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Abstract: Nowadays, National Healthcare Systems are confronted with an increased 
demand for high quality and patient centred services worldwide, but the limits of 
resources challenge their sustainability. The mandate to “do more with less” encour-
ages policy makers, healthcare managers, and professionals to look for innovative 
ways to redesign healthcare services in order to meet the challenges of the new social 
and economic trends. In this scenario, healthcare researchers and policy makers 
increasingly acknowledge patient engagement as a pivotal lever to improve the effec-
tiveness and efficiency of healthcare provision.

The chapter presents a frame of the current trends and challenges related to the 
development of sustainable innovation in healthcare by specifically focusing on the 
hospital change from the perspective of both new hospital positioning in the wider 
healthcare ecosystem and organizational reengineering. Hospital innovation is dis-
cussed in terms of its connection with the concept of engagement, which is articu-
lated both at multiple levels and across multiple stakeholders composing the health-
care ecosystem.

The work is grounded on the analysis of the recent theoretical perspectives in 
healthcare innovation and on some illustrations and examples from relevant organi-
zational case studies.

Keywords: Hospital innovations; National Healthcare Systems; sustainable health-
care; organizational sustainability; engagement; multi-stakeholder partnership; 
patient centred hospital model.

1  Introduction
As underlined in Chapter 1, nowadays, National Healthcare Systems worldwide are 
confronted with an increased demand for high quality and patient centred services, 
but the limits of resources challenge their sustainability. The mandate to “do more 
with less” encourages policy makers, managers, and professionals to look for innova-
tive ways to redesign healthcare services in order to meet the challenges of the new 
social and economic trends. In this scenario, patient engagement is increasingly 
acknowledged as a pivotal lever to improve the effectiveness and efficiency of health-
care provision.

This chapter, grounded on the analysis of recent theoretical perspectives and on 
some illustrations and examples from relevant organizational case studies, presents 
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a frame of the current trends and challenges related to innovation in healthcare in the 
light of patient engagement. The specific focus is on hospital change in terms of new 
hospital positioning in the wider healthcare ecosystem and in terms of organizational 
reengineering or model change. Hospital innovation is discussed in its connection 
with the concept of engagement, which is articulated both at multiple levels and with 
multiple stakeholders composing the healthcare ecosystem. The investment on mul-
tiple-lane engagement allows for the construction of a multi-stakeholder partnership, 
which we believe is a key-asset for guaranteeing an effective healthcare innovation, 
balancing its economic, environmental, and social sustainability.

The chapter comprises six parts. After the Introduction, Section 2 briefly presents 
the actual challenges that influence innovating and organizing sustainable health-
care. Section 3 analyses the ways in which hospitals are trying to respond to these 
challenges through a number of initiatives aimed at reconfiguring the centeredness of 
patients with respect to both the broad external ecosystem (designing an “embedded 
hospital”) and to the internal model and structures (designing new patient centred 
care delivery models). Section 4 introduces the link with the concept of engage-
ment and subsequently with the idea of engaging in multi-stakeholder partnerships. 
Section 5 presents some concluding remarks.

2  Innovating and Organizing for Sustainable 
Healthcare
Innovation is a key word of these times and plays a role both in the field of private 
companies and in the public sector, including welfare and healthcare organizations. 
Manifold pressures for changing care delivery systems can be identified as common 
trends affecting healthcare systems worldwide, as summarised in Chapter 1. Many 
of these pressures are of course interrelated, meaning that they produce a combined 
effect that altogether challenges the healthcare systems. Nonetheless, for reasons of 
clarity, the pressures for change can be classified into the following clusters:
1. Economic and financial pressures. The crisis of the welfare states is producing a 

vast array of measures aimed at controlling total spending and at constraining 
both demand and supply. The mandate to “do more with less” specifically goes 
in this direction and asks healthcare systems to create new balances between 
private and public expenditure, as well as among hospitals’ budgets and other 
care budgets (e.g., related to primary care, homecare).

2. The socio-demographic pressures. Recent progress in medicine and the dis-
covery of new therapies, drugs, and diagnostic tools are capable of overcom-
ing the effects of some diseases, increasing the population’s average age. This 
means that health systems deal with an increasingly aging population affected 
by multiple comorbid and often chronic diseases. Other factors that modify the 
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disease pattern are the changing migration movements, different patterns in 
diets, and the rise in hospital acquired infections (for more details, see McKee, 
Healy, Edwards, and Harrison, 2002). Beside these demographic changes, the 
last decades have also been characterized by the changing role of the patients’ 
in care delivery (McKee and Healy, 2002; Lega, Mauri, Prenestini, 2010). The 
growth of patients’ literacy and awareness of their rights are leading to new and 
legitimate public expectations for more patient centred services. Access to clini-
cal information via the internet means that many patients ask for a more partici-
pative management of care and for shared decision-making about their clinical 
choices (Broom, 2005; McMullan, 2006). The increasing demand for homecare, 
the need of internationalization of the health systems, patients’ claims for a more 
engaging and equal access to healthcare are other examples of the changing 
behaviours of patients.

3. Technological pressures. The developments in health technology and in clinical 
knowledge have increased the range of available interventions and the need for 
renewed relationships between tertiary and secondary care facilities. The tech-
nological development entails two main innovations: the diagnostic-therapeutic 
innovations and Information and Communication technologies (ICT). Both types 
of technological innovation modify hospitals and other care providers’ boundar-
ies and range of action. The progress in the first type of innovation entails the 
pooling of costly and highly specialized technologies in well-developed acute 
hospitals while the progressive routinisation of simple and non-invasive sur-
gical operations means that they can be performed away from the hospitals in 
ambulatory services or community care centres. The second type of technological 
innovation (ICT) leads to a progressive virtualization of the hospitals throughout 
the development of telemedicine and the improved imaging technology, which 
offers the possibility of distance delivery of medical reports (Edwards et al., 
2004). Virtual care expands the possibility of hospital services beyond the hospi-
tals’ physical boundaries and calls for a reconfiguration of the entire network of 
healthcare providers.

4. Environmental pressures. Healthcare organizations are increasingly asked to 
reduce the emissions and the environmental effects of their activities and prod-
ucts; they are pushed to develop and manage supply-chains that do no ecological 
harm; they are asked to be increasingly aware of how their negative environmen-
tal effects influence citizens and patients’ health.

As discussed in Chapter 1, these pressures appear to substantially reshape and modify 
the healthcare scenario, affecting both the demands for healthcare services and the 
traditional ways of organizing the care delivery. These trends seem destined to con-
tinue, at least in wealthy countries, and they encourage healthcare systems to susta-
inably redesign themselves in order to simultaneously address the economic, envi-
ronmental, and societal concerns. The sustainability issue in healthcare is in effect 
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gaining worldwide attention, and it has become a hot button for policy makers, mana-
gers, and professionals, “The greatest challenge to the sustainability of healthcare is 
therefore to find new organizational approaches that deliver the value that society 
needs and is able and willing and able to pay for” (Mohrman et al., 2014: 15).

Although sustainability may appear as an “umbrella” term, sometimes abused, 
we here refer to this concept as the capacity of a healthcare system to improve health 
and increase societal and ecological values through viable economic models capable 
both growing over time and in saving resources for future generations (Mohrman & 
Shani, 2012). According to the picture described above, the new demands for health-
care should therefore be addressed in ways that do not accelerate the consumption of 
economic and environmental resources. The costs of clinical and technological devel-
opments should be monitored and contained, and the demand for high quality and 
patient centred services should be balanced with the increasing limitations of public 
and private resources (Mohrman & Shani, 2012; Pencheon, 2013).

3  Addressing the Sustainability Challenges: 
A Changing Hospital in the Overall Network of Care 
Providers
Healthcare systems are trying to respond to the new challenges through a number of 
initiatives (Mohrman et al., 2010). Some of these initiatives aim to integrate health-
care pathways and processes, starting from the hypothesis that unintegrated care is 
a major obstacle to services’ quality and overall sustainability. For example, several 
works have been devoted to building better connections among various agencies, 
organizations, departments, and facilities that are involved in care, and to rational-
izing this configuration in order to avoid costly redundancy and diffusion of expertise 
(Lifvergren, Docherty, & Shani, 2011). Moreover, recent studies have described the 
efforts made by several organizations to systematically improve clinical and adminis-
trative processes to achieve better integrated, technologically advanced, and account-
able care pathways that address the life cycle of disease and/or the coordination of the 
steps of acute treatments (Gooch et al., 2009; Weisz, Mohrman, & McCracken, 2012). 
Another cluster of initiatives is devoted to redesigning primary care, for example, by 
creating “medical homes” or designing experiments utilizing a community-based 
approach to the delivery of care; developing new initiatives for healthcare preven-
tion and promotion to increase the overall health status and thus reduce the global 
demand on the system (Gorli et al., 2013). The third group of initiatives is devoted to 
educating patients and their families by providing them with information on how to 
take responsibility for their health and how to use health services more effectively 
(Eriksson et al., 2010).
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While the pressures for change described above challenge the entire network of 
healthcare providers, some authors agree that in the scenario described above, the 
hospital is the organizational actor exposed to the wider changes and transforma-
tions (McKee and Healy, 2002). Indeed, hospitals are pushed towards transformation 
processes that influence their prerogatives, mission, jurisdictions, internal processes, 
and role in the wider network of healthcare providers (Carbone et al., 2006). This is 
not to say that hospitals’ role is somehow decreasing or becoming less important. On 
the contrary, hospitals remain the cornerstone of all healthcare systems because 1) 
they absorb a large portion of the health expenditure (up to 70%), 2) they constitute 
the main employer for doctors and nurses, 3) along with a clinical role, they play a 
fundamental role in educational and research activities, and 4) they are imbued with 
symbolic meanings in that they offer a tangible sign of the presence of the healthcare 
systems in a territory (McKee and Healy, 2002; Lega, 2005; Lega, Mauri, Prenestini, 
2010).

The increasing expectations on the demand-side, along with the evidence of the 
unsustainability of the current organization of health care, call for a reconfiguration 
of the hospital to put the patients at the centre. From an organizational point of view, 
this means that the hospitals’ infrastructure and structure need to be redesigned with 
an aim of putting the patient at the centre of the health delivery processes rather than 
focusing only on health professionals’ needs and development. For these reasons, in 
most industrialized countries, health policies are calling for a revision of hospitals’ 
position and boundaries in wider healthcare system (3.1) as well as hospitals’ internal 
organizational structure and care delivery (3.2).

4  Beyond the “Cathedral in the Desert”: The 
Embedded Hospital
The traditional autonomy of the hospital has been hindering the establishment of a 
network vision for several decades, whereby the hospital becomes integrated with 
territorial services or other hospitals. This network vision is nowadays more crucial 
than ever. In fact, due to the sustainability issues highlighted above and to the pres-
sure to provide high quality healthcare services, hospitals are increasingly concen-
trating on acute care, shifting rehabilitation needs, chronic disease management, 
and long-term care outside the hospital in territorial services or community centres. 
These changes are made possible through the above-mentioned technological inno-
vations (e.g., the ones that allow a distance-management of chronic patients) and 
the increasing complexity and responsiveness of the healthcare service network 
comprising of different care providers. The network vision entails both a vertical 
integration between hospitals and territorial services (e.g., the joint management of 
patients’ transfer through the establishment of new professional roles, such as the 
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discharge manager, the sharing of electronic patients’ records between hospitals and 
territorial services, and the sharing of care procedures and protocols) and a horizon-
tal integration across different hospital structures. In this scenario, the main four 
structures that compose the healthcare systems are the following:
1. Structures for primary care are multi-specialty and multifunctional centres. In 

addition to daily services, these structures should offer 24/7 assistance for first 
aid in all the cases of low or moderate urgency, thus freeing the hospitals from 
this duty.

2. Diagnostic centres and ambulatory care, separated from the hospital or function-
ing through separate patients’ flows, are in charge of all the diagnostic proce-
dures. Thus, the diagnostic procedures delivered by the hospital can be limited 
only to internal patients.

3. Intermediate assistance centres include country or rural hospitals and long-
term care or rehabilitation settings. Ideally, these structures are well connected 
and integrated with the main hospital that discharges patients in the post-acute 
phase.

4. Hospitals address the urgent emergencies and the acute cases, and they are well 
connected with other structures to regulate both admissions and discharges.

To sum up, the “embedded hospital” is a highly technological structure that delivers 
secondary care to acute patients, which is vertically integrated with primary and post-
acute services and horizontally connected with similar hospital structures.

5  Beyond the Professional-centered Hospital: The 
Patient Centered Model
Such a new definition of the hospital role, boundaries, and position in the care pro-
viders’ network, together with the pressures toward more effective and patient cen-
tered hospitals, entails also a redesign of hospital internal functioning, organiza-
tional structure, and processes. It is increasingly acknowledged that the traditional 
functional structure of the hospital (namely one where individuals with a similar area 
of expertise are grouped into independently controlled departments, thus defining 
patients’ location according to their prevalent pathology) shows severe shortcomings, 
consisting mainly of economic losses and organizational inefficiencies (Braithwaite, 
1993; Vera and Kunz, 2007; Vos et al., 2011). In fact, individual clinicians often lack 
the capabilities to control the workflow across departmental boundaries and thus the 
coordination of care activities within a patient care trajectory. Resources tend to be 
duplicated, causing inefficiencies and autonomy in using the specialty’s resources 
that often prevail over accountability, in some cases even reducing the effectiveness 
of treatments (Lega and DePietro, 2005; Villa et al., 2009; Vos et al., 2011).
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As Lega and DePietro (2005) noted in their extensive literature review, to address 
the above-mentioned challenges, hospitals overall appear to be converging towards 
a patient centered model (henceforth PCM). The central idea of patient centered 
restructuring is that organising a hospital around care processes increases patient 
centred care, reduces cost, and improves quality (Vera and Kunz, 2007). Although it is 
self-evident that care should address the need of patients, in reality, many hospitals 
are run with more consideration for the convenience of staff. Thus, in the traditional 
functional model, patients are admitted under individual specialist clinicians who 
keep them or transfer them to the care of another clinician. Conceptually, the func-
tional model mirrors a professional centered culture, whereby patients are organized 
and located accordingly to the medical specialties rather than to an assessment of 
their overall care needs, which might be different in patients’ affected by the same 
pathology. As a solution to this problem, the core principle of the PCM includes the 
delivery of the adequate amount of cure and care to patients in the most suitable 
setting according to their health conditions.

To innovate healthcare through the PCM, hospitals usually go through a process 
of re-engineering, which encompasses several restructuring actions, both in the orga-
nizational structure and in the building. The entire hospital system is affected. As 
summarized in Table 1, such major change concerns first the redesign of the orga-
nizational model, which shifts from a functional model to a process-oriented model 
(1). By structuring differently the care delivery model, many other aspects change 
accordingly, for example, (2) the concept of an organizational unit able to respond 
to patients’ care needs and consider the relationship among specialities. The criteria 
for patients’ allocation into hospital units no longer overlap with the medical spe-
cialties. Patients are grouped in multi-specialty units (that substitute the traditional 
specialty-based units) differentiated by the level of patients’ clinical and nursing care 
needs (high, medium, or low intensity of care need) instead of their specific patholo-
gies This way, it is possible to achieve greater homogeneity of patient service require-
ments (McKee and Healy, 2002) and to avoid the delivery of “average level” care to 
all patients that share the same pathology. The model of care (3) also changes. As 
the PCM requires integrated care, multi-professional and multi-specialty teams are 
strengthened and practitioners experience a great pressure toward competencies of 
integration and collaboration. An example of this new integrated effort is represented 
by the specific reconfiguration of nurses’ position, which sees the passage from the 
traditional “functional nursing” (where each nurse was specialized in a single care 
activity) to the new “modular nursing” (that requires every nurse to be responsible for 
the overall care practices required by small groups of patients inside the ward). Hos-
pitals have to rethink a different use of resources (4): resources such as beds, operat-
ing rooms, and equipment are aggregated and shared by all functional specialties 
and are regulated by a centralized logistical model. Patients are no longer transferred 
across different units or departments; instead, physicians and technologies move to 
the patient’s bed. This affects the management of the overall service reorganization, 



127   Hospital Innovations in the Light of Patient Engagement

calling for new managerial roles (5). New professional roles are responsible for the 
appropriateness, timeliness, flow, and integration of patients’ care delivery process 
(e.g., the bed manager or case manager in charge of establishing patient placements in 
different inpatient settings or the supply coordinator in charge of managing the logis-
tics flows of goods to different wards). Further and above all, the described changes 
might require a redesign of the physical environment (6), where newly built hospitals 
facilitate the aforementioned changes while more traditional hospitals often need to 
be partially or completely restructured. In such a redesign, the hospital is structured 
around a few different care areas based on the patients’ clinical severity and on the 
complexity of the assistance required (McKee and Healy, 2002).

While considering these key-aspects, it is important to note that the PCM has been 
defined as an “organizational philosophy” rather than a fixed model: the local inter-
pretations vary depending on the strategic boards’ choices and on hospitals’ dimen-

Table 1: Converging patterns of the more recent hospital innovations

Functional model Patient centered model

1. Organizational 
model

Functional /divisional model Process oriented model / Matrix model

2. The basic 
organizational unit

Specialty-based units. Practiti-
oners (doctors and nurses) are 
grouped into semi-autonomous 
units depending on their spe-
cialty of belonging

Multi-specialty units. Units are aggregated in 
accordance with patients’ clinical and nursing 
needs. Doctors might treat patients located in 
different units and nurses assist patients with 
different pathologies.

3. Patients’ flow Mixed (emergency and elective) Separation of the emergency flow from the 
elective flow (with dedicated beds and other 
resources for each).

4. The model of care 
delivery

Functional model (nurses’ 
task-oriented job: each nurse 
is specialized in a single care 
activity)

Pressure toward inter-specialties and inter-
professional integration. Modular care (nurses 
are responsible for the overall care practices 
required by small groups of patients)

5. Use of resources Separated resources (beds, 
operating rooms, equipment, 
nursing staff, other staff) devo-
ted to the single specialities

Resources pooling: resources are shared by all 
functional specialties

5. Managerial roles Head Physicians in charge of 
their Departments

Bed manager / case manager (as distinct by 
the clinical activity) for centralized operation 
management

6. Physical 
environment

Hospitals are built around fixed 
and focused spaces, often with 
isolated wings

Newly built hospitals are designed to maxi-
mize resource pooling and patients grouping, 
flexibility, and modularity of spaces
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sions, workforce, patient base, structure, and layout. Such diversity also suggests that 
in practice, re-engineering becomes entangled with a multiplicity of factors, such as 
the competing voices of policy makers, hospital boards of directors, clinical manag-
ers, and frontline clinicians.

6  From Embedded and Patient Centered to 
“Engaging” Hospitals: Missing Steps
The above-described innovation of hospitals highlights the need to re-organize ser-
vices and networks to address the needs and expectations of the patients. Since the 
publication of the Institute of Medicine report, Crossing the Quality Chasm: A New 
Health System for the 21st Century, patient centered care is considered a crucial dimen-
sion of healthcare delivery and practices. Patient centered care (see also Chapter 3) is 
nowadays a well-established trend in healthcare, which calls for a re-humanization 
of medicine through a serious attempt to explore patients’ preferences, needs, and 
values, ensuring that these latter elements guide all clinical decisions.

The new hospital welcomes the challenges of patient centered care in some innova-
tive ways. First, the criteria for patient placement and resource allocation increasingly 
consider the patient as a whole person rather than a “sick organ”, which is acknowl-
edged as one of the keystones of the patient centered paradigm (Berwick, 2009; Mead 
& Bower, 2000; Stewart et al., 2000). Moreover, the patient centered hospital is based 
on the principle that personnel and technologies, rather than the patients, are the 
ones that should move inside the hospital. While this shift could appear trivial, it must 
be considered that the functional hospital model – developed around the growth of 
medical specialties – has characterized the history of the modern hospital in several 
countries and contributed to the establishment of a doctor-centered formal and infor-
mal organization, often very resistant to change. For this reason, the shift toward an 
organizational model that “flips” the focus of attention from the needs of professionals 
to the overall care needs of the patients can be regarded as a rather disruptive cultural 
change. A second fundamental innovation entails the focus on the care process rather 
than on the single treatments, which calls for an increased movement tiward vertical 
and horizontal integration among providers and for the enhanced inter-professional 
and inter-disciplinary collaboration among health practitioners. In fact, patients 
should not be burdened with the responsibility of linking and integrating different pro-
viders and should not experience inconsistencies of opinions and decisions. Rather, 
the organization must be in charge of integrating and coordinating the different care 
actors, thus also safeguarding the quality of the care process.

Third, once the new hospital starts working properly, the model should ensure 
shorter time of hospitalization, better integration, and shorter waiting lists for opera-
tions and other care services.
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All these elements are consistent and well respondent to the broad indications 
of the patient centered philosophy. Nonetheless, for the purpose of this book, we 
suggest it would be interesting to focus more closely on how the concept of patient 
engagement may support a true innovation of hospital care organization.

As discussed in the first section of this book, the concept of patient engagement 
has emerged in the broader framework of patient centeredness, although it raises spe-
cific issues that focus on the degree of patient participation in their healthcare expe-
rience. The concept of patient engagement qualifies the type of relationship that the 
patients establish with their healthcare system of reference (the provision of medical 
services) at different levels (Carman et al., 2013; Graffigna et al. 2014). The notion 
of engagement refers both to patient activation (namely patient’s knowledge, skills, 
ability, and willingness to manage his or her own health and care, e.g., by adopting 
measures of preventive care, following a balanced diet, or exercising regularly) and to 
a broader set of interventions designed to increase patients’ participation in design-
ing and managing the healthcare delivery systems themselves. Patient engagement 
is regarded as one of the main strategies to improve health outcomes and healthcare 
services. Moreover, according to some recent research (Carman et al., 2013), patient 
engagement might also contribute to lower cost and expenses, one of the main con-
cerns of the sustainability issue described in section one.

Patient engagement is still a challenge for the new hospitals, as this redesign 
does not guarantee engagement for several reasons.

First, the patient centered model and its related restructuring actions do not 
explicitly address patients’ role and activation in the design or improvement of the 
care delivery process. While the patient centered hospital is created to better address 
patients’ expected needs, taking into account both their clinical treatment and their 
overall health conditions, it appears that patients themselves do not have a say in 
managing their hospitalization experience. This could be partly explained by the 
fact that the average hospital patient is acute, requiring intensive or very specialized 
treatments, which substantially limits activation and participation. Second, while 
overcoming a strict focus on patients’ pathology, the new hospital does not explic-
itly consider patients’ social belonging, cultural differences, and potential divergent 
expectations in the care delivery process. Patients’ pathways and hospital person-
nel are organized according to the severity of the conditions of different groups of 
patients (basing on their clinical and care needs); thus, shifting the focus from a pro-
vider centered to a patient centered view. Nonetheless, such a patient centred view 
mirrors an image of the patient as a rather “standardized” subject, and it might fail to 
account for the complexities introduced by the specific familial, social, and cultural 
contexts of the patients. Patients and families’ carry specific expectations and world-
views, which must be considered and included in the dialogue with the healthcare 
providers and organizations to achieve patient engagement.

Several authors have emphasized that patient engagement requires an actual cul-
tural shift, namely “some radical, unfamiliar, and disruptive shifts in control and power, 
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out of the hands of those who give care and into the hands of those who receive it” 
(Berwick, 2009:557; Barello et al 2014; Graffigna et al. 2014). To achieve this, the hospi-
tal, regardless of whether it is organized according to a patient centered model, should 
look for innovative ways to engage the patient in the management of his care plan and 
in the improvement of the overall healthcare delivery processes. Hospitals might need 
to design and implement specific organizational devices to engage patients and families 
at least as privileged informants of the perceived quality of care and of the overall care 
services and, whenever possible, as active co-producers of their care services. As said 
above, this means transforming hospital as one hub of a complex network of other, 
increasingly crucial, care providers, and, as suggested in Chapter 2, the PHE model 
presented in this book might provide a framework to achieve these goals.

The recent international literature offers some examples of practices address-
ing the complex challenges posed by the need to engage patients. From the analysis 
of these practices, hospitals might strengthen their capacity to engage patients and 
families in several ways and at many different levels. First, they may increase patients 
and families’ participation in the direct care. Second, hospitals could systematically 
gather patients’ feedback and suggestions for improving the organization of the care 
delivery. Finally, they could employ patients and families in strategic positions in the 
healthcare system.
1. Patients and families’ participation in direct care.

This form of engagement refers mainly to patients’ active role in decision-making 
practices (Barry and Edgman-Levitan, 2012; Charles et al., 1997; Coulter, 1997) 
and to other initiatives, which allow patients and providers to co-manage the 
decision involving their treatment and care delivery process. In participated deci-
sion-making, patients and clinicians take joint decisions based on the medical 
evidence, clinical judgment, and patients’ characteristics. In these decision-mak-
ing processes, both parties – doctors and patients – share information, i.e., the 
clinician suggests different options and describes their risks and benefits and the 
patient expresses their preferences based on personal lifestyles and values (Barry 
and Edgman-Levitan, 2012). There are various ways through which participated 
decision-making can be achieved in the hospital (please see Chapter 9 of this 
book for a discussion of this point). One example is the implementation of formal 
programs where decision aids (leaflets, books, videos, websites, and other inter-
active media) are used to give patients information on the risks and benefits of 
various treatment options and to help them make a choice consistent with their 
expectations.
One practical example is the development of the Pre-Visit Preparation Packets1 for 
annual visits for the elderly and children, which contain information to prepare 

1  Developed and tested in the John D. Stoeckle Center for Primary Care Innovation at Massachusetts 
General Hospital (Johnson et al, 2008).
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patients and families to be active partners during the visit, namely by helping 
them formulate their questions to clearly convey their needs and expectations 
to utilize the time during the visit effectively. Another example of improving par-
ticipated decision-making concerns the development and provision of balanced, 
expert-patient reviewed decision materials that the patients could use to assist 
them with their decision-making. Moreover, in some cases, hospitals directly 
assist patients in reaching out to disease-specific associations. Such organiza-
tions are particularly crucial for patient engagement because they can strengthen 
patients and families’ health knowledge of their specific conditions, provide 
information about patients and family rights, develop guidelines for practice, 
and offer pragmatic as well as emotional support (Johnson et al., 2008). Similarly, 
hospitals can sustain the development of peer support programs. In these cases, 
patients, especially when suffering from chronic diseases, are encouraged to join 
both online and in person communities aimed at empowering their members 
through information exchange, orientation, and mutual support. A final example 
of enhancing patients and their families’ engagement is their direct activation 
and involvement at points of care, for instance by facilitating families’ access or 
by sustaining their inclusion in the hand-off process (Luxford et al. 2011). These 
procedures help patients and families become “partners in care” (Luxford et al., 
2011), making their voices heard in real time along their care journey.

2. Systematic collection of patients and families’ feedback and suggestions.
Monitoring and measuring hospitals’ performance from the point of view of 
patients is another strategic asset that contributes to the engagement of patients 
and their families. It allows patients and caregivers to be active co-evaluators 
and co-designers of their own healthcare system of reference. Some studies 
(Greene et al., 2012; Johnson et al., 2008; Luxford et al., 2011) have shown that 
hospitals, which utilize the best practices in the field of patient centeredness, 
conduct regular surveys on patients’ care experience, the results of which are 
used to identify opportunities for improving the organizational structures and 
work systems as well as individual professional performances. Thus, patients 
and families’ feedback directly improve care processes and structures, making 
them safer and/or more supportive of patients’ overall wellbeing. Some hospi-
tals, moreover, have developed new Offices2 or organizational roles that are spe-
cifically aimed to provide patients and families with services and tools to become 
active partners in their care. For example, in order to map not only the safety 
and quality of the clinical flows, but also patients’ emotional needs and expec-
tations, specific investigations need to address the stress and anxiety associ-
ated with illness and determine the effect of the outcome of such distress on the 
engagement process.

2  I.e. the Office of Patient Experience in Cleveland Clinic, Ohio (Johnson et al, 2008).
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In other cases, the monitoring of patients’ experience is used for identifying care 
gaps, patient and caregiver needs, or unmet opportunities, which could help 
rethink and improve clinicians’ skills. For these purposes, new unconventional 
methods have also been recently documented, such as the use of video-recorded 
material (Neuwirth, 2012). Videos portraying patients and caregivers in their daily 
activities are used to reveal to clinicians, in a concrete and striking way, their own 
assumptions about their practices and to shed light on the mismatches between 
practitioners and patients’ expectations.
Finally, surveying patients’ preferences can help shape broader responses on 
a societal scale. An example is the implementation of public campaigns aimed 
at exploring patients’ attitudes and choices about sensitive topics, such as, the 
end-of-life. Such initiatives, on the one hand, encourage patients to clearly com-
municate their wishes and, on the other hand, guide providers in organizing care 
services consistent with patients’ choice3. All these procedures allow hospitals 
to become better learning organizations (Luxford et al., 2011), willing and able 
to redesign both their care practices and their overall organizational functioning 
and layout to increase their capacity for engaging patients.

3. Employing patient and families in meaningful positions.
Another level of engagement consists of creating meaningful part-time or full-
time paid positions for patients and family leaders to facilitate their systematic 
participation in strategic decision-making and to promote hospitals’ connection 
with the local communities. Some examples of these initiatives include the cre-
ation of stable patients or community advisory committees, which are integral to 
healthcare organizations’ work by offering support in several ways. The different 
forms of support include 1) the evaluation and implementation of patient centred 
structures and clinical facilities (as illustrated above); 2) providing linguistic and 
multicultural training to hospitals’ workforce; and 3) connecting with the local 
communities through informative campaigns, basic health education, health 
screenings, local caregivers’ training, and/or services’ orientation (Johnson et 
al., 2008). Patients and families’ engagement is a crucial factor in enhancing 
hospitals’ capability to connect and build partnerships with other organizations 
(i.e., patients’ associations) and with the broader local community. Thanks to 
the bridging function of patients and families, hospitals have the chance to con-
tribute to the creation of more integrated services, i.e., by joining in community-
based healthcare initiatives or by providing resources to provide health educa-
tion to households.

3  For example, the “Conversation Project”, initiated by the journalist Ellen Goodman and colleagues, 
is a public campaign that encourages citizens to express how they would like to spend their last days 
and to discuss it with care providers and families. See Carman et al. (2012).
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All of the above-described experiences recognize that patients and families 
can provide expertise, insights, first-hand knowledge, and social networks that 
are of immeasurable value for sustaining hospitals’ improvement and engage-
ment capabilities. Following Berwick’s (2009) “confessions of an extremist”, we 
suggest that new organizational models or new ways to organize the healthcare 
delivery process cannot be actually labelled “patient centered” if they are built 
without patient and family involvement at all stages of organization.
Such experiences and practices also show that a hospital that aims to engage 
patients and families should work and develop initiatives at different levels, 
including the healthcare delivery level (patients’ participation in choices about 
their care plan), organizational and managerial level (patient involvement in the 
renovation of healthcare settings’ processes, structure, and layout), and politi-
cal and strategic level (involving dialogue between patients and experts, usually 
more involved in the design of care services). Such considerations reflect upon 
and suggest an “action plan” in the field of patient engagement, as discussed in 
the next session.

7  The Challenges of Partnership: Engaging 
Patients and Stakeholders to Improve Healthcare 
Organizations
The reasoning presented in the previous section allows us to reflect on the meaning 
of engaging patients and their families and on different ways in which a hospital can 
promote such engagement. Two elements are particularly crucial.

On the one hand, engaging patient means engagement at multiple levels, i.e., 
both individual care delivery and organizational/systemic, to plan the adequate 
healthcare provision and support strategic decision-making programs. These con-
siderations allow the broadening of the concept of patient engagement beyond the 
exploration of patient-physician relationship and to involve patients as co-producers 
of the structural, procedural and political dimensions of healthcare organizations that 
might influence the quality of care, as suggested in Chapter 2 of this book (Bergson & 
Dean, 2006; Graffigna et al, 2014; Greene et al, 2012; Hernandez et al, 2013; Luxford et 
al., 2011; Shaller, 2007).

On the other side, engaging patient requires the reciprocal engagement of multi-
ple stakeholders who inhabit the healthcare ecosystem in order to guarantee its effec-
tiveness. These are managers, physicians, nurses, and the broad hospital workforce 
involved in the care and cure of the patients as well as other health providers, local 
communities, and associations that contribute to patient care via various care initia-
tives.
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Engagement should therefore be a multiple-lane process activating every poten-
tial stakeholder for hospital and healthcare paths development, rather than simply a 
reciprocal two-lane process.

This multiple-lane investment allows for the construction of multi-stakeholder 
partnerships, that we believe are a key asset for guaranteeing an effective healthcare 
innovation that balances economic, environmental, and social sustainability.

In considering the many system actors, this engaging partnership certainly 
presents highly complex challenges. Literature advises that such partnerships are 
not a simple, linear, and straightforward process. Developing partnerships in effect 
requires each actor 1) to identify with whom they wish to engage/build a partnership 
(O’Higgins, 2010); 2) to negotiate the purpose and the nature of their relation accord-
ing to each other’s stakes and concerns (Selsky & Parker, 2010) and according to the 
perceived reciprocal autonomy and mutuality (Thompson et al., 2009).

This process may imply that each actor has to consider the different interests at 
stake; manage tensions and differences among the many views, needs, and powers 
in play; and adapt accordingly (Galuppo et al., in press; Selsky & Parker, 2010; 
O’Higgins, 2010). Multi-stakeholder partnerships therefore yield potential tensions 
among the different actors, and it its outcomes are not predetermined or always fore-
seeable (Gorli et al, 2013; Worley and Mirvis, 2013). Every (healthcare, in this case) 
organization therefore has to find its own situated and specific way to develop an 
engaging partnership.

In order to meet these challenges, hospitals are therefore asked to review their 
taken-for-granted ways of relating with patients and with the other actors in the 
overall ecosystem. At least two distinct and inter-related capabilities are in effect 
needed. First, there is a need for internally oriented capabilities, such as openness 
to bottom-up change and transformative learning, information seeking strategies, 
and governance processes capable of coping with multiple and competing demands 
(Smith and Lewis, 2010). Second, externally oriented capabilities are required, such 
as skills in joint problem solving, flexibility, adaptability, openness to influence, 
cooperation, and conflict management capacities.

We believe that these represent key assets for making the innovation of hospitals’ 
towards patient engagement effective and sustainable. At the heart of sustainability, 
there is in fact the idea that meeting competing pressures for change requires build-
ing multiple stakeholders efforts and long-term alliances. Since complex challenges 
cannot be addressed through simple and individual responses, the action plan for 
innovating hospitals’ sustainably therefore implies multi-perspective answers based 
on collaborative ventures. Patients and their families represent unavoidable stake-
holders, and making their voices heard must be a priority in all the other actors’ 
agendas.



135   Hospital Innovations in the Light of Patient Engagement

8  Conclusions
This chapter provided an organizational view of the concept of engagement related to 
the current hospital innovation trends for coping with new societal demands.

The recent pressures for change call for a more patient centered hospital, a fas-
cinating (and fashionable) label that is difficult to operationalize in practice. Patient 
centeredness does not easily connect to the concept of patient engagement, which 
requires a multi-level focus that engages different stakeholders in multiple-lane part-
nership processes. Patients and patients’ families are critical stakeholders who can be 
involved, together with other actors, on various fronts, considering the care process 
as well as the design and the political strategies used in changing the hospital’s strat-
egies.

New partnership capabilities are necessary for the purpose of innovating and 
organizing sustainable healthcare. For hospital managers and policy makers, the 
new challenges therefore consist of the development of the capabilities, which can 
be directed both internally (within the hospital) and externally (towards the wider 
healthcare ecosystem). The more partnership strategies that are activated, the more 
a system (i.e., a hospital organization) is ready to welcome new changes internally. 
At the same time, the more a system is ready to innovate, the more it is capable of 
welcoming different strategies introduced by its partners; subsequently, it is more is 
capable of establishing partnership ventures.

Thus, considering the concept of engagement from an organizational perspec-
tive, with the hope that the organizations will be capable of investing across their 
boundaries and from both the inside and outside, patients and families will develop 
an increasingly active role in a virtuous circle of healthcare development.
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