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TEXAS MEDICAL CENTER 

WOMEN’S HISTORY PROJECT 

 

Dr. Ann Scanlon 

 

 

Interviewed by:  Natalie Garza 

Date:    February 13, 2015 

Transcribed by:  Michelle Kokes 

Location: Scurlock Tower at Methodist 

 

NG: This is Natalie Garza.  It is Friday February 13, 2015 and I am interviewing Ann 

Scanlon in her office in Scurlock Tower at Methodist.  Can you begin by telling me your 

full name? 

SC: Sure it’s Ann Scanlon McGinity. 

NG: Okay and is there a maiden name? 

SC: Scanlon. 

NG: Scanlon is the maiden name okay. 

SC: Yeah. 

NG: When were you born? 

SC: March 26, 1949. 

NG: And where were you born? 

SC: In New York City. 

NG: New York City. 

SC: Yeah. 

NG: Did you grow up there? 

SC: I did. 

NG: Can you tell me about that a little bit? 
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SC: I can.  My mom and dad are both Irish immigrants who came to New York and 

they came via boat basically because they had other family relatives and that was a big 

part of the immigration process from Ireland probably in the late 30’s.  They ended up 

staying there and living in midtown what’s now called midtown Manhattan, a little 

German enclave that was called Yorkville.  So it’s 81
st
, 82

nd
 on York Avenue, grew up in 

that essential neighborhood most of my life. There were German immigrants, Italian 

immigrants, Irish immigrants.  It was all focused around Catholic churches and we all 

went to different ones there.  In fact I need to correct that.  My mother was the 

immigrant, my father his mother immigrated here he was born in New York City so that’s 

pretty much how we stayed in that general area.  I went to the same Catholic grade school 

that my father went to, Saint Joseph’s Grammar School, and I have a brother who is older 

by a year and a half and I have a sister who is about a year and a half younger.  So that’s 

where we grew up and lived all of our lives until I was roughly about 18 years old and 

then when I left for school in college and other things that’s pretty much when I left 

though my dad remained there.  My sister and brother both live in New Canaan, 

Connecticut so they’ve worked in New York City most of their lives and stayed there.  I 

kind of came and went and didn’t go back. 

NG: Okay any reason why you didn’t go back? 

AC: You know I came back for a very, I’ll tell you a little bit about growing up there.  

I left when I was 17 years old 18 I went in a convent for a number of years and I can 

share a little bit about the history of growing up in New York.  I always wanted to be a 

nun believe it or not and I think that was just the early Catholic upbringing etc. and when 

I was 17 years old I finished high school early and I had to work a year in New York City 
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and then went to the convent in Connecticut.  And I’ll fast forward when I left there 

realizing they were a teaching order and I always knew that because I had those nuns in 

high school.   

I always loved nursing because growing up in New York right across from where 

we lived on 84
th

 street was a convent of the Dominican Sisters of the Sick Poor and they 

were probably some of the earliest public health nurses in New York City.  So they took 

care of the frail and elderly.  They went into their homes and they had a neat little 

program and I can’t remember I think I got introduced to the program when I was in the 

3
rd

 grade, fell and broke my arm and this vision of loveliness took care of me.  Sister 

Maureen Michael was her name.  All in white and I think that’s what started, “I want to 

be a nun!”   And when I hit 7
th

 and 8
th

 grade they had a program where they trained you 

like a nurse’s aide.  Right across the street we went into the convent and you did all the 

things and you’d stay overnight and then Saturday morning up you would go with one of 

the nuns and you had a whole series of patients throughout the city that you would go and 

visit.  I kind of fell in love with going into people’s homes and taking care of them.   

And then when I was in high school I ended up (this is a story about being a 

nurse).  In high school there was a program by the Sisters of Charity at Saint Vincent’s 

Hospital in the Bowery and they had an amazing program where they actually did train 

you.  They had a nursing school but we were called Vincent Teens they had cute little 

green and white hat.  A green and white striped uniform and they were tough nuns I 

remember them.  And I remember some of the names of those people because they had a 

standard and their standard was excellence in terms of care and most of the patients we 

took care of were pretty much homeless patients at the time on the Bowery but I loved it.  
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I absolutely fell in love with it and learned a huge amount.  That always got me I wanted 

to be a nurse.   

I ended up going into a teaching order and as I kind of worked my way through 

that for the first year or two it was great.  That was a great history in terms of you know 

I’m jumping around here, reflecting on things that matter in life where you took some 

time out and I think what I did was reflect on what are the important things that really 

matter and what did I want to do with my life.  I kept coming back to the whole notion I 

really loved nursing.  I really loved nursing. And they were really nice nuns there.  They 

said to me, “Well if you really like that we have some mission in Guatemala we could 

train you and go there.”  I thought, “That’s nice but I don’t think I want to do that for 

sure.”  So when I left there I had the option of going I needed to finish up my degree I 

pretty much had a degree in English and did a lot of writing.  But I knew I needed 

nursing.  So I ended up going to Seton Hall University and that’s because a childhood 

friend had gone there. My sister was a nurse who had gone to a three year program at 

Lenox Hill and the joke’s still today is “She is actually the nurse we don’t know what 

Ann did and what she’s been doing all her life but it sure ain’t nursing or what they 

perceive as ‘the nurse.’”  I went there because they actually would take all of my credits.   

So that got me into Jersey and as I fast forward from there at the end of that I 

loved two things I loved psychiatry the rotation through psychiatry and I loved pediatrics 

and I happened to be flipping through a book one day and saw there were graduate 

programs in child psychiatry so I thought, “Oh that must be what I really like it puts the 

two together.”  They had a program at Columbia I think it was or at NYU, they had one 

in Boston at Boston U, one in Maryland and I chose the one in Maryland and moved 
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there and ended up getting married and living there for 30 years.  So my career for most 

of the part of my life was spent in Maryland both Hopkins and at the University of 

Maryland primarily.  So that’s how I got out of New York.  I think that’s… they had the 

program but I really liked what they had in Maryland when I went down to see that. 

NG: Now did Seton Hall have a bachelor’s in nursing? 

AS: Yes they did. 

NG: And how common was that? 

AS: You know it was coming out on the forefront.  They still had a lot of three year 

programs.  Because I graduated from Seton Hall in ’72 so I would say in the late 60’s 

early 70’s more and more colleges were coming up with programs and theirs was 

relatively new so I couldn’t quite quote you but I think somewhere in the mid 60’s they 

established that 4 year program. The real call I didn’t have enough good sense to figure it 

out.  I knew where my sister went was fabulous she was a great nurse – it was right in the 

city.  But I had so many credits towards a degree with Philosophy and English that I was 

nearly done with a bachelor in science or a bachelor in arts and I didn’t want to lose any 

of those credits.  I put enough time in that I needed to transfer them.   

You know it’s strange when you look back at your own career how decisions you 

make and how life intervenes and how you get on the path you get on.  The person I 

interviewed with who was the Dean of the School of Nursing was a really insightful 

woman and she said, “We will take every credit you have.”  Because I thought, “I worked 

hard for these I want these.”  And little did I know I ended up having to do three years 

anyway because I didn’t have any of the clinical programs and they had them in rotation.  

So it wasn’t like a conscious choice that I made at that time to say that, but I wanted those 
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credits.  I wanted those credits, they added up, and I was on a path and I wanted to finish 

that path and get it done. So I ended up doing the three years there and that got me into 

recognizing - and I think that part of the convent did to. We went out we did a lot of 

theology, philosophy course I was really thinking about strategically looking about 

important things in life, etc. - and I knew education was important.  I knew that from 

early on.   

I’ll share with you background of my mother and father.  I don’t believe and 

neither are here today to kind of validate this or people that could help me but I think my 

mother in Ireland got probably to the 4
th

 grade.  They were poor people.  They lived on 

the farm in the west of Ireland.  In fact we are going back there again with my two boys 

to show them their heritage this summer to say, “This is how Scanlon’s grew up.”  My 

father finished and he probably got through junior year in high school because he grew 

up in the states but the singular theme throughout was I’ll always remember my mother 

said, “Never you be minding worrying about being married.  Get your education first!” 

And that was like the call to action.  I never even thought about growing up and getting 

married and you live in the neighborhood.  That was not part of it.  It was like you need 

an education.  So even from people who didn’t have the formal education clearly saw the 

advantage of that and got us on a path early on and my dad the same sort of thing.  That 

was the important thing to do.  So once you get on that path you kind of see in all three of 

us went through that experience and all three ended up with degrees and education and 

pursuing that as saying something was important.  

And I’ll share with you because you’ll see how that notion transmits through 

generations.  So somehow she learned that, my mother learned growing up that the way 



 7 

out of maybe their poor situation was come to America get education.  She never got it 

but passed that on, same with my father.  I saw it happen in our family you know our 

three, the three of us growing up and how I transmitted that to my kids.  I remember my 

younger guy Matt saying at some point, “No education is incredibly important.”  At 11 

years old.  “Oh my God I got this going now through the generations.”  But you know 

and it was impressive because I’ve learned a lot from those kids too about education, 

about life and you see how as you probably see with your own kids how what you are 

transmitting to them how they pick that up and they value it and things you may have 

said to them when they were little as they get bigger.  Mine are now 37 and 32. I think, 

“Oh my God I’m the one who told you that, you think it’s such a novel idea coming out!” 

and that sort of thing.  But they very much value that, very much value that.  So that to 

me was important.   

So I ended up then once I got into programs and I’ll always remember my father 

saying when I went to Maryland and I was in child psych and another decision this is 

how you know how do you get here from there.  I ended up the first day of going to 

observing “normal” children that was part of the child psych program.  I went to this 

kindergarten I’ll never forget this kid as long as I live, Joey.  Joey was like Dennis the 

menace.  I thought I’d like to ring his neck.  And I thought, “How would I ever deal with 

children who had problems?”  I had no patience for that.  So even though I ended up with 

a degree in it I clearly was starting to filter through and find my own strengths and 

recognize this would be above my head here.  I wouldn’t be able to do it.  If he was 

normal I don’t know what abnormal children are like so let’s get rid of that.  So I ended 

up at the end of the day doing lots of clinical programs with adolescents and they were 
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delinquent adolescents and I enjoyed that very much because there was some thinking 

ability there and I was where you could influence it in a different way that you weren’t 

trying to deal with a child who couldn’t probably express themselves as well. So I did a 

lot of that through my graduate degree and then I wandered while I was doing that and 

going to school in Maryland I needed to work part time.  They had stipends back there 

and great government federally funded stipends for nursing because there was a shortage 

or they were anticipating that and I ended up working part time and I always loved it 

through school I loved the excitement of E.D.’s and I’ll back track a little. 

NG: E.D.’s can you? 

AS: Emergency departments and like the pace of it, it kind of suited my personality 

and when I was back in Jersey going through college I worked in one and I worked in one 

in Newark, New Jersey at the time of the riots.  And there I am going to tell you I learned 

more about people but I learned more clinically because it was called Martland Medical 

Center now it’s the New Jersey College of Medicine and Dentistry.  It was a zoo!  And 

they had residents in there who would say, “Natalie needs a stitch.  Go stitch her up.”  I 

couldn’t sew a button on anything.  But they would show you once and I began to get 

into the pace of learning and seeing how things were done.  So that love of that pace and 

the ability to be autonomous pretty much in what I was doing and obviously knowing 

something about how to do something.   

When I came down through graduate school and I worked in Maryland General 

Hospital, I worked in the emergency department there and it was clear to me early on 

that, and I don’t think this was arrogant, they had what they called locum tenens like 

physicians who had some other job and they worked in the E.D. at night and I thought 
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some of them really didn’t know what they were doing and I was no pro.  I mean I wasn’t 

out of school but I clearly… they needed help.  And I was thinking, this is kind of 

interesting because I always was looking at the safety of the patients.  People were 

coming into places and they think who is standing there actually knows what they are 

doing.  But when you have like at that time part-time people it didn’t seem like they were 

on track and I thought, “Wow this is dangerous.  You know this is dangerous you can 

harm people in this emergency department if you don’t do things right.”   

As I worked there I got to know a lot of the ambulance drivers and they kept 

saying to me.  “If you like this you will really, really love the trauma center.”  It was just 

starting so the whole notion, over here we have Red Duke but in Baltimore they all came 

out of the same genre of the war of Vietnam all probably cardiovascular surgeons, 

thoracic surgeons in some way and the person who was in Maryland setting up trauma 

was R. A. Cowley was his name and he was a thoracic surgeon and they gave him a 

couple of beds at the University of Maryland and he’s the one honestly who did a huge 

amount like – often times I thought he was the one who did it versus Red Duke – got the 

whole EMS system gathered to get helicopters to evacuate people from a scene highway 

accidents and all that.  That, they said, “You’re really going to love working there.”  So I 

said, “Okay” when I finished my degree in child psych I headed over to the trauma 

center.   

This is probably the first mentor I ever had and absolutely lucky for me a great 

match for my personality.  Her name was Scanlon too, Elizabeth Scanlon.  I’m going to 

say was an older woman she had white hair.  She could have been younger but a woman 

of few words and what she was looking [for]… when I look back and having talked with 
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her over the years something on leadership… but she wanted the degree.  She didn’t care 

that it was in child psych, we didn’t deal with child psych people there.  It was an adult 

trauma center, it wasn’t children.  But she wanted that in her repertoire.   

What started out there was a resuscitation area and they had gotten it up to like 10 

critical care beds when I first started there.  Here I come with a degree in psych and I get 

there and I finally realized I’m working in a critical care unit and being orientated by 

fabulous people who still are leaders in nursing in Hopkins and Riders and somebody 

who is the Dean at UVA.  All of these people were somehow in that mix early on so it 

was like a great melting pot of intellectual people, great nurses who were leaders or were 

becoming leaders and were mentoring me and I realized, “I’m in a critical care unit.”  I 

think, “This would be the last place I’d ever want to go.”  But I did that for a bit. 

As I did it my own ability to… I knew I was good with people.  I knew I was 

good with patients and I cared immensely and we had people, I mean the theme at the 

time then was these patients never remember anything that’s going on.  When they wake 

up after all of this they have no idea what happened.  So it was like they weren’t really 

there.  But as I took care of them I knew.  “Natalie was looking at me and Natalie was 

there.”  I don’t care what they said.  I knew you were there!  And I did a lot of talking and 

explaining and I knew whether they ever remembered it and I realized the recall-ability 

later on often times wasn’t there.  When I had patients say, “Oh it’s great to meet you” 

and look like they had never seen me before but in the moment they suffered, they were 

present and they were there and nobody believed in that except I did.  And I kept saying, 

“They are home. These people are home and you can’t be talking around them saying 
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stuff because whether they remember it or not is not the case they are here struggling in 

this moment so you needed to be present with them.”  

 So people the nurses would come and say, “Can you come over here I can’t tell 

what that guy wants he’s doing bla, bla, bla.”  And I’d go over and I’d spend time and 

eventually you know I’d figure out what he was trying to say.  Or I’d figure out… like 

nobody had ever said, “Give him a pen” because he would be intubated and say, “Write it 

down.” And then when I figured he can’t write it down.”  I’d write the alphabet out and 

I’d say, “Point to the letters” and I’d get, “Help me” or “In pain” or something so it was 

validating what I knew.  They are there and something’s going on.  So I kind of began to 

develop that little expertise in looking at how to treat people in the moment and what was 

happening with them in the care that they needed.  

Then I also was very much cognizant that they wouldn’t let people in [to see the 

patient] only the staff went in.  There was a great system of dealing with the families and 

physicians would go downstairs, but if something happened to somebody, [families] 

would be down there sitting and maybe once a day somebody would come down to tell 

you about something. I kept thinking, “Why do I get to spend time with you when 

actually your wife should be in here spending time with you? And why am I not carrying 

around more germs than they would be carrying around?”  And I kind of mulled over it 

and I mulled over it.  I shared this because we had an interesting incident which opened 

up an opportunity to develop a department that moved me more into some administrative 

things.   

We had a person who came in.  There was a plane hijacked at BWY and the pilot 

was shot in the process and they brought him to the trauma center and he seemed very 
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much awake and aware at different points but really, really sick.  Every day I would go 

downstairs and his wife was downstairs and I would go down and tell her about what was 

going on and he wasn’t you know he wasn’t looking like he was doing really well I 

thought and many people died at the time.  You know they didn’t have the science behind 

what they have now with resuscitating people.  So I thought to myself, “You know what I 

need to get that… if that was me I would want to be up there.  I don’t want to be the one 

coming down and saying, ‘he’s dead’ you know she should be up there.”   So I went and 

we wore pink scrubs and I went and got her a pair of pink scrubs and dressed her up and 

snuck her into the room to spend a little time with her in there.   

I’ll never forget this, who comes by the room but this R.A. Cowley.  Now I had 

never met R. A. Cowley who had started this and who is a physician headed it up and he 

looked like one of the patients I had treated in the bowery and he said to me, “What are 

you doing?”  I said to him (just like you say when you are anxious) I said, “And who are 

you?” and he said, “I’m R. A. Cowley.”  I said, “Well I’m not sure what that means 

but...”  He went on to say, “People aren’t allowed in here you’re not allowed to be doing 

this.   Nobody has ever broken the rules like this” and he went on and on “and you’re 

fired!”  I said to him, “You know what you didn’t hire me you don’t get to fire me and 

I’m doing the right thing here.”  I think I was just so bold because it was like I’m not 

standing down I think somewhere I know I’m on the right track here.  And he went down 

and here comes Elizabeth Scanlon back up and she said, “What in God’s name have you 

done?”  Whatever went on she sent him back up and he came over and he said, “I need to 

talk with you.  If you think this is that important then you demonstrate that it is to me.  
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Then you show me why we should do this and then we can look at what we need to do 

here.”  So whatever she had said to him was like, “there may be some merit to this.”   

And that started the whole notion of looking at a crisis intervention team with 

families and with then moving out of that critical care role into working with patients on 

adaptation to loss.   So it was again hooking back into the psych degree kind of thing 

because they were very different people.  They were like normal people like you and me 

that had terrible things happen.  It was very obvious to me.  There was a public health 

nurse there who would call me and say, she went out to visit patients because they didn’t 

have like a whole series of things afterwards like they have rehab now and all of that and 

that came up over time.  But she would say, “Something’s not right.”  And I’d have 

patients who wandered back that’d want to spend time with me and I could put it together 

that they were trying to make sense out of their lives.  Really what happened was 

everybody is glad you are alive and not dead but then you’re back home and you ain’t got 

a leg or you ain’t got an eye or you ain’t got an arm and like maybe you’re not too happy 

that you’re alive because you don’t have the life that you used to have and there was 

nobody there to help you deal with it.  So that kind of led to building programs to work 

with people from a recovery prospective and carry out the continuum of care for them.   

So in  that (I’m rambling now) that was a great opportunity for me to learn and 

grow and I stayed there probably about 8 or 9 years and then what Liz did with - it was 

actually 10 [years] - by the time I left but around the 5
th

 or 6
th

 year she needed me, she 

said, “I need you to go set up an intermediate care unit and that’s how I got into 

administration and picked people and I ended up doing that and moving over and setting 

it up.  They had people try and they weren’t really successful and I think that was my first 
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foray into looking into how do you find a vision for people or a nursing staff that they can 

lock into because the vision was always if you are a resuscitation nurse if you were on 

that helicopter or if you were in that area that was “critical care”.  This was like down the 

road a piece and there was no glory to it.  I mean no glory because when you’d go there 

this is when people are waking up realizing they are paralyzed.  Okay?  Before that in the 

critical care unit they don’t know what they are. When they move around and everything 

is okay and you still I’m sure there is a fantasy in the patient’s head that this is going to 

get better.  And then one day while you are still with us because you are still pretty sick 

you realize, “I can’t do anything”.  That kind of helped me look with people to say, it 

takes great strength to be able to work with people at this phase of what’s happening to 

them and this is something unique.   

Somebody in critical care they don’t know how to talk to these people. We’ve got 

a whole different message.  We’ve got to physically care for them or brain injured 

patients you know the young guys.  It was all the typical trauma patient. They go out, the 

kid goes out in the evening these 17 year old gets drunk crashes the car and he’s got a 

closed head injury that’s devastating or he’s paralyzed or something and this is a young 

kid so now he’s waking up on your unit and guess what?  You need a whole different 

skill set to deal with this.  So that’s kind of how I got into administration and got into 

looking at the importance of leadership and looking at how do you move and inspire a 

group to really support the outcomes for patients and have them connect with that and 

really, really buy that and really, really invest in making that happen.   

I think from that experience you know wherever I moved after that and from back 

in psychiatry I took every single concept I had learned there and said, “That may have 
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been a trauma patient but I’m looking at major mentally ill patients why wouldn’t these 

programs work for that kind of a patient?”  It was the idea generation from being able to 

think outside the box.  All around I think the basis was the firm belief I always had in the 

value there’s no difference between me and the person in the bed it’s just the matter of 

who is standing up and who is lying down.  That too, as you go through life these things 

can happen and at an early age I realized that, and at an early age and career realized the 

importance of hope, helping people through this initial phase of stuff.  So I worked a lot 

with patients there and followed them out into the community and I still stay in touch 

believe it or not.   

There is a guy and he was a young kid you know who graduation day from 

Towson State University on his motorcycle was hit by a drunk driver and long story short 

lost both of his legs above the knees and I mean devastating injury.  I worked with him 

for a long time and he was devastated, I mean devastated and couldn’t get it going.  Over 

time, and it didn’t take long because I kind of figured out the dynamics with people you 

can empathize but you can’t sit and say, “Woe is me.”  We were at the “woe is me phase” 

you know and I can remember saying to him one day… It was awful for him because to 

get any place in the early part of his recovery his father who was like a tension filled 

relationship with had to physically carry him up and down the steps.  So here you’ve got 

a 19 year old kid that your father because he has no legs is carrying him to get him up and 

down the steps and he was just stuck and stuck and stuck.  And I finally said to him one 

day, “You’re smart enough.  You need to go figure out how you can figure this out and 

do it on your own.  I don’t care what it takes but you need to figure out how are you 

going to get up those flight of stairs and you start with one step.”  And I must have 
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probably said, “And you need to start with one step. You need to start doing this.  You’ve 

got to start thinking about it.”   

I’ll never forget him coming back and it was like a changed person because he 

did.  He started one step and he sat on his little but picked himself up, picked himself up, 

picked himself up, until he did it by himself and it was an achievement.  What it did, 

which I saw it with patients down the road, is they had to look at how they did things 

differently.  You know you and I pick the cup up.  When you can’t pick the cup up you 

don’t know any other way other than to pick the cup up until something happens and you 

figure out, “Oh there’s a [different] way to pick the cup up!”  That started him on figuring 

all kinds of things out.  Then everything started to happen for him in recovery and I 

thought, that’s really, it’s really a gift to be able to work with people like that just to see 

how a life retrieves itself and moves from “I can’t. I can’t.” to “I can and it’s different.”  

It’s no longer, you know people would always wish they had two legs, that would 

never be the case but it’s simply different.  It’s simply different and you’ve got to figure 

out how to manage the differences.  You’ve got to figure out stop looking back because 

I’ve learned that very much from them and you learn that in your own life.  Every time 

you look back (especially a trauma patient) it’s always better back there.  So here sucks 

and it’s bad so you can’t see how you might do things and the only answer is to stop 

looking back!  Start here and start looking out and when you did that you can start seeing 

other things.  It didn’t mean you didn’t miss stuff. But it got you moving again past the 

things you needed to do.  So that got me into nursing administration. I’m assuming that’s 

what you want to talk about.  If not you can say stop I’ve got questions that really would 

help.  Is this alright? 
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NG: Yes.  There are some other things that came up while you were talking.  So you 

said that Liz Scanlon asked you to start this other, what did she ask you to start? 

AS: It was an Intermediate Care Unit. 

NG: Intermediate Care. 

AS: Which was like a step down from critical care. 

NG: Okay and did that exist in other places already? 

AS: You know no actually it didn’t.  And the trauma center was separate from the 

University of Maryland.  It was an entity within that. So they had ICU’s in the University 

of Maryland but these patients were so unique because they were multi-system injured 

patients.  Most ICU’s at the time were like surgical.  You had one thing they did or it was 

neuro you had a head or it was medicine you had some metabolic arrangement.  These 

people had all this kind of stuff. They had orthopedic injuries they had spinal cord 

injuries they had head they were all that. So they had to create and the complexity of 

them was a lot different so you couldn’t send them out to the ICU.  So they created this 

system where they stayed in this system where the nurses were educated to deal with 

multi-system organ problems and that was very different than what existed at the time.  

You know it was usually single system problems.  So that was the beginning of that.   

Then rehab was never part of acute care systems.  But these people weren’t ready 

to go into, “Let’s do physical therapy.”  They still were pretty sick but mentally they were 

coming back and they needed more time to gain strength before you could get them to a 

long term rehab center.  So that system was developing itself and today I mean from that 

we added on like the trauma recovery system and I added on a psych home care system 

that worked with that.  Now they have the whole continuum of care from the time 
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somebody calls and says, “We need a helicopter to pick you up,” the trauma patient stays 

in a system of care.   

If you had to look at what’s happening today, that’s exactly what’s missing.  

There are no connections between the parts.  You know you come out of my ICU you go 

to a step down.  Sometimes people don’t even talk to you from the ICU to say, “Guess 

what happened to Ann and this is what happened and here’s where she’s going.”  When 

you leave here you’re handed off to maybe a primary care doctor.  This kept you in a 

system so you didn’t fall in the cracks.  Now you fall in the cracks every time you go 

from one floor to another.  That was for me strategically thinking about anything I’ve 

ever done has been these people they don’t see, they feel the brokenness of your system.  

They are expecting when they move upstairs that somebody knows them because 

somebody knows them downstairs.   “Don’t you people talk?  Don’t you read my 

record?”  “Well no apparently not.”  But that was the basis of a lot of what I would say 

went on in different systems then to create systems of care for patients whether they were 

psych patients or whatever and that was critical.  Learning that and understanding that 

and then adapting it to different patient populations made total sense to me and that was 

early on. 

NG: When you started that were you still heavily involved with the patients? 

AS: I was from the administrative perspective but I still to this day I feel grounded and 

patients will tell you about systems of care that need to be developed or things that are 

missing.  The other thing I learn from them, you will learn more from a patient if you will 

sit in their presence and listen.   The stories they have to tell markedly change who you 

are and I always, I have always said to any of our new grads or our staff when they come 
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through, “You never know who will offer you a gift in life and you need to be open to 

that and the only way you will ever be open… a lesson you need to learn in life if you 

think you are teaching somebody you’ve got lessons.  It’s only when you expose yourself 

to people and their histories and who they are and it changes you.”  And I spent yesterday 

four hours yesterday going around talking to the staff and going into patients rooms and 

I’m amazed it feeds your soul.  That’s the only way I can tell you and I’ve learned more.  

I have learned more about life.   

I will digress with this when I started to work on my, I started working on my 

doctorate early on and I wasn’t working a degree I was out of school and I love school.  

School gave me structure around like, “Go read a book” it got me into doing those things.  

When I was out a couple of years I started having kids and then I realized, “I’m not 

reading nothing! I’m not doing anything!”  I said, “Oh I’ll go back or maybe I should go 

back.”  And I looked at nursing and I thought “Well Maryland was there I had many of 

those teachers.”  I thought, “I know that stuff I want to learn something.  I don’t know 

what I want to learn.”  So I ended up going into taking a course or two but long or short 

this is another one of those things when you don’t know what you do sometimes life 

starts to emerge in a pattern that makes sense though you would never have chosen.  You 

didn’t have that intent in the beginning and I ended up with I finally graduated with a 

degree in developmental psychology but it was all about stuff I loved.  It was about 

people that you can translate to organizations, they are no different social aspects, 

emotional aspects, physical aspects. As I got into administration I thought, “Those 

concepts apply here.  This is the same as people just a lot of people in one place!”  
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But anyway I did that and I moved after I had gone to Hopkins I went to Hopkins 

for like three years and worked there in a staff role to the VP her name was Martha Sake, 

VP of Nursing.  Tough old lady I learned a lot from her.  Smart people in Hopkins, I 

learned a huge amount, had to really move to keep up with those folks.  And it was more 

a staff kind of job so I wasn’t really crazy.  I liked that Hopkins is very different how they 

are structured organizationally. Even though I had a director title I was staffed to this VP 

and I had people I worked with and my job was around developing comp programs, etc. 

They are very autonomous so the department of surgery there (still is) has a chairman, 

has a director of nursing and has an administrator. All of them are set up like that.  All of 

the service lines and they have a dotted line to nursing. So the director of nursing has all 

of that but it’s not connected to medicine not connected… it’s not one big happy group.  

It’s like everybody kind of does their own thing.  So my job was, how do you get quality 

through for nursing, finance through you can’t pay the nurse in medicine $5 an hour and 

pay you $2 an hour so there were comp issues you know look at quality issues.  So I did 

that for a bit and I liked that but I missed the action kind of stuff.   

So I went back as an interim VP for nursing at the University of Maryland and I 

was in psychiatry and that’s where even though I had the degrees, major mentally ill 

people are very different than people like you and me who have bad things happen and 

we may end up a little crazy from it but there were coping skills in life there.  For people 

who have suffered all their life mental illness it’s a struggle every day.  They ain’t like 

you and me and that was different. But that’s where I met people who markedly changed 

me, changed the face of how we did the program.  I mean it was incredible because I took 

concepts from trauma.  I tell the story of Miss Virginia.  I did my dissertation my whole 
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dissertation was on her because she led to the development of my home care program.  

She was like 67 at the time.  She lived in the inner city Baltimore.  She would come in, 

wonderful lady, totally disorganized.  It would take her weeks to get her medicated, get 

her back to where she would be cognitively interacting with people, etc. and she would 

come and go.  So I couldn’t have been there a year but I saw Miss Virginia come and go 

three different times and I thought… and this again is like I know this disease is a 

recidivism in it and you have it all your life so you have bouts of doing okay but I got 

interested in what happens for you to deteriorate?  You know something must change for 

you to do that?  So you leave here and you look like you are kind of functional and then 

you go home.   

So I watch her and we develop this nice little relationship.  So I say to her one day 

I say, “Miss Virginia when you are going home do you think I could come visit you in 

your house?”  She was thrilled, “Oh yes I would love you to come visit.”  So we set up 

some time and I am telling you it was the eye opener.  Okay I go out to the house, it’s 

inner city Baltimore, it’s freezing cold.  Opens the door, I go in.  There is hardly any 

furniture in the house.  It’s freezing cold in the house.  When you look in the room over 

here.  It’s vivid to me she’s got a stove with four gas jets going full blast.  This is how she 

is heating the house with the oven on.  This is how you hear the fires in inner city.  This 

to me, is like now I know why it happens.  I never would have thought how it happened, 

this is why it happens.  No ice box nothing.  The food, the food is out on some window so 

that opens up to I don’t know where some back yard.  There’s probably a million rats in it 

and it was like, “Okay.”  
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And meanwhile what we had done in our place with Miss Virginia clinically was 

she goes home with a plan of care, like this big, that this is what she will do.  This is what 

she will eat.  And Miss Virginia is saying, “Yeah, yeah, yeah.”  This plan?  Somebody 

should take a look.  There ain’t nothing to eat here!  She’s telling you yeah I’m going to 

eat it. They give her a prescription on the way out the door.  She’s got no way to get to a 

pharmacy and has no money when she gets out the door and she’s not organized to do it 

and she’s freezing cold.  She’s ain’t going to pick up her…  So that’s where you start 

figuring out no wonder she comes back here in three weeks because none of this stuff is 

real this is make believe.  I’m thinking, “Don’t these people know this in psychiatry?  

Like you make plans that don’t exist?”  That’s how over time and it didn’t take long was 

we built a home care program because it was clear to me it falls apart the minute she 

leaves here.  It falls apart because there is no reality on the other end.   

When we kind of you know, lots of teams of people build services like get meals 

delivered to the house.  They have meals on wheels programs that gets her food, that the 

prescription she’s eligible because she is chronically disabled for medication.  She don’t 

have to pay anything but she ain’t going to no… I don’t know where the pharmacy was 

on Baltimore Street you know?  Bring it to the house.  So the more you brought the 

service to the house the more she was…  Before she was non-compliant like she was the 

problem you know until you said.  “You people don’t know what you’re doing.”  That 

she would have the services where she needed them, most of them.  It ended up she 

stayed there longer and the community the transition part was and it made sense when 

people fell apart because you went from this highly structured environment of somebody 

telling you, “Get up, brush your teeth, do this, go eat your breakfast with the rest of the 
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people, this is your schedule for the day, you’re going to this group.”  You go home and 

there’s nobody home.  Nobody is telling you what to do so you don’t do nothing.  You 

know and you don’t have the wherewithal to do it.  So that ended up creating a great little 

program.  But Miss Virginia taught me lessons in life that were phenomenal, 

phenomenal.  Meaning when I saw what she had to deal with day by day I thought, “I 

could not do this.” This is 67 years of this?  It was a struggle to eat, to stay sensible.  She 

had a little grandson that lived with her and a daughter.  I mean you could not imagine. 

And yet the lady had courage.  She was resilient. She got up every day.  She stayed at it.  

I mean that to me was amazing.  I thought, “I would have quit a long time ago!”  So 

that’s where I learned stuff from patients and that kind of theme has stayed with me all 

my life.   

You want to know something about what works and what doesn’t work go talk to 

people on the other end.  They will tell you and you will walk away feeling you know 

that you have exchanged and she and I were great buddies at the end of the day.  Meaning 

I really got insight into her and I cared.  I cared greatly about her.  I love that lady and I 

felt the same on the other end.  She took me in as her family.  She taught me stuff. She 

taught me just by who she was. How you get over hurdles.  How you pick yourself up 

every single day and you get back at it no matter what happens to you in life and when 

I’ve had disasters happen in life I think of Miss Virginia she did it.  I guess I need to pick 

myself up put the shoe on the foot and get out the door and that works.  So patients teach 

you everything you know.   

NG: If the intermediate care wasn’t something that was standard for nurses to get into 

how did you get nurses to want to come to the department?  And you said that you 
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learned a lot in figuring out how to manage people to want to do this type of work 

effectively how did you do that? 

AS: You know I started with new graduates.  I was very encouraged we started with a 

student program where people were interested in trauma and when they came in they 

wanted to go. Well you couldn’t put them right in the critical care unit so I said I will take 

them on and I had some senior staff a few that ended up saying, “We needed to create 

this environment I will stay away from it but you need to help me do this.”  And we hired 

tons of new grads and it was right out of the University of Maryland for a summer 

program.  We brought them in their junior year and taught them and by the time they 

graduated senior year they were top notch people and they came and we hired them.  So 

that was a way and it was a way into the system.  So I knew I wasn’t going to have them 

forever because many their dream was to be those people. But out of all of them coming 

in they were well trained so by the time they hit an ICU and they were capable of moving 

to the next level they had a lot behind them already and it served the system well.   

Honestly when they came out of school I think many of them… you know you 

find new grads today and they want to be the CNO of the organization right off the bat 

and I think that’s wonderful you need to aspire but you got to learn some of these things 

and people understood that.
1
  So when the student nurse program developed [those 

basics] and people were not big on [wanting to be the CNO] back then, it was like bring 

them into the trauma center you know.  Well they seem as smart as anybody else, we got 

them with the summer, and we are starting them on the least sick, physically sick people.   

It gave me the time to help them really learn the psycho-social aspects because you are 

throwing a young woman - and most of them at the time were young women - into 

                                                 
1
 CNO: Chief Nursing Officer 
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probably people of their age that have devastating things [happen].  They don’t have the 

confidence of somebody [more experienced] but they compassionately could relate to it 

and develop themselves so I was hitting a couple things that were important to me over 

time.   

That [experience] stayed with me throughout and when I was the CNO over here 

and I started that maybe in 2005.  As the CNO it to me was we would try hiring people 

but we didn’t have great programs for these students to come in.  I did the same, took that 

concept, brought them in, in junior year, called the MAP program now or for years have 

called it that, take people from all across the country and you know make it so… That’s 

what I have always done even as the CNO, make it like I will look at you.  I am not 

desperate and I would say to people, “If you are interested in a career I will look at you.  

You want a job I will take you next door to MD Anderson and they have a ton of jobs for 

nurses over there.  This is not a job, I’m looking for someone and people who are 

committed to growing, moving, and changing systems of cares for patients and to me you 

can do it here.  So if you don’t like this specialty I’ve got everything you could ever 

imagine including creative leadership.  I don’t have pediatrics and that I can work with 

you on.  I will help you go if you really want children this wouldn’t be the place.  We 

have a little nursery, a big nursery but it’s not a pediatric floor and lots of nurses like that 

so you wouldn’t come here.”  And you build a concept of excellence that people want to 

be part of what it is that you are offering and that’s what I did. 

  [Building a concept of excellence] is what I did back there [at the trauma center 

in Maryland] but I worked with people to do it.  I built [the idea] that you have to be 

special to work here, not everybody can do what you do.  Anybody can go in there and 
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take care and ignore the patient in the bed.  I mean at some point you can teach people to 

put A and B and C and watch this and do that.  But teach people how to deal with people, 

doing that is very hard.  That’s a skill set that you can’t teach.  It takes time, it takes 

effort, and you have to be pretty self-insightful to be able to be with people in difficult 

times and hard times and not try to fix things.  You know people doing A and B want to 

fix something and see results.  When you are working with people [with psychological 

trauma] they fix themselves and you’ve got to help them believe that they fix themselves.  

I’m not going to fix you.  You’ve got everything within you to fix you.  I’m just going to 

be the companion that says, “I think you’re falling off the road over here let’s try 

something different.”  That’s what they need.  Because the more you try to fix them the 

more they think they’re not capable of doing the thing themselves.  So I learned that a 

long time ago from watching patients that the strength is in them.  It’s they don’t know it.  

And if you take that thing away from them then they do think they are helpless and it 

ends up they can’t do stuff.   

So anyway that has been the concept I think across my career with making it 

exceptional. We went back over here from a place that was like, nobody necessarily 

wanted to come, to creating a vision and an image that only the elite will work here and 

I’ll tell you where I learned this.  I learned this from son number one.  We go one and 

two.  When I say I love son number one, son number two don’t feel bad.  He’s loved as 

son number two.  And they never felt bad they understood.  But I watched with him when 

he finished school.  I’ll stand back probably in 2004 or 2005 I took the job as CNO and it 

still stuck with me, “You need to have an education to be a nurse.”  When I looked at 

what people were doing.  I don’t care what the public thinks.  You need to be smart.  You 
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cannot be like somebody who doesn’t know what they want to do with themselves in life 

and just come into this.  You really need to be a bright person.  But there are lots of ways 

to get that.  You can be two years or three years.  And I said, there’s no way that a two 

year person can stand up to a physician who’s got like fifteen years worth of something.  

There’s no confidence there.  There’s not as much confidence there.  He will override 

you.  Because he’s got knowledge that you don’t have.  So I want to even the playing 

field pretty much by saying knowledge is power and the more you get educated it seems 

to me, you get a lot from experience, but the formal part of that is really going to put you 

on a different platform and I started saying that over here you know here.   

NG: Here you mean Methodist? 

AS: Over at Methodist.  I could see it and I could see as I would go around to critical 

care units.  You know and this is where Pat and I would sometimes get into 

disagreements it’s like these people you are teaching them stuff that’s out of what the 

paradigm was in the 70’s.  They now need to be damn engineers.  I mean they are 

managing equipment and tools.  They are not even the patient is somewhere in there.  I 

mean they can’t say, “I wonder when the red light goes on I wonder if I should do this or 

that?”  They need to know how the thing works because they need to know enough to do 

something.   

So anyway started on this thinking, “I need educated people.”  I need more people 

with this bachelor’s degree and it can’t be like the dropping off point.  So I need to hire 

people that way.  So I did stuff with schools and programs and bla, bla, bla and I even 

started my way back and I said you know what I looked at UT and I looked at our schools 

here and I said, they are great schools but I came from the northeast and they are smarter 
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and they are better.  I would never tell Pat that but they are.  They are.  The rigor is 

different.  I saw it when I got my own degree.  Going to University of Maryland and 

Hopkins.  You know when I went to Maryland and I had to do my statistical analytics on 

the thing that I was doing.  Nobody at Maryland could help me how to go get and hire 

somebody out of the statistics department at Hopkins and they said to me, “Who is telling 

you to do that?”  So clearly the difference in ability.  Not that they are not good they are 

both good but there is a difference.  And I thought there is a difference in these schools.  I 

came out of Maryland I could see that.  I had worked with many directors of nursing that 

I hired.  I wouldn’t have had to go to work because I said these are smart people.  They 

knew what they were doing.  I know what I’m doing about this. But they know what they 

are doing about that.  That was different when I got here.  It was different.   

So I ended up this goes back to my son.  I ended up saying to my boss at the time.  

“We have to start.  I have to move this place where degrees become the credential.”  Oh 

my God I thought they’d go crazy and they did.  “You’ll shut the place down.”  Because 

the profile of the organization there is a fair number of AD graduates which is a two year 

graduate and their in critical revenue generating areas OR’s, PAC-U’s, ICU’s many of 

them came out of great, smart people, smart people.  I will fast forward on that.  They 

went crazy.  “You can’t do it.”  And it kept gnawing at me.  I thought, “We’ve got to do 

it.”  I’m going to put money.  Magnet is going to eventually say, the studies come out, if 

you read the evidence and people just think, “A nurse is a nurse, they put you in a nice 

little box and pat you on the head.”
2
  And I’m reading the studies coming out.  There are 

outcomes that say if you have this level of education the mortality rate goes down.  

                                                 
2
 Magnet refers to a recognition program by the American Nurses Credentialing Center (ANCC) which 

recognizes healthcare organizations for quality patient care, nursing excellence, and innovations in 

professional nursing practice. 
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There’s something that’s different.  It makes sense.  Education should help you know 

more, common sense.  So anyway they went crazy.  I called my good buddy.  I always 

tell this story.  I call my good buddy at Hopkins and I say to her, “How did you guys do 

this?”  Because they are always number one and bla bla bla…   “How did you do this?”  

And she said to me, “You know what we tried it and we couldn’t do it.  We could not do 

it between the human cry from the people inside and outside.”   

So I’ll never forget this was a significant moment in my life about perseverance.  I 

thought, “If Hopkins can’t do it maybe these people are right I’ll just give myself a get 

off the hook kind of thing.”  Because it was so much concern here generated by key 

executive leadership that this is not something we should do.  Now I got Hopkins saying 

we couldn’t do it and I’m still thinking.  So I’m thinking maybe we shouldn’t.  I talked to 

my son at the same time that he’s out in San Francisco he’s in private equity.  He says to 

me, “Mama I think it’s time to go back and get the MBA.  If I’m going to go back it’s 

now or never.”  I said, “Okay that’s great honey.”  And I’m trying to get him down like 

Rice is here. “Come over here live here.”  And he said, “Nope it’s either Harvard, 

Wharton, or University of Chicago.”  So I said, “Oh that’s really nice.”  And your kids 

know you well so he said, “You don’t think I can do it do you? You don’t think I’ll get in 

mom do you?”  And the truth was as you will feel over time as yours grow you don’t 

want your children to fail and their hearts broken and so there’s a part I thought… And I 

did, I thought, there’s really smart people and I’ve got a hard worker and he’s smart and 

he went to Vanderbilt and he did good but that’s hard.  I think that’s hard anyway.  And 

you know what he said to me?  I’ll never forget this.  He said, “You want to be the best 

Mama you got to run with the best.  You told me that a long time ago!”  I thought. “He’s 
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right!”  You want to be the best you got to run with the best!  It’s a challenge that got me 

back on.  I knew I was right about the stupid education thing!  I knew we needed to be 

the best we had to have the best. And where was I going to get them?  It wasn’t with AD 

grad.  I’ve got to fix this.   

I went at it full blown and really strategically I say I but a lot of people here that I 

had to convince and work but I thought it through.  I thought it through with all the 

people who went crazy in the ORs that they weren’t going to bla bla bla and the papers 

and in different points.  It was something I said.  You have to be so careful when you are 

interviewed with things that something that came out that might have looked like they are 

not as smart or something.  I never said it but the context you could read it that way.  Oh 

my God.  But I systematically worked on that with the team that said let’s start with only 

the people we are hiring in.  So you systemically did it you could turn the whole place 

over. And nobody was going to lose a job.  There was an opportunity to go back.  I would 

do anything move heaven and earth.  I went to every staff meeting.  And I can’t tell you 

to this day when you fast forward how many people will say and they would argue with 

that.  Bla Bla Bla and I would say, “You know what don’t tell me you as an LVN never 

really wanted that Bachelor’s degree for yourself.  Tell me that?”  And they would say, 

“No in fact my husband says, ‘Why don’t you get.’” I said, “Well you can get mad at him 

but you go home and tell him that he’s right your boss is saying the same thing you 

should go back.  You are smart enough.  You are smart enough.”   

The difference was now when we started this there were many more academic 

programs online and other ways.  When I came up like my sister going back with the 

three year program.  When she went back to get a degree which she never finished it took 
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four years and you had to do a whole four more years and it was no fast way to do this.  

Now there are faster ways.  So that kind of moved people.  That built this whole persona 

around if you want to be the best, Methodist does, and it built a reputation of excellence.  

And I mean that was what I was after because I knew for the argument for as many smart 

people and I would say to them, “I’ve got a Ph.D. that means nothing.  I understand 

degrees don’t make you smart at what you are doing there.  I understand that but I am 

telling you if I put more people who have come out of a four year program together they 

are going to be smarter.  So there is always the exception and many exceptions to people 

with AD degree.  I would never compare myself and I got a degree you know.  Because I 

don’t do that.  I wouldn’t know how to do that.  You are smarter than me. There’s no 

doubt about that.  I need you to be smarter doing what you are doing with a degree 

behind it because you will be smarter, even smarter than that.   

It was no kind of comparison.  Degrees don’t make the person but amass enough 

of them you’re going to get an enlightened, inspired, motivated staff who will lead and 

don’t need me telling them what to do because they are smart enough, they are inventive, 

they are creative. And that’s really been when I look at if I had to say the major 

contribution use that in the medical center all around, set up, and it happened to be 

Methodist hat became a place to be.  People would say to me, “Oh tell me Dr. Scanlon 

how do I get to be…what’s my grade point?”  Then I stuck a grade point average in there.  

Because I’d look at the applications coming through 3.5, 3.7 and I said minimum of 3.2 

just keep rising.  Excellence keeps moving to the top.  Don’t get stuck and I mean there 

are people out there.  There are tons of people out there.  When across the country and 

still do this with that summer program bring 20 of those people in and I said to the people 
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recruiting, “I want… These are the top nursing schools in the country.  Not top 10%, top 

10.  I want one from every one of these classes.  I want one out of U Penn.  I want one 

out of Hopkins.  I want one out of Mass General.  I mean all the big places go find me 

people and bring them down.”  And over time that program has because you get a 

different kind of learner that you embed your organization with that influence.   

UT is a great school.  I got plenty of people from UT.  But real creative stuff 

doing my research.  I hired two young guys out of Hopkins they were they have some 

degree in God knows what biology before they ever went into nursing they came down 

they love the research get them hooked up.  You need that for Magnet.  So you are 

growing something that is thriving and people are attracted to that.  What Paul [my son] 

said many years ago, great people want to be with great people.   

You know Paul ended up, I’ll tell you watch what he did too.  That taught me how 

to stage this.  I can’t do it all at once.  I can’t say everybody has to have a BS go back to 

school and do it.  You’ve got to work the people, you’ve got to work the situation, you 

start someplace.  He did the same thing.  You have to start to get into any of these.  You 

have to have some score on your it’s not MCAT its GMATs or whatever it is.  If you 

don’t hit that score it’s very clear they say, “Ann you’re wonderful your resume’s all this 

but you ain’t getting your degree at Harvard go to Stanford or someplace else.”  That’s 

what he did you have stages.  And that’s what he taught me you got to have I don’t know 

what the score is you have to hit that or they don’t look at you.  Unless, he said to me 

later, “Well if you gave them $50 million they’d probably look at it mom.”  I said, “Well 

that’s good we ain’t got that.”  So anyway we got this.  But that said to me this is how 

you learn from people about being great. They had standards.  I mean they are known out 
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there for you’re going to get some great education.  I watch it in women’s schools. 

Wellesley or whatever it is. They only go after top notch women, young women who, it’s 

primarily a women’s school still, they do courses.  There’s more CEO’s of Fortune 500 

companies, the few that there are that come out of the school like that. So you know 

you’re putting together talented people. So that was my goal.  And that was my goal in 

the TMC for here.   

Then when I went out there we had a CNO council and when I joined that Pat, all 

the Deans were on it and the CNO’s from the schools of nursing and this is where it ties 

into the TMC.
3
  So when the person leading it left I was fairly new but I saw the need, 

which they had started and they had done some great things.  They had started looking at 

Magnet and some of the hospitals working together, you had more hospitals in the TMC 

that were Magnet hospitals just new when I first got on board but that was because they 

worked together and there was a call to action. They had a focus and it was shortage of 

nursing and what are you going to do to get more nurses?  And bla, bla, bla.  So that kind 

of got the academic side but then you had the clinical side with Magnet was coming out 

with its gold standard that a lot of good research that talked about originally they talked 

about retention because a big issue in nursing was you couldn’t retain the nurses.  They’d 

come we’d kill them and then they’d leave so it was constantly like turning over.  One of 

the major nursing organizations did a huge study and said they found what they called 

fourteen forces that seemed to be present in organizations (nursing organizations in 

hospitals) that seemed to have much better retention rates.  And they went through and 

outlined these fourteen things that seemed to be present in all these places that ended up 

with the low turn-over rate versus the high one?  And that’s how the Magnet began.   
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The Magnet which is really an accreditation that you get and there’s only still 

maybe 7% of the hospitals in the country that have it.  It’s not easy but you have to - they 

have taken those fourteen forces – have an environment that is conducive to nurse 

learning, an environment where nurses are respected, an environment where by 2020 you 

80% of your nurses have to have a BS degree if you want to be Magnet you can’t get past 

it.  They got past like what degree is better?  So there are all these things, respectfulness.  

How autonomous is the nurse?  So when they interview people in those places they said, 

“No they could use their clinical decision making and they could stand toe to toe with any 

physician,”  and that’s how Magnet came out.  They had done that here.  Maybe now it’s 

about 400 hospitals across the country, there are a few internationally that have it that 

they began to see that’s the way to go when it was around education, training, and 

development.  So they had done that in the TMC so you had MD Anderson… 

I worked with the person on our first one [at Methodist], she was the CNO who 

brought me down here from Hopkins.  She got it going in 2002 and we got it in 2002.  

I’m telling you TCH was a little after that, you had MD Anderson, Saint Luke’s… all of 

them great nurse leaders pulling together and helping each other across the road.
4
  So in a 

four block radius it was like amazing because you might have one in Oregon that had it.  

It was very small maybe 100 hospitals at the time.  Here, there was a mass.  And that got 

me interested in thinking about, there’s so much you could do with the intellectual 

capability that is in this medical center.  I mean that’s what got me here I thought.  “How 

come nobody knows about this up north?  Nobody knows it exists?”  I never thought it 

did!  They were recruiting me I kept saying?  Houston where’s Houston?  I knew it was 

Texas?  I mean people actually live there or go there?  Because if you grew up in the 
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northeast it’s that way you think everybody is up there.  And this was like I can’t figure 

this out.  But anyway I came because I figured it out and I said, “This is really great.”   

When there was a bit of a turnover and when I moved into the CNO job here, 

there was also… it wasn’t people amassed in the CNO council around a specific thing 

and they did a lot of work and then it kind of didn’t have a focus.  I picked it up and I 

chaired [the CNO council], and I said, “It will be over my dead body that it will die on 

my watch.”  Because I was stupid enough to say, “I’ll work on it.”  I honestly worked 

with top notch people kept it moving and worked with them around we need a strategic 

focus we need like what are we going to do together that makes it different?  You had the 

background of, and Pat may have talked about that, the Institute of Medicine Report in 

2010 that came out about the future of nursing and collaboration, interdisciplinary 

collaboration all of that stuff.  There’s a lot more going on in nursing.  But I really 

worked with that group to keep it moving and doing some great things together.  One of 

the things that came out of it just came out this past year and I felt good - It’s always 

good to get somebody else to do it when it’s working okay rather than when if it was on 

its last leg - the nursing leadership institute.   

After we did the strategic plan it was practice, education, and research and said 

what nursing really needs is a very high level leadership program, people who can lead 

these organizations.  Whether they are deans or they are CNO’s that it can’t be the Fred 

Pryor Course on learning how to write.  There is significant leadership talent here and we 

need to amass it and we need to imitate and it was my vision that we have…  In Wharton 

at University of Penn they have Wharton fellows program for nursing.  It costs you a 

boatload of money.  I think you go for three weeks and I said, “Why can’t we do that?  
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Do we not have the talent here?  Let’s be the Wharton of the south.  Let’s put a leadership 

institute together that people say not Wharton, they say TMC.” And the first course got 

out and people paid.  We got 20 people at $8,000 a person coming into it.  A top notch 

curriculum that we went out and said who are great people in different schools, not just 

nursing.  You know if you want the economics of looking at something you need 

somebody who knows the economic background.  We got people amassed and I think the 

first course will end at the end of February.  It’s fabulous.  But it’s getting people to rally 

around a cause.   

I’ve got a couple of research grants from the TMC to do some kinds of things like 

the foundations that they have the Howell.  Mrs. Howell left a ton of money a million 

bucks for nursing and I finally said, “We need some of that Dr. Wainerdi,” he’s the one 

that I went after.  I love Dr. Wainerdi because he was looking out so we always sort of 

partnered with him.  He was the first one to work with me on this leadership institute.  He 

said, “I’ll give you $100,000, get you some seed money, get it up, get it going.”  Then it 

changed over to what’s his name Bobby Robins and said, “We got the $100,000 I need 

something now. And here’s where we’re going.”  He loves it.  Because it’s here, the 

power house is here.  You don’t have to go to Wharton.  But that was like working with 

that CNO council and keeping it moving and working on tiny research projects or 

working on building collaborations so that you could amass what’s here and hopefully 

get it more out there in the world outside that people see that. Again I think that goes 

back to really believing.   

You have today many, many women in nursing and in some leadership positions 

that you see the world moving more to COO positions and CEO positions.  They are 
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smart. They are bright.  They are talented. And the recognition of running a clinical 

enterprise and having a business sense can be combined and that’s who you need.  And I 

think being able to demonstrate that is critical. There’s not so many here that do that.  I 

think that Memorial, one of the Memorial Hospitals has Susie Distefano (who I adore) 

who was the CNO at TCH and now she’s the CEO of their pediatric hospital downtown 

here.  You look across the nation and you see more and more that mostly they are women 

that were CNO’s are now moving into those positions and creating a culture of excellence 

around outcomes to patients which is different than a total business model.  So that’s my 

story more or less.  Thank you for listening so long.   

NG: For the transcriber I want to say the CNO is Chief. 

AS: Nursing officer.  They actually say CNE, Chief Nurse Executive.  Yeah there’s a 

great article and if I had to say today looking at some of our major organizations there is 

recognition… nursing works harder to demonstrate value. A long time ago I said to 

people here, “Outcomes speak and whoever gets to these outcomes speaks.”  It’s about 

changing the image of nursing, and I think you change it through research, through 

knowledge, through behavior that’s reflective of knowing something.   

The image of nursing today and this is an example, this happened a number of 

years ago.  When I first came here I ran service lines.  I had to learn how to do it.  The 

person who brought me down wanted nursing, but a new boss comes in says, “Great you 

have nursing too but underneath that you need to know the business side.  I need strat 

plans.  I need business plans.”  I’m thinking, “I never did that sort of thing,” but learned 

that side of it.  She was another great mentor, still in the medical center, Lynn Schroth 
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who was our EVP at Methodist.
5
  She’s a nurse by background, you would never know it.  

She said very clearly to me one day, “I want you to compare yourself to,” and there was 

another person who was a nurse-y nurse kind of person.  I’m sort of like this kind of 

person.  You wouldn’t really know that I’m a nurse “nurse” kind of person until you talk.  

Because I learned you have to have a different voice and language when you speak to 

physicians because they have “nurse” in a box.  Whatever they think that is good, bad, or 

indifferent.  That’s you.  If they don’t know that, they think you are a business person 

they treat you totally differently.   

The physicians would say to me, “I learned from Ann there’s no nonsense here.”  

Nobody would say to them, “No we can’t.”  They’d dance around, dance around.  

Nobody would say, “No.”  It’s like your kid until you finally say, “No.  Now.  No.”  They 

keep trying because nobody would draw the line there, except we did that a lot with 

physicians here.  We’d spend endless hours.  I come from New York and people would 

just tell you, “No” and “No” is “No”, and you’d regroup.  That didn’t happen here.  But 

when I work with docs and they saw that and there was logic behind it and there was all 

of that and understanding too.  I learned that some of these things they were very 

passionate about and closing something was difficult even though they understood the 

rationale for it and you had to care about that.  They were losing something. But clearly 

they saw me as the business person. The day… and I had a great relationship with he was 

the chief of our medical staff, they do it for two years.  The day people announced I was 

the Chief Nurse I will never forget Mike Rearden I love him to this day.  He probably 

won’t remember this.  He said to me, “How are the nurses doing Ann?”  And I said to 

him, “Great how are the docs doing today Mike?”  And it was like it changed in his head. 
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You know that I’m a nurse now or a nurse person and whatever went into that, and I 

didn’t want that.  Because to run these places and to really progress underneath that, 

that’s who I am.  I am caring, compassionate, I will do anything.  I will set, every patient 

should have an Ann Scanlon next to them that cares enough about them and I ain’t going 

to hire anyone who don’t have the time to sit in the chair and spend and listen to that 

patient because that’s what matters. Plus you need to know something.  And so that’s my 

standard and that’s not changing.  It’s basic.   

Definitely I wanted to create that image with nursing here. That there is 

excellence and I still think there is a real, it’s less than it was but there is a stigma still 

that says, “Nurse is this” and I’m not saying there is anything wrong with being angelic, 

compassionate, caring.  You want that.  I also want to be right up there [among the 

characteristics attributed to nurses] is smart as a whip, smart as a whip and these other 

things, not just the one.  You see it all the time in the literature but you look at parity in 

organizations and that is not the case.  That is not the case. As administrators when you 

say there is enough evidence out there for a one-to-four ratio let me tell you what it took 

to really work with people here to say that’s important.  You’ve got outcomes.  People 

don’t fall out of beds.  People don’t get pressure ulcers.  All the things now that you can 

actually contribute to nursing care I’ve been at them for a long time.   They now affect 

the revenue of the hospital.  You know because people will not pay if my patient has a 

brain injury because he fell out of the bed and he didn’t come in with that but he’s going 

out with that and he needed surgery on that.  Or he broke his leg or something like that.  

Tying the economic benefit to the outcome that a nurse achieves keeping people safe is 

getting it now to get people look at it differently.  It’s still not where it needs to be.   
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I watch with nursing staff and I thought, and this is what reinforced the education 

thing.  We have advanced practice nurses.  I believed in them, totally believed in them.  I 

would watch them, they talked the language of the doctor, because part of their education 

is a medical model not a nursing.  A nursing model is much more processed oriented.  

You’ve got to talk both.  You know it’s like if you’re with a person who speaks Spanish 

keep talking English ain’t going to get you anywhere.  You need to know some Spanish 

to talk to get a connection.  Docs are the same.  They think and I think like them or I’ve 

learned to think like them.  When people tell you everything in your head I say, “Stop 

what is it you want?  Tell me what you want?  What do you want me to do?  Let me ask 

you the questions?”  That’s how they are.  “Ann was in the bed and she bla bla bla….”  

 I watched when I hired this nurse practitioner in the program with two more 

years of nursing education, and a lot of which is in a medical model that you learn 

diagnosis and treatment by following algorithms.   ABCD therefore you do E.  Not the 

process kind of thing.  Both are important but you learn differently.  I would watch them 

interact with physicians and it is a world of difference.  I heard one on the phone one day 

and I’ll never forget this, talking to a surgeon who she is saying, “I see ABCD the patient 

more than likely is bleeding you need to come back and take him into the OR” talking to 

the physician like that.  And you couldn’t hear the other end but I know this song and 

dance it was probably, “Let’s watch him for a little bit and see if his blood pressure goes 

down and call me back in an hour.”  She says, “I see ABCD I believe the patient is 

bleeding and you need to come back in.  If not you I need somebody else to look at him.”  

Okay?  Standing up confident knows what she says, tells him.  The physician did come 

in.  But she was very clear.  If you don’t help me somebody else will.  I would watch the 
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same interaction with a nurse on the floor.  They wouldn’t do the “I see ABCD”.  They 

would get the language that the guy would say you know, “Well let’s watch him for a bit” 

and the patient would go down the tubes and the next thing they arrest and the nurse 

would be saying, “I knew” but she couldn’t communicate and she couldn’t convince and 

she wasn’t confident enough.  Because the doctor said.  You know and I know, you’re 

looking at him, what do you say?  You know that confidence wasn’t there.  Until you 

build people and you know what does it?  Education.  That’s the singular difference 

between inexperience and somebody saying, “No.”   

You have great nurses who can say, “No I don’t care what you say that’s not 

happening.”  And docs believe it.  But that’s where you have to get with you know 

education and believability.  And parity in organizations.  We’ve got some major hills to 

climb still with that I think.  Nurses are a big part of demonstrating that and when they 

would start going on...  We had these big grants that were going out and I would say, 

“Stop this arguing about two year, three year, four year.  You want to obtain the grant.  

These people in CMS, if you say we can produce these outcomes they will give you the 

money.
6
  They don’t care whether you are a physical therapist or you are whoever, if you 

can get to these outcomes.   That’s what they want.  Go show them you can do it!  That’s 

where the money goes.”  Today it’s not all doctors.  You know people are smart enough 

that they have given them enough money and we ain’t cured cancer yet.  You know that 

sort of thing.  People are starting and regulatory groups are starting to look and see, 

what’s the contribution of nursing and nursing simply needs that voice.   

I was in the Middle East for four months and I saw so many similar things I could 

compare like nursing and not the… Growing up in New York you had to talk loud.  You 
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had to know what you were talking about.  My family, people wouldn’t pay you mind if 

you didn’t open your mouth and talk.  So to be heard you had to think about it and know 

what you were talking about it.  I saw that in the Middle Eastern culture, incredibly smart 

women.  Incredibly educated women who are very much process oriented because 

probably they are not going to turn the culture around and say, “Women are going to 

drive now I’m going out there.”  They would probably lock you up if you are a woman.  

They are moving in that direction but I think it’s where we were sixty years ago with 

women or seventy years ago.   

We still have a ways to go though, inside hospitals on what it is a nurse can do 

and what knowledge that person has and how it’s different but how much it’s needed.  

You couldn’t get one of these docs… if you go in that ICU they could tell you everything 

going on with the patient.  If you say, “Can you go suck out the little tube there?”  “What 

are you talking about what goes in what?”  They wouldn’t know how to do it.  So how do 

you get recognition that this is a team?  And nobody should talk down to this one.  This 

one, with enough knowledge needs to be telling you, “Stop doing that, you need to do 

this.  I’m not putting up with that.”  You know nurses for years did, and they still do.  I 

would go around I mean for years it would be, “Oh that’s Dr. so and so.  You know that’s 

just him.”  I would say, “That’s great, it’s too bad.”  Because that “just him” is people 

adapt to that and they get treated like crap.  Until we change that here that you don’t talk 

to people like that.  Mike Reardon was one to change it.  He would sit with me and they 

knew we were coming to see them, these docs that acted up. The two of us and he got on 

board with that and they would say, “Ann’s nurses are stupid.  Ann the nurse is dumb 

why she would do something.”  And he [Mike Reardon] would very calmly say, “If that’s 
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accurate that’s Ann’s problem she needs competent nurses.  But we’re here to talk to you 

about what you did and what you said and how that won’t work.  So I have to fix the 

competency but you have to fix yourself.  You can’t talk to people competent or 

incompetent.”  And it changed the whole tenor.  There’s still a ways to go because nurses 

still sometimes think it’s okay to listen to these people.   

NG: And do you think that is primarily because nursing is seen as the woman’s 

profession or maybe just has something to do with it? 

AS: It has something to do with it.  But I think it has more to do with the women 

themselves that they think they should put up with that.  That it is okay for somebody to 

talk to you like that.  And I was… I would tell our staff this story.   I learned this from my 

husband.  I never put up with it.  I actually, who you are too depends.  I never no one ever 

talked to me like that, that I didn’t come back and say, “That’s not okay.”  I learned this 

lesson and would teach our staff this and it’s another story.  I’m not a great skier and all 

my kids, my husband they ski and they think you’re not happy unless you are killing 

yourself coming down some black diamonds.  I would go to Utah and I’d say, baby hills, 

bunny hills, green anything that says green I go down.  I’m happy by myself all day.  I 

don’t need anything but this.  I know how to get down.  I enjoy it.  They are always 

trying, “Oh mama come,” or my hubby.  Okay so he’s trying to get me, it’s the last go 

down of the day, and we go down and I have followed this route how many times I did it, 

it says go this way.  So I go that way.  We get to the point that it says “Go this way” and 

he says, “Oh that will get you down the same way let’s go this way if you haven’t done 

it.”  I say, “No I want to go that way.  I always go that way.”  He said, “It’s the same 

thing. It’s the same bunny hill it ends up down there.”  I go down [his way] of course I 
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fall on my butt.  I am on the ground now, I’m exhausted from coming down, and I’m 

yelling at him on the slope.  Like “I told you I should have gone the other way.  I told you 

I couldn’t do this.”  He very calmly stands there and he says to me. “I’ll see you at the 

bottom honey.”  And he took off.  So guess what?  I am not going to continue to yell at 

somebody who is gone.  And the people are around me I’m going to get my fat butt up 

and get myself down the hill so I can continue to tell him what I think about it.   

But I learned a lesson.  And the lesson was, he taught me, he’s not going to listen 

to this.  Why should he do this?  Manage yourself is really the thing.  And I shared that 

story with the staff and said, “Nobody keeps on yelling if you go away.”  If you are in a 

hall and somebody is yelling at you and you keep standing there listening to the guy 

berating you he keeps doing it.  You just say, we just need something on a card that says, 

“Just a minute I’ll catch up with you,” and you walk off.  You don’t be rude you just say,  

“Okay I’ve got to run and do something I’ll talk to you later.”  I mean you have some 

little canned saying.  You stand there these people will continue the bad behavior like I 

would have. I would have continued to yell at him, “Get me up help me out,” whatever I 

would have said.  You know and that was something to teach nurses because they stand 

there when somebody is being abusive, like, “I need to calm him down.”  You don’t need 

to. That’s his problem.  You know when I recognized the problem of me being on the 

ground was my problem.  I should have gone the way I wanted to.  I took something it’s 

not his fault.  You know and he ain’t going to listen to it and I don’t blame him and 

neither should you.  I’m trying to get nurses to see that because they don’t.  They don’t 

always they stand there like somebody can talk rotten to them.   
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One of the things I saw years ago and I tried in our OR’s was have something that 

when you are caught off guard like that, you are shocked that somebody [is yelling], you 

do stand there and they had in the back of [their badge] like you have fire safety codes if 

you need to call 911 whatever it is.  Just have something on the back of the card that says, 

“I would love to stand here and continue to chat with you but…” You know something 

that gets you to look at something to stop doing this kind of thing that’s going nowhere 

and it actually pans out that people eventually find the right words to say, “Excuse me 

that’s not okay.”  I mean I’ve had plenty of them say to me, “And who are you?”  

“Somebody who cares about what you are doing to somebody else and it’s not okay to do 

that that’s who I am.”  It doesn’t matter you know they are looking for like a title or 

something.  “It doesn’t matter we don’t talk to people and I don’t expect you to talk to 

our nurses like that.  That’s all I’m talking about that’s it.”  “Who are you?  I’m telling 

your boss.”  “Feel free because we will have this conversation until you change your 

behavior and that’s it.”  I mean you don’t have to be the boss to do that.  Would you put 

up with that with anyone in your family?  Probably not.  Stop yelling at me.  No you’d do 

something that says, and some people might not.   

That [behavior of doctors has] changed a lot, but I think still some of the 

dominance is there. But I am absolutely convinced… physicians are very smart people. 

They are smart people and they are willing to work with you. I would see them often 

times more skeptical because they don’t see the logic behind it.  You give people logic 

and they will be on your side like that.  They understand that.  So you’ve got to think how 

they think and that was teaching nurses and telling Pat and the Deans you’ve got to teach 

them to think like this too because that’s what they are going to encounter out there.  So 
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programs that get people confident through knowledge and an ability to talk back and 

converse, you see the difference.  We did some other interesting things in that ICU and it 

was we watched the new grads and we had many of them sometimes a year before 

putting them on the floor. When they were in the ICU same smart person they had to 

have the same degree same grade point average we hired people pretty similar in kind put 

one through go this way and one through an ICU. People in the ICU after about, I’m 

going to say six, eight weeks, were much more confident. They were around docs. They 

were around patients.  They learned how to talk to them. They did that.   When you are 

out on the floor everybody comes through sporadically when they come through you’re 

not always around to talk to them and they didn’t have the exposure and the experience.  

So when somebody talked to them they didn’t know how to talk back.  So that’s training 

that’s education.  That’s not hard.   

NG: So who was it that brought you to Houston? 

AS: Pam Triolo was the CNO who recruited me down here and it was through an 

agency, Kirby Bates I remember them.  I had gone on an interview at Penn I was looking 

at a different job at the time and I was looking at Penn and I didn’t quite like the Penn 

thing and she said, “Oh I’ve got this fabulous person fabulous place you would love it!” 

And that’s when I said, “Oh good where?” She said, “Houston!”  That’s when I said, 

“Houston.  Where’s Houston?”  And she described it to me, I said, “I’m not sure.”  She 

said, “No I’m telling you this woman you will love.  Just talk to her on the phone.”  I 

think we had a phone conversation and kind of got sucked in.  And when I came down 

here and met her I’ll never forget she said, “You and I can do here what you have always 

dreamed you wanted to do in nursing.”  And that sold me absolutely sold me.  Because I 
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thought, “You don’t know how big my dreams are.”  But I think she knew when we met 

that she too had huge dreams and she was smart and very conceptual kind of person too. I 

went home and said to hubby, well… We fish, we boat.  He’s in finance.  He had three 

offices up there with a financial planner and there was a group of them that worked in 

Maryland and a lot of that is now, much more than then, was portable kind of business.  

You can do financial planning and see clients.  You don’t have to see them every day.  So 

we worked it out that it was good to come down.   

The first time I came doww, I thought, I kept saying, “You wouldn’t believe this 

place.  How come nobody knows?  How come nobody knows?”  He said, “Okay it 

sounds like you are really excited.”  I thought, “Well I don’t want to go back there.”  I 

said to him, I remember saying, “I do not want to go back there unless you think this is 

doable.”  Because you know when you meet people they start to like you and I had met 

Pam and she had put together a whole team of people and they were thinking about 

Magnet.  Hopkins in Maryland had been talking a little bit about it but they were really 

talking about it.  I really liked the people and when I saw the place.  When you walk into 

the main lobby over there and you think, “God I thought Hopkins was number one this 

was really.”  As I met people I thought, “This is really great.  This is something else.”  So 

we came back and it just kind of morphed from there.  I got to work with her for 

probably, I came in ’99, and I think she left in 2004.  So for a couple of years there we 

got through the first Magnet that whole big experience there.  I learned a lot from her you 

know.   

Then I always tell the sad tale, but it’s another one of those life paths that 

deviates. When Pam left I agreed I said, “I’ll do the interim but I do not want that job.”  
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Because the structure was like a Hopkins structure and it’s a very difficult one to manage 

where you have a chief nurse who has some people who work with her but for the most 

part there were like maybe seven, eight, nine other VP’s who have service lines who have 

all these nurses under them that report yet she’s responsible, or he, for all of the nursing 

organization. But there’s like eight different souls.  So it’s like if I’m doing my day job in 

neuro science you know I got to interact with you about nursing and where you want to 

go it’s like double the job.  I mean really, literally it’s hard to do and it really takes a 

tenacious person and I looked at that and thought, “I don’t want that.  I mean I’ve been 

through that.  That looks like hard work.”  And I liked what I was doing.  I liked building 

the programs and building the service lines and stuff like that.   

I said, “Interim I’ll do interim,” and we will go and we went out on a hunt to 

recruit.  We had probably down to the wire,  we had three candidates come in and getting 

down to who we were looking at or who the team was looking at when with Magnet 

which we got in 2002 you have to renew it every 4 years.  So 2006 they come back and 

not only is it a paper review an intense paper review but they send it it’s like JCAHO 

[Joint Commission on Accreditation of Healthcare Organizations] it’s like a four day, 

five day review of your organization they go to every unit. Where do you have a nurse 

wherever that is.  So this is big. They don’t want to talk to you they want to talk to the 

nurse.  “Is this really true?”  They want to know what you said you do, is it lived here?  

So we were teeing up for that.  When the pour soul who has Magnet comes and she said, 

“They have a rule (they have a lot of rules) that the CNO A) can’t be interim and has to 

be in place for a year before they come.”  So I was stuck.  I mean if we want a Magnet, 

and that one I wasn’t going to take on.   
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I thought “Oh my God. Oh my God I didn’t want to do this.”  I felt like… I 

suppose nobody was going to shoot me in the head.  I could leave or do something but we 

were so far into it and they come in and said, “Alright.” That’s how a whole other door 

opened up and took me down a totally nursing path where I was not really heading that 

path.  I was heading more the business side and certainly the nursing because nursing is 

what I know and getting people excited about that I was able to do.  I did it for 10 years 

and part of the 10 years then was started doing a lot with global because they were 

expanding their business.  It started out as patient services and working with patients 

from other countries and opened up a consulting arm and an education and training 

because there is a wealth of knowledge in Methodist and the physician side and the latest 

technology all of that.  So I had done a couple of things, a number of things with them in 

the Middle East and because what their intent is and what it still is today is that you 

capture the knowledge from here and bring it someplace else so it’s not like, you’re not 

selling people consulting.  Consulting around business enterprises that we know 

something about.  I love doing it but you couldn’t do both and you know I’ve hit a point 

and it’s sort of like Pat, but she lasted a lot longer than me.  I hit a point where I could see 

a divergence in terms of what I really wanted to do and the ability to do it and also hitting 

a point that I’m saying I want to do something else.   

You know ten years and I looked and there’s always people calling you about 

jobs.  Do you want to go here, do you want to go there?  And great places.  I thought, 

“You know they are all chief nurse jobs so how different I know how to do I think pretty 

much chief nurse jobs so I may not have this doctor but I’ve got another one and they are 

similar.  So it would be pretty much more of the same.  That’s a comfortable level to keep 
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doing that.”  I really asked myself the question. “I wonder if there’s anything else I can 

do in life that I’d be good at?”  I really did I thought.  “What else would I be good at?  I 

know this stuff.  But what else would I be good at.” And I actually found I like the 

consulting because there is a whole different business side to that again but it clearly 

needs relationship building.  It needs vision, it needs strategy.  It needs interaction, good 

skill sets around that.  It’s different and it’s going places like, would I ever pick to go live 

in Saudi for four months?  You’d never get me doing that.  But it was exposure.  I’ve 

done that.  I’ve gone there and I think I learned a world of stuff over there.  I like that 

kind of thing.   

I also think at some point you probably maximized your ability when you are in a 

job so many years that at some point somebody else needs to look at it.  I always used to 

say to Pat, “You have to get new ideas.  How do you get them in here?  I know you can 

hire other people but it’s still you leading it.”  And she expanded I mean she went into I 

don’t know what she started but like that strategic planning or interdisciplinary education 

I mean she started moving out into stuff to challenge herself you know.  So that’s pretty 

much when I say if I had to look at the legacy here really has been creating a place of 

excellence that at the bottom line I know you’ve got the best nurses doing the best care 

because you’ve given them what they need to do the job and that to me in building that 

enterprise is critical to the future of healthcare.  That our nurses will move out and they 

are more and more autonomous because they are better educated.   

Most of what’s happening in healthcare transformation I think has little to do with 

physicians it’s still all the physician talk.  If you look at what’s happening out there it’s 

everything a nurse is educated to do.  It’s about chronic illness.  If you have diabetes you 
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need teaching about food, educating about insulin.  Do you need a doctor to do that?  

That’s nurse work.  Nurses have always done that. Any chronic illness, hypertension, 

yeah you need the physician piece.  The vast majority of the people in this country need 

preventative care, which nurses are great at education, and doctors don’t do that. They are 

interventionists for the most part.  Chronic care how to manage yourself.  How do 

prevent things from happening because you manage yourself.  Nurses should rule 

healthcare.  They should rule it.  There is no two ways.  You need partnerships but in the 

boatload of what’s happening following patients that whole thread carries through what I 

did with patients in that trauma center many years ago was watch them go from terrible 

or half dead we resuscitated them all the way until I followed them back into the home 

into their life and stayed with them until they picked up their life and moved on.  That’s 

nursing touch points, nursing through whatever technology. That’s what healthcare’s 

about is keeping you out of these joints instead of bringing you into them.  You need 

them for bits of time but real healthcare is out in the community not here and that’s where 

nurses need to be and that’s what they know how to do.   

When you talk about the cost… When I did that psych home care and compared 

cost, and that’s why CMS bought it a long time ago because their whole thing with home 

care was, “You had to be home bound”.  I kept saying to them, “But with psych patients 

it’s different you want them to get out because you want them to come to the hospital to 

get their medicine.  If they are home bound the go crazier!”  So we want them out.  So I 

know you have a paradigm that says, “Home bound” is why you get help.  Think 

differently!  I did a financial analysis for them that said the cost of these return patients 

and compared them to two groups. Patients who kept coming back and the cost of care in 
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this hospital and the cost of that care versus keeping them out and bringing the pharmacy 

to the door that’s paid for, bringing food to the door was far less money than $1,000 a day 

in my place to come back in three weeks.  I mean you’re going to make money on this 

proposition, and that’s why they bought it.  Where did they buy it from?  It was from a 

nurse.  It was a nurse and a bunch of nurses saying, “We need to go to their place with the 

care instead of them keep coming here it’s outrageous.”  That’s true with everything.  

That’s true with every chronic illness.  When you talk about transforming healthcare, 

that’s the transformation, it’s getting people into systems of care that they don’t fall 

through cracks and nurses manage them!  They can manage them.   

We had in psych up there and Baltimore had a great public psychiatry program.  

They had, and I mapped it out at one point, if you were a psych patient you knew in 

Baltimore this was back in the 70’s okay or maybe it was in the 90’s.  They could tell if 

Natalie had been at Saint Luke’s yesterday and now was at my door in the ED.  They had 

systems that you couldn’t fall through the cracks. So when you come and you tell me 

your sad story today I didn’t have to go far because in that system they could see Natalie 

was in Saint Luke’s Med Center with three packs of whatever it was.  They had mobile 

treatment units.  I went out with the mobile treatment units that went to like McDonalds 

for people who wouldn’t come to my clinics that they got a weekly shot of it was 

Depakote they called it at the time for schizophrenia. We’d go in the bathroom and they’d 

get a shot in the bathroom.  Say, “Close the door and go in.”  Because they wouldn’t 

come to your clinic but they got their medicine.  You went to where the damn patient 

lived.  You know and you create, they psycho socio clubs.  Like little places you had 
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places where you could drop in and all the crazy people would come together.  Food you 

know it kept them out of hospitals.  That concept is a good one.   

NG: So you coming to Houston were you just looking to advance at that time in your 

life? 

AS: You know actually not really. Well I was in a CNO job where I was and I was in a 

community hospital.  I had done that with my first CNO job after I had finished school.  I 

had to.  I was at a point of transitioning in psychiatry and the impotence to transition was 

I had a year left to do the dissertation because I let it go.  I started for ten years and I went 

through and you get three years to write the proposal and I did nothing for two years.  I 

wrote it.  I hit the point and he said to me, “They have changed the entire program that if 

you don’t get it done I don’t think you can do a dissertation in a year you’ve got a great 

proposal I don’t think you can do it in a year that you won’t get credit.  You will lose 

what you did.”  I had done the orals I had done everything.  But I just was playing 

around.  So I had a transition that I needed to do the work.  I left the job.   

I had most of the data collected that I needed in psychiatry.  I left the job that I 

was in at University of Maryland and did consulting in a community hospital for a friend 

that I had.  So I worked three days a week but it was close to College Park where I was 

doing the work.  So that got me through, I did that for a year.  Then I worked for her for a 

year, she left, I got that CNO job and that I did for three years but it was terrible. It was 

the worst job I ever had.  It was a union.  It was a union environment.  Smart nurses’ 

union and I couldn’t deal with those people.  It was terrible.  Many stories on that.  So 

that was when I said, “Okay, I need to move.”  And I was still in the job when I was 

looking around. But I thought, “This is not.”  The turning point for me there was there 
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was a great guy he was the CEO and I would bring all these new ideas.  I worked at great 

places.  This is a community hospital we could do great things here and he said very 

clearly to me one day, “Ann we’re not Hopkins and we don’t want to be.”  And I thought, 

“Who the hell wouldn’t want to be Hopkins? What’s wrong with you?”  I didn’t say that.  

“I thought who would not want to be like Hopkins?”  You know meaning why wouldn’t 

you want that kind of care for your people?  But I knew he was serious and I thought well 

this isn’t going to work for very long because I may not be Hopkins but I’m for getting 

great care to people and this isn’t going to get us there and I don’t want to be part of that 

and the union and they had a strike.  I locked them out of the place.  It was terrible.  But 

anyway, the long and the short that’s when I started looking around to come down.  So I 

already had been the CNO and I think she was looking Pam was looking for someone 

who had some experience leading.  It wasn’t huge.  It was maybe a 170 bed hospital that 

we had that I was a part of.  But that was enough to say I had not just managed you know 

like in psychiatry there were a lot of beds that I had it was a big psych institute that had 

children as well as older people, geriatric floor but this was a whole hospital kind of 

thing.  So that lead nicely to coming down here and that kind of built in from there. 

NG: So did you finish your dissertation in a year? 

AS: Oh yeah.  I did.  I did.  I put the pedal to the metal.  And people helped me, people 

helped me.  Because I was actually going through a divorce at the time who somebody I 

adore but at the time was not, didn’t need to be married to him. And it was like I was 

going, “What do I need this for?  I don’t need it.”  I had great people I worked with that 

said, “No come on,” took me step by step that said, “Keep at it do the orals.” We studied 

together went down did the orals, did the stuff.  And I thought, you know what and then it 
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was okay after I got through the hump of you know thinking this was a life changing 

decision because he actually.  Ron was my kids dad.  I love him to this day.  But it just as 

the kids would say, “Mama we don’t understand you and dad are so different.”  And they 

love dad and they love mom but just different.   And he was the one who got me going on 

it.  He said… because we have the two kids, two little boys and I kept saying, “It will 

take me 10 years.” (And it did) “It will take me 10 years to do this thing.”  And my God I 

couldn’t imagine 10 years at that time.  And he said to me, “The 10 years will go by. 

They will pass and you know at the end you could have it or you couldn’t have it.  So you 

may as well have it.”  I thought, so that made sense.  So I got going on it courses by 

courses. And wandered through. So when I came I had it.  I got that in ’95.  And I think 

that helps honestly though people.  It was sort of back to the Elizabeth Scanlon thing.  It 

was a degree in psychiatry.  I think people looked it was a Ph.D. it was a research 

background but that supports academic backgrounds.  You know, I always liked that.  I 

knew after that little stint in that community hospital I like fast paced things.  I like 

people thinking and I like novelty and I like creativity.  I gotta work in places like that 

that are dynamic just managing something.  I wouldn’t want to do that.  So the degree 

will probably open some doors because you have it.   

NG: When you got married were you still in grad school or when did that happen? 

AS: Yeah you know actually I did.  I got married in ’74 and I went to Maryland in ’72 

graduated in ’73 into ’74 and we got married that summer so that was the first.  I went 

from a Bachelors to a Master’s.  So that you know people say never do that. But 

somehow I fell in that path. But after that, ’74 I graduated from my Master’s and in ’95 I 
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got my Ph.D. So there was a big gap but I didn’t go back until probably ’85.  I had Paul 

in ’77 and then Matt in ’82 and then I was getting restless. 

NG: So I always ask people about how they balance their personal life and their 

professional life.  Did you have hours that were conducive to raising boys? 

AS: Yeah… no I never balanced and I’d have to say today still it’s not always 

balanced.  As they were growing up and then being a provider you know we got 

divorced.  I had, and I don’t share this too often, but I had very much believed - this is 

where the education kicks in - I believed early on that if you got a real keen for learning 

you learn that early when you are really little.  I kind of convinced hubby (Ron at the 

time) they needed to go to private school.  He had been married before and we had two 

big guys, very smart guys and they went to the public schools.  I had gone, and it wasn’t 

Catholic school great, but I had gone to Catholic school and I thought with these two kids 

that’s my goal that they early on get into learning and then later, once they like learning 

they can probably learn any place.  You can send them any place.  They will do anything 

then.  But I wasn’t where hubby at the time was saying, “No we’ll send them to high 

school.”  I kept saying, “From childhood education.” That was my background child 

psych if you don’t like the stuff and you don’t get a good early start maybe some 

survived high school his did and then they are really talented and they go on.  I kind of 

thought.  I want to try the other way.  Let’s get them liking it really early on.   

So I needed to work when [the divorce] happened.  When the first one, Paul was 

born I took, I’m going to say almost a year I only worked part-time.  So I took a couple of 

months, I got twelve weeks or whatever it was and then worked part-time for three days.  

In these jobs as management you got to be there to do the job, so I went back with that. 
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Then after Matt I did pretty much the same thing but I probably went back a little quicker 

because I think I was over at Hopkins at the time in ’85 and I went back quicker.  They 

learned and that’s probably why they still talk about it, “Education’s important what 

you’ve got to do and Mama was doing hers.”  When I started going back it was like 

“Alright we all gotta go.”   

We worked out (thank God) because I always thought it was important Ron loved 

his sons, he has four sons and he loved those kids and he was devastated in that first 

marriage because we had them like weekends and they were maybe eleven, twelve when 

I first married him. And you get a weekend syndrome. Then if they get into stuff that they 

want to do on the weekend then you might skip a weekend or something and we’d have 

them vacation time but I always thought that is never going to happen.  So I knew it was 

bizarre and I said, “Three days, four days let’s work it out.”  They are with you, three 

days, four days we’ll work it out back and forth that home is home with everybody and to 

this day and this probably something psychological something. But they say, “We never 

thought it was weird or strange.”  They never experienced like crazy fighting and stuff 

like that which is kind of nice.  But it would be like one when they got a little bit bigger.  

The older guy would drive over and say, “You’re supposed to be with dad tonight what’s 

happening?”  He’d say, “I had a fight with dad.”  And I’d march him right back.  “You’re 

not staying here go in the car and solve the fight with dad.  You’re not coming here 

because you’re ticked at Dad and vice versa when you’re mad here you go over there.  

You have to join in and solve your problems where the problems occur.” And I think they 

bought that.   
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You know and I think that’s where the balancing was always hard.   It was very 

hard when I came down here.  Because one of the deals with Owen who is hubby number 

two was, “Are you going to work crazy hours because I don’t want to be in Houston 

then?”  I said, “Oh no I talked to them about that.”  So I don’t know if it’s me or not but I 

probably am pretty driven.  I don’t disrespect that and I have learned over time.  I take 

my time but if you said like early in the morning where am I home for dinner?  Probably 

most nights, no.  You know the weekends we do which is Friday, Saturday, Sunday.  And 

I really make an effort most times now here and global it’s much better that I can say, 

“I’ll be home by 6:00 you sit in stupid traffic for an hour anyway.  So that drives me 

crazy.  But anyway, I mean I definitely do make more of that effort now and that’s only 

since this past June that, that’s happened. But before that it would be like this.  I would be 

like this I’d be 6:00 o’clock I’d get up at 5:15, I’d be here before 7:00 and I would say, 

“Well I’m still sitting” Many times you’d have meetings at 5:00 to go to 6:00 and it’s still 

traffic going home.   

Owen’s actually been great in his own way but I don’t think he likes it.  I know he 

doesn’t like it.  I think he’d rather have dinner, count on it and then I’d say, “Yeah I’m 

coming and then I’d meet somebody on the way out an hour later.”  So I love him dearly 

and he works with me and he’s patient but I think he’s learned too for himself.  If you’re 

going to come, come and we’ll do it and I’ll make a plan.  If not he knows don’t wait 

around.  Don’t wait around and he will go ahead and do whatever he is going to do.  But I 

know he doesn’t like that.  He’d rather have the companionship of somebody who does 

what they say they are going to do and live up to it.  You know I see that.   
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It comes through generations. Because my older guy is a lot like that too.  He is 

probably people oriented and both he and Ali, his wife, are in finance and those jobs in 

New York you are moving, you are traveling, two kids.  She amazes me how she does 

what she does. You know because she’s full time. She’s in the city. He actually now is in 

a firm that’s maybe fifteen minutes from the house they bought.  They have two little 

girls and there’s stuff to do. She’s always up and moving and she balances but it’s hard.  I 

don’t think there’s [balance], people tell you they do [balance] but in these kind of 

environments… I won’t say to be successful but to do the things I believe people need to 

do [it’s hard].  I see the people around me don’t [follow through] a lot of times, but I’m 

not like that.  If I say I’m going to get it to you today, I’ll get it to you today.  If 

somebody asks you for something I respond to that, and I don’t say, “Three days, four 

days, two weeks.”  I know sometimes people wait on that and I’m kind of driven in that 

way.  I found that in Saudi too.  You know and that’s to me how people trust you faster 

and build a relationship faster. So there’s a penalty you probably pay for at the end.   

You know I don’t keep it as business out there.  This matters to me.  The people 

matter to me.  And I’m the same like I don’t know how Saudi would go.  I thought, “Well 

we’ll see.”  But I think people come to know you as that and they rely on that or that’s 

how they work with you and they don’t think you are some control thing coming in.  

Actually it’s always done with the guy at the end the CEO was saying I think Ann is part 

Saudi.  I say this because I know in four months how I can make a difference because I 

know what makes a difference I know how to move people.  People still say, “I can’t wait 

until you come back. Please say you’re coming back.”  In four months you form those 

relationships because you spend time with the people. That takes time and there is a cost 
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to that. But I always say at the end of the day there’s someone they are affecting in a bed 

and that matters to me.  That they get what they need to do that job that they show up and 

they think the same way I do because ultimately it ain’t for the greater glory of Methodist 

Hospital or Saudi’s Hospital or whatever.  It’s really people are at the end of that and they 

need who’s ever behind that to step up every single time and not miss a beat. They count 

on it because you don’t know who you are dealing with.  And I don’t want them to deal 

with me like that.   

NG: We’ve been talking for a long time.  But I need to ask you one more thing. 

AS: Okay. 

NG: And I don’t usually like to go this long but I want to ask you about your current 

job.   So you’ve talked about it somewhat but can you tell me what your position is and 

what is the goal? 

AS: Yes I have a nice title it’s called Chief Operating Officer and the goal really 

ultimately exposure of the intellectual property that’s out there and the clinical enterprise 

to people in a global arena.  That’s basically what it is.  So whatever country it is a 

consulting piece but the greater part of that is helping people take what we’ve learned 

here to make their systems better and at the end result to effect patients and also the 

motivation behind a lot of that is also the ability to bring people here. So patients who 

need care, there is a great institution to bring them to.  So it’s not only providing you with 

the talents to do it and build your own enterprise in all these different countries like Latin 

America or Saudi or Europe wherever we are going. People become more and more 

autonomous but we are bringing that ability to help them bring great care and then they 

have access to great care here.   
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So many times people do, that’s a benefit to the hospital as patients come you get 

a reputation, people want to come.  That’s growth for the hospital in other words. There’s 

a big patient’s services side that we care for. Education training is huge. That’s really the 

purpose of consulting, to take the talent and the physicians and put them together with 

other physicians across the world doing things together, collaboration.  Helping them 

build systems with knowledge we have, vice versa. They come over here. They train over 

here.  They learn over here and they go back home and hopefully replicate and they do 

great systems where they are coming from and many of them are those kinds of countries 

you know that have the abilities but not necessarily the wherewithal to make it happen. 

That’s pretty much what that job is.   

I go different places.  What I was doing in Saudi is they built a big hospital, it’s a 

cancer and liver disease they are in a big transplant hospital.  And they have those 

patients in many of their buildings.  It’s a 1,000 bed hospital.  The point is the building is 

being built by people and then to work with getting the processes and the work flows 

from where they are into the new building and move people over and in. All the services 

that will go with it. All the equipment, all the everything.  That’s really what I was 

working with teams of people to look at how would we do it?  More than anything 

creating a patient experience because they came here and they see patients are at the 

center of it.  It’s a one stop shop.  You are not sending people go three miles over here for 

the x-ray come back see the cardiologist tomorrow over here. Get it in one place.  Deliver 

the care. Bring the service to the patient which I love.  That’s what they are trying to do 

and we were helping them with that.  And will continue because the building’s not 

complete. So a lot of that is operational ability.  I learned from being over there how do 
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you open something.  How do you test run that you run scenarios so somebody has a 

heart attack in your front lobby what do you do?  Somebody needs to come you need to 

have numbers you need to know what you are doing that sort of thing.  Do trial scenarios 

for their ICU’s and their OR’s and all that that they are building.   

NG: And so you said one benefit for Methodist is that patients come here for care 

sometimes. Why else did they get involved in this in the first place?  

AS: Why did Methodist get involved in consulting?   

NG: Yes. 

AS: Mainly because it’s a great revenue generator to be perfectly honest.  Many 

patients who seek access here in systems are patients who have a fair amount of money.  

So they can pay their bill. So there is a business incentive to not only, do you have great 

access for care but you can pay for the care which offsets many people who come in that 

can’t.  And most of it is probably for some of the unique things that you’re not going to 

get like in countries like you know the transplant stuff or you know… 

NG: No but I meant to go out is it like are you building a reputation elsewhere as well? 

AS: Yeah it is and again the reputation with the branding of Methodist so people think 

Methodist here over there if they are building more hospitals that’s more business.  They 

say, “Oh I work with Methodist.”  And you know that sort of thing.  They know then 

what’s here, simulation labs, hybrid labs that they aren’t going to get there. Their 

physicians can train here.  I mean things it’s like a lot of what big hospitals are doing to 

be perfectly honest.  Hopkins does a lot, Cleveland Clinic is big over in the Middle East.  

So there are numbers of places like that.   



 63 

NG: Okay well we’ve talked a lot.  Is there anything that you were expecting to talk 

about that we didn’t cover or that this is for the Texas Medical Center’s Women’s 

History Project and you know we did talk about kind of opportunities for women and 

things like that.   

AS: Yes. 

NG: Is there anything else you would like to add for anybody wanting to do this kind 

of research? 

AS: Just the continued effort around collaboration and integration of all these  

academic and clinical institutions where women lead, stand up and generate new ideas 

and work collaboratively together and I think especially around leadership, the support 

around that and development of that is critical, is critical if we are looking to transform 

healthcare and make great things happen.  So the more that women align around those 

kinds of things and design systems of the future rather than react to them I think is they 

are designing around the science.  They are designing around the education.  That as we 

pull that together a better product will emerge.  Because there is knowledge that women 

have that really have to be tapped into.  That’s it 

NG: Thank you! 

AS: Good thank you darling! 

End of interview. 
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