
ANT H R OPOLOG IS TS W O R K I N G W IT H OT HE R S :  TR A N S LATIO N S ,  TR A N S G R ES S IO N S ,  T R A N S F O R M A TIO N S . 
DEITR IC K,  STE R N, B O ND, C A PU A NO, DOSTAL A ND S W A V LEY  24/04/2007  1 

 1 

DRAFT  CHAPTER TO BE INCLUDED IN BOOK CURRENTLY IN PRESS: 

 GARNER, A, A. GREENE AND K. TOMLINSON, (EDS) 2007  
ANTHROPOLOGISTS WORKING WITH OTHERS: TRANSLATIONS, 
TRANSGRESSIONS, TRANSFORMATIONS. LONDON: BERG PUBLISHERS 

(IN PRESS)   

LYNN M. DEITRICK, W. GLENN STERN, WILLIAM F. BOND, TERRY 

CAPUANO, JULIE DOSTAL AND DEBORAH SWAVLEY 

APPLYING ANTHROPOLOGY AT AN 

ACADEMIC COMMUNITY HOSPITAL: 

COLLABORATIONS ACROSS THE 

CONTINUUM OF CARE 

INTRODUCTION    

Pract icing anthropology at an academic community hospita l involves collaborat ions 

across the full continuum of care, from hospita l ,  to doctor’s off ice, to the medica l 

educat ion classroom and into the communit y. Through these collaborat ions the 

anthropologist learns about hospita l culture through many different lenses and is, in 

turn, able to provide va luable insigh ts into organizat ional culture and pat ient care 

from a variety of vantage points.  

Th is ch apter explores the collaborat ions of a hospita l anthropologist wi t h 

colleagues in f ive projects. Each project provided a different way of looking a t 
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hospita l culture and enabled the anthropologist to understand the hospita l system 

thorough different lenses (Mi l ler and Crabtree 2005, Schwartzman 1993).  In 

addi t ion, collaborators h ad the opportunity to learn about anthropologica l method 

and perspective. Important lessons learned through these col laborat ions are a lso 

discussed.  

The chapter includes co-author perspectives on collaborat ion with th e 

hospita l anthropologist. These perspectives shed insights on the transla t ion of 

anthropology, the ir views of collaborat ions, as wel l as the va lue of apply ing 

anthropology in a hea l t h care sett ing, an often overlooked aspect of collaborat ions. 

One co-author, a he a l t h care system senior vice president, summarized her new 

insights into the f ie ld of anthropology as fol lows: ‘Hea l t h care involves the care of 

people who exist in the context of the ir bel iefs and att i tudes, fami l ies, support 

systems, culture and communit y. The hol ist ic perspective of an anthropologist can 

assist care givers to determine how to best care for pat ients/fami l ies/communities 

based on the understanding of th is context’. Co-a uthor collaborators came to better 

understand and apprecia te anthropologica l methods and theories. 

Fina l l y, we discuss key lessons in terms of the three book themes, transla t ions, 

transgressions and the transformat ive impact of doing anthropology in a l arge, 

complex hea l t h care organizat ion. Beyond episodic consulta t ion, th is ch apter wi l l 

focus on the unique cha l lenges of working as an in-house measurement and problem-

solving anthropologist, match ing methods to mult iple levels, groups and interact ions, 

and guiding process and qual i ty improvement through the unique lens of t he 

anthropologist. Given the scale and complexity of del ivering h igh qual i ty hea l t h 

care, there wi l l a lmost certa inly be a role for anthropologists in larger hea l t h care 

inst i tutions in the future.  
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THE HOSPITAL SYSTEM 

In many cases, anthropologists who have studied aspects of hea l t h care are from 

outside the hospita l  and come to the hospita l wi th specif ic research projects in mind, 

often focusing on anthropologica l issues, rat her th an hea l t h issues of interest or 

benefit to the hospita l  i tself (Ry lko-Bauer and Farmer 2002, Bennett et al. 1982, 

Browner 1999, Morse 2005, Ph i l ips 1985, Press 1985, van der Geest and Finkler 2004) . 

W h i le anthropologists have been working in medical and nursing schools as teachers 

and researchers for many years (Chr isman and Maretzki 1982, Chrisman and Johnson 

1990, Crabtree and Mil ler 1999, Leighton 1972, Mil ler and Crabtree 2005, Stein 1985, 

von Mering 1985), anthropologists employed by hospita ls are st i l l  not common. We 

l ike the term ‘cl inical ly- appl ied medica l anthropology’ to def ine th is role, since the 

anthropologist is si tuated in the cl inica l sett ing (Chrisman and Maretzki 1982). The 

anthropologist works as part of the hospita l ’s research department, and is expected 

to add a socia l science, qual i ta t ive and eva luat ion research focus to a 

biosta t ist ica l ly-focused research department. These anthropologists working with in 

the hospita l sett ing as direct employees a l l ow the development of working 

rela t ionships wit h in a research cl imate th a t permi ts access to insights into a varie ty 

of hea l t h care issues th a t migh t not be ava i lable for those not employed with in t he 

inst i tution (Crabtree and Mil ler 1999).  

One goal of hospita l -based anthropology, we suggest, is to demonstrate to 

cl inicians and administrators th a t anthropology is a relevant and useful perspective 

and encompasses methodology helpful in addressing key issues of 21st century medica l 

care. The Committee on Qual i ty of Hea l t h Care in America under the auspices of t h e 

Insti tute of Medicine (IOM) identif ied six a ims of qual i ty hea l t h care where 

improvement is warranted (2001:43). These include hea l t hcare th a t is safe, effect ive, 

pat ient-centered, t imel y, eff icient, and equitable. Hospita l -based anthropologists 

are posit ioned to provide insights on many of th ese a ims through research th a t is 



ANT H R OPOLOG IS TS W O R K I N G W IT H OT HE R S :  TR A N S LATIO N S ,  TR A N S G R ES S IO N S ,  T R A N S F O R M A TIO N S . 
DEITR IC K,  STE R N, B O ND, C A PU A NO, DOSTAL A ND S W A V LEY  24/04/2007  4 

 4 

sensit ive to the many ‘voices’ involved in these issues (Dei trick et al. 2006, Mi l ler and 

Crabtree 2005).  

 The IOM report (2001:116) a lso recommends 6 changes/cha l lenges th a t 

he a l t h care organizat ions wil l need to make as they move towards meet ing the 

cha l lenges of twenty-f irst century hea l t h care. These six cha l lenges include 

redesigning care processes; making effect ive use of informat ion technologies; 

managing cl inica l knowledge and ski l ls; developing effect ive teams; coordinat ing 

care across pat ient condit ions, services and sett ings, and incorporat ing performance 

and outcome measurements for improvement and accountabi l i t y. Further, as the 

hospita ls meet the cha l lenges for redesign of hea l t h care organizat ions impl ied in 

the IOM report, researchers wi l l be needed to help hospita ls manage these changes. 

Anthropologists must be wi l l ing to adapt and transform the ir perspective in a wa y 

th a t builds trust and provides actionable insigh ts into hospita l culture and pract ice.   

CHALLENGES IN THE HOSPITAL SETTING 

There are cha l lenges working as a hospita l anthropologist. Ch ief among these is t he 

need to work wit h in the confines of the hospita l ’ s Insti tutional Review Board (IRB) 

and U.S. government HIPPA (Hea l t h Insurance Pa t ient Portabi l i ty Act) regulat ions. 

IRBs pose l imits on hospita l research, often necessi ta t ing creat ive ways of gathering 

data th a t both meet IRB requirements and provide the needed informat ion ( Wasser 

2004, Morse 2005). A different set of eth ica l issues a lso is present when working 

with in the hospita l system. Government rules such as HIPPA often dicta te wh a t is 

private, and the need for writ ten informed consents and more rigorous IRB review can 

make research diff icult. Ownersh ip of data is a lso an issue. Some organizat ions 

routinely cla im ownersh ip of intel lectual products produced by employees. Hospi t a l 

researchers a lso h ave to understand how issues such as pat ient protect ion, l i abi l i ty 

and l i t igat ion can affect wha t is written for submission to professional journals. 
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Another cha l lenge for the anthropologist working with in the system as a 

direct employee is to show the relevance of anth ropology to everyday pat ient care . 

Also, convincing cl inica l col leagues of the va lue of anthropologica l method, theory 

and perspective in research can be diff icult. Personnel tra ined in the biomedica l 

knowledge model may look at socia l science as less ‘scientif ic’; but doctors and other 

researchers need to understand th a t pat ients do not l ive only in a randomised control 

tr ia l world. Research in the hospita l sett ing often focuses on topics such as pat ient 

sat isfact ion, qual i ty improvement studies and eva luat ion of programs or processes 

(Bond et al. 2004, Bond et al. 2006, Deitr ick et al. 2005, Deitr ick et al. 2006, Mil ler and 

Crabtree 2005). 

The hospita l anthropologist must, therefore, demonstrate the va lue of 

anthropologica l perspective and methods and develop teamwork partnersh ips. As 

colleagues learn about anthropology by part icipat ing on collaborat ive research teams 

they begin to understand the va lue of anthropologica l method and theory in th is 

sett ing. A he lpful approach is to build cross-checks for qual i ta t ive data into da t a 

collect ion. B iomedica l col leagues are educated to look for ‘re l i abi l i ty and va l id i ty’ 

in data ; the anthropologist can use mixed methods and collect data from a variety of  

sources to cross check the other as a way of ‘va l ida t ing’ f indings to colleagues. 

THE NAME GAME 

In the medica l sett ing ti t les are important.  Th e f irst author, when h ired by the 

hospita l , was given the t i t le ‘ethnographer.’ Wh i le she and the search committee 

knew wha t an ethnographer was, many people at the hospita l h ad diff iculty 

pronouncing the word as wel l as def ining it . Th is natural ly led the anthropologist to 

ask the he ad of the search committee the fol lowing question. Why did the hospi t a l 

h ire an anthropologist? His response was th a t the idea of h ir ing an ethnographer 

emerged from discussions he had about wh a t informat ion is strategica l ly most 
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va luable for developing, nurturing and susta ining a learning organizat ion ( i .e. a 

culture of inquiry and learning). The context-rich informat ion often results in 

dissonance wit h ‘group mind’ assumptions. These corrective lenses from ethnograp h y 

were fe l t to be part icularly va luable organizat ional self -knowledge and would 

great ly enhance organizat ional intel l igence (June 2005, personal communicat ion). 

In the hospita l sett ing discussed here, the eth nographer is a PhD leve l 

anthropologist, wh ich is an immedia te asset, since i t a l lowed her to be cal led ‘Dr’ in 

a world in wh ich people with t h a t level of educat ion gained credibi l i ty from t he 

t i t le. Also, wit h her supervisor’s permission, she began including ‘medica l 

anthropologist/ethnographer’ in her ti t le . Th is seemed to provide more 

understanding to colle agues, since the term ‘medica l ’ they obviously understood, even 

though she was often questioned about wha t a medica l anthropologist was or did.  

The anthropologist a lso is an RN (registered nurse), and th a t t i t le is used on her 

badge as wel l . The RN a lso conveyed credibi l i t y, since i t was clear th a t as an RN th e 

anthropologist was fami l iar with the cl inica l  sett ing, understood pat ient care ,  

understood biomedicine and science, knew anatomy, physiology and pharmacolog y, 

and could  speak the ‘l anguage’ of medicine. Al l of these made establish ing 

rela t ionships and navigat ing the hospita l system easier.  

THE ‘PLACE’ OF ANTHROPOLOGY IN HEALTH CARE SETTINGS 

K leinman notes th a t anthropologists need to make themselves useful in the cl inica l 

sett ing (1985). The cl inica l ly- appl ied medica l  anthropologist employed in th e 

hospita l sett ing can help bridge the div ide between the biomedica l and psychosocia l 

paradigms through collaborat ion with biomedica l  colleagues. The development of 

two-way dia logue and exchange al lows the anth ropologist and colleagues to learn 

from each other and collaborators can see anthropology in act ion. The anthropologist 

can transla te anthropological method and theory into terms easi ly understood by 
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the ir biomedica l colle agues. Examples are presented la ter in th is chapter. 

Press points out th a t the anthropologist working with in the hospita l system 

can work directly on important problems affect ing pat ient care, including qual i ty 

assurance, pat ient sat isfaction, and evidence based medicine (Press 1985).  Berwick 

says th a t ‘even at i ts biologica l best, medicine is a lways – a lways – a socia l act’ 

(2004:xx).  The purpose of hea l t h care, he notes, is to provide pat ients and 

communit ies wit h safe, effect ive, pat ient-centered, t imel y, eff icient and equitable 

care. He suggests th a t qual i ty improvement should be def ined at the level of t he 

pat ient and based on the pat ient experience.  The top and most important level , he 

notes, is th a t of pat ient and communit y, and is based on pat ient experience. Berwick 

emphasizes th a t ‘the level of purpose; true north , l ies in the improvement of t he 

experiences of pat ients and communit ies, and no where else’ (2004:249). Hospit a l  

anthropologists are in a unique posit ion to assist hospita l  administrators and 

cl inicians in understanding of the pat ient experience; a key quali ty improvement 

issue since the hea l t h -care consumer (pat ient)  is the person who uti l izes and 

therefore judges the hospita l and perceived quali ty of care provided. 

Anthropology in the hospita l sett ing is a blend of both medica l and 

organizat ional anthropology (Schwartzman 1993; Jordan 2003). The anthropologist 

looks at both the macro and micro levels of culture at the inst itution, and transla tes 

f indings for the lay audience. Nelson et al. def ine cl inica l microsystems as ‘the smal l , 

functional front- l ine units th a t provide most hea l t h care to most people.  They are 

the place where pat ients and providers meet. The qual i ty and va lue of care produced 

by a l arge hea l t h system can be no better th an the services generated by the sma l l  

systems of wh ich i t is composed’ (2002:474).  Thus, in order to improve hea l t h care , 

Ne lson and h is associates point out th a t the focus of qual i ty improvement must be a t 

the level of the cl inica l microsystem. Their idea of apply ing microsystem learnings 

to a systemat ic transformat ion at a l l levels of th e system provides a framework for 
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anthropologists working with in the hospita l system, and va l ida tes the need for 

organizat ional learning about interact ions at a l l levels of the system. Ethnograph ic 

methods, as wel l as the theoretica l orientat i ons of anthropology, can provide 

important tools useful in documenting informat ion about qual i ty of care.  Both t h e 

emic (cultural with in) and et ic (orthodox from without) perspectives are used, 

depending on the ‘level’ of the organizat ion at wh ich the research is being conducted. 

Knowledge of the structure of organizat ions is crucia l . Anthropologists can work a t 

many levels wit h in the organizat ional system and for a variety of different 

stake holders (Jordan, 2003; Mil ler and Crabtree 2005).  

Ry lko-Bauer and Farmer point out th a t eth nographers have a lready 

contributed insights into issues such as broader understanding of how managed care is 

transforming cl inica l pract ice, cha l lenging professional autonomy, and presenting 

pract i t ioners with mora l and eth ica l di lemmas. They suggest th a t anthropologists 

can provide important insigh ts into how provider accounts of cl inica l pract ice l ink 

with pat ient perceptions of care and provide important informat ion about both sides 

of key issues (2002:490). 

 Hospita l-based anthropologists are in a unique posit ion, wit h the ir access to 

both cl inicians and pat ients in the hospita l  sett ing. They can transla te knowledge 

into pract ice, study aspects of organizat ional culture and recommend how to manage 

culture change. Ry lko-Bauer and Farmer point out th a t cl inica l medica l 

anthropologists can provide insigh ts into the structures of power in corpora te 

medicine ( the hospita l system) (2002:492). Th i s involves both studying up and 

studying down with in the system (Mi l ler and Crabtree 2005). The medica l 

anthropologist becomes a part icipant observer in the course of da i ly work. Th is can 

mean struggling at t imes to remain a detached observer a l l the wh i le experiencing 

the system as i t rea l ly is. The anthropologist a t tempting to study power in the 

hospita l system from outside the system would probably not h ave the entrée 
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necessary to understand the intricacies of these rela t ionships to the level th a t one 

employed with in the system could.  

Ste in suggests th a t one transformat ive role of the ethnographer in the cl inica l 

sett ing is to help cl inicians become better observers of cl inica l interact ions (Stein 

1985).  Th is teach ing of methodology is part of the col laborat ion th a t h appens 

with in the hospita l system and is faci l i t a ted when the anthropologist is employed 

by the insti tution and has fami l iar i ty with cl inical colle agues and sett ings. The 

‘gaining access’ part is not a problem when th e anthropologist is known in the 

inst i tution. Stein goes on to say th a t one strength of anthropologists in medica l 

sett ings is the abi l i ty to h ave a sense of the entire system (1985). Through t he 

hol ist ic perspective anthropologists can see both t he macro as well as the micro 

levels of the system; someth ing an outsider might not be able to do as easi l y. Stein 

further stresses th a t i t is important for the cl inica l ly based anthropologist to learn 

the essence of biomedica l culture, including th e language, va lues, organizat ion, 

ri tuals, and worldview of the hospita l system. 

 It is important for the anthropologist to convey understanding of not only the 

pat ient culture but a lso the cl inica l culture as wel l  and understand th a t the ‘f ie ld’ for 

the hospita l anthropologist h as many layers: cl inic, unit, examining room, conference 

room, classroom, organizat ion and communit y.  In other words, the entire hospit a l  

system is the ‘f ie ld’ and the effect ive hospita l anthropologist must be able to 

understand and navigate the entire system.  

ORGANIZATIONAL THINKING 

Anthropology in the hospita l sett ing a lso has the obvious task of working with in t he 

medica l culture. Th is includes understanding al l  of the levels of medica l culture , 

medica l terminology, and an understanding of medica l education and pat ient care. I t 

includes the rela t ionsh ips and power between a l l stake holders in th is complex 
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cultural system. As previously mentioned, i t is he lpful i f the anthropologist h as 

medica l credentia ls such as nurse or physician because these bestow credibil i ty and 

acceptance by medica l professionals, who might  be wary of socia l scientists. The 

medica l model view often does not include a view of the whole person, but instead 

focuses on the effect of disease on a part icular body organ or system.  

The hol ist ic perspective of anthropology is crit ica l in ensuring th a t t h e 

human voices—those of the pat ients, physicians, administrators, nurses, staff , as 

well as other stakeholders—are heard. Being able to ‘speak’ the language of 

medicine makes i t easier for the anthropologist to clearly communicate with he a l t h 

care workers, and enables the anthropologist to transla te socia l science into concepts 

th a t wi l l be understood by and cl inica l ly relevant to hea l t h care workers. 

Anthropology in the hospita l sett ing, then, is a unique blend of organizat iona l 

anthropology, medica l anthropology, and tradi t ional cultural anthropology.   

COLLABORATION 

Collaborat ions provide an opportunity for the anthropologist to teach col leagues 

anthropologica l method and theory wit hout people necessari ly knowing th a t they 

are learning anthropology.  Opportunit ies to lea rn different ways of looking at an 

issue from a variety of perspectives occurs through collaborat ion, as colleagues are 

encouraged to understand and explore culture and look at issues from a hol ist ic 

perspective. A clear cl inica l focus and demonstrat ion of cl inica l re levance is 

important when conducting research in the hospita l sett ing. Also, the research 

question and methods must sometimes be adjusted to the cl inica l sett ing and questions 

should be framed with the cl inica l objective in mind. Qual i ta t ive research in t h e 

cl inica l sett ing is often an interpret ive process. I t is of ten necessary for the 

anthropologist to describe, organize, connect, corroborate and legit imize the f indings 

from his/her work (Mi l ler and Crabtree 2005).    
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Incorporat ing a mix of qual i ta t ive and quanti ta t ive methods in projects not 

only strengthens research but a lso demonstrates the strength of qual i ta t ive methods 

and the human perspective and th ick descript ion th a t these methods bring to a 

project.  In addit ion, collaborat ion with non-anthropologist col leagues a l lows t h e 

anthropologist to introduce new software, such as NVivo, Nud*ist or At las, to t he 

research endeavour.  Most hospita l researchers are fami l iar with tradi t iona l 

business and research software such as Word, Excel and Access, as wel l as SPSS and/ 

or SAS, but few understand the va lue of NVivo in the ana lysis of text data , or t h a t 

text data is even able to be analyzed. 

 It is important, though, for the anthropological  researcher to demonstra te 

‘rigor’ in research methodology, and to ‘va l ida te’ f indings, through the use of 

software, repl icable methodology and a mixed methodology design. For example, t he 

use of surveys containing both Likert-sca le and open-ended questions a l low the 

respondent to not only make a ‘forced choice’ based on the scale, but a lso a l lows 

h im/her to answer some questions in the ir own words. Often, the responses to such 

open-ended questions provide deeper insight into a cl inica l problem and sometimes 

serve as va l ida t ion of the insights gained in the sca led question portion of the surve y. 

(Deitr ick et al. 2005)   

Another strategy is to va l ida te qual i ta t ive f indings from transcript coding 

using stat ist ica l tools such as kappa. K appa sta t ist ics were used in severa l projects 

discussed in th is chapter (Bond et al. 2004; Bond et al. 2006) to va l ida te the level of 

agreement among the coders of qual i ta t ive data . The ca lcula t ion of the kapp a 

stat ist ic in th is instance helped make the transcript coding appear less subjective, 

and, more important l y, ‘va l ida ted’ the qual i ta t i ve f indings adequately enough for 

the peer reviewed journals to accept and publish.  

Also, a qual i ta t ive component can be proposed as part of a l arger randomized 

control led tria l  (RCT) study. Th is qual t i ta t ive component can be designed to provide 
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addi t ional data regarding the effect of the drugs or intervention studied from the 

pat ient experientia l perspective and thus can provide more complete data about t he 

effects of the drug or intervention on the pat ient th an an RCT alone.  

Research collaborat ion also enables non-anthropologist colleagues to 

understand anthropology method and theory and the research process i tself through 

part icipatory data ana lysis. Col leagues are able to see the results of data col lect ion 

using interviews, focus groups and ethnograph y, and how software, such as NVivo can 

assist in organizing and analyzing textual data . Col laborat ing with col leagues 

throughout the research process, from design to ana lysis, enables the development of 

teamwork and shows the va lue of the anthropologist as an important team member in 

the hospita l research program. 

Knowing how to report and present qual i ta t ive data is often diff icult for non-

socia l scientists, so collaborat ions in writ ing are he lpful.  Research in the hospi t a l 

sett ing is often published in a variety of journals including medicine, management, 

and business as wel l as socia l science publicat ions (Bond et al. 2004; Cohen-Ka tz et al . 

2004; Deitr ick et al. 2005). 

COLLABORATIONS ACROSS THE HOSPITAL SYSTEM 

The f ive very different projects we describe in th i s section are included because each 

represents a different collaborat ive model at our institution. In each of these 

collaborat ions, the anthropologist h ad the opportunity to use anthropologica l 

method and theory to research these topics. Collaborators were included in the 

project planning, as wel l as in the data ana lysis and synthesis process, learning about 

qual i ta t ive research methods through part icipat ion. Each of the projects in th is 

section involved working with col leagues from other discipl ines who often were not 

fami l iar with socia l  science research. Th is section includes insights about the va lue 

of anthropology in the hospita l sett ing as told by the collaborators themselves. 
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THE PATIENT SATIS FACTION PROJECT 

The f irst project, an ethnograph ic assessment of in-pat ient sat isfact ion, represents a 

‘working for the boss’ model of organizat ional ch ange collaborat ion with two senior 

vice-presidents at the hospita l (Dei tr ick et al. 2006). An ethnograph ic assessment of 

one in-pat ient medica l-surgica l unit was done to understand the drivers of pat ient 

sat isfact ion and loya l t y. In th is model, the project was requested by senior 

management to explore a qual i ty improvement issue. The anthropologist was given 

the problem/research questions, the unit th a t was to be studied was assigned by 

management, and the anthropologist designed the project to f ind answers to the 

questions posed by management. Management assisted with t he research by 

faci l i ta t ing communicat ion with appropriate physician and nursing leaders and unit 

managers.   

Throughout the project planning, i t was importa nt to keep a clear cl inica l 

focus.  Ethnograph ic methodology was employed to provide informat ion from the bio-

psycho-socia l perspective about the in-pat ient experience. The use of ethnograph y 

was the ‘fresh’ and interest ing approach for the primary invest igators who wanted to 

see whether th is methodology could provide insigh ts into the in-pat ient experience.  

One of the senior vice presidents who requested th e Pat ient Sat isfact ion Project sa id,  

Collaboration with a researcher with a background in anthropology and focus on 

qualitative methodology was helpful in the inpatient customer service project.  

The qualitative analysis approach introduced a methodology that added value 

and insight to the issues surrounding satisfaction with care.  When presented in a 

non-threatening manner, staff, patients and patients' families were able to share 

thoughts and opinions with data collection being faci l i tated. 

 

Qual i ta t ive research methodology, part icularly ethnograph y, a lso h ad to be 

expla ined to nursing administrators and staff on the unit where the work would be 
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done. Th is provided an opportunity to introduce research and qual i ta t i ve 

methodology to unit sta ff . By including staff in the research, the project became 

part icipatory, and sta ff became excited about the research. They looked forward to 

understanding more about pat ient sat isfact ion on the ir f loor, and were eager to see the 

results of the research transla ted into act ions th ey could put into pract ice on the ir 

unit to improve pat ient care.  

As the research went on, the nurses became comfortable wit h t h e 

ethnographer's presence on the unit, and they would discuss informat ion they though t 

she should be aware of as part of the research.  For example, one nurse’s a ide came up 

to the ethnographer during one observat ion period, took her by the arm and said ' I 

want to show you someth ing' and took the ethnograp her into the clean uti l i ty room. 

The nurse’s a ide pointed to the clean l inen th a t h ad just been del ivered to the uni t , 

and lamented about the lack of adequate l inens for the upcoming evening shif t. The 

nurse’s a ide asked the ethnographer ‘Whose mother am I not supposed to clean up 

th is evening due to the lack of l inen?’ Th is exchange was important, because i t 

demonstrated th a t sta ff wanted to help in the research, and fel t comfortable wi t h 

the ethnographer's presence. I t a lso showed th a t  nurses and staff intuit ively h ad a 

sense of wha t was important to pat ients, such as ph ysica l comfort, and the frustrat ion 

they fel t a t perceived 'barriers' to the ir abi l i ty to provide comfort to the ir pat ients 

due to the lack of adequate necessit ies such as clea n l inen.        

After the project was complete, one of the senior vice presidents e laborated on 

the benefi ts of introducing ethnograph ic methodology to the unit sta ff . ‘The added 

benefit of f irst h and experience with a researcher/anthropologist uti l iz ing a 

qual i ta t ive approach’, she sa id, ‘was exposure of our staff to the benefi ts of th is 

approach to research.  I t fostered an understanding and apprecia t ion for uti l iz ing 

more th an one approach to research to ana lyze and interpret informat ion.  And, an 

a t t i tude of respect for i ts benefits was promoted and ach ieved.’ 
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Th is research was a lso an example of the plan-do-study-act process. The 

formal ized set of observat ions, including work f low, sta ff interaction with pat ients 

and each other, measurement of furniture, cha irs and wheelch a irs, mapping of t h e 

unit l ayout and work zones, interviews with pa t ients and sta ff , and sound leve l 

measurements of the unit during the work da y, revea led a subset of domains t h a t 

appear crit ica l to overa l l pat ient sat isfact ion as measured by Press-Ganey 

sat isfact ion scores (Press-Ganey 2000). Th is was the f irst project undertaken by the 

hospita l anthropologist af ter her arriva l a t the h ospita l  in the fa l l of 2001, and was 

an important ‘test ing of the waters’ for introduction of qual ita t ive research to t he 

inst i tution. 

Specif ic barriers to rel iable results from th is project included sta ff a tt i tudes 

about 'being measured' , react ion to negat ive f indings, and careful h andl ing of da t a 

and reports with in the system. The unit sta ff themselves went through a 

transformat ion from skept ica l a t the outset to apprecia t ive as results from t he 

ethnograph ic analysis were transla ted into specif ic process changes th a t did result in 

increasing Press-Ganey scores for th a t unit.  

In th is collaborat ion, the anthropologist met severa l t imes wit h the senior 

management project sponsors to introduce them to ethnograph ic methods. Th is 

involved expla ining each method th a t would be used in the data col lect ion, and the 

type of data th a t would result. Also, an expla nat ion of how the data would be 

organized and analyzed was given to the project sponsors, so th a t they could see how 

the data and f indings would provide the desired cl inica l informat ion about pat ient 

sat isfact ion.  

In addit ion, once the research was completed and the project report was 

del ivered, the ethnographer h ad a f ina l meeting with the project sponsors to review 

the f indings. Transla t ing the f indings into usable pat ient care improvement 

informat ion was the f ina l , and perh aps most important aspect of th is project. Th is 
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f ina l meet ing was a lso helpful in reinforcing management understanding of t he 

ethnograph ic process. The ethnographer used th is meet ing to show the l inkage of 

methods with f indings in a logica l manner and a lso provided recommendat ions for 

staff educat ion th a t would a l low for cl inica l implementat ion of the components of 

pat ient sat isf action identif ied with t h is research (Deitr ick et al. 2006). As one of t he 

senior vice-president collaborators said,  

The results added va luable and posit ive informat ion upon which to plan 

act ionable improvements.  They provided insight into the true issues th a t 

were at the heart of sat isfact ion for those experiencing the hea l t h care 

environment.  The richness of the data a l lowed a clearer understanding of t h e 

quantif i able data col lected concurrently and added a human element to t h e 

personal experience involved with hea l t h care.  Th is human element was 

beneficia l in providing the guidance needed to pla n improvements th a t would 

be meaningful and signif icant in the eyes of pat ients. 

 

The va lue-added for th is project was the demonstrated effect iveness of these 

anthropologica l methods th a t are now accepted and being used in severa l current 

projects in the Hospita l network. Th is project opened up administrat ive eyes to t he 

effect iveness of qual i ta t ive methods in impacting a quanti ta t ive measure of 

sat isfact ion (Press-Ganey 2000) th a t is an industry standard. (Dei trick et al. 2006) 

EMERGENCY MEDICINE RESIDENT EDUCATION  

 The ethnographer’s collaborat ions with an emergency medicine department 

physician (Bond et al. 2004, Bond et al. 2006) eva luated using human simulat ion to 

teach emergency medicine residents about diagnostic error prevention and reduction in 

the emergency room. The project represented a tradi t ional educat ion intervention 

eva luat ion model and used mixed methods (survey and interviews) to obta in 
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necessary informat ion. Interviews were an important component of th is project and 

were helpful in e l icit ing feedback from the residents about the ir experience using t he 

simula t ion mannequins to learn about diagnostic error prevention as one component of 

the ir medica l tra ining.  

In th is project, the lead researcher was a ph ysician who had no prior 

experience of qual i ta t ive research. Through th is research he ga ined an understanding 

and apprecia t ion of the va lue of qual i ta t ive methodology in capturing key insigh ts 

on the use of educat ional interventions among medica l residents. The emergency 

medicine physician researcher began h is project with a tradi t ional cl inica l 

educat ional research question: wha t is the effect iveness of an educat iona l 

intervention in teach ing metacognit ive strategies for avoiding diagnostic error to 

emergency medicine residents?  I t quickly became apparent th a t tradi t ional methods 

would h ave a h ard t ime capturing such a subtle concept. He came to the ethnographer 

for help with the interview component of the project. The physician-researcher notes 

th a t,  

We explored the concept of a qual i ta t ive methodology as a theory-building 

exercise rat her th an a hypothesis- testing exercise as would be found in 

tradi t ional educat ional research. By using interview data during our f irst 

project we were able to explore, through open-ended questions, whether or not 

residents were grasping the concepts th a t were being taught.  We were a lso 

able to explore the differences among different PGY [post graduate year] 

levels of learner. The f irst project [Bond et al. 2004] was purely descript ive and 

no comparison group was made.  

 

For the fol low-up project (Bond et al. 2006) residents were randomized to a 

part icular educat ional intervention (technica l versus cognit ive debrief ing after 

simula t ion) and administered a simi lar survey and interview eva luat ion.  We mixed 
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the randomized methods of quantita t ive research methods wit h tradi t iona l 

qual i ta t ive methods.  These methods a l lowed us to tease out subtle qual i ta t ive 

differences between groups when quanti ta t ive methods would be either too crude to 

f ind the differences or would require overly l arge sample sizes to ach ieve sta t ist ica l 

signif icance.   

In the cl inica l world, numbers rule, and charges of subjectiv i ty are often made 

against qual i ta t ive research. In both the init i a l and fol low up projects on th is topic,  

four project team members part icipa ted in indiv idual coding of de- identif ied resident 

interview transcripts. Kappa sta t ist ics were calculated to understand varia t ion in 

inter-coder rel iabi l i ty in both projects. Th is multip le rater coding and kapp a 

determinat ion of inter-rater coding rel iabi l i ty was done to he lp lessen the amount of 

subjectiv i ty in the analysis, thus making th e research more ‘acceptable’ for 

publicat ion in medica l journals. By quantify ing and looking at wh ich coding nodes or 

themes were agreed upon by three out of four raters we add substance to t he 

conclusions we draw from such qual i ta t ive data by minimizing effects of observer bias 

on the transcripts.  Another method we used to strengthen the analysis included 

blinding the interview transcripts so th a t the people coding the interview transcripts 

could not be biased by group assignment of the transcripts they reviewed.  By adding 

these tradit ional ly quanti ta t ive methods (determinat ion of inter-rater rel i abi l i ty 

and blinding of transcripts) to qual i ta t ive research we increased the scientif ic rigor 

and increased the l ikel i hood of publicat ion in the medica l educat ion l i tera ture. 

 The work on th is project was collaborat ive from the start. The 

ethnographer showed the physician how interviews could tease out abstract concepts 

regarding teach ing, learning and th inking in resident educat ion. Together t h e 

physician and ethnographer developed the interview guide, the ethnographer 

conducted the interviews, and together they worked through the code book 

development and interview analysis meth odology described above. The 
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ethnographer a lso showed the physician the process of computer-assisted textua l 

data organizat ion and analysis, and how qual i ta t ive methods could contribute to 

theory building about cognit ion and learning in graduate medica l educat ion.  In 

addi t ion, the ethnographer drafted the qual i ta t ive sections of both project papers, 

and suggested to the physician how interview data could most effect ively be 

presented in both papers.   

Through th is col laborat ion, the physician learned about qual i ta t ive da t a 

collect ion and analysis by part icipa t ing in the process. He learned about NVivo 

software, codebook development, text ana lysis, and presentat ion of qual i ta t ive da t a 

by working in tandem with the ethnographer. In return, the ethnographer learned 

about cognit ion, th inking, cl inica l diagnostic error reduction and its re levance in 

graduate medica l educat ion.  The ethnographer was second author on both published 

papers th a t resulted from th is process, and the collaborat ion was satisfying for both.  

DIABETES GROUP MEDICAL VISITS  

The va lue of group medica l visi ts as a primary care option for pat ients with type 2 

diabetes was studied in collaborat ion with  the hospita l ’s diabetes centre . 

Qual i ta t ive methods included observa t ions of a one-year cycle of group visi ts at two 

primary pract ice physician off ices, interviews with pat ients from both pract ices, as 

well as interviews with both physicians, and the diabetes educator. An att i tude 

survey was a lso administered to pat ients to examine the role of activa t ion or 

empowerment in the pat ient experience.  Th is project is an example of an 

anthropologist collaborat ing on a project th a t was external ly funded. 

 In an effort to better meet the needs of our pat ients our hospita l ’s diabetes 

centre implemented a new chronic care model wh ich addressed many of these 

inf luentia l factors in the pat ients’ primary care physician off ice. The init i a l  

eva luat ion of th is program was designed to measure quanti ta t ive data including 
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cl inica l measures such as HGB A1C and blood glucose levels, as wel l as qual i ty of l i fe 

and pat ient sat isfact ion measures.  Al though beneficia l , the quanti ta t ive data d id 

not provide the depth or richness of informat ion our implementat ion team desired.   

‘Like many other chronic disorders, optima l management of diabetes requires 

pat ients to be active ly engaged in the ir own care,’ the diabet ic program 

administrator sa id. S he went on to say th a t, ‘The pat ient’s abi l i ty to engage in se lf 

disease care is affected by many factors including the ir knowledge of the disease 

process and treatment regime, support systems, economic situat ion, va lue of hea l t h , 

and cultural inf luences.’ The ethnographer collaborated wit h the diabetes program 

administrator to develop methodology for capturing informat ion about pat ient 

perspective on these issues in order to supplement the quanti ta t ive data a lready 

being collected.   

Qual i ta t ive methods, including observat ion of and part icipa t ion in group 

medica l visi ts and pat ient, physician and diabetes educator interviews were used to 

gather informat ion about the experientia l aspects of being diabet ic as wel l as t h e 

dynamics of the diabet ic group medica l v isi t process. A formal interview process was 

developed to capture the hea l t h care providers’ and pat ients’ percept ions of t he 

effect iveness of th is model.  Th is informat ion was not only helpful in val ida t ing the 

success of our program, but a lso in helping to guide wh ich components were the most 

he lpful for pat ients.    

 In th is collaborat ion, the administra tor met with the ethnographer 

and discussed the gaps in the information she currently h ad, and looked for assistance 

with the qual i ta t ive component of th is project. The administrator was very busy and 

preferred to h and over the qual i ta t ive component of the project to the ethnographe r. 

Pat ient, physician and nurse interview guides were developed in consulta t ion wi t h 

the administrator. The ethnographer conducted the interviews, group observa t ions, 

and also did the data analysis. Meet ings were held periodica l ly with t h e 



ANT H R OPOLOG IS TS W O R K I N G W IT H OT HE R S :  TR A N S LATIO N S ,  TR A N S G R ES S IO N S ,  T R A N S F O R M A TIO N S . 
DEITR IC K,  STE R N, B O ND, C A PU A NO, DOSTAL A ND S W A V LEY  24/04/2007  21 

 21 

administrator to review progress on the data collect ion and analysis and to discuss 

emerging themes. The ethnographer a lso assisted with preparat ion of poster and ora l 

presentat ion content for severa l nat ional scientif ic meetings.  

In th is col laborat ive model the administrator was the subject matter expert , 

and the ethnographer the methods expert. Th is partnersh ip worked wel l , with both 

the administrator and anthropologist lending expert ise to the research. 

EMPOWERMENT EVALUATION 

An empowerment eva luat ion was begun in collaborat ion with the project leader, a 

physician in the hospita l ’s fami ly medicine department. Empowerment eva luat ion is 

a col laborat ive eva luat ion methodology th a t uses ‘eva luat ion concepts, techniques 

and f indings to foster [program] improvement and self -determinat ion’ (Fetterman 

2001: 3). The goal was to complete an eva luat ion of the family medicine department 

through the organizat ion and analysis of seven years of data .  Data included reports 

from site visi ts by an external eva luator, focus groups with faculty and yearly focus 

groups with the residents from al l three level s of residency. The empowerment 

eva luat ion project was started by a fami ly physician with a PhD in anthropology 

who worked as a physician and researcher at another hospita l . The project began a t 

the same t ime th a t the fami ly medicine department and residency programs began a t 

our institution. 

Th is project is an example of the ‘speak ing to power’ model of collaborat ion. 

In th is project, the hospita l anthropologist worked to help plan the eva luat ion as 

well as organize and analyze the data . Her expertise wit h NVivo software he lped in 

the organizat ion, coding, synthesis and analysis of large amounts of project data .  The 

hospita l anthropologist joined the project af ter approximately seven years of da t a 

collect ion had occurred. The project leader speaking about the collaborat ion said, 

‘S he [the anthropologist] has contributed to the organizat ion and init i a l  ana lysis. 
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S ince th is is an on-going project, she h as continued to collect data yearl y. ’ 

‘Department leadersh ip,’ the project leader added, ‘views th is project as a tool to 

he ar about and make sense of the story of th e department’s evolution, growth , 

change, areas of stress or diff iculty as wel l as identify ing where the gaps are wi t h 

regard to the vision of the department.’ 

Th is was a unique collaborat ion since the fami ly medicine department at our 

hospita l h as a cha irman who is both an anthropologist and physician. In addit ion, a 

number of faculty h ave backgrounds and ski l ls in qual i ta t ive research so th a t there is 

much more partnersh ip and collaborat ion as wel l as understanding, acceptance, 

va l ida t ion and va luing of the anthropologica l approach th an with some of the other 

projects discussed in th is chapter.  

DOMESTIC VIOLENCE CULTURE CHANGE EVALUATION 

Th is project involved the anthropologist col labora t ing with the hospita l ’s domestic 

violence workgroup to design and carry out an eva luat ion of f ive years of t he 

hospita l ’s domestic violence work. The goal was to measure how the culture 

surrounding domestic violence work at the hospita l h ad changed, and to produce both 

a culture ch ange model as wel l as eva luat ion tools for future use by the inst i tution. 

Th is is an example of the ‘working across the system’ model of collaborat ion because 

i t involved collaborat ing with members of the workgroup who represented a number 

of different departments wit h in the hospita l as well as representat ives of the loca l 

community’s domestic violence referra l agency and shel ter.  

The hospita l anthropologist was asked to help with t he eva luat ion of t h e 

hospita l ’s out-pat ient domestic violence program activ i t ies. Var ious qual i ta t ive , 

quanti ta t ive and eva luat ion methods and tools were used to measure t h e 

organizat ions culture change during the f ive years of programmatic work as wel l as 

develop eva luat ion tools th a t could be used to eva luate various aspects of t he 
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program  in the future. Th is eva luat ion of an on-going init i a t ive needed both 

qual i ta t ive and quanti ta t ive methodology. I t was a lso important for the working 

group to develop ski l ls and process th a t they can continue without tota l re l i ance on 

the hospita l anthropologist.  

As the project progressed, the project leader, who was the same fami ly 

pract ice physician who led the empowerment eva luation discussed above, noted th a t,  

The anthropologist’s role evolved as an eva luat i on and qual i ta t ive methods 

resource. She continues to be part of the working group, not just the ‘outside 

eva luat ion/researcher’. Some issues th a t resulted during th is collaborat ion 

involved questions such as: Whose eva luat ion is i t? W hose data ? Whose 

questions to answer for the eva luat ion? How do we keep it part icipatory and 

assure appropriate confidentia l i t y, privacy? These were issues th a t th e 

anthropologist he lped us resolve as we worked together on th is project. 

 

In th is project the anthropologist was asked to develop the eva luat ion plan, 

plan the data col lection methodology, and collect the data . S he then put the da t a 

into the computer and reviewed and organized it using NVivo, developed a dra f t 

codebook, and brought both the codebook and de- identif ied transcripts back to t he 

group. The group then worked collaborat ively on the analysis of the data , guided by 

the anthropologist. The project team worked together on the analysis and reached 

consensus on areas where they disagreed about coding or interpreta t ion.  

The result ing report and culture change model he lped the workgroup expla in 

the ir work to the larger hospita l network, and assisted wit h planning and 

implementat ion of the next ph ase of educat ion and tra ining for various cl inica l 

departments at the hospita l . The unique aspect of th is collaborat ion is th a t i t 

included many different people from both wi t h in the hospita l as wel l as 

representat ives from the loca l domestic violence advocacy group. In th is case, results 
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h ad to be transla ted so th a t members of the larger hospita l community could 

understand the project and results and the appl i cat ion of the eva luat ion results to 

cl inica l pract ice. 

LESSONS LEARNED 

The f ive projects summarized in our paper i l lustra te the combinat ion of appl ied 

models uti l ized in the hospita l  sett ing. These consist of top-down, bottom-up, across 

the system and tradi t ional cl inica l and eva luat ion research, and provide important 

lessons to be learned about the role of anthropology in the hospita l sett ing.   

First, the importance of clar ity of roles and goals—the anthropologist should 

h ave a clear role in the inst itution and clear goals for research. Second, i t is 

crit ica l ly important for stake holders to part icipate in the analysis. Such 

collaborat ions enable two-way le arning and informat ion exchange, and help va l ida te 

the methodology used in the project.  Th ird, the power of methods, part icularly t h e 

va lue of ethnograph ic approaches for answering part icular types of questions, 

contributes to the ease of sel l ing th a t to hospita l administrat ion. Methods th a t 

produce results and answer clearly def ined questions wil l be an easier ‘sel l ’ to 

administrat ion, who may want to approve research a t various steps during a project.  

Fourth, the h iding of anthropologica l theory is often necessary. Socia l science theory 

is often poorly understood and can be potentia l ly a l ienat ing to stake holders. 

Research should be clearly anchored by theory, but the theory does not necessar i ly 

h ave to be art iculated to stakeholders. Fif th , the necessity of h aving adequate 

leadersh ip support with in the organizat ion is important. If leadersh ip does not 

understand or support the project, entry into key areas of the hospita l or access to key 

people could be with he ld.  S ix, mainta ining a cl inical focus, including knowing and 

speak ing the language of the insti tution is crucia l . Knowledge of medicine and 

organizat ional theory, and idea l l y, possession of medica l credentia ls (RN, MPH) can 



ANT H R OPOLOG IS TS W O R K I N G W IT H OT HE R S :  TR A N S LATIO N S ,  TR A N S G R ES S IO N S ,  T R A N S F O R M A TIO N S . 
DEITR IC K,  STE R N, B O ND, C A PU A NO, DOSTAL A ND S W A V LEY  24/04/2007  25 

 25 

he lp ‘legit imize’ the researcher. I t is a lso important th a t a l l research h ave a cle ar 

cl inica l focus and f i l l  one of the six IOM a ims mentioned earl ier in th is ch apte r. 

Last l y,  remembering to speak for the ‘missing voices’ is crit ica l . Many biomedica l 

researchers depend on numerica l data as the basis for the ir research. Anthropologists 

bring the hol ist ic perspective and the knowledge and methods needed to capture the 

many ‘voices’ th a t are important when research ing hea l t h care topics.  

TRANSLATION/CONCLUSIONS 

Anthropologists no longer l imit the ir methods to observat ion and descript ion. Using 

concepts from phenomenology to approach research questions th a t do not yie ld easi ly 

to quantif icat ion, many tradi t ional qual i ta t ive methods are seen as techniques to 

discover (uncover) meaningful phenomena th a t enhance learning and understanding 

by a l l stakeholders and perh aps lead to a measurable construct.  Th is epistemology 

h as been label led ‘grounded theory’(Ha ig, 1995). Through the introduction of 

phenomenology, the socia l construction of rea l i t y, sociol inguist ics and other socia l 

science paradigms, the uniquely socia l nature of medica l pract ice is underscored.  The 

rela t ive complexity of hea l t h care organizat ions and pat ient et iology h as given rise 

to appl icat ion of complex systems theory (IOM 2001:309) and microsystem analys is 

(Ne lson et al. 2002) with in hea l t h care organizat ions and venues, focusing attention on 

the point of care and pat ient-centred care, yie lding new knowledge through 

‘connected knowing’ (Ha ig, 1995).   

I t is argued here th a t t he evidence base for medicine, built on the biologica l , 

h ypothet ico-deductive model requires continual questioning and ref inement by 

revisi t ing the point of care to develop and ref ine our understanding of every day 

medica l practice and effect iveness in the context of indiv idual and organizat ion 

complexit y.  Each of the above examples uses quali ta t ive or mixed methods to app ly 

‘connected knowing’ to better understand a given research problem and its 
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measurement. 

I t is therefore, a signif icant translat ion cha l lenge th a t confronts 

anthropologists in study of modern organizat ions.  I t may be too much for those 

tra ined and relying upon a hypothet ico-deductive evidence base to fully understand 

and accept grounded theory, but i t is the anthropologist’s job to transla te the observed 

data of ethnograph ic method into the preva i l ing paradigm, demonstrat ing i ts power 

in the biologica l paradigm.   

Anthropologists h ave long abandoned the i l lusion of ‘objective observa t ion’.  

In th is context i t is not a transgression of tradi t ional anthropology to assume the 

point of view of a ref lect ive member of the group, tak ing advantage of fami l iar i ty 

over t ime to observe and confirm phenomena as wel l as assume the mission and 

objectives of the organizat ion as rightful start ing points for inquiry.  Th is context may 

l imit the capacity of anthropologists, however, to transform their emerging role as 

crit ica l theorists.  They can only ref ine organizat i on-specif ic processes of care with in 

the preva i l ing socioeconomic structure and constraints of a specif ic medica l del ivery 

system with only passing reference to the preva i l ing socioeconomic paradigm.  The 

anthropologica l mission is transformed from demystify ing the l ives of different 

cultures to the grounding of phenomena for the rat i onal izat ion of purposeful act ion.  

As we move forward into the twenty-f irst century and anthropology continues 

to explore i ts contributions to modern l i fe , i t is clear th a t anthropologists working in 

hospita l sett ings are on the frontl ine of hea l t h care. The hospita l anthropologist can 

work a long with col leagues in the hospita l  sett ing to conduct research and 

eva luat ions th a t provide insights into important he a l t h care issues such as those 

outl ined in the IOM report. Anthropologists are able to capture informat ion from the 

variety of ‘voices’ th a t inf luence hea l t h care, and can transla te th is informat ion into 

knowledge th a t can be used to improve hea l t h care at a l l levels of the system. 
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GLOSSARY OF  TERMS AND ABBREVIATIONS 

PGY: Post Graduate Yea r.  Refers to the year of tra ining after graduat ion from 

medica l school in the United Sta tes.  A resident physician in h is second year of 

tra ining is a PGY 2.  In the UK residents are typical ly referred to as registrars. 

MPH: masters of public hea l t h . A graduate degree from a U.S. university th a t 

signif ies th a t the holder has completed a program of graduate coursework in public 

he a l t h . Holders of th is degree are enti t led to use the init i a ls MPH after the ir names. 

RN : registered nurse, a l icensed professional nurse. Th is is the main level of nursing 

l icensure in the United Sta tes. Holders of registered nurse l icenses are a l lowed to use 

the init i a ls RN after the ir names.   

Medical Resident : A graduate of an accredited medica l school who is enrol led in an 

internal medicine residency program at a U.S . hospita l .  A resident in a surgery 

program would be referred to as a surgica l resident.  Residents have the t i t le doctor, 

but are not a l lowed to practice medicine independently of a supervising physician.  

The supervising physician is referred to as an at tending physician.  The equiva lent to 

an at tending physician in the UK would be a consultant physician. Upon complet ion 

of the residency program, residents sit for specia l ty-specif ic l icensing exams and, once 

passed, are a l lowed to pract ice medicine independentl y.   

Press Ganey survey : A sat isfact ion survey developed by Press Ganey Associates th a t is 

used in hospita ls around the U.S . to measure pat ient’s overa l l care eva luat ion 

IOM: Insti tute of Medicine. The IOM is a non profi t , independent insti tute aff i l i a ted 

with the Na t ional Academy of Science. The Institute provides evidence based, 

scientif ic, authori ta t ive informat ion  on medica l and hea l th matters th a t can he lp 

policy makers and the public make wel l informed he a l t h decisions.  

IHI: Insti tute for Hea l t hcare Improvement. The IHI in a non-profi t organizat ion th a t 

provides research in the area of hea l th care va lue and qual i t y.  
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