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"To ultimately blossom, the seeds of creativity and innovation require continual, 
passionate and cloistered protection in a very special place until they reach that critical 
time when they have grown so much that others can appreciate their beauty."   

       David R. Salter    (August 6, 2001) 
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Critical analysis of failure is a prerequisite to understanding sustained success. The power of theories 

such as Clayton Christensen's exposition of "disruptive technology"1 in The Innovator's Dilemma (1-4) lies in 

the critical analysis of failure using a model that, when continuously applied, is refined and honed to 

precision. A model based on research data (2,8,10,14,18,21,38,39) is an unquestionably accurate reflection of the past 

and becomes a powerful predictor of the future. 2 Very good organizations can eventually fail when they are 

no longer able to recognize (in time) the effect of an innovation on their well-established and comfortable 

world. Surprisingly, even fairly "enlightened organizations" that try to nurture "disruptive innovations" within 

the old structure and culture of the organization, fail. 3  Powerful forces seem to wrench innovation back into 

the center of the organization where it becomes so perverted by the rigidity of the old ways of doing and 

thinking, that it no longer resembles an innovation (5).  Business organizations create products (Polaroid 

cameras), provide services (People's Express Airlines) or share information (WebMD). Success or failure can 

be analyzed by using measurable endpoints such as market share, stock values or other validated parameters 

(each of these companies is in a phase of failure). Medical organizations on the other hand, profess to supply 

all three utilities, yet do so in an environment that is haphazardly constructed within a management system 

that frequently consists of loosely related fiefdoms with opposing missions, guided by power-driven and 

weary warriors, or wary wunderkinds. We have no talisman of measure. No wonder it is difficult to assess 

where we are in medicine today, to say nothing of where we might be heading! So … where can innovation 

survive? What culture could possibly maintain the drive for continuous innovation without becoming a victim 

of new "disruptive innovations" themselves?  How can rigid and traditional guilds of professionals - such as 

physicians -suddenly become flexible and creative? What kind of leadership is necessary to support this 

Shangri-La of medical care?  It is possible that answers lie in the principles of a self-renewing patient-

                                                 
1 "Disruptive Innovations enable a population of less skilled … to do things in a less convenient centralized setting … cheaper … 
almost always ignored by leading institutions." Clayton M. Christensen 
2 " Study history, study history - in history lie all the secrets of statecraft."    Sir. Winston S. Churchill 1953 
3 The failure rate in 350 companies that tried to embrace and develop recognized disruptive innovations within their old culture 
was 100%.      Clayton M. Christensen, Richmond Colloquium, March 2000. 
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centered medical practice that actually uses disruptive technology as a powerful positive catalyst to drive and 

sustain itself rather than being disrupted by it. Perhaps it is a naïve assumption that flexibility and rigidity can 

coexist within the medical profession. Several years ago over lunch, a non-physician Ph.D. colleague 

stimulated me to think about models of organizational and physician change in Academic Medical Centers 

and The Agar4 Theory of Growth and Change© evolved in my mind. It occurred to me that perhaps one of the 

reasons that 70% of new ventures fail is not because of poor ideas or even poor execution, but rather the 

intrusion of “negative” or “destructive” elements that undermine the initiative, in very subtle ways, at an early 

point in the creative process.  People often work together in an organization, yet they may never ever interact. 

They work in complete isolation. Bright ideas are never shared, fertilized or refined and enthusiasm 

eventually dies. In the Agar Theory of Growth and Change©, individuals or cells in a healthy organization are 

recognized, nourished and supported in their environment. They are made to be aware of each other and work 

without fear (17). The agar plate cover protects them from other bacteria, toxins or cellular overgrowth. With 

time, they succeed, expand and spread their influence until there is a coalescence of cells as they join each 

other to establish an entirely new organizational culture. This is accomplished through sustained nurturing 

(positive influences), protection from contamination (negative influences) and a prolonged incubation time 

(slow phase of creativity). Implementation time is short as the innovation is rapidly launched and the cycle 

then starts all over again. This describes a “Horizontal Linkage Model”(22) similar to the organizational model 

of Toyota, Levi Strauss, Monsanto, GE, Texas Instruments, IBM and Xerox.  Creative elements of the 

company are nurtured and manage to escape the gravitational pull of the company’s center of inertia. 

Maintaining creative independence while still part of the organization is wonderfully described in "Orbiting 

the Giant Hairball: A Corporate Fool's Guide to Surviving with Grace." (5) A premise of the Agar Theory of 

Change© is that people generally want to do well and that given the right environment they will. Small 

                                                 
4 Agar - 1. a gelatinous product made from seaweed and used as a base for bacterial cultures, as a laxative, in jellied 
and preserved foods  2. a base containing agar-agar  Webster's New World Dictionary 2nd Edition 
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modular (cellular) units react quickly and are flexible enough to become “transformer” units - like a child’s 

toy – to rapidly respond to company needs and market demands. This is the self-renewing element of the 

patient-centered medical practice. Daft (22) refers to an ambidextrous approach for maintaining “organic versus 

mechanistic structures with respect to innovation creation versus innovation utilization.” Creativity comes 

from “play” and freedom from anguish (Watson and Crick would frequently enjoy afternoons at the British 

cinema as they worked out the principles of the Double Helix. Their creative brains counterbalanced their 

reasoning brains and working together, solutions appeared)5.  An example of a major negative force 

contaminating our ability to be innovative is our system of productivity evaluation6  - for one to "win" another 

has to lose (11,12). While an innovation thrives in a creative milieu, a solid foundational structure remains vital 

for implementation. This is the paradox, the duality of opposing worlds. A self-renewing organization 

dedicated to sharing disruptive technology with others in the community is always at the center of change and 

harnesses change as a guide. Change becomes the constant. The success and sustenance of innovation is 

impossible however, without people of passion (13). Each innovation at Texas Instruments that failed lacked a 

champion with sufficient personal passion about the innovation, to make it succeed (22). Change in medicine 

today is being driven hard by costs and by the increasing demands of our patients. This change is accelerating 

and rigid monolithic organizations, already weakened by the dual injury of a faltering economy with 

diminishing reimbursements and soaring costs predictably are starting to show deep crevices with financial 

and cultural (and morale) decline. They have very few options. The self-renewing organization has many. 

                                                 
5 “How to achieve community under the shelter of bigness may be the essence of this challenge because so much of caring depends 
upon knowing and interacting with persons in the intimacy of propinquity. The stimulus and support that some individuals need to 
be open to inspiration and imaginative insight often come from the nurture of groups. There may not be a "group mind" (inspiration 
and imaginative insight may be gifts only to individuals), but there is clearly a climate favorable to creativity by individuals that the 
group as a community, can provide. Achieving many small-scale communities, under the shelter that is best given by bigness, may 
be the secret of synergy in large institutions. " (Robert Greenleaf - The Power of Servant Leadership page 22 Reference # 6) 

 
6 Deming has called the system by which merit is appraised and rewarded "the most powerful inhibitor to quality and productivity 
in the Western world." He further said " … it nourishes short-term performance, annihilates long-term planning, builds fear, 
demolishes teamwork, nourishes rivalry and … leaves people bitter." Kohn states - "To this we can add that it is simply unfair to the 
extent that employees are held responsible for what are in reality systemic factors that are beyond their control." (Reference # 11) 
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The iceberg is turning (c). Patients are beginning to understand their diseases. They are beginning to 

understand treatment options that are available to them (through the "net", personal networks and other 

sources). Patients are beginning to understand outcomes, the natural history of their illness and the quality of 

individual institutions and individual physicians. They are starting to understand the costs of health care and 

the "new principles" and ethics such as the right to own their own information (38,39) (charts, X-rays, lab data, 

pathology images etc.). In many cases, patients are ordering and paying for their own laboratory data before 

even consulting with a physician thereby completely eliminating the influence of insurance companies and 

physicians altogether in a single stroke. Don't all of these actions and responsibilities sound very similar to 

the traditional role that physicians have played in days past?  Many currently believe that physician 

extenders such as PA's and Nurse Practitioners are the next large "disruptive technology" force to affect 

medicine. While this may be true to a degree, the "x-axis" of time on the graph of Clayton Christensen’s 

disruptive change model is moving very quickly and the real wave of patient-centered care is already here. It 

is our patients and their unique abilities to manage their health by weaving their way through the morass of 

modern medicine. They are a major new "disruptive technology" in medicine today.  Patients are such a 

large and powerful force and so close at hand, their significance is totally obscured to most, and ignored - 

the forest for the trees. Costs spiral; yet we don't accept the notion that well-informed patients are also less 

expensive patients (25-37).  For now, we stumble along the more expensive route until a crisis moment arrives 

to tip (16) the critical balance. The leverage of self-renewing organizations will then become evident. 

(c) Two thirds of an iceberg lies submerged and unseen. As the 
iceberg drifts south, the upper layers are warmed - exposed to the 
sun and higher ambient temperatures. They begin to melt. The 
center of gravity changes and the entire iceberg then flips, making 
the bottom or the side the new top. The mass effect of our patients’ 
influence in the evolution of health care is about to be felt in a 
similar way. The center of gravity of the medical complex has 
radically changed and shifts are already occurring.     
                                                          © 2001 
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                              (15) 

(a)            (b) 
 

 At the observation point – seen on the right (b) - before entropy sets in, the self-renewing organization 

capitalizes on the mastery phase (a) of learning and intentionally initiates a self-imposed new curve of trial and 

error (a) (in essence – new learning). The fresh stimulus comes through embracing the discomfort of "disruptive 

technology" and using it as a slingshot or a catalyst to reenergize the creative process. One could characterize 

this as a period of receptiveness. The self-renewing practice never relaxes in its strategic planning. The work is 

really in the journey and not the arrival. Disruptive innovations are welcomed, sought and embraced. This is 

their culture and like an organic culture, is constantly changing. Paradoxically, for this type of organization, to 

stop changing becomes a disruption or discomfort. An organization capitalizing on "disruptive technology" 

becomes a medium to share it with the community. The practice continually rises to the edge of innovation and 

becomes recognized as a catalyst of change while understanding the inherent limitations of early imperfect 

technology. A center of "disruptive technology" emerges – the orphan technology cloister – that lives in a 

flexible and protected organic environment, comfortable within a stream of internal and external disruptive 

forces. As a "learning organization"(8,9) it continually evaluates itself and draws energy from change. New 

"disruptive technology" is a perpetual stimulus for growth at little cost to the practice since early technology 

tends to be inexpensive and thrilled to find a home. The practice is never threatened since it is applying and not 

creating the technology. It is the organization of the practice and its ability to deal with change that is its own 

innovation. Since there is always flux/change/evolution, it is hard to derail such a flexible organization. The 

self-renewing patient-centered medical practice is constructed around change and patients' (38,39) needs. It is 

strengthened by every curve in the road, weathering the buffets that threaten larger, more rigid organizations. 
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