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Lovie Martin: Good morning. My name is Lovie Martin. I’m the regional mobility manager for Natchez 
Transit System and the Southwest Mississippi Accessible Regional Transportation, which is SMART in 
Natchez, Mississippi. The SMART area consists of 16 counties and as a regional mobility manager, I’m 
committed to Commute Mississippi. And that's working to improve all businesses and communities that 
transport throughout the state of Mississippi. You know, my motto is, we're not the mission, but the 
mission is the customer. And I live by that because it's not about me, it's about my clients. We are here 
to solve a problem. In meeting our ridership needs, working to improve in arrangements that's favorable 
to delivering a better transportation system and to provide a full range of travel options. As a mobility 
manager, throughout the state of Mississippi, we have ten mobility managers. We organize monthly 
outreach meetings to network and build important relationships with nontraditional partners to assess 
our regional needs. The Mississippi Department of Transportation Public Transit Division has a 
coordinated planning team, and this team does bimonthly conference calls, city and county dialogue 
meetings, along with that we have quarterly work sessions for all mobility managers. Within these 
sessions, this is a dialogue or a development idea of sessions that enhance any unmet needs throughout 
the regions throughout the state of Mississippi. Within attending the designing thinking workshop, it has 
given me a different outlook and a different approach in defining a better outlook and implementing 
different solutions. And I thank you, Amy and Carolyn, for allowing me to learn from you. I’m happy to 
introduce this session.  
 
We're pleased to be joined today by two team members from the Mayo Clinic Center for Innovation in 
Rochester, Minnesota. We have Donny Dreyer, he serves in a dual role of operations manager for the 
center of intervention, as well as platform manager. As intervention accelerated platform manager, 
Donny manages the strategies and staff associated with the center's educational outreach. Gerry 
Greaney is a designer and researcher at the center for intervention, where human center and design 
thinking approach is transforming the delivery of experience and health and health care. In 2013, 850 
participants from 32 states and 16 countries gathered in rochester to think differently about the future 
in health care. I would like to welcome you, Donny and Gerry.  
 
Donny Dreyer: So thank you for having us. We're delighted to be here. First of all, I’d like to give you an 
overview of what the Center for Innovation is all about, as well as we'll go into talking about how we're 
trying to make it real within health care. So we'll examine a project that we've worked on employing 
design thinking methodology. We'll we'll look at a program that we've developed to kind of help foster 
this competency in design thinking. And then at the end, we'll talk about kind of how we hope to inspire 
others externally. So, I’ll get started.  
 
The Center for Innovation actually became part of Mayo back in 2008, so we're roughly six years old. 
We're actually an outgrowth from the department of medicine initiative and we became formalized as a 
enterprisewide center for Rochester as well as all the community hospitals, Arizona, Florida, etc. Back in 
2008, we adopted the design thinking methodology by working in the early days with IDEO and others 
who have been instrumental in developing these techniques and we've just cultivated it from there. So, 
the three areas I’d like to discuss are practicing innovation, so we're going to highlight a project in our 
key mode treatment area in which we employed a lot of these techniques; facilitating innovation, we 



developed a CoDE program, which stands for “connect, design, and enable,” and I’ll go into more of that 
in detail; and then inspiring innovation at the end.  
 
So, for those of you who aren't from Minnesota, may not know too much about Mayo Clinic, I thought 
I’d just touch on that. So Mayo Clinic has three primary group practice facilities, the largest being in 
Rochester, Minnesota, where we employ roughly 40,000 employees. And it encompasses about 70% of 
our patient volumes. We also have a group practice in Jacksonville, Florida, as well as Phoenix, Arizona. 
And then we have a lot of community-based hospitals in Minnesota, Wisconsin, and Iowa, roughly 25 
hospitals and another 75 clinics. So, we have about 60,000 employees and we serve roughly two million 
patients a year. This is our facility in Rochester. In the early days, Mayo—it's not a presentation for Mayo 
if we don't have a kind of heritage quote—but in the early days, Mayo was instrumental, as some of you 
may know, in modeling the integrated group practice. So in the early 1900s, it was the first integrated 
group practice in the world. And now that's kind of the model for which many follow. So, the Center for 
Innovation was really set forth to develop new care delivery models for the next century, essentially. So 
we feel like we want to kind of lead in the next 100 years.  
 
This is a picture of our campus. So this is the building, Gonad Building, Mayo Building, and all the 
incorporating research and educational buildings. The Center for Innovation is on the 16th floor of the 
gonad building. Basically right where the arrow shows. We also have a working laboratory, we call it a 
multidisciplinary design laboratory, that's three floors below our main work space. And we use it to 
prototype a lot of different care delivery models. So, for example, if we come up with experiment 
families for a particular practice or for a particular topic, we'll run patients through with their physicians 
and clinical staff in this laboratory setting, basically follow them around with the designers that we have 
employed to generate all the needed information to be able to then make that practice scalable 
throughout the organization. So we have this space.  
 
Our team is made up of roughly 50 individuals, predominantly, they're service designers, Gerry being 
one of those. They come from design schools from all over the country with varying backgrounds. 
Predominantly not health care. We also have project management, we have technologists, as you would 
imagine, finance individuals, physicians, of course, clinicians, etc. So, it's a pretty comprehensive team, 
we believe, anyway. And, again, this is just a photo illustrating the Gonad building, outpatient practice 
location, and this is the building we're located in. So, the point being, we're directly embedded into the 
practice, we're actually the only organization at Mayo that takes up practice space that's not delivering 
care.  
 
Our approach is, as mentioned before, is the design thinking approach and This is basically a visual. It's 
really about kind of the experimentation and then validation of those experimentations to try and 
implement. So, really, we're basically becoming the voice of the patient throughout our journey. We 
really go to patients' homes, we observe them in a lot of clinical settings, we get a lot of input and 
feedback from the patient experience to try and incorporate that into a care delivery model that we may 
be considering.  
 
And the way we're structured is we have actually four platforms or themes of work, essentially. Three of 
those are we call them care delivery platforms. The “Mayo practice platform,” which is basically focused 
on kind of brick and mortar when patients come to us, what should the experience be all about. We 
have a platform called “connected care,” which is around kind of the telemedicine movement, trying to 
connect with patients where they're at, essentially. We have a platform called “health and well-being,” 
which is actually looking at a wellness model versus a sickness model, so basically trying to keep people 



as healthy as possible in the environments that they're in so that they don't have to come to us. And 
then our final platform is called “innovation accelerator,” it's really an educational platform used to help 
incorporate a lot of these techniques into our own staff so that we can basically train the trainer. So, I’ll 
let Gerry go into the next phase, which is really kind of highlighting a project around this approach.  
 
Gerry Greaney: Great, thank you, Donny. And good morning to everyone. It sounds like many of you are 
probably very familiar with the design thinking process, but in very general terms, one way that I like to 
think about it is that traditionally research has been part of the process and design that kind of prepares 
you to produce a final product. And that's often true in project management and other areas as well. 
You plan everything so that you're going to get where you need to be at the right time with the right 
product, the right deliverable. Design research and human-centered research, this design thinking 
process is different than that. It's more of an iterative process where we're creating things along the way 
and learning from them. And because of that, really being in tune with what the need is. So we're 
understanding what the patient may need in our case, but also what the staff may need and what the 
people around the patient may need throughout the course of care.  
 
So, we're going to touch on three different things here, three different angles on innovation as Donny 
mentioned. The first one, practicing innovation, which will be kind of a case study of some work in the 
practice. Facilitating innovation, which is our innovation grant program, supporting innovation 
throughout the practice, and, finally, inspiring innovation through the conference that was mentioned at 
the beginning.  
 
This project is a recent project looking at the chemotherapy unit in our building, actually a few floors 
down from us. And these are some photos of the current conditions when we started on the work. It 
was a very efficient system set up, it worked well for the nurses to be able to care for lots of patients, 
but, as you can see, even just looking at these, it's very clinical looking, very, almost industrial looking. 
You can tell that there's some chairs at the end where patients' families might sit but what happens to 
the patient that's in the middle there? Not really the most relaxing environment or the most private 
environment for some of the things that are going on. So, our process began with spending time with 
patients, and doing extensive interviews with them, usually a couple of hours. It's amazing within the 
practice, how much access we have to the care that people are going through and how open they are to 
talking about it. And we would spend a couple of hours with each of them and their families, asking 
some questions, but also letting them kind of determine where the conversation went, to learn what 
really mattered to them.  
 
And we have to capture thatas you can imagine, a place like Mayo Clinic is a very data-driven, analytical-
type culture. And our data's a little bit different than some of the familiar data. So, as we're tracking 
these different stories, we're figuring out ways of representing them graphically to share back with the 
group. In this case, these are patients in different stages of their treatment, and identifying kind of 
where they are and where the hot points are in that process, so that we can reflect those stories back to 
the people who we're working with to design the space to really be in tune with where the need is.  
 
And I should mention also that one of the things that really makes these projects work is the teams that 
are involved in doing the work. So, we came in part way through the project in this case, but there were 
already oncologists involved, nurses involved, and other administrators involved, clinical assistants and 
an architect and other team members who worked together. And that's really one of the core benefits 
of this design thinking approach is that we try to bring together diverse people with different 
perspectives to create the conversations that we need to have to really move things forward. Not only 



are we tracking what we're learning from the patients, but also in this case, we learned from the 
patients how important the nurses were to them. So, one night we had a dinner with the nurses, and 
actually captured some of the things that were most important to them. And one of the things that I 
loved about this meeting was that, you're probably all familiar with this post-it note way of capturing 
things, for the first panel, up on the upper left there, I was in the front of the room and I was asking the 
questions, and putting the things up there. By the time I got to the third one, one of the nurses raised 
their hand and said -- asked, “Can I do this one?” And that's exactly what we want; we want the people 
who are doing the work to own this and really to contribute to it. So they took it from there. Which was 
really excellent.  
 
We do all kinds of tracking and recording of things. This was just an example of spending time in one of 
these treatment spaces and tracking everything that's going on. And seeing what kind of activities are 
happening, who's doing what, when are they doing it, where do things get clogged up, where there are 
some openings. We never know what we're going to learn from these things, but just watching those 
things and tracking those things often reveals some unexpected opportunities. And we're constantly 
sharing this with the team as we're doing it. So, a page like this is something that's easy to share with 
them at a weekly meeting but it becomes part, then, of the report in the end or the document in the 
end, and it's created all in real-time, kind of going back to that design process diagram at the beginning. 
Rather than waiting until the end to create the perfect report, we're making the pieces as we go along 
and basically we're done by the time we get there.  
 
This was probably the best part of this whole process. And that was as we were working with the 
architect and with the teams, we moved towards a model of individual treatment spaces for 
chemotherapy patients, to provide the privacy that they need, to provide spaces for the families and all 
of that. And that's a huge leap from what the team was used to doing. And immediately, as I was 
developing -- this is in our space, actually, at Mayo Clinic, we took foam core that we found around, we 
took some chairs that we found, some whiteboards, some blue tape, and we just started to map this 
out, really low res, really fast in the space. So that we could start to experience what would it be like to 
work in this kind of environment, what would the problems be, what would be different about it. 
Andeveryone was instantly engaged in that process. You're not in a meeting at a table, you're talking, 
you're interacting, you're trying things, you're moving around, nothing's precious. We were trying really 
low-res quick experiments.  
 
We had this thought of, what would happen if there was a common space or a lounge space where 
people could go for a break? And we just took furniture that we could find, an empty room and set up 
these things to see what would happen. And we noticed that patients would go there. And we'd hear 
from one patient that, oh, it’s so nice to sit on a couch and rest my head on my husband's shoulder 
while I was going through treatment. Or a family would go there, someone would go there to take a 
phone call. And all of those things we're tracking and recording to develop what the final direction might 
be. And we quickly increased the resolution a little bit more and our facilities team just came in and 
started building this. Again, really low-res, just framing it out, you'll probably see in some of these other 
pictures, we just used plastic to start to indicate the walls; we could quickly change these, we could 
move things around, this is too tight, this is too big. But engaging the team throughout this entire 
process. So they're contributing, they're actually helping to make the modifications. We're deciding how 
much of the wall needs to be opaque, how much of it can be translucent. It wasn't long before they 
started bringing people into the space, they wanted to show it to other people, which is excellent. That's 
exactly what we want to have happen. They could have these really engaging conversations, get over 
the hump of trying to figure out what this thing was when they were looking at it in an architect's plan 



and really see what it felt like to be in that space and to potentially work in that space. And that sharing 
of the ownership is really crucial.  
 
This is the team meeting. It's 6:00 a.m., in the middle of the winter in our space. And because they've 
been engaged throughout the whole process, it's not a surprise at the end. No one's saying, here's the 
new thing that we're going to be trying next year. Be ready for it. They've been involved throughout that 
whole process.  
 
Donny: Thanks, Gerry. So, I think Gerry's project highlights several things. First of all, the importance of 
being embedded in the space that we're in. Physicians, clinicians, nurses are extraordinarily busy, 
committed, dedicated individuals, and to be down the hall from them is critical to what we do. If we 
were three blocks away and they have to come to us, it would be so difficult. So, that's one component. 
And I think just the ability to prototype on the fly essentially, which is kind of what our lab is set up to do 
is a really big takeaway.  
 
So, I was going to go into the facilitating innovation part. So, Gerry’s project is one of roughly about 40 
projects that we have going on at any one given time, varying in size and scope. Some quite large, 
institutional-type projects. Others are much smaller, department-level. So, I’m going to give you an 
example of a program that we've created that's basically maintaining the idea within the department or 
group but we're more of a consultant in the process. So it's really kind of cultivating that innovation. And 
we named it the CoDE program; it stands for connect, design and enable. We're in our sixth year, 
actually, for the CoDE program and it's been remarkably successful. Some ideas that have come out of it 
have been commercialized in some instances; the Mayo Clinic patient app was one of those projects.  
 
The program itself is set up where anyone at Mayo Clinic at any site in any department can submit an 
idea that they have, that they've just been cooking on at their desk or whatever it may be. It might be an 
individual, it might be multiple individuals, it might be people at multiple sites, it can be anything, 
essentially. There's an open window of roughly three to four weeks where we give them to apply, they 
submit their idea, we review it, first amongst the team, and then it goes, once we get it narrowed down 
-- we get roughly 150 submissions every year when we do this. We'll narrow it down to roughly about 
the top 30, and then we start having Mayo Clinic leadership start weighing in on the decision-making 
process. And we select roughly ten of these every year. So, right now we have a class of 2014 going. And 
we've also embedded the program, which is the project itself, and then we've created what we call an 
“innovation catalyst program,” which is a learning by doing, a teaching design thinking type of program, 
and we're putting the CoDE recipients through this program. So, in the very beginning we'll have kind of 
a weekend immersion (this is a photo, an example), so we start off by just kind of trying to develop some 
empathy skills. So this is an example of one of the teams. Here we actually have a pill bottle with fake 
pills, essentially. And we have themtransfer their pills for the week and we time them. And then we 
have them do it with constraints. So, like the 3d glasses kind of incorporates if you might have cataracts 
or some sort of vision impairment. The gloves impairs their fine motor skills, etc. So, we put them in a 
position of people who may have to do thisas part of their daily practice, and show them what it's like. 
And then time them. And, of course, they have errors and they put pills in the wrong spots and it takes 
them four times as long. And it basically just starts the program off by sayingthink with a different lens, 
think differently. It puts them in kind of a different mindset to launch the program with. This is an 
example of part of that program where we go throughwire framing and prototyping and some of the 
things Gerry’s talked about before. So again, we just have them do it, we teach them how to do it. And 
they spend a weekend with their team.  
 



This is a journey map. So this is one particular team that's just kind of walking through all the phases of 
their project and what it looks like to them and, of course, this will change and iterate over time, but it 
just gets them thinking again in a different way. We get into like really low-res prototyping with this 
group, so, it's paper mache and scotch tape. But, again, it gives them a sense of how does this flow 
through their clinic or through their department or whatever it may be. It gets them engaged, 
essentially. And that's what we're looking for.  
 
Here's some examples of some of the prototypes that they've developed. And, again, it's very simple. 
But it's amazing how much quicker -- so when we started this CoDE program back in 2008, we were -- it 
was much lower touch. We provide them funding so we give them money out of our operating budget if 
they need it, but we found in those early days that they really mostly needed time. They needed us to 
help them. They use the money, but they don't use a lot of it. They actually need the time. And, so, 
we've iterated this program where we're now really kind of helping, we're right along with them in their 
project. They have basically nine months to create a minimally VIAble prototype and by the end of that 
period, they're not completely on their own but we engage with a new class of recipients. So we'll be 
there to field questions and what not, but they basically are driving that project after that period once 
they have their prototype. And, again, just another example of these workshops.  
 
So, we began realizing after the first couple of years that some of these ideas are really 
commercializable. They're actually quite in depth. They've been thinking a lot about these types of 
things. And, so, we've created kind of a lean start-up scenario and there are generally some that have a 
lot of commercial potential. So we've started with the help of Mayo Clinic Ventures within business 
development, created kind of a lean start-up process for those ideas.  
 
We also have created a project blueprint. And this is just a tool that we use to help -- help them kind of 
frame all the various risks associated with their idea and just help them basically organize how they're 
going to go about accomplishing their mission. And then this is the sharing back part. So, at the end of 
this program, we have the groups come together and basically they'll just talk about their prototype and 
get feedback from the other team members. So we have, again, I mentioned we have ten teams that go 
through this program. I would say on average there are four to five people per team, some smaller, 
some larger, so there's roughly 50 people that are kind of going through this program together. They 
have varying ideas. So, they could be vastly different types of ideas, but they're going through the same 
challenges. And, so, they can give each other feedback. We found it to be in the last couple years we've 
been getting these teams together, even an alumni kind of scenarios and they kind of talk about some of 
the obstacles they're facing with getting these together and it's been really valuable. And just kind of the 
last example, I think, of the prototyping.  
 
So, this is kind of just a summary of the CoDE program. We're in the fifth year and we're actually in the 
submission process for year number six right as we speak. So through the first four years, these are kind 
of the stats. We've had roughly 40 projects, 14 delivery models. 12 IP disclosures, some patents, etc. So 
we've had a lot of really good success. Some projects, frankly, they die on the vine. So they may not all 
stick or be successful. And that's okay. We go into it kind of knowing that. We're going to give them as 
much support as possible. And in some instances we've actually been found we've been doing this long 
enough where an idea from year two, for example, may not have gone anywhere, the organization 
simply wasn't ready for it. So two or three years later, they're starting to resurrect some of these ideas 
and they're starting to take form. So failure isn't always what it appears to be, I guess is the example. So, 
the last portion is kind of the inspiring innovation.  
 



Gerry: Thanks, Donny. So among all of the things that we've just talked about that are so great about 
being embedded in an organization and having all of the access that we have, there is actually one 
limitation as well. We want to be sure that as we're thinking differently about all of the things that are 
going on, we want to be reaching out and connecting to unexpected resources in other areas or being 
more aware of work that's happening that may not even seem like it's related to health care but could 
impact the way that we think about connecting more effectively with people and producing health 
rather than providing treatment all the time. And the way that we do that is through back flips. 
[laughter] through a conference that we host every fall called Transform. And Transform is now in its, I 
believe, sixth year, and it's grown to a point where it brings together about 850 people. Last year we had 
32 states represented and 16 countries. And one thing that's really wonderful about Transform is that 
it's a very interesting mix of people who attend. About half of them are in health care, they're providers 
or administrators. But we also have designers and technologists and entrepreneurs and policy people 
and academics and others who attend the event. John Hawkenberry, on the right, is a journalist and 
moderates the conference.  
 
And the guy on the left doing the back flip is actually Ethan Polson. Ethan was a patient at Mayo. And he 
did a back flip every day, videotaped it, and recorded them all and produced it on YouTube 
[https://www.youtube.com/watch?v=vHgfBVn5GS0] and even when he was at the toughest parts of his 
treatment (in May), someone gave him one of those little wind-up toys that does a back flip, and, so, he 
put that on the desk in his hospital room or wherever he was, and videotaped that as well. And as he 
was recovering and his sister had to spot him when he did these, she's in the video. So really tells a story 
in a very different way, and, so, he came out on the stage at Transform and unexpectedly did his back 
flip during the conference. Just like in everything else that we're doing, we're trying to find other ways of 
increasing our understanding of Transform.  
 
One of the things that we did two years ago was we had a group called the theater for public policy 
come in and handle one of our sessions. They're an improv comedy group. And the man on the left here, 
you might recognize, former House Majority Leader Dick Gephardt. So, they had this great process of 
doing an interview with a guest and then there's a whole crew, five or six comedy artists who are part of 
this, they come out on stage, they're listening to that, taking notes, then they riff him what they just 
heard. The guest comes back out again. The interview continues. The audience engages in that. And 
then the improv group riffs on that. So it's a whole new way of understanding often very complicated 
situations or challenges and changing the context for the conversation. And those conversations are 
really a key part of transform.  
 
We do a lot of different types of interactions and we reach beyond medicine to better understand 
health so the two men on the stage here are Dr. Gary Strechten and Dr. Timothy White, they're from a 
program in Chicago called Cure Violence, which is looking at gun violence in major cities as an epidemic 
and really achieving incredible results because of it. But those interactions, just like in the work we were 
showing earlier, it's really about connecting people and getting the conversations going and moving 
things forward through that network. And that's a big part of what happens.  
 
Another unexpected thing that we brought into it was the idea of documentary filmmaking. How do we 
understand things better through film than we do through other types of observation? Pete Nicks 
produced a film called "The Waiting Room." So he came and talked about that process and then we 
screened the film one evening at the event. And a lot of the other activities that we have are 
unexpected as well, where people are actually engaged in doing things. And one of the things that we 
want to do is when people are coming together in one place, what can we do when they're all in one 

https://www.youtube.com/watch?v=vHgfBVn5GS0


location for a couple of days that we couldn't do any other way. So a lot of the activities that we had 
some comic artists last year and then they also did a workshop. So how do you capture experience and 
stories through comics? And, again, this is all about connecting people and we created a space called the 
forum last year where there are posters with compelling questions. That's a way of groups kind of self-
identifying themselves around common areas of interest and starting conversations. So it's a 
combination of main stage presentations and panels but also activities that connect people so that 
hopefully they can move forward in different ways coming out of the event. That's it.  
 
We do have a short video about Transform.  
 
Video text 
Speaker: You're at the most important gathering of civic culture in America.  
 
Speaker: The problems we have within health care are global. So, the solutions that work in Denmark 
may also work in the states and the other way around. So I think that we'll get a great amount of 
knowledge from just meeting up and sharing these ideas.  
 
Speaker: The design of any country's health care system, certainly any rich country's health care system, 
reflects its basic moral values.  
 
Speaker: We can't afford to have people left behind and left out. And have a selfish reason for that if no 
other. I think there are plenty of other reasons, but, really, in order for one of us to succeed, it turns out, 
it's true, we all need to succeed. And, so, it's not only health care, it's got to be education, housing, and 
the other predictors of success.  
 
Speaker: Transform has been very ambitious about the number of topics that it's already started to 
address. It does feel in its fifth year like it's a community of people that share a value system.  
 
Speaker: the one thing that seems to be holding most of our health care system together is not us. It's 
patients and families who are holding that very fragile thread that's unfraying and coming apart.  
 
Speaker: Just seeing how many people care about not only health care but just about people and 
community. There's so many ties to not only our r.n. Health but the well-being of the planet.  
 
Speaker: Conferences like this are interesting because people come from all walks of life. These aren't 
just doctors, they're just not nurses, these are architects, people who think outside the box, innovators, 
disruptors. And, so, when you bring people to a conference who are literally going to disrupt your own 
mind, that, to me, is intellectually interesting.  
 
Speaker: I know, like all of you, I hope a lot about human value. And it doesn't matter if you're doing a 
show for cirque du soleil or you're saving the life of someone, the human value has to be in the core of 
what we do in life and that's why I was here today, just to thank you.  
 
[End video text] 
 
Moderator question: What are some of the ways that you engage your groups in expanding ideas?  
 



Gerry: There are lots of different ones and sometimes they arise just with the groups we're dealing. The 
“yes . . . and” idea is a very good one because one of the things that we often have to overcome is the 
idea of “solution rush” and the idea of responding quickly, either positively or negatively and stopping 
some things in their tracks way too early. So I think no matter which technique we're using in building 
these conversations and in brainstorming and just getting that process started, the key thing is to not try 
to make a decision too early and not cut something off that may connect to another idea later on or 
maybe, as Donny mentioned before, maybe the organization's not ready for something at a certain 
point in time, but you don't want to lose sight of it because it may totally transform things later on. And I 
think especially for usmy background's actually in graphic design. So, Donny mentioned that many of the 
designers in our group come from very different types of backgrounds. And, so, I wasn't as familiar with 
the very analytical culture of medicine as some other people may have been. And the tendency is to try 
to figure out exactly how you're going to get somewhere, exactly how long it's going to take, and how 
you know you've succeeded, and there's a lot more ambiguity in a design process than that. And there 
has to be a level of comfort with that ambiguity and the yes/and approach is one good way of 
overcoming that, I think.  
 
Audience question: Hello and thank you. You're in a conference full of people who feel very passionate 
about access to health care as being extremely vital, particularly in rural areas. Of all the ideas that have 
come to your center of innovation, regarding health care, has transportation or access, issues involving 
access to health care ever come up as a project? 
 
Donny: Yes, absolutely. And they're called different things, but essentially they're around that particular 
topic. So, as an example, we did a pilot about two years ago with a group in Alaska, and it was actually 
around breast imaging for women who are in secluded, remote areas. How can they get o appropriate 
screening? And so we piloted that and really it was with a mindset of  we have places in Montana, 
northern Minnesota, etc., with the same scenarios. So it was really looking at kind of that connected 
care platform that I mentioned before of kind of how do we reach people in their place without the 
expectation of them coming to us, because there's a lot of people who can't come to Rochester, but 
there's exponentially that many people who cannot get to even their local health care organization, they 
may be 100 miles out. So it's developing models to address that issue. Frankly, we still have a little ways 
to go; the complexity of health care is mind boggling. So you get intothe payor scenarios, you get into 
licensureship across state lines, all types of scenarios that we have to work through, and we are working 
through it. Fortunately, our medical director, for example, is a member of the governor's task force, so 
he's got  the legislative ear, so to speak, on some of these issues and trying to resolve them. But we're 
still -- we're still working at it. It's a work in progress. It's a great question, though, thank you.  
 
Audience question: Are all of the innovation grants managed within the Mayo Clinic greater family or do 
you have awards that actually go outside to other medical practitioners?  
 
Donny: They've all been internally focused. So, it's actually just a program that we created, we being the 
Center for Innovation, to help foster and get more people involved. We were trying to really kind of 
scale the competency of a really large organization. And, so we realized, I think, very early on that, we're 
a group of 50 people, which is a nice-size team, but it's a 60,000-person organization, so to we need 
everyone to get involved. And so it's been internally focused, and it's money that we've carved out of 
our own budget that we give them as well as -- as I mentioned before, probably as valuable, if not more, 
our time. But it's been internal to this point.  
 



Audience question: Some of the best projects from a design standpoint are done with stakeholder 
involvement, good input.  I didn't see a whole lot of that from the patients, the end user side in your 
presentation. And I’m assuming there was a lot of sensitivity that would have to be -- about how that 
would have to be handled. So how do you harness getting the input from the patient side in terms of a 
stakeholder participation?  
 
Gerry: Good question. And you're right, we do have to be very sensitive to that in the way that we show 
the work and talk about the work. But we stay in touch with patients throughout this whole process. In 
fact, there are even some patient boards and advisory boards at Mayo Clinic that we sometimes tap 
into. But, for example, in the chemotherapy project, I don't know that we ever brought patients down 
into the new space yet, but what we've done recently is we moved the mock-up up onto the floor where 
the chemotherapy unit is located. And one of the things that we'll probably go through as we refine the 
process a little bit more is since it will be on the same floor and it will be right there, there will be a 
chance to get more feedback from patients. One place where we were able to get a lot of feedback from 
them was with those simple low-res environments that we created, just creating that lounge space and 
spending time in there talking to patients was really helpful. And it really does continue throughout the 
process. Good question.  
 
Donny: I’ll add, too. So I think the culture at Mayo is the needs of the patient come first. And it's baked 
into everyone. And everyone is sincerely . . . that's their focus. But the challenge is that even with that 
mindset and that culture, you still come at things with your own set of lenses. I’ll give you an example. 
And we see this a lot with our projects and our challenges that peoplecome to us with. We did a project 
we call Project Red and it was re-engineering the dialysis group service line. And they came to us 
thinking patients want dialysis treatment in their homes or they want the convenience and so on. And, 
so, from their lens, that's what they're thinking. They're very well intended. We start interviewing 
patients, we start going to their homes, we start walking in their shoes and we discover, most people 
really don't want to do that. They want to keep that piece separate from their families. And when 
they're at home, they want to be dad or whatever. And they don't want to be the patient dealing with 
those scenarios at home, right? So it's just kind of walking through in their shoes and interacting with 
them that you're really kind of uncover the true nature of it.  
 
Audience question: I’ve been a renal patient for 26 years and an advocate for patients for a long time. 
And Mayo is kind of reverent in my world, as is Hopkins and the big centers out there that do innovative 
work. A big part of what you talked about in the chemo project really is about normalcy for your 
patients. And a huge part of what happens with transportation is a feeling of normalcy for a patient. So, 
when we have to sit in the unit for three hours and wait, it makes a huge difference in how we feel. And 
I can't commend you enough. I lost a fingertip a couple years ago; I would give another one to see 
projects happen in dialysis units like you guys did in chemo because we are inundated with the sights, 
the sounds, the smells of medicine constantly and to minimize that makes a huge difference. So I 
commend you hugely in what you're doing. And as transportation providers, remember, part of the goal, 
is that getting people in and out of treatment on time and through their lives makes them feel more 
normal. And there's so many things that remind us we're not normal all the time that it's huge in what 
you're doing. So, you've illustrated some points I don't think you even realize for this whole group. And 
thank you so much for coming. 


