to acquire. However, like many obvious aspects 
of life, we see daily examples of people’s inability to efectively apologize. One of the 
most popular books in our leadership book club was On Apology (Lazare, 2005). 
Lazare points out that a genuine apology has four parts: 

◾ Correctly identifes who should apologize and to whom the apology must be 
directed 

◾ Provides details on the ofending behavior 
◾ Recognizes the impact of the behavior 
◾ Acknowledges that the behavior broke a moral or social contract 

How often have we heard an apology that starts out, “If you were ofended …”? As 
Lazare points out, this redirects the problem to the person to whom you are apolo-
gizing—they are thin-skinned. You did nothing wrong. 

Tere is no denying that caring for patients and being a leader can be stressful 
at times. It is easy to be short with others, use inappropriate language, or lose your 
temper. I have done all of these. In fact, I managed to do all of them at the same 
time in one stressful point during the second intense day of the frst national disas-
ter drill focused in Denver. Tis is when understanding both apology and personal 
improvement can come into play. Learning to minimize or eliminate these behav-
iors not only made me a better leader, but also a better spouse, parent, and person. 

As leaders, not only must we be aware of and manage our behaviors, but we 
must also observe behaviors in those we lead. When those behaviors deserve praise, 
we should freely give it. When those behaviors are out of line, inappropriate, 
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wrong, unethical, or illegal, we must intervene (Chapter 6). Your intervention can 
range from counseling to termination, depending on the behavior. As discussed in 
Chapter 3, young women are looking to senior women to see how to react in situ-
ations of sexual harassment and microaggression. Te frst time I had to intervene 
with a resident who used bad language to a patient, I wondered where the line was 
between being a mother and a leader. Sometimes there is no line and we just need 
to help people see their behavior. 

As leaders we have access to confdential information. We fnd out aspects of 
others’ lives that can be shocking and not public knowledge. If these behaviors are 
inappropriate, unethical, or illegal, we cannot ignore them. We must act. However, 
as tempting as it may be to share this information with a close colleague or friend, 
it is inappropriate. Keeping this kind of information to yourself is one reason that 
it can feel lonely at the top. 

Te growing lack of civility and increased violence in society can put caregivers 
and their leaders into abusive and even dangerous situations. De-escalation train-
ing is useful and should be provided. On the other hand, no healthcare workers 
should tolerate physical violence against them. We have arrested patients and visi-
tors in these circumstances. Sadly, healthcare institutions have been the sites of gun 
violence, injuries, and deaths of healthcare professionals. As leaders we must see 
this risk and put in place measures to help protect our workers and ourselves. One 
of our frst steps many years ago was to add metal detectors at the entrance to the 
Emergency Department. We confscated guns that otherwise would have been in 
the institution. Many organizations have areas of restricted access for both patient 
and worker protection. We must also provide both expert and peer support for the 
workforce after an actual or potential event. 

As leaders, we must advocate for policies that address the root causes of these 
societal issues. Tese are public health issues and addressing them not only protects 
healthcare workers, but also our patients and the population. 

Leaders need to focus on the many tasks and obligations, but we must strive for 
balance. Tere are times we will lose our balance, but if a 15-year-old gymnast can 
recover her balance, so can we. What would life be without challenges and oppor-
tunities to improve? Achieving balance, becoming good or even great leaders, and 
happy, healthy human beings requires that we remember the obvious. 
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Chapter 11 

Refections of 
Women Leaders 

This book grew out of my experiences as a woman healthcare leader, but I am only 
one woman. Tere are hundreds of other women healthcare leaders in this country. 
Each has had her own experiences, refections, insights, and guidance to ofer to 
others. Tese varied perspectives provide more richness than any one person could 
provide. Terefore, I asked 12 successful women who became leaders by diferent 
paths, and who have held a broad range of roles in healthcare to share their perspec-
tives and guidance (Table 11.1). Every woman I asked eagerly accepted. 

Each leader received a list of questions in advance of the interview. Some ques-
tions were those that I was frequently asked by other women, and some were ones 
I thought would fesh out certain topics. I did not expect every woman to address 
each question and I have not provided every response from each woman. I tried to 
capture both their unique perspectives and their common ground. Where it seemed 
useful, I integrated some of their comments into the other chapters. 

In what ways can women uniquely contribute to solving healthcare problems and 
improving the system? 

Tese leaders held a common view that women can uniquely contribute to 
healthcare. Tey underscored many skills, talents, and experiences of women that 
will lead to better health and a better healthcare system when women are at the 
tables of leadership. Women’s managing the care of their families give them a criti-
cally needed perspective. Women are masters of relationship building that facili-
tates solving complex healthcare problems. 

“Women’s role in our current society gives us a unique perspective. We see the 
impact of the system in its entirety. We are responsible for well care and prevention. 
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Table 11.1 Senior Women Leaders 

Nancy Howell Agee 
Current: President and CEO, Carilion Clinic 

Past: Past Chair, American Hospital Association 

Kim Bimesteſer 
Current: Executive Director, Colorado Department of Health Care Policy and Financing 

Past: President & General Manager, Cigna Mountain States 
Board Chair & President, Cigna Healthcare of Colorado 
President, General Manager & Founder, Cigna's Taft-Hartley & Federal Business 
Segment 

Evalina Burger, M.D. (B. Med. Sc.; MB Ch Β.; Μ Med (Ortho)) 
Current: Professor and Robert D. Ambrosia Chair of Orthopedics, University of Colorado 

School of Medicine Anschutz Medical Campus 

Linda Burnes Bolton, DrPH, RN, FAAN 
Current: Senior Vice President and System Chief Health Equity Offcer, Cedars Sinai 

Health System 
Past: Senior Vice President and System Chief Nursing Executive, Cedars Sinai Health 

System 

Carrie L. Byington, M.D. 
Current: Executive Vice President, University of California Health 

Past: (held concurrently): Jean and Thomas McMullin Professor and Dean of the College 
of Medicine and Senior Vice President for Health Sciences, Texas A&M University 
Vice Chancellor for Health Services, Texas A&M System 

Karen DeSalvo, M.D. 
Current: Chief Health Offcer, Google Health 

Past: Acting Assistant Secretary for Health, US HHS 
National Coordinator for Health Information Technology, US HHS 
Health Commissioner, City of New Orleans 

Leah McCall Devlin, DDS, MPH 
Current: Professor of the Practice, UNC Chapel Hill Gillings School of Global Public Health 

Chair of the CDC Foundation Board 
Past: State Health Director for Public Health, NC Department of Health and Human 

Services 

Hale Fischer-Wright, M.D., MMM, FAAP, FACMPE 
Current: President & Chief Executive Offcer, MGMA 

Risa Lavizzo-Mourey, M.D., MBA 
Current: University Professor of Population Health & Health Equity, University of Pennsylvania 

Past: CEO and President, Robert Wood Johnson Foundation 

Donna Lynne 
Current: CEO Columbia Doctors and COO Columbia University Medical Center 

Past: Lt.-Governor of the State of Colorado 
EVP Kaiser Foundation Health Plans 

Lilly Marks 
Current: Vice President for Health Affairs, University of Colorado Anschutz Medical Campus 

Past: Executive Vice Chancellor, Anschutz Medical Campus 
Senior Associate Dean, Finance & Administration, University of Colorado 
School of Medicine 
CEO, CU Medicine (formerly University Physicians, Inc.) 

Nanette Santoro, M.D. 
Current: Professor and E. Stewart Taylor Chair of Obstetrics and Gynecology, University 

of Colorado School of Medicine Anschutz Campus 
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We are the caregivers for those with chronic disease and the ones most involved 
with long-term care. We are the primary healthcare decision-makers. Over our 
lifetime we see the good and bad in healthcare from all perspectives … Women 
see two generations of care. Two generations of challenges help us see the need for 
longer term solutions. We have less of a tendency to see only one part of it. Tese 
societal roles give us a more comprehensive perspective than others may have” (Risa 
Lavizzo-Mourey). 

“Tere are diferences between men and women in how they communicate, how 
they lead, how they use power, how they solve problems, and how they collaborate. 
Tis is not to say it is better, but it is diferent. Women are more collaborative and 
are more detail- and issue-oriented and focused. Women are the primary purchas-
ers and coordinators of care for the family. Tis gives them a broader perspective 
on the healthcare system and the issues of access and coordination. Tey have an 
important view of the pathways of care, and where those pathways get interrupted. 
Tey see the gaps” (Lilly Marks). 

“Women are the CMO, the CFO, and Chief Transportation Ofce. When it 
comes to a family’s healthcare decisions—they chose the health plan; they chose 
the doctors; they take people there and back; they take the notes; they make the 
decisions. When you are leading a healthcare corporation, you better recognize 
that women are in charge at the customer level. If you are not meeting the needs 
of women, then you are missing the boat. If you are not hiring women who have 
walked in those shoes, then you are missing a great opportunity to understand your 
market” (Kim Bimestefer). 

“[We] think about how pressing on one part of the system might afect another 
part of the system. It is not unique to women, but it is part of how we were raised 
and how we experience the world. Maybe it’s why we are good at fnding not only 
system-level solutions but multi-sector solutions. I don’t want to overgeneralize 
about gender, [but] women have the humility and the capacity to see the big pic-
ture. We are good collaborators. We listen well. We fnd common ground not by 
shared solutions but by coming to shared values and principles. I have had male 
mentors … who can do this, but it comes more naturally to women. We feel that if 
people win or the system wins, we win” (Karen DeSalvo). 

“Our health system has a lot of complex issues. Women are particularly well-
suited to address some of these issues because we are collaborative … I do think 
women are raised to be more collaborative and to work together more cooperatively 
than perhaps men are raised. Our collaborative nature is important in solving the 
problems that we have now. Tey are large and difuse problems that are deep-
seated and [we] need new ways of looking at them. Tey need individuals and 
organizations to cooperate and work together. I do think that women bring that to 
the table in a way that is somewhat unique” (Carrie Byington). 

“Women are particularly good at relationship building. We understand on some 
diferent level the importance of relationships, the signifcance of verbal and non-
verbal communications. We have a knack for assessing problems and opportunities 
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and putting things together. Women are especially good at giving support to and 
credit to others without regard for ourselves. In today’s environment we need cre-
ative solutions where disparate teams come together. Women have a natural and 
well-honed skill in bringing people together in a positive way” (Nancy Agee). 

“Women are the caregivers and the caretakers in the family. Tey bring that 
perspective to the table … they anticipate problems and are better multi-taskers. 
Women have better listening skills. Tat ability to listen allows women to bring 
something diferent to the table in negotiations and problem-solving” (Evalina 
Burger). 

“Part of leading is connecting with those you lead, showing compassion and 
concern. Tis is a skill that women have” (Donna Lynne). 

“Most women are both passionate and compassionate and are driven to be of 
use to others. I believe that empowers women to engage others in the heavy-lifting 
work of human caring. We are committed and are willing to stand up, speak up, 
and reach out to achieve improvement” (Linda Burnes Bolton). 

“Many times, women are the glue in families including making healthcare deci-
sions, caring for aging parents and children. Women juggle multiple priorities all 
the time. Tat is what we have to do. Because of the need to juggle many priorities, 
women have developed a team-based approach to help them. Tis goes into the 
workplace. Tey are used to working in teams and that is where we are moving in 
healthcare. Many times, but not always, women are more about the work and get-
ting the job done and less about who gets the credit” (Leah Devlin). 

“All the storied institutions that are at the crossroad of change want to main-
tain their status. Change is an area that women handle well. Because of who we 
are, change has always been part of our life journey. Tey are capable of balancing 
each perspective. Tey can skillfully navigate diferent interests. Women skillfully 
manage the interest of partners. Seventy percent of the people in the healthcare 
industry are women, but only 10 percent of the Executives are, so we are an under-
represented voice in healthcare. If we keep putting the same people in the same 
positions, we will keep getting the same outcomes” (Halee Fischer-Wright). 

“Women are uniquely disadvantaged by our healthcare system because it tends 
to ignore or minimize the importance of reproductive healthcare. I see tremendous 
opportunity … for not only enhancing women’s ability to choose when they have 
babies, but also in addressing their healthcare needs in advance of pregnancy. Tis 
radical model of healthcare improves women’s health and the health of all their 
children. Tis would provide the biggest bang for the buck because it is the purest 
form of prevention and population health” (Nanette Santoro). 

What made you move into a leadership role? 
Some women were at the front of the parade early in life. Others grew into lead-

ership. Tey were all motivated by the desire to serve more broadly and to improve 
both health and the healthcare system. None were motivated by money, position, 
or power. 



   

 
 

Refections of Women Leaders ◾ 173 

“I was the eldest of 12 children so my commitment of being of use to others 
started at home … I have actively engaged others on the journey [of] being of use 
to society and other human beings” (Linda Burnes Bolton). 

“I often found myself leading. I always wanted to make things better and learn. 
Te one time I really pressed hard for a leadership role was when Katrina occurred. 
I felt driven to lead because I had a clear sense of where the community should 
be heading, and who the actors should be, and what it would take to get there. 
Much of that leadership was as an infuencer rather than as someone with line 
authority. You can lead from behind. I do leadership because I enjoy it. I like to 
see improvement and change. I get very energized by making something better” 
(Karen DeSalvo). 

“I never aspired to be a leader. I had a passion to make things better and improve 
lives. As a medical student I did mission trips into Lesotho … I set up a clinic in 
an area that was of limits to white people. I never thought of it as leadership. I 
thought I was just doing the right thing. When someone asked for something, I 
always volunteered. Over time I realized who I was and embraced it. I knew I was 
a leader and I started to concentrate on that” (Evalina Burger). 

“My path to leadership wasn’t obvious. I was always a highly opinionated kid 
and had disdain for people who made excuses for not getting things done. Early 
in residency I realized that I would be a successful physician. I was made Chief 
Resident, and I started to feel responsible for teams. I’m not sure I would have ini-
tially tolerated myself in a leadership role, but my residency director, and then my 
Chair saw leadership in me and encouraged me. When I began to see how I could 
leverage [my] talents to do good, I began to embrace leadership more fully and 
[took] on being a Chair” (Nanette Santoro). 

“I never aspired to a leadership role. I have a natural inclination to get things 
done and to take charge of a situation. People asked me to take on an acting role as 
a local health ofcer and then as a state health ofcer, and then [they] asked me to 
take on the role permanently. I was asked to step up, and doors were opened … [I 
went through them] even though I didn’t think I was ready” (Leah Devlin). 

“As I had more responsibility, I realized that moving up was the way to have 
increased impact and use my knowledge and experience. I did not seek leadership 
for title or power” (Lilly Marks). 

“I was quite happy as an investigator and clinician … but as I advanced through 
academic medicine, I realized that there were many inequities … Tere were any 
number of issues that I felt were impacting women, and there came a point where I 
did not feel comfortable sitting on the sidelines, and realized that if I wanted to see 
change, I needed to be part of making that change happen, and that meant taking 
on diferent responsibilities and diferent roles. Te only reason I feel compelled to 
enter into a leadership role is to make things better for patients, for my colleagues, 
for those in the pipeline” (Carrie Byington). 

“Like a lot of women, I had to fght for the notion that I was a leader. Seeing 
problems and lack of opportunity for people. I was frustrated that people weren’t 
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seeing the problems and taking them seriously. Tis frustration compelled me to be 
a leader. It wasn’t a big decision. Small decisions to step up, to take something on— 
it grew organically and led to leadership opportunities” (Risa Lavizzo-Mourey). 

“Te things that infuenced me the most [were] restlessness and wanting to 
accomplish more than I could one patient at a time, and the notion that I could 
improve care on a broader scale. My experience gave me a perspective about patient 
care that is incredibly important” (Nancy Agee). 

“I have always been a leader, even in medical school. I always said if you have 
a complaint, do something about it. I thought I could make more impact as an 
administrator than as a general pediatrician” (Halee Fischer-Wright). 

“I have always felt comfortable in leadership roles—from being a [sport’s team] 
captain as a youth … to climbing the corporate ladder … I preferred to be in 
charge. I trust my judgment. I trust myself to surround myself with people smarter 
than me … I trust myself to bring the diversity I need to make decisions. When I 
worked for a boss … I [was] the one raising my hand and saying I will take that on 
… I wanted to make a meaningful diference. Being a leader was the way to achieve 
that” (Kim Bimestefer). 

What helped you most on your leadership journey? 
Te support of others helped women on their leadership journey. Teir mothers 

were often important role models and support for them. Mentors and colleagues 
played an important role as did a passion for the work. 

“I had great mentors along the way who cared about what I was doing, who 
were encouraging, but also gave an expectation for learning and that made me a 
better leader. Being part of a great community of people whom I admire so much 
and working with them fuels my energy and passion to be an efective leader. Te 
fact that I had taken care of patients gave me ‘street cred’” (Nancy Agee). 

“My mother was a wonderful role model. She loved everyone uncondition-
ally and saw value in everyone. I watched her and she taught me. Hard work 
helped me. People who work hard get the baton. I can see over the horizon … 
having vision helped me to be a leader. Willingness to collaborate helped me 
bring good ideas to the table. Approachability. People feel they can talk to me” 
(Karen DeSalvo). 

“Mentors are essential and can provide information and support when needed. 
Te leadership path is flled with potholes, twists, and turns. I was blessed to have 
several mentors early in my career, including my mother. Tey helped me along 
the leadership path. Tere are very few experiences in one’s professional career that 
haven’t occurred to others prior to your personal journey. Having a broad net-
work of individuals and mentors from diverse backgrounds is essential for leaders” 
(Linda Burnes Bolton). 

“Te encouragement of mentors helped me the most. Tey tolerated my mis-
steps and took the time and trouble to point them out to me, rather than let them 
go. Tey expected better of me, and that made me want to deliver. Tere is a thrill 
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and reinforcement to simply getting things done and getting your team to do a 
great job” (Nanette Santoro). 

“Having enough courage to get out of my comfort zone. Being willing to tack 
against convention, not always take mentors’ advice. Every time I was willing to 
go of the standard path, I was helped in becoming a leader. Serving on corporate 
boards which were largely composed of men, I saw how they interacted” (Risa 
Lavizzo-Mourey). 

“What helped me most on my leadership journey … was being willing to take 
risks. If you don’t take risks, you will never advance. I have been successful because 
I took risks. People ask me if I regret running for Governor of Colorado. Te answer 
is defnitely, no. What a great opportunity to learn” (Donna Lynne). 

“Mentors and a strong team that complement you and your skills helped me 
in leadership. Leadership training was very helpful. Te frst was a … program of 
50–60 public health ofcers from around the country. It was transformative. It 
created a life-long network that was very helpful over time. Te other program was 
for new state health ofcers. As part of the program you were assigned a senior state 
health ofcer to work with. I stayed connected with this woman for 20 years. Tese 
healthcare leadership jobs are rocky. It is great to have mentors and peers you can 
call on” (Leah Devlin). 

“What helped me most was fnding a peer group. I found that peer group when 
I became a member of ELAM, and we were assigned into learning communities. 
Our group was formed in 2007, and it exists today still. We have every-other-week 
phone calls, and we meet together in person once a year. With these seven other 
women going through the challenges we all face in leadership and having people to 
talk with and to share ideas, to get inspiration from, and get support from … was 
absolutely vital on my journey. Tat community … was transformational in my 
life” (Carrie Byington). 

“I was helped most by mentors. I had advocates who supported me—[gave me] 
the right push at the right time. I found the other women in the ELAM leader-
ship training … helpful and supportive. All six people in my study group are now 
Chairs” (Evalina Burger). 

“Te most help to me has been a group of women and men who served as 
counselors and who served as sounding boards and strategic advisers. Tese are 
people I can go to with questions. Tey are invested in me, and I am in them. I 
didn’t have mentors. I don’t think mentors are helpful, but sponsors are” (Halee 
Fischer-Wright). 

“An internal passion for the work. Having a passion for what you are doing is a 
great propellant over the long arc of a career. Believing in what you are doing helps 
you through the inevitable difcult times. Having high energy and high tolerance 
for stress, and being comfortable juggling competing interests. Being curious and 
always reaching beyond my expertise. Tis really propelled my career. Building 
credibility. I was not always the smartest person in the room, but I was always the 
most prepared. Over time this led people to turn to me. Tis made me a thought 
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leader before I was a positional leader. Being strategic about the positions I took. I 
worked for people who realized my talents and gave me running room to develop 
them” (Lilly Marks). 

“Attitude. I was always an athlete. So, I always worked hard … play until the 
whistle blows … never give up trying to win … we win or lose as a team. My defni-
tion of ‘no’ was pulling more people into the room until you fnd your way to ‘yes’. 
Confdence and persistence to drive change, to do things diferently and creatively” 
(Kim Bimestefer). 

What are the most important barriers for women? 
Every woman leader faced barriers, both external and internal. Te external 

barriers ranged from overt bias to cultural norms of accepted behavior. Te internal 
barriers refect self-doubt. Many of these women came from families they described 
as poor, creating fnancial barriers for them. 

“For me the most important challenges were fnancial, and the strong biases in 
the culture I grew up in and in the medical profession against women in the medi-
cal professions in general and in the surgical disciplines in particular. Tere were 
only 3 medical schools in South Africa, and they each only took 20 women a year. 
I wanted to do general surgery, but I was told, ‘A woman is not suited for a career 
in general surgery.’ I only got into orthopedics on a probationary status. During 
this training I had taken six weeks of due to complications with the birth of my 
son, and I had to repeat the year. On the other hand, men took of 30 weeks for 
national guard duty during the fve years of training and didn’t have to do any extra 
training. In the United States the barriers occur when women get to a high level. 
Tey hit a glass ceiling in academics at the Chair and Dean level” (Evalina Burger). 

“Barriers are a complicated picture. On one hand women have innate char-
acteristics as leaders … and being a woman had advantages sometimes. Early in 
my academic career, I was often the only woman in the room, so I got noticed. In 
retrospect, I recognize that there were subtle and not so subtle barriers I was able to 
overcome or didn’t see. My frst job ofer was for a salary below the level of others. 
When I asked my adviser about it, he told me that since my husband was a doc-
tor and will make plenty of money, I didn’t have to worry about it. Tese signals 
make women feel not quite comfortable … they get into your head that you are not 
as valuable as others. Women internalize more—women think they are not good 
enough. Men’s activities, golf, etc., give them access to people who help them and 
sponsor them. Tis doesn’t happen as much for women. On the one hand women 
don’t have a culture of helping one another. On the other hand, we create special 
women’s groups that can be helpful, but it can actually keep us out of the main-
stream. We need to work in the mainstream” (Karen DeSalvo). 

“Where I thought there were barriers, I realized many of these barriers were 
of my own making. Tere certainly are external barriers, but women often shoot 
themselves in the foot. One area is salary. Every job I interviewed for I was told, 
‘Your husband is a physician.’ Every man to whom I have ofered a position and 
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quoted a salary, negotiates; women almost never do. In the business world what you 
are paid refects the value that business puts on you. Ageism is much more brutal 
for women than for men. When women are moved out of their positions in mergers 
and acquisitions, if they are over 60 years old, they have much more difculty fnd-
ing a position than a man does. Te leadership journey for physicians is harder than 
for nursing. In nursing there is a structure for leadership training and development. 
Te physician culture is more competitive. Other physicians are a barrier. Every 
step I have taken in leadership, I heard, ‘You are not a real physician anymore.’ We 
get told to play down our femininity. We struggle with authenticity because we 
have been told we need to be a ‘badass.’ Part of the external problem is that there are 
not enough role models for the current generation” (Halee Fischer-Wright). 

“Stereotypes are still a barrier to women. Tere is still a belief that women are 
not willing to work as hard as men because they have a family. Times are changing 
both in the workplace and in the home. Tere is more willingness for fexible hours, 
working from home, and paid family leave—making the workplace a more level 
playing feld. But our work in breaking stereotypes and barriers is not done. Some 
men realize this and are helping elevate women. On the other hand, some women 
don’t help other women. It is hard to get of the leadership path and get back on. 
Te pay diferential remains a problem. Sexuality in the workplace [remains a prob-
lem]” (Leah Devlin). 

“Being somewhat invisible to the organization, or if not invisible underesti-
mated [as] to what you can bring to the organization. One of the things I tell young 
women, and all women who are trying to advance, is to make sure that their boss 
knows what they want to do and knows what they can do. Make it explicit. I have 
had many men say to me, you have far exceeded my expectations, and I wonder to 
myself why were your expectations so low? I don’t think it is conscious. I think it 
is an unconscious evaluation we make as human beings. We have cultural expecta-
tions of what our behavior should be like that is defnitely diferent for men and 
women. I think that afects how we lead” (Carrie Byington). 

“Te barriers are on both sides. Women don’t get called on to lead often 
enough. When they do get called on, they often shy away from leadership or make 
an excuse—I have no time; my kids need me; I can’t move. So, they miss oppor-
tunities early and aren’t tapped again. Women have narrower guardrails for their 
behavior. Te higher I have moved in organizations, the narrower the guardrails. 
Agentic women tend to be punished for that. Women have to navigate the inherent 
confict between their desire and ability to lead and the dissonance it causes in oth-
ers. Tis double standard is difcult and damaging. Most of my women faculty are 
still doing more than half the housework and childcare. Women need to actively 
and consistently support other women. Tis doesn’t always happen. But we also 
need to let women know it is OK not to be a leader” (Nanette Santoro). 

“Often women are alone in a room of men as they move up the corporate ladder 
or they are a severe minority in the leadership team. Women lead diferently and 
that is a good thing. However, that diversity of perspective and style is not always 
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welcomed … Sometimes that shocks the status quo. Women have to learn to deal 
[efectively] with the frustration when they are not being recognized or when their 
voices are not being heard” (Kim Bimestefer). 

“Some barriers women make for themselves. We need to be honest about that. 
Tey self-eliminate themselves from leadership. I have been on search committees 
where women have been the frst choice and they withdrew because they felt there 
was a risk, or the conditions weren’t perfect, or that they hadn’t checked all the 
boxes. You have to be willing to take a risk and be comfortable with discomfort. 
All the other responsibilities you bear are not equally distributed. Even well-inten-
tioned men who are committed to gender equity don’t see the daily lived experience 
of their women colleagues. You have to organize your life and your psyche to deal 
with that reality and not feel guilty about pursuing a career and (not) cheating your 
family. Many structural barriers for getting into professions are being addressed. 
Women coming out of professional schools can get a job. Te glass ceiling is higher 
but still there. Implicit bias is a now a barrier. If a woman loses a position because 
she was considered unsuccessful, she has more trouble bouncing back than a man 
does. A man can fail at multiple positions and still get another job and even a pro-
motion” (Lilly Marks). 

“When women are looking at a job if they don’t have 100 percent of the criteria 
they won’t apply. If the job asks for 10 years of experience and they have nine, they 
won’t go for it. If men meet 60 percent of the criteria and have fve years of experi-
ence, they’ll go for it. One of the main challenges women face is fnding the balance 
between being forceful and showing emotion. Women still fear expressing their 
emotions. Tey think it makes them appear weak or feminine. We perseverate in 
our head about how other people perceive us. Emotional intelligence is important 
in leadership and it is a skill woman have” (Donna Lynne). 

“Many women face the barrier of underestimating their ability to make mean-
ingful contributions in life. Tis self-imposed limitation often leads women to 
accept less … [in] where they work, go to school, or see opportunities to use their 
knowledge and skills in diferent ways within their communities and the nation. 
Sometimes women will limit their opportunities to lead outside their comfort zone. 
Women and men leaders must be willing to reach back and pull women forward 
who have demonstrated a willingness to lead and the capacity to do so. We need to 
provide support for individuals to spread their wings and soar as active members of 
society” (Linda Burnes Bolton). 

“Tere is a dearth of role models, mentors, and sponsors over one’s professional 
lifetime. It is rare for women to [have someone with a] deep commitment and belief 
in you. Too often we are told why something won’t work for us. Even women in 
powerful positions still don’t have the same deep network of infuential people that 
men do. Tey are a notch down in the connection with real infuencers. Tese are 
real barriers for women to have positions they should have” (Risa Lavizzo-Mourey). 

“Women don’t see as many role models, so it is hard for young women to see 
themselves in leadership roles. People with clinical expertise worry that they don’t 
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understand the balance sheet or the fnancial language, so they get intimidated” 
(Nancy Agee). 

What are the most important leadership characteristics and skills? Are they diferent for 
men and women? 

Tese women underscored that we have diferent skills and talents. Tey 
believed you need to be authentic—be who you are and be the best “you.” Living 
your values is what enables you to lead. You must be willing to take risks. While the 
leadership skills may be the same for men and women, how these are manifested 
is diferent. 

“Good leaders are the same regardless of gender, color, or race. Te most impor-
tant characteristic is honesty. You need to be honest and transparent. Tis is how 
you establish trust. If people don’t trust you, you are done. Whether the news is 
good or bad is not the issue. Is it the truth? You need perseverance, grit, sacrifce, 
and you need to embrace who you are” (Evalina Burger). 

“Te skills are the same for men and women, but they may not have the same 
understanding of them. Transparency is important for trust and trust is critical. 
Being a good communicator is important—being able to connect the dots for peo-
ple. Being able to exercise infuence is a needed skill. Women don’t understand this 
as well as men, because they haven’t been in the inner sanctum. Having diverse 
teams. Having a willingness to solve problems—run into the fre when others are 
running away. Te ability to inspire people” (Lilly Marks). 

“Earn the trust of your people. People follow those they trust. Invest in your 
people, and they will invest in you. I believe my people are my greatest asset. I 
can’t run a company alone. Clarity and concise communication around vision and 
priorities. Set the example for others … hard work, be prepared, master your craft. 
Be bold. Innovation is risky. Anyone can do more of the same. Tese skills are not 
diferent between men and women. Teir approaches may be” (Kim Bimestefer). 

“Leadership skills for men and women are mostly similar. Acknowledge your 
strengths and take opportunities to lead. Get out of your comfort zone. Te most 
important skill for a female leader is learning to appreciate [your]self and your 
contributions to humankind. Be a giver and receiver of knowledge and skills. Be 
authentic … Be an active societal leader. Learn balance. You need personal refuel-
ing to prevent burnout. Maintain a sisterhood network. Be supportive and respect-
ful of other opinions” (Linda Burnes Bolton). 

“I have a brass turtle on my desk that reminds me that she needs to stick her 
neck out to get anywhere, and that is OK to do. Lead with your head and your 
heart. We are in a human business. Genuine compassion makes you stronger, not 
weaker. But being caught up in emotion without leading doesn’t make you stron-
ger. Be authentic and care more about what you are doing than about yourself. I 
am from the South, and I have a concept of magnolia leadership. A steel magnolia 
is someone who has a tenderness for the work but whose values are as strong and as 
unbendable as steel. I ascribe to servant-leadership—you are serving others so they 
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can do their job well. I don’t know that it has to be diferent for men and women” 
(Nancy Agee). 

“Part of leading is connecting with those you lead, showing compassion and 
concern. Women should not model their behavior after men in all aspects. Te 
most important characteristic for any leader is being willing to take a risk. If you 
don’t take risks, you will never advance. You may be successful, or you may fail, but 
you will learn from failing” (Donna Lynne). 

“Hard work, integrity, being ethical by design. Be collaborative and approach-
able. Have a vision. Be evidence-driven. Make sure people know what is expected of 
them. Bad experiences can teach you what not to do” (Karen De Salvo). 

“I believe leaders have to be values-driven. You need to know your own values 
and adhere to those values. It is true for men and women. I think having integrity 
is vital. Your word should mean something. It is really important to have a vision 
for your organization or for your program … try to build something that meets and 
matches your vision. I defnitely look at leadership as service. Tese leadership skills 
are similar for men and women but [how they] bring these things into reality might 
be diferent for men and women” (Carrie Byington). 

“You have to have a vision but be able to modify it with input from others. 
Inspire others. Build a team. Set an example by doing what needs to be done. 
Not being afraid to do whatever needs to be done yourself. Communication. 
Acknowledge the work of others. Remember it is about the work; it is not about 
you; don’t take things personally. Have a sense of humor” (Leah Devlin). 

“Have a clear vision and be able to articulate it with how to get there. Have 
a genuine commitment to improve yourself and the organization. Give others 
space to be creative and thrive. You can’t do it all yourself. Have empathy” (Risa 
Lavizzo-Mourey). 

“High achievement drive, high tolerance for frustration, a coherent ethical and 
moral stance. Charisma is important. If you start to walk in one direction, do 
people follow you?” (Nanette Santoro). 

“Being able to see where the opportunities are. Women have much better listen-
ing skills than men. I think this makes them better strategists. You can’t be a great 
leader without authenticity” (Halee Fischer-Wright). 

What are the biggest leadership challenges and landmines? Are they diferent for men 
and women? 

Every woman could identify clear challenges but the biggest challenges for 
these women difered, often stemming from their path to leadership. 

“Building a team and driving for outcomes while you are still learning to be a 
CEO. Te biggest landmine for men and women is around communication. It is 
letting expediency truncate communication” (Halee Fischer-Wright). 

“My biggest challenge throughout my entire career was imposter syndrome and 
what it took to overcome that. [I had a] sense from the very frst day of medical 
school that somehow a mistake was made, and I didn’t really belong with this 
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group. It would be easy for me to lose confdence. If a paper wasn’t accepted … to 
question whether I was really smart enough or really belonged and should I keep 
trying. I cannot say that I was over imposter syndrome until I was a Full Professor 
and understood what it was and began to … realize that I had equivalent or bet-
ter credentials than these people who I admired so greatly and really felt that they 
belonged” (Carrie Byington). 

“One of my biggest challenges was accepting an Executive role when I was 
approached by senior leaders. I was doing quite well as a clinician and felt like the 
proverbial fsh out of water accepting an Assistant Director role. It was difcult for 
me to move from serving as a peer with other clinicians to becoming their boss. I 
overcame this [by] being forthright and open. [A landmine is] stating or acting on 
a position where you are the lone wolf” (Linda Burnes Bolton). 

“East coast behavior—being direct, being in a hurry was of-putting in 
Colorado. Becoming a Chair and winning over the department. Women tend to 
be more under-resourced for the job more often than men. It may be because they 
ask for less. One of the things that helped avoid landmines is to give senior faculty 
coaching” (Nanette Santoro). 

“A challenge for me and for women, especially for women of color is keeping in 
balance all the multiple constituencies and their concerns, other women, people of 
color, mainstream groups, small and big political groups. Balancing these constitu-
encies and keeping things moving is a challenge. [Te biggest landmine is] taking 
reputational hits whether deserved or not. [It is] very hard especially for women to 
recover from. It happens when you are arrogant. Everyone needs to understand, 
protect, and enhance the reputation of the organization” (Risa Lavizzo-Mourey). 

“My biggest challenge is managing myself—having self-awareness. Being aware 
of how you are coming across helps build relationships. Managing your own con-
fdence level … Remember the environment can change around you and you need 
to be aware and understand how you ft in changing times and environment. Te 
biggest landmine for men and women is to lose trust. Being transparent, being 
true to the mission of the organization, not getting pulled into your own issue. 
Holding the organization accountable. Recognizing that relationships are every-
thing. Building relationships and trust are the most important part of dealing with 
the consequences of landmines” (Leah Devlin). 

“My biggest challenge is frustration—being a strategist and other people can’t 
see it; being a risk-taker and other people are afraid of change. You have to get 
really good at bringing people along. How do you bring people along so they can 
see everything you see?” (Kim Bimestefer). 

“For me as a leader the biggest challenges have been two-fold and they are 
related. Not knowing what I don’t know and how to fnd out. Tat is the second 
part. Leadership can be isolating. You may not be the frst to know something; in 
fact, you may be the last to know. How do you make sure you are in touch and 
have good communication channels? Tat you know where potential issues are and 
[having] people willing to bring them to you. As you get farther from the point of 
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the spear, there are more opportunities for things to go awry. Another challenge or 
landmine is when you want to brainstorm, and you are thinking out loud with a 
group and the next thing you hear is that someone assumes that is the direction. It 
is hard for a leader to just muse about something” (Nancy Agee). 

“[My biggest challenge] was not having a terminal degree in an academic center 
and building my credibility. How can I show I have value although I wasn’t in the 
M.D. club? [Te biggest landmine is] not understanding the politics of power and 
control. You can understand the problem but are not able to execute on your plan 
because [of not] understanding human behavior. Not dealing with problems in a 
timely way. You need to understand not only individual but also institutional con-
ficts of interest and act on that” (Lilly Marks). 

What do you look for in hiring a team? 
Successful leaders place great weight on individuals with shared values, a sense 

of mission, and a cultural ft. Tey looked for those who could complement their 
skills and those of the team. 

“Tey must resonate with the vision and values of the organization. [Tey need 
to be] smarter than me in some ways and complement my weaknesses. You have to 
be able to trust that they will have good judgment when it matters. Tey need to 
believe in teams and be willing to work in a team” (Risa Lavizzo-Mourey). 

“Integrity is foundational. Passion, value system, energy, courage, willingness to 
disagree with me, challenge my thinking. I am not so concerned about past experi-
ence that fts in a box, but rather do they have the inherent characteristics that will 
make them successful no matter what the job” (Lilly Marks). 

“Smart—smarter than me, values, mission-driven, love to learn. [Tey] may 
not be the very best X, but they want to be the best. I love to hire people who are 
unsung or unrecognized talent. Tey bring a fresh vision. If you shine a light on 
them, you can watch them bloom. I have an intentional goal for diversity, especially 
for people of color. If I don’t have the right network, I fnd the right network. Put 
your mind to make the organization look like the country and the people they 
serve” (Karen DeSalvo). 

“I look for people who are incredibly smart. I look for people who have experi-
ence and actually made things happen, doers, people who can show a record of com-
pleting things, doing things … people who are willing to work as part of a team, and 
to really respect others on the team and to work together. We need to broaden our 
perspective on credentials. We have to recognize that those very straight trajectories 
are not open to women and minorities. Tose candidates will have other experiences 
that … might have given similar growth opportunities” (Carrie Byington). 

“Proven record of experience in the area where I need [their] skills. Time tested. 
Can-do attitude and ethics. I can teach a lot of things. I can’t teach good attitude. 
Ethics is the same. I want individuals who will stick around, become part of the 
team, invest in themselves, in our organization and our mission. Passion—I want 
them … to see themselves making a diference” (Kim Bimestefer). 
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“Work experience and track record matter. Complement my strengths and 
weaknesses. Complement and add value to the team. Interpersonal skills—are they 
someone you want to work with? Reference checks including social media” (Leah 
Devlin). 

“Cultural ft. I ask three questions: Can they do the job—do they have the skills 
and maturity? Will they do the job—do they have the motivation? Can I stand to 
work with them?” (Halee Fischer-Wright) 

“I look for communication skills, maintenance of technical knowledge, and 
negotiating skills. We are in highly matrixed organizations and everything is a 
negotiation” (Nanette Santoro). 

“I look for people who are smart, talented, experienced, more importantly 
curiosity, courage to do the right thing, being life-long learners, no yes-people. 
I need people to tell me what they are really thinking but when we walk out of 
the room, we walk out as a team. I want people who have passion and joy in their 
work, who have a sense of humor, who understand that we take our work seri-
ously, but ourselves not so much. I want people who take a risk without being 
reckless. I used to pride myself on being agnostic to color and gender, but I am 
now more intentional about diversity. Seek out more candidates for a position so 
I can fnd diversity. Te only way we can make progress is … to become more 
intentional” (Nancy Agee). 

How do you create institutional change? 
Healthcare institutions are large, complex organizations and changing their 

direction is not easy. Experienced leaders realize it takes a well-thought-out approach 
and that it doesn’t happen quickly. Tey emphasized the importance of having the 
right people and getting people on board with the change. Communication and 
dialogue play a central role in helping people to embrace change. 

“Te right vision, the right path, and the right people. Being consistent, keep 
focused, be disciplined. One of the hardest things I did [was] letting people go— 
people who did their job for many years but didn’t want to change. [Changing an 
institution] takes fve to seven years” (Halee Fischer-Wright). 

“You need a three-pronged approach. Your team—committed to change. No 
mixed messages from the leadership team. You need to move change from the 
middle. Te middle [managers] are important in giving feedback to the Executives, 
and they infuence those who report to them. You need metrics that give insight 
into what is going on. Te bigger the organization the more important this is. You 
need to take a long view—10 years is about right” (Risa Lavizzo-Mourey). 

“Create a culture for the important work to be done. A paradox for me has been 
that healthcare providers can change … in a nanosecond if the patient’s condition 
warrants but ask them to change … their ofce—oh, my goodness. You need to 
connect the dots for them—connect the why with the how. Engaging people … 
to make things better. Leadership takes patience, appreciating where people are. 
Communicate, communicate, communicate. Find ways for people to really hear 
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you. It is powerful to have some champions. Celebrate small victories and give 
people credit so they have the confdence to move forward” (Nancy Agee). 

“Start by fguring out where people think the organization is and where they 
think they are going. Why does the organization exist? Why does the organization 
matter? Talk to people at all levels of the organization. Find out who understands 
that the organization needs change—where the bright stars are in the organization 
because you are going to need them. Find out who wants to go with you. You need 
a strategic plan and metrics. You need to help the people who aren’t on board to 
exit in the least disruptive way. Most of the people who had to leave, I still had a 
good relationship with. Make sure there are people coming in behind them to do 
the work” (Karen DeSalvo). 

“You need to look at what is good and what is bad. Te way to change is through 
structure, process, and culture. You need to meet with people. You need to get to 
change piece by piece. You need to give people expectations and the tools to be suc-
cessful” (Evalina Burger). 

“It took a small crowd of loyal faculty, multiple visioning exercises, and then 
just plodding forward, dragging the nay-sayers with us, and coping with some inev-
itable loss of faculty and staf along the way” (Nanette Santoro). 

“You need to engage the members of the organization in a focused efort to 
answer fve questions: Why is change necessary? What is the anticipated beneft to 
the team and our customers? How long will it take to implement the change? What 
are the potential advantages and disadvantages? How will we know if a successful 
change has been adopted by all?” (Linda Burnes Bolton). 

“Hire a few key people. Timing is important—take advantage of the honey-
moon period. Change can be evolutionary and incremental or revolutionary. In 
evolutionary change you … need to say this is where we are going and then talk 
about how we are going to get there. Be content with small incremental change that 
takes you along the path. Be ready to go the distance. We were in it for the long 
haul. Focus on what you want to be remembered for” (Leah Devlin). 

“Trust and integrity are the foundation for everything you want to do. Tey 
are the great enabler for change. Be transparent, be a good communicator, and be 
a good educator. If you give people good information that is accurate, consistent, 
reliable, understandable and relevant, you can have a real conversation about the 
problem and the solution. Most people want to do the right thing. Getting people 
to change is to help them understand reality. Don’t make the problem so big that 
people can’t grasp it. By breaking the problem into small steps, you can deliver a lot 
of change. It is not a grand slam; it’s a bunch of base hits” (Lilly Marks). 

“Change is vital for the evolution of organizations. It is very uncomfortable 
sometimes, yet necessary … having data that are reliable and open for people to 
examine and to become comfortable with I think can help drive the change. If 
we can see a problem, and people agree that it is an issue, and we have data that 
we can track, and show that we are making progress I think that goes a long way 
towards enabling change or getting people ready for change. Te other thing … is 
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the socialization of the change and … that takes time. Winning over champions for 
change that people trust … is really important. Build those relationships and help 
people come along with you together. Tere always are … casualties with change” 
(Carrie Byington). 

“Invite everyone to be part of the solution, empowering them and recogniz-
ing that they had answers. Communicating where we are going and how they ft 
in. Consistency, communication, valuing everybody, making the plan together, 
and constant communication of where we are against that plan. Hiring [is impor-
tant]—the right people, in the right place. I don’t believe in fring people. I believe 
everybody has gifts, and we can fnd the right place for them. [But] there are people 
who do things that are not tolerable” (Kim Bimestefer). 

“Leadership is not about preserving how the organization has operated. You 
need to look at whom you are serving and ask what they want. You have to ask that 
question. Te things that have been useful to me have been … data. One of the 
important approaches to use to create change … is to look outside the organization. 
Always look at what your competitors are focusing on. Organizations die because 
they didn’t watch their competitors. While they were doing things the same way, 
their competitors evolved. If you are staying the same and [others] are moving 
ahead, you will be left behind” (Donna Lynne). 



http://taylorandfrancis.com
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Denver Health was established in 1860 when Denver was only a mining camp. 
Over the ensuing decades, the city leaders built it into a model safety net institu-
tion serving not only Denver but all of Colorado. In 1997 Denver Health became 
an independent governmental entity governed by a Board appointed by the Mayor. 

Te following statistics are from the last available year (2018 or 2019). 
Denver Health is a highly integrated public safety net healthcare system. Its 

components include: 

◾ 555-bed hospital with Level I trauma center, neonatal intensive care, inpa-
tient adult and adolescent psychiatric units—24,621 admissions 

◾ Nine federally qualifed community health centers—585,263 visits 
◾ Eighteen school-based clinics 
◾ Denver public health department—65,690 visits 
◾ Denver paramedics and ambulance service—117,630 emergency responses 

and 76,000 patient transports 
◾ 100-bed non-medical detoxifcation center—38,924 encounters 
◾ Poison and drug call center—113,898 calls 
◾ Healthcare services for City/County jail 
◾ HMO serving Denver Health and Denver city employees, Medicaid, 

Medicare, Child Health Plan, and the Health Exchange 

Denver Health provides care to a large percentage of Denver’s population: 

◾ 220,000 patients served; 930,000 total visits. 
◾ 72 percent of patient encounters are to patients from minority communities. 
◾ One third of Denver population (adults and children) receive care in the 

system. 
◾ One third of Denver’s babies were born at Denver Health. 

Denver Health delivers high-quality care: 

◾ 97% trauma survival 
◾ 0.58 Observed-to-expected mortality (i.e. 42% lower than expected) 
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◾ 65% Blood pressure control among patients with hypertension 
◾ 83% Childhood immunization (19 vaccines before age 3 years) 
◾ 88% Adolescent immunization (3 vaccines age 13-17) 
◾ 0% Early elective delivery between 37-39 weeks gestation 

Denver Health is a major community anchor institution: 

◾ $1 billion operating budget. 
◾ Gross revenue is distributed across Medicaid (46%), Medicare (21%), 

Commercial/contracts (18%), Unsponsored (14%), Correctional (1%). 
◾ Unsponsored care—$230 million. 
◾ 7,000 employees, including 422 fulltime physicians. 

Denver Health is a major teaching institution: 

◾ All physicians have academic appointments at the University of Colorado 
School of Medicine. 

◾ 970 interns, residents and fellows. 
◾ 781 nursing students have clinical rotations. 
◾ 120 other student trainees have clinical rotations. 
◾ Training in 34 diferent health professions. 
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