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12. Health, Public Sector and Not-For-Profit 
Competitive Session 

Working on the Edge: Positive Organisational Scholarship in Healthcare 

(POSH) and Looking for What’s Good in Healthcare 

ABSTRACT: As part of a larger research program on brilliant healthcare, this paper introduces 

positive organisational scholarship (POS) and discusses how it has influenced a new approach to 

theory and research in healthcare, titled POSH. The paper outlines how appreciative inquiry, a key 

approach in POSH, was used to inform an investigation of what is good in healthcare. Reflective 

practice is discussed as the central methodology used to explore public domain narrative evidence. 

The paper illustrates the use of reflective practice and introduces new understandings and insights 

garnered from using POSH. The paper concludes with a consideration of the implications of a POSH 

agenda for researchers and practitioners. 

Keywords: Healthcare; Health management; Health system reform 

Reports on poor or mismanaged health services are a relatively common phenomenon in many 

nations (Patmas, 2010). Continued focus on negative health service management has considerable 

implications for consumers, carers, practitioners, health services, policymakers, and the public purse. 

For consumers and carers, this focus can silence their positive experiences with the care and support 

received, and there appear to be many instances of this (Studer Group, 2007). Furthermore, a tainted 

view of health services may diminish help-seeking behaviours and subsequent access to timely care 

(Barney, Griffiths, Christensen, & Jorm, 2009). For practitioners and their services, such pessimism 

may (unfairly) stereotype them as part of a systemic problem (Butterill, O'Hanlon, & Book, 1992). 

Additionally, and perhaps more importantly, it can diminish learning opportunities and innovation 

(Fredrickson & Joiner, 2002) – this might partly explain the sustained use of ineffective and/or 

inefficient management practices. In addition to diminishing the consumer and carer experience with 

health services, this has implications for policymakers who may continue to support (and fund) these 

practices. This paper helps to redress this imbalance by pursuing an agenda of positive organisational 

scholarship in healthcare (POSH) by exploring narrative accounts of good healthcare experiences 

(Studer Group, 2007). 
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This paper commences with a brief description of positive organisational scholarship (POS), 

with particular reference to healthcare (POSH). The paper then outlines how appreciative inquiry (AI) 

(Martinetz, 2010) was used to understand theory, methodology, and narratives sourced from the public 

domain, which were analysed to explore what is good in healthcare (Studer Group, 2007) – this 

includes new understandings and insights garnered from using POSH. The paper concludes with a 

discussion of implications for researchers and practitioners. 

POSITIVE ORGANISATIONAL SCHOLARSHIP IN HEALTHCARE 

The study reported here is part of a research program pursued by a group of pracademics 

(Posner, 2009) to foster brilliance in health service management, as informed by POSH (Fulop & 

Campbell, 2011; Fulop et al., 2011). As such, the group is aptly titled, the Brilliance Group. To further 

the POSH agenda, it is important to develop rigorous, theoretically-informed methodologies that are 

both appropriate and edifying (Luthans & Avolio, 2009). Building on research in positive psychology 

and AI, among other fields (Havens, 2011), POS is an emerging movement, exhorting researchers to 

understand human excellence in business, education, and health services (Cameron, Dutton, & Quinn, 

2003). Simply defined, it is ‘the study of that which is positive, flourishing and life giving in 

organisations’ (Cameron & Caza, 2004, p. 731). POS does not ignore or denigrate non-positive 

phenomena that are the focus of critical inquiry; but rather, it seeks to study success because success 

and its associated phenomena are inherently attractive (Bernstein, 2003). Furthermore, success helps 

to reveal resilience and capacity-building, which are as much a part of the human endeavour as 

tragedy and failure (Roberts, 2006). POS is a reverse form of critical inquiry because it uses critical 

appreciation (CA), which is based on the premise that one can purposefully direct attention to positive 

elements, while not ignoring those that are negative. 

POS is particularly useful in the context of healthcare. Its tools, including AI, relational 

coordination, and positive deviance, can promote positive outcomes and shape health services that 

flourish in the face of adversity (Havens, 2011). In addition to optimising conceptual clarity, cogent 

methodologies – particularly within emerging movements as this – can guide the neophyte, encourage 
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experimentation among veteran scholars, and contribute to a growing research toolbox. It is very much 

about working on the edge of mainstream approaches. 

Doing POSH 

This work was influenced by MacLeod’s (2009, 2011) exhortation to engage with AI to 

identify ‘pockets of brilliance’ that can be the source of innovation and change, as occurred in Canada 

with the severe acute respiratory syndrome (SARS) epidemic in 2004 (MacLeod, Hudson, Kramer, & 

Martin, 2009). MacLeod was involved in reforming Ontario’s health system and is now the chief 

executive officer of the Canadian Patient Safety Institute. 

AI is a ‘cooperative co-evolutionary search for the best in people, their organizations, and the 

world around them’ (Cooperrider, Whitney, Stavros, & Fry, 2008, p. 3). It is founded on a number of 

assumptions – for instance, it assumes the way an organisation changes reflects the way it inquires; if 

an organisation continues to focus solely on problems and challenges, it will continue to find them. 

Conversely, an organisation that attempts to identify its strengths will uncover even more goodness. 

As an epistemological orientation, AI privileges particular types of knowledge and thus the types of 

questions asked from the outset. As Hayes and colleagues (2012) note, developing AI skills requires 

an intensely relational, highly participatory modus operandi, supported by reflective practice and 

founded on methodologies like action research and practice-based approaches that emphasise a holistic 

approach to knowing and learning (Marshall, 2008). There is always a dual task inherent in action 

research – pursuing content (e.g., developing refereed journal articles, reporting to funders, and 

establishing linkages with like-minded others), while simultaneously learning about oneself and others 

(Schön, 1983). 

The search for the positive is to look for the good, the excellent, or the brilliant and this is not 

easy – furthermore, it carries risk (Bernstein, 2003). This is largely because it means wading into a 

topic that is difficult to define (e.g., when do you know you have a good experiences or a ‘pocket of 

brilliance’?), difficult to operationalise (e.g., how do you give it rigour and substance?), and difficult 

to fashion into credible research that can influence practice. The quest to define these terms is in itself 

counterintuitive to AI because definitions assume a fixedness; yet AI encourages, indeed requires 
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meaning-making that involves multiple, complex, and competing understandings and re-workings of 

ideas. Furthermore, AI is not for everyone; some individuals are slower to move from positivist, 

traditional (left-brain) problem-solving methods used in health service management, to a constructivist 

(right-brain) perspective (see Bate, Mendel, & Robert, 2008). One of the concerns of AI is to 

encourage an appreciation for diverse ways of engaging with problems and the potential to revert to 

left-brain thinking and entrained patterns of problem-solving is always a challenge. Even the notion of 

left and right brain thinking does not capture the complexity involved because as it is difficult to 

entertain multi-ontology sensemaking (Fulop & Mark, 2013). 

It was the serendipitous finding of the publication, ‘What’s right in health care: 365 stories of 

purpose, worthwhile work, and making a difference’ (Studer Group, 2007) that provided empirical 

material to develop the POSH agenda. It was literally used to level an unbalanced table by a Brilliance 

Group member! Given its positive focus and as such conceptual relevance, the publication provided 

secondary data for this study (see Exhibit 1). The narratives provided a shared syntax for exploring 

different perspectives of what could be thought of as good, great, excellent, and even brilliant in health 

service management. It became a boundary object – these arise at the interstices of social worlds and 

they continually change and unfold as different actors engage with them (MacPherson & Jones, 2008). 

The narratives or vignettes were just that – texts to play and experiment with, and to co-create new 

conversations towards the aim to understand the meaning of brilliance in healthcare. The vignettes 

energised the group – they became meaning-creating and practice-generating, especially in terms of 

fostering reflective practice. They provided a co-orientation because they were incomplete, suggestive, 

and fed alternative ways of thinking and doing POSH. All group members were unfamiliar with the 

material and came with different understandings of AI – this combination allowed different 

perspectives and contexts to emerge. 

[INSERT EXHIBIT 1] 

Reflective Practice 

Using an interpretive lens (Holstein & Gubrium, 1994), each member was assigned 

approximately twenty stories for analysis. Although thematic analysis was suggested, it was not 
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mandatory. In the process of sharing and reflecting on each others’ analyses, the group used an AI 

approach, emphasising listening, reflection, and CA. Everyone had positive observations of the 

narratives. Some even described the experience as surprisingly uplifting, like ‘chicken soup for the 

soul’. This positive focus enlivened the group; it enhanced engagement with, and appreciation for 

others’ experiences and interpretation of the narratives. 

Reflective practice is not easy and as Matuso (2012) suggests, it is complex in terms of what 

actually occurs and at what levels. He describes a hierarchy of reflection. Habitual action is said to be 

the least reflective practice, followed by understanding (which does not involve reflecting on the 

significance of something in personal or practical situations), then reflection (involving internal 

introspection and exploration about an experience), to intensive reflection (which entails transforming 

meanings and frameworks). Furthermore, individual reflection differs from group reflection and 

Matuso suggests that a ‘philosopher leader’ (Cunliffe, 2009) is needed who becomes the conduit for 

critical reflection by fostering relationalism, ethics, and reflexivity. 

The reflections revealed a visible change in members’ mindsets and a sense that brilliance was 

worth pursuing. They reflected in action, ‘drawing on cumulative personal and organizational 

knowledge and engaging in a reflective conversation with the situation’ (Cole, Chase, Couch, & Clark, 

2011, p. 144). More importantly, members also engaged in relationally-responsive learning. They 

became more self-reflexive (Cunliffe, 2008) about how they constructed the notion of good (e.g., left- 

and right-brain thinking) and how their interactions shaped a community of practice. 

In next phase, the inductive analyses of the narratives were distilled to refine the group’s 

understandings of good health service management and possible pockets of brilliance. All members 

were invited to reflect on the group discussion and discuss their inductive analyses. This involved a 

consideration of: (1) the content of the narratives, as identified and discussed by the group as a whole; 

(2) content that was largely absent from the narratives, as identified and discussed by the group as a 

whole; (3) the approaches used to source, solicit, select, assemble, and present the narratives; and (4) 

connections between the personal experiences depicted in the narratives and the organisational context 

in which they occurred. Reflections were prepared in prose and were quite diverse (see Exhibit 2). 
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[INSERT EXHIBIT 2] 

Using AI was a vexed process, particularly when dealing with the negativities and critical 

comments that arose about the empirical material. For example, some members were concerned about 

the Studer Group’s (2007) narratives and methodology, which suggested a dark-side to the potential 

brilliance of a consultancy-based publication. More specifically, there was no account of how the 

narrators were recruited and how the narratives were selected, assembled, and edited for inclusion. 

What narratives were gathered and not included in the book? Little information was given on the 

ethics involved, particularly in light of the lack of anonymity and the bias this can produce. 

Furthermore, there was limited contextual information about the settings in which the narratives were 

compiled; this might explain the religious tenor of some. The cultural tone of the US-hospital system 

cannot be mistaken; the prevalence of private healthcare providers and difficult health insurance 

regimes may help to explain good narrative experiences that involved financial offerings from staff 

members. It seems natural to have an inherent scepticism about secondary data narrative accounts. Or 

is it? 

Critical Appreciation 

Despite the positivity that permeated the narratives, group members were critical of the 

approaches that may have been used to present them. Although there is limited (if any) information 

available to describe these processes, group members were dubious about the ways in which: 

storytellers were selected, key characters were portrayed, and reliability was ascertained. At best, the 

publication of 365 narratives is a collection of spontaneously-offered narratives from individuals 

wanting to express gratitude to exemplary staff members or have their deeds recognised. At worst, it is 

a contrived arrangement of fictitious experiences to aid the promotion of individual staff members or 

the marketing of health services. 

This concern is similar to those about the validity and reliability of qualitative research 

methods (Whittemore, Chase, & Mandle, 2001). It is also reminiscent of concerns that surround 

current efforts to archive and share qualitative research material, and ‘the reticence of the qualitative 
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research community to embrace the archive on epistemological, ethical and practical grounds’ ’ 

(Cheshire, 2010). 

Despite the problems that emerged when engaging with this material, the AI approach yielded 

some new insights that group members would not have found had they commenced using the usual 

negative approach. What outweighed their misgivings was recognition that these narratives were part 

of a journey and not the endpoint on what is good, excellent, or brilliant. Group members came to 

appreciate secondary data for what they are – as ‘face-value speak’ and ‘face-value readings’, which 

can be difficult to accept for those seeking the usual credible evidence. There was a need to recognise 

cognition-in-practice as integral to learning, reflection, and CA. The practice-based approaches 

championed by AI and relational thinking obfuscate: (1) how practices are ‘constituted, reproduced 

and transformed’ (Marshall, 2008, p. 419) through patterns of thinking, frameworks, and mental 

models that place limits to multi-ontology sensemaking (Fulop & Mark, 2013); and (2) what becomes 

possible and impossible. As one member said: 

Any analysis of brilliance in healthcare should be viewed as an opportunity for something 

new and different to be created, rather than addressing it as a set of long standing 

organisational problems that needed to be solved. 

Although the work of other scholars suggest the value of this approach (Whittemore et al., 

2001), this study implies that AI requires CA that is explicit and reflected on. 

THE SURPRISING FINDINGS 

Group members indicated that good healthcare meant consumer needs were met – both the 

clinical needs and the psychosocial. Yet these needs were met through an extraordinary relationship 

that developed at just the right time. This relationship was special because of its emotional and intense 

nature despite poor consumer wellbeing and limited flexibility within the health service. One instance 

is the story of a hospital caterer who took a personal interest in a lonely lady whose family did not visit. 

The caterer spent time with her and drove her home following discharge. Subsequently, they became 

very close long-term friends, developing a grandmother-granddaughter relationship. Within the 

narratives, staff members were often described as going above and beyond professional requirements. 
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They demonstrated a personal approach that drew on their professional (if not political) nous to secure 

exactly what the consumer required when it was required. This might be described as frontline 

leadership, whereby staff members behaved bravely and extraordinarily to deviate from norms and 

protocols, pull strings, and exercise creativity with limited resources. These examples appear to extend 

the notion of healthcare beyond the focus on clinical interventions. 

Most narratives referred to non-medical staff, like cleaners and caterers who are seldom 

mentioned in healthcare research or whose voices are regularly silenced. They were often described as 

being attuned to and focused on the immediate needs of consumers and were seldom perturbed by 

barriers that thwarted their efforts. For instance, a kitchen attendant organised gifts for each child who 

was in hospital during Christmas, while a caterer purchased a birthday cake for a patient. 

The regular appearance of non-medical staff in the narratives was juxtaposed by the seeming 

absence of medical staff members who might not have opted to submit a story to the Studer Group. 

Despite the dominance of the medical professional identity (Apker & Eggly, 2004), doctors were 

seldom mentioned. Typical healthcare treatments, like diagnostic techniques, clinical procedures, and 

pain management, were rarely mentioned. Other content that was largely absent from the narratives 

included the implications for staff members from supervisors and/or managers; the effects on the 

subsequent delivery of the ‘right’ (Studer Group, 2007) or good healthcare, if they were reprimanded; 

as well as the relationship between the ‘right’ healthcare and staff empowerment or organisational 

culture. 

The narratives suggest that some criteria are particularly important and largely overlooked in 

the healthcare literature and three merit mention here: the relational, context, and consumer delight. 

The group identified many others, like value for money, quality and safety, leadership, and 

communication. However the aforementioned were more surprising in terms of their salience and their 

potential to reveal not just good care, but what might be the bases of brilliant health service 

management. 

As noted, the group members found the stories, ‘intensely relational and underpinned by 

values of care, compassion, kindness combined with consummate professionalism in people and 
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systems and yet a willingness to bend or even break the rules to do what is right’. One member 

observed: 

The relationship component of care was the primary concept embedded in all the positive 

stories of clients’ and carers’ experiences of healthcare. There were pivotal moments in 

healthcare... At these pivotal moments, clients and healthcare workers were highly 

sensitive to each other and within this relationship there are opportunities to meet the 

needs of clients. These needs are ‘special’ and often of an emotional nature because of the 

specific aspects of the health situation and the healthcare environment. 

The consumer-practitioner relationship was important to both parties – it helped to meet 

consumers’ psychosocial needs and made practitioner work more worthwhile. 

The context in which this relational component developed, which was often in high-acuity or 

palliative healthcare settings, was also important. Reflecting on the published narratives they analysed, 

group members suggested that organisational structures and processes were focused on the consumer, 

and practitioners engaged with consumers to understand and attend to their needs. The practitioners 

created a space to hear the consumer voice and demonstrate their deep concern. The time dimension of 

this context was also precious. Some of the consumers described in the stories were nearing the end of 

their lives. Despite the consumers’ grief, and that of their loved ones, some practitioners appeared to 

capture these precious periods and offer personal care, empathy, compassion, and delight. 

The stories often described ‘glimpses of light... against the normal bleakness of healthcare’. 

Within the darkness of adversity, staff members who offered healthcare that was ‘right’ (Studer Group, 

2007) epitomised beacons, shepherding patients and carers through difficult terrain. Furthermore, and 

perhaps more importantly, some of the narratives described altered perceptions. Group members 

described letters of appreciation and commendations in which individuals reflected on past chaos, and 

the ways the ‘right’ healthcare altered their experience and perceptions. Some stories involved acute 

instances of adversity, like the unexpected death of a child. Others described long-term instances of 

hardship, like the care of chronically ill consumers. As one group member noted: 
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My analysis differs from some of the other group members who reported ‘random acts of 

kindness’. The vignettes I read were clearly focused on improving the experience of long-

term or dying patients. These patients were targeted for brilliant care that focused on their 

ability, rather than their permanent or temporary disability, and what mattered to them as 

a person distinct from the role of hospital patient. Stories were told of ensuring life rituals 

and symbolic occasions were not interrupted by hospital routine or rules. 

Improving the experience of consumers who were terminally ill appeared to require 

exceptional prowess. Practitioners who demonstrated this aptitude focused on the consumer as a 

capable and valuable individual, rather than as a mere recipient of healthcare. This suggests the 

potential to delight consumers, regardless of their position on the adversity-continuum. It also shifts 

the emphasis to patient-experience, which is underpinned by different assumptions, relative to patient-

centred care (Bisognano & Kenney, 2012). According to the group members, the narratives 

demonstrated staff capacity to be both inventive and generous in their quest to secure and proffer 

resources to address (what was typically) a non-clinical need. Unperturbed by the usual resource 

constrains within health services, staff members were often: 

Creative in finding a solution within the healthcare environment. Frequently this meant 

that the solution depended on the staff using their own resources which they freely 

offered. More often than not, the help related to the human or spiritual side of healthcare 

such as food, accommodation, transport or some symbolic exchange that was meaningful 

rather than clinical. 

DISCUSSION 

This paper offers two key contributions. First, it offers a richer understanding of health service 

management, as well as a more detailed understanding of POSH and AI. Second, this paper presents a 

methodology to engage with brilliance. The methodology and the reflective practice helped group 

members to develop a more informed and different understanding of health service management. This 

was demonstrated by: (1) emphasising the patient experience (as told by the patient), rather than 
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patient-care, which situates the patient as passive and the practitioner as active; and (2) giving voice to 

practitioners to co-construct understandings of what constitutes good healthcare. 

Through this methodology, the Brilliance Group has (and continues to develop) an enhanced 

understanding of POSH and AI. Before embarking on this project, members had variable 

comprehension of, and experience with either approach. Despite familiarity with, and appreciation for 

seminal works (Cooperrider et al., 2008), healthy debate ensued, which did not necessarily culminate 

with unanimous understandings. There was also limited emersion in their philosophical underpinnings; 

so at times members floundered through this novel approach, progressively tweaking the process. As 

their project continued, members progressively ‘walked the talk’ of left- and right-brain engagement, 

confronting the challenge of developing a multi-ontological lens to examine what is good and also 

discerning brilliance (Fulop & Mark, 2013). 

Reflecting on this methodology, this enhanced understanding of POSH and AI was largely 

facilitated by reflexivity and group dynamics – this was demonstrated in four key ways. First, 

members needed to remind each other of discussions, the content of which was sometimes at odds 

with AI. Others started analyses, which latterly they curtailed themselves, with the realisation that they 

were at odds with AI. The group’s collective reflexive position on why this occurred blamed members’ 

original training and predominant experience with left-brain thinking. It was sometimes easy to revert 

back to familiar and time-honoured approaches. Consequently, group understanding of POSH and AI 

changed. 

Second, by its very composition, the group brought together pracademics steeped in different 

paradigms and mindsets for addressing health service management. Through reflexive engagement 

and the process of inquiry chosen, members began to contextualise the research and build a 

community of practice of like-inspired, rather than like-minded researchers (Hayes et al., 2012). 

Third, despite the varied experience and seniority within the group, it worked to maintain a 

generally flat structure, with all members providing leadership and followership at different times 

(Hayes et al., 2012). This is not to suggest a leaderless group – but rather, one that is leaderful, where 

the negotiation of shared meaning became a source of leadership (Raelin, 2011). Members accepted, if 
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not encouraged friendly reminders from each other to ensure their research corresponded with the 

philosophical underpinnings of POSH and AI. 

Fourth, in developing the methodology presented in this paper, the value of protocols and 

tools became increasingly apparent. During moments of uncertainty or stagnation, questions that 

prompted CA (e.g., what captures our attention, and why; how might these findings be of value to 

others?) helped to ensure the research furthered (rather than contradicted) a POSH agenda. At times, 

these questions were confronting as they required group members to spend time in a murky 

methodological mess – furthermore, the questions often revealed, if not amplified perceptual 

differences among group members. Yet the questions also encouraged members to work with, and 

through the messiness and the divergences. 

The theory and methodology presented in this paper has implications for both researchers and 

practitioners who would like to further positive health service management and related research. For 

researchers, this paper offers guidance to look for, recognise, and ultimately understand what is good 

in healthcare. For practitioners, transitioning from a problem-based, error-phobic paradigm to one that 

recognises good, excellence, and brilliance is a process worthy of consideration. Despite the seeming 

inflexibility of health services, the narratives analysed by group members suggest it is still possible to 

deliver good, even brilliant and ‘right’ (Studer Group, 2007) healthcare. Even in the most adverse 

situation glimpses of light or pockets of brilliance can be found. 

CONCLUSION 

This paper has engaged with positive health service management and in doing so, has 

furthered a POSH and brilliance agenda. More specifically, reflective practice offered a richer 

understanding of health service management. The paper detailed the methodology that facilitated this 

finding as process that can be used by others who are interested in pursuing POSH. Although it 

requires time to develop a community of practice, the methodology – and its capacity to reveal 

brilliance – was motivating and gratifying; furthermore, it helped to forge a thought-provoking and 

rewarding collaboration among group members. 
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EXHIBITS 

Exhibit 1: Studer Group Narrative Exemplars (Studer Group, 2007page numbers not 

available) 

A Lasting Impact 

Here is one story that I draw on to renew my faith as to why I love being a nurse. Eighteen 

years ago, I was a critical care nurse at Good Samaritan Hospital. We had cared for a young man in his 

high school years who was in our unit for several months due to complications from chemotherapy. 

Several years ago, I was in line at our coffee shop buying lunch, when a young man in his 30s 

in a wheelchair stopped me and said, ‘Are you Linda?’ I said yes. 

He asked if several other nurses still worked at Good Samaritan and started to list some of the 

‘old-timers’ who where still there. He then identified himself as the young man several of us had cared 

for years earlier. 

He said that as he grew up, he felt that it was the nurses who saved his life, even though he 

was wheelchair-bound. He went on to get a degree in physical therapy and now teaches new 

wheelchair patients how to adapt to their lives. 

Day in and day out we are able to touch people in a way that can impact the rest of their lives. 

– Submitted by Linda Haws, Good Samaritan Hospital, Baltimore, MD 

Pam and the crying woman 

As I was exiting one of the buildings on our campus, I passed by a young woman who was 

crying. I considered stopping to see if she was okay, but I decided that I shouldn’t intrude on her 

privacy. When I returned a few minutes later, I saw Pam, one of our dietary aids, talking quietly with 

the same women. 

I could see the compassion on Pam’s face as the woman explained that she was new to our 

town and had experienced a miscarriage the day before. She had just picked up a prescription at our 
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pharmacy and was overcome with grief and exhaustion. Her husband was at work and she didn’t want 

to interrupt him at his new job. 

Pam insisted that she drive the woman home and I volunteered to follow them so Pam could 

return with me. We also left our phone numbers just in case she should need anything. For several 

days afterward, Pam called the woman to check up on her and share in her grief for the lost infant. 

Weeks later we received thank you notes from the young mother¬– notes that revealed to us the 

difference Pam had made by deciding to "intrude" on someone who seemed to be in distress. 

Pam was my mentor that day. I will never again let my fear of intruding allow me to pass by 

someone who may need my help. Over a year later, I can’t meet Pam in the hallway without smiling at 

her, knowing that we shared a special experience. I am privileged to work alongside her as we serve 

the needs of our community. Pam is what is right in health care today. 

– Submitted by D. Parker Haddix, Davis Health System, Elkins, WV 

 

Exhibit 2: Reflections from Brilliance Group Members 

Example 1 

Without exception, each and every one of those present seemed to enjoy the task of reviewing 

the stories in the book. Most wanted to just keep reading past their own allocated chapters to continue 

to experience that warm feeling you get when someone does something nice. A few common themes 

emerged though: staff going what was termed ‘above and beyond’ to give patients and/or their 

families a memorable or pleasant experience. None of the staff involved seemed to consider 

themselves special, though. It was the least they could do in the situation or what they would have 

wanted done for them if they were in the same position. Most of the stories cited situations where staff 

had ‘massaged’ the rules or guidelines to make things happen; but they never seemed to get in trouble 

by their managers. Does this indicate that a network of people not directly involved in the ‘brilliant act’ 

contribute to it? The stories were without exception uplifting to read and tended to deal with the softer 

side of the patient’s care or their families needs. Simple things like bathing someone or the more 
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complex like getting a mother on a flight on Thanksgiving so they could be with their dying child. Not 

many of the stories were about clinical brilliance but the holistic side of a person’s care. The acts were 

memorable because of this; they interacted with the person’s emotional side. The patient was truly at 

the centre of the care process. Is this the true nature of brilliance – a patient-centric approach above all 

else? It is spoken about so often in healthcare improvement but no one has yet nailed it. Can the 

answer be in the ‘soft side’ of the care process? The people? True caring for a person’s whole self, not 

just their disease and that a patient is not just an individual; but what makes them whole is their family 

and friends and that a brilliant healthcare person becomes a part of this ‘family’ for however short a 

time they are in contact. But how do we highlight a person’s whole self in a healthcare workers 

education or work experience? How can we harness this ‘skill’? Or can we, as Quint Studer put it, 

make education and on-the-job experience seem like a gift that makes a difference and provides a 

purpose and worthwhile work? This could be part of the answer; but the question is how can we 

change the way things are to make this happen? 

Example 2 

These Studer Group stories provide inspiring examples of how staff, visitors and groups have 

made healthcare better for individuals and their families. I view these examples as important snapshots 

of ‘moments of brilliance’. However, from a healthcare organisational perspective, which endeavours 

to sustain quality and improvement, these moments unfortunately only ‘arrive’ for the occasion and 

then quickly ‘depart’ once the ‘deed’ has been accomplished. As such, sustaining such ‘brilliance’ for 

the next patient in a similar situation (same ward or clinic, same staff working the shift, the same 

afternoon, etc.) is unlikely to occur at present. So the question we keep asking is… what factor(s) lead 

to such ‘brilliant behaviour?’ The answer of course is not that simple. The Studer Group stories have 

several commonalities. Firstly, patient engagement seems prominent in the stories, which I have read. 

Secondly, the culture of the organisation… appears also critical in determining whether a brilliant 

moment materialises or not; and thirdly, personal authority and initiative versus overall organisational 

authority seems to make or break the moment… For the latter, there were several stories which 

portrayed staff and others seizing the moment through using personal authority and decision making at 
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the expense of following normal department and hospital procedure. Overall, there is general 

agreement that the Brilliance Group has essentially operated as a Community of Practice (CoP).The 

impressive part for me has been the relentless passion and determination shown by the team to work 

and learn together in pursuit of our goals. I also believe that this notion of CoP may indeed provide us 

with an understanding and analysis of how brilliant behaviour is actually established at the healthcare 

coalface and not just with the formation of our research group. This is largely because CoPs are 

characterised by collegial relationships, which provide the structure for their establishment as a way to 

manage knowledge and activity. In the world of healthcare, this would translate into practitioners and 

other healthcare professionals wanting to cultivate CoPs to support what is best and brilliant in patient 

care. It is my view that working within a culture of collaboration, CoPs may provide a framework 

where brilliant behavior can flourish. CoPs have been used widely in organisations to connect 

stakeholders across units to improve information sharing and service delivery… As discussed during 

the workshop session, the brilliance process has been an inspiring exercise in collegiality and work 

ethic. However, the discussion has largely involved academics and researchers. As such, I am of the 

view that the next phase of our ‘What’s right in health care?’ research project should be to expand the 

membership to include into the Brilliance team selected healthcare professionals and practitioners, 

including health service managers. This should provide for us dialogue involving greater 

understanding, inquiry and analysis of these stories. This could assist us in moving to the next phase of 

the research process. It remains my view that any analysis of brilliance in healthcare should be viewed 

as an opportunity for something new and different to be created, rather than addressing it as a set of 

long standing organisational problems that needed to be solved. This new approach allows individuals 

and teams to focus on real engagement that seeks to develop what is best for healthcare. The staff in 

each story aspired to and enabled real hope for us in terms of future service delivery so as to make a 

real difference for patient care. This approach shifts from the traditional ‘one size fits all’ model used 

globally to target healthcare efficiencies. It also distances itself from the failed strategies which target, 

blame and penalise clinicians and others for their behaviour in delivering services. Research would 

need to be undertaken to investigate the specific drivers that energised individuals and teams to seek 

and then sustain brilliance in healthcare delivery. This is of course a major paradigm shift in the 

Page 21 of 22 ANZAM 2013



19 

current delivery of healthcare. The question we need to consider is how bold and determined do we 

want to be to achieve ‘what’s right in health care’ at the organisational level? These narratives show 

that it can be achieved at the individual level. 

Page 22 of 22ANZAM 2013


