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RÉSUMÉ – En santé, le nombre croissant de patients en situation de chronicité
amène les organisations à concevoir des prises en charge de plus en plus
individualisées. Cette personnalisation se traduit surtout par le développement
de la médecine de précision qui propose des traitements adaptés aux
caractéristiques biologiques de chaque patient. Dans une approche globale,
“centrée sur le patient”, d’autres aspects nécessitent d’être considérés. Les
professionnels de santé sont déjà appelés à tenir compte des différences
économiques et sociales pour ajuster leur pratique. Mais de nombreuses autres
demandes de service émergent qui sont mal intégrées dans la pratique
clinique. Dans d’autres secteurs ces demandes sont intégrées et formalisées
depuis longtemps. L’exemple de l’hôtellerie pourrait inspirer les managers de
la santé quand il s’agit d’accompagner ces transformations dans la santé.
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WAELLI (Mathias), TERRIER (Lohyd), MINVIELLE (Étienne), « Customizing care
pathways… yes but how?. Contribution of hospitality management to
healthcare organizations »

ABSTRACT – In healthcare, the growing number of chronic patients is leading
organisations to design increasingly individualised care. This personalisation
is reflected above all in the development of precision medicine, which offers
treatments adapted to the characteristics of each patient. In a global, “patient-
centred” approach, other aspects still need to be considered. Health
professionals and care givers are already called upon to take into account
economic and social differences in order to adjust their practice. But many
other service demands are emerging (need for information for daily life, help
with housework, pet care...) which are poorly integrated into clinical practice.
In other sectors these requests have been integrated and formalised for a long
time. Hotel industry and hospitality management could inspire health
managers when it comes to accompanying these transformations in health
care.
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INTRODUCTION: FROM NON-CLINICAL DEMANDS  
TO HOSPITALITY MANAGEMENT

In the field of healthcare, recent medical advances and the increasing 
number of patients affected by chronic conditions has led to redefining 
organizational processes. An important issue is to provide a “patient 
centered” delivery system. This means meeting demands expressed by 
patients along the entire care pathway which extend well beyond the 
hospital (e.g. ambulatory care, nursing home and home) (Gabutti et al., 
2017). Incorporating all patient demands into the healthcare delivery 
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system is a challenge as it is mainly designed around diseases and other 
clinical conditions (Essens et al., 2014; Lillrank et al., 2010; Bate and 
Robert, 2006). Healthcare professionals primarily consider clinical needs 
based on their medical knowledge. As an exemple, personalized medicine 
defines clinical needs by integrating the molecular and genetic charac-
teristics of the patient (Hamburg and Collins, 2010; National Research 
Council, 2011; Mirnezami et al., 2012). However, other “non-clinical 
demands” exist and must be taken into consideration in the design of 
healthcare organization (Djellal and Gallouj, 2005). For instance, the 
social characteristics of a patient (social isolation or financial barriers 
to care access…) can lead to particular demands during management 
of the patient’s care pathway (e.g. transportation, home meal delivery 
services). In addition, patients also make various demands during the 
care process according to their preferences – i.e. ideas, expectations and 
values, which are often ignored in the care delivery system (Bardes, 2012; 
Kogan et al., 2016). A recent study concerning patient experience in 
oncology (Waelli et al., 2021) shows that non-clinical demands, poorly 
taken into account by healthcare organizations, are often seen by patients 
as equally important as clinical ones. Some of these demands extend 
well beyond the traditional patient-physician relationship. They may 
concern all kinds of services such as transportation, pet-sitting, patient 
overall well-being and comfort and entertainment which are not well 
integrated in health care organisation, but are well known and supported 
in other activity sectors. Thus, there is a need for organizational answers 
to take into account a combination of demands (clinical and non-clinical) 
expressed by each single patient (Minvielle et al., 2014). From a public 
service perspective, these answers have to be affordable. Consequently, 
all clinical and non-clinical demands need to be considered from a cus-
tomised delivery approach. This is in line with techniques developed in 
other service sectors: Customer Relationship Management (CRM) aims 
to define appropriate practices for the customer relationship in order to 
respond to their demands (Buhalis and Law, 2008; Rust and Miu, 2006; 
Melian Gonzales and Bulchand-Gidumal), mass customisation (Pine, 
1993; Davis, 1987) or personalisation to scale (Lampel and Mintzberg, 
1996; Minvielle, 1996) propose specific answers for each customer at an 
affordable cost. However, the transfer of these techniques to healthcare 
is not self-evident. There are many organizational obstacles to overcome. 
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In any case, hospitality management shares commonalities with health-
care delivery systems when it comes to the management of personalised 
pathways. It could inspire healthcare managers in the elaboration of 
answers, specific to the healthcare field. 

1. THREE STEPS AND SIX KEY FACTORS  
FOR PERSONALIZATION IN HEALTHCARE 

Considering personalisation in healthcare from a managerial perspective 
leads to focus on the development of mass customization in other activ-
ity sectors. “Mass customization” (Davis, 1987; Pine, 1993; Lampel and 
Mintzberg, 1996) is defined as the organizational configuration of products 
and services that meet consumers’ individual needs at almost the same 
price as mass production. On this basis, various adjacent theories have been 
developed in the operations management sector that could constitute a 
frame of reference in healthcare management research (Feitzinger and Lee, 
1997; Vrechopoulos, 2004; Doran et al., 2007; Ro et al., 2007; Avlonitis 
and Hsuan, 2017). The first lesson from mass customization that may be 
applied to healthcare management is that standardization and person-
alization are not antinomic. They can be combined at each step of the 
production process in order to align categories of specific demands with 
a variety of more or less standardized answers. We identified (Minvielle 
et al. 2014) three steps in the process of care: design, service delivery and 
assessment. Six key factors can be related to the three steps composing 
our framework for the implementation of care customization (figure 1.). 

The first factor (F1 = categorization) is related to the design (Step 1). 
It aims to provide a better segmentation of patients in order to adapt 
services to patient profiles. Three factors concern the service delivered 
(Step 2), and are related to technological and human ressources (F2 = IT 
use, F3 = developing service skills and F4 = patient self-management). 
These factors are important issues of PCC approaches as they mostly 
engage? caregivers and require a reconfiguration of the professional/
patient relationship. Finally, two factors are related to assessment (Step 
3), i.e., (F5 = patients’ experiences and F6 = economic impact). These 
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factors enable us? to constantly assess whether the service provided 
meets patients’ needs and is financially sustainable.

Fig. 1 – A framework for care customization (in Minvielle et al. 2014).

2. CATEGORIZATION OF NON-CLINICAL DEMANDS

Categorization is an important issue of a customized process and 
is at the core of consumer relationship management methods (CRM) 
developed in other service industries (Brown, 2000). In the field of 
healthcare, existing categorizations for the management of care pathways 
are mostly structured according to the perspective of clinicians. Patients 
are usually segmented according to their clinical characteristics and 
their genetic profiles. Other criteria related to psycho-social needs are 
also taken into account in the management of care pathways as they are 
linked to a global approach of care. However, they are not systematically 
formalized as such. In addition, patients also express preferences (Bardes, 
2012; Barry and Egman-Levitan, 2012) that are often ignored in care 
delivery systems. The integration of these psychosocial and service needs 
in a systematic categorization process is a current issue for healthcare 
delivery systems. It is particularly true for vulnerable patients whose 
social situation impacts their clinical conditions. 
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In order to include all kinds of expressed preferences in the categori-
zation process, we refer to the concept of “demands” rather than “needs” 
or “unmet needs” that are often related to the clinicians’ perspectives. 
Demands provide a starting point for looking at what patients personally 
perceive as difficulties and complaints (Sullivan, 2003). 

Demands, covering psychosocial as well as service needs, are thus 
referred to as “non-clinical demands”. Non-clinical demands can be 
classified into five categories determined by the nature of the demand 
in response to a specific requirement: 

1.	 Demands related to lifestyle during the treatment period. These 
demands can be related to various needs such as for home assis-
tance, or physical exercise as well as pet sitting or entertainment. 

2.	 Demands related to alternative medicine requirements and 
improved well-being, excluding prescriptions provided by 
healthcare professionals.

3.	 Demands related to the organisational aspect of the treatment 
pathway. This could be, for example, a need for a better align-
ment of appointments with patient constraints, a need for a 
contact person or for a better coordination among stakeholders. 

4.	 Demands for administrative and logistic assistance, related to 
a need for social, financial or legal assistance. 

5.	 Demands related to the use of information and communication 
technologies (TIC) and telemedicine. 

As they reflect patient perspectives, some categories may differ 
depending on the cultural and organisational contexts of care. For 
instance, in some countries, demands related to alternative medicine 
are included in the mandate of healthcare professionals, and therefore 
appear as a “clinical” demand. Thus, categorization processes could be 
inspired by comparison with other healthcare organizations or even 
other service sectors but have to be adapted to each local context. The 
processes must also be updated and modified according to the constant 
assessment by patients and relatives. 
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3. ASSESSMENT OF PATIENTS’ EXPERIENCES

The possibility to record patients’ demands in a continuous manner 
becomes an important issue to ensure the relevancy of the categorization 
process. In all service sectors, asking customers for their opinions has 
become common practice. It enables us to assess how much a product/
service meets customers/patients’ demands. It also allows us to eval-
uate customers’ satisfaction and encourages their involvement in the 
production process (Lee and Cranage, 2011). This feedback may lead 
to corrective actions and generate improvement in work organization 
practices. Customer feedback is also used to evaluate the impact of 
corrective actions. The development of IT (F2) provides an important 
opportunity to increase interaction with customers and to provide this 
feedback (e.g., travelers’ reviews; these have transfigured the hotel indus-
try). In healthcare, online portals remain poorly developed. Satisfaction 
surveys are widely used, but it would be more relevant to develop tools 
that can assess the patient experience, like for instance a system of Patient 
Reported Experience Measurements (PREMS) (Minvielle et al., 2019). 

In the hospitality industry, the question of customer orientation 
has long been at the center of debates, as evidenced by the importance 
of concepts such as customer experience (Kandampully et al., 2017) or 
customer centricity (Shah et al., 2006). Indeed, increasingly educated 
and demanding guests expect personalized services for every interaction 
with the hotel. For instance, many hotel companies, such as Marriot 
and Hilton, have implemented a set of services dedicated to improving 
the customer experience, both within the hotel and in all interactions 
before and after the stay (Kandampully et al., 2017). Therefore, it is 
essential to note that the customer experience results from an effective 
combination of experiences during the entire customer journey, i.e., 
all interactions between the customer and the hotel before, during, 
and after the stay. Following the customer’s journey helps identify 
the critical steps in the relationship between the guest and the hotel. 
Indeed, in the hospitality sector, the customer experience is not merely 
a cozy bed or a fine dinner, but rather is made up of a set of elements, 
consisting of, for example, the website, the telephone reception, or the 
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quality of the relationship with the housekeeping services. In addition, 
implementing a quality customer experience requires coordinating all 
of the services – IT, marketing, operations, communication – that will 
directly or indirectly interact with the guest. Here, an analysis of the 
customer/hotel interactions enables us to identify both the customer’s 
requests and the opportunities for response offered by the organization.

The identification of guest requests is a crucial aspect in the devel-
opment of an effective customer approach. This identification is made 
via various channels and at several stages of the process. For instance, 
interacting with a receptionist or a chatbot during the booking phase 
provides information about the guest’s particular preferences during the 
booking phase. Similarly, all the significant interactions and requests 
made by the guests during their stay should make it possible to draw 
up profiles of requests and identify those that need to be addressed. It 
can therefore be observed that the “expected” channels for identifying 
guest requests (e.g., Tripadvisor, Booking) are not the only ones that can 
effectively collect guest requests. This identification of requests must 
also be part of a global approach that allows for better management of 
available resources, by directing them to the most relevant touch points.

CONCLUSION: THE TRANSFER TO HEALTHCARE 

The above-mentioned examples may inspire categorization and 
evaluation processes in the management of personalized care pathways. 

In the hotel industry, a customer experience approach rather than 
a satisfaction-based approach leads to the collection and analysis of 
demands from an organizational perspective. Using the principle of the 
customer journey to implement customized care could help identify 
critical steps in the patient pathways, by encompassing many locations 
inside and outside hospital (home, pharmacy, website, parking, recep-
tion, etc.) where personalization (or simply a more accurate service) is 
needed. Focusing on experience also makes the segmentation process 
more effective. Indeed, the classic segmentation approach is generally 
defined by the characteristics of the customer/patient (age, gender, 
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race…) and those of the products/services. These characteristics can be 
very sophisticated, and provide updated categories in real time. However 
they are not always sufficient to predict the individual needs in a given 
situation, also called the “job to be done” (Christensen et al., 2007). 

The consequences in terms of data collection is that the empirical 
object is no longer the patient but the patient in a particular situation 
that includes components of the organizational context such as frontline 
workers or technologies. To capture the interactions between the patient 
and these elements or between these actors, common surveys and focus 
groups are not sufficient. It would be more fruitful to complete these 
approaches with in-depth interviews in various situations. The objective 
would be to understand the situation, not only the patient, and to ask 
for descriptions and identify sensitive touch points in care pathways. At 
these touch points, researchers (also managers) should provide in situ 
observation. These observations would specifically focus on the job that 
actors (patients, frontline workers…) do to compensate for the service 
that is needed or being requested but is not available.

Intuitively, one could think that considering the demands in differ-
ent situations would be more complex and require more organizational 
ressources than classic segmentation. Actually not at all. In other activ-
ity sectors, it appears that demands analyzed in particular situations 
are more stable because they exist independently from the customer 
(Christensen et al., 2007). 

Implementing tools from hospitality management, such as the 
“customer journey” may be a very efficient way of assessing the patient 
pathways from an organizational perspective. However, important 
challenges have yet to be overcome. The main resistance to the transfer 
of the tools from hospitality management to healthcare comes from 
professionals themselves. Although in most/some/particular situations, 
patient demands comprise an important part of service needs, professional 
mandates are still very focused on clinical practices. Thus, considering 
patients’ demands in given situations would require extending the 
consideration of professionals to non-clinical aspects of their activity. This 
is also in line with Davina Allen’s call for the extension of the nursing 
mandate (Allen, 2014) and would help make sense of the important part 
of invisible organisational work done by nurses and other professionals 
in the healthcare field. 
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