Special Report: Discouraged Doctors

Reclaiming Physician Power: Your Role as

a Physician Executive

By Edward . 0’Connor, MBA, PhD and
C. Marlena Fiol, MBA, PhD

Dr. Schmidt, the newly hired vice president
of medical affairs at a large Midwestern hospital,
was charged with halting the decline in physician
morale. He soon learned that things were worse
than he expected. The medical staff seemed to
have little in common beyond their opposition to
administrative actions.

In addition, it appeared that he was now seen as part
of the “them,” someone who had joined forces with the dark
side in order to wrest more power and control from the phy-
sicians. He was viewed as part of the problem.

Sitting in his lonely office, he pondered what role
he could play in bringing physicians together to enhance
health care in their community.

The challenge

Schmidt’s situation seems pretty grim. And accord-
ing to a National Survey on Physicians conducted by the
Kaiser Family Foundation in 2002, the level of discontent
of the medical staff at his hospital is not unusual.

When asked about the state of their morale, the
majority of physicians reported that both their colleagues’
and their own morale has been waning in recent years.
Almost half are thinking about leaving medicine, and
would not recommend it to a young person today.?

While physician satisfaction and medical school
applications increased slightly in recent years, both are
still far below levels reported during the good old days a
decade or more ago.

The number one reason for dissatisfaction that physi-
cians cite is administrative hassles.! As one physician’s
wife stated, “my spouse’s judgment is constantly ques-
tioned by nameless and faceless corporate minions armed
with the rule books.”?

Physicians are feeling a loss of control and a loss of
status. And information that used to be restricted is now
available to everyone (RN’s, patients, insurance compa-

46  NOVEMBER « DECEMBER 2006 ~ THE PHYSICIANEXECUTIVE

IN THIS ARTICLE...

nies), thus empowering others, seemingly at the expense
of physicians.?

If that isn’t enough, many physicians are facing
increased workloads in response to higher overhead
costs, decreased reimbursements, sky-rocketing malprac-
tice claims, and more competition.3

Third parties and limited budgets seem to be control-
ling the direction of medical care, and this shift of power
has left many physicians feeling a loss of both control
and authority.*

In addition to these losses, physicians’ collective
voice seems to be weakening over time. Evidence of this
can be seen in American Medical Association’s declining
membership, that dropped by almost 43,700 members—a
decline of 15 percent—between 2000 and 2004.

Moreover, a 2002 VHA study found that physicians
lack responsibility for clinical care as a collective whole,
there is a lack of respect for physician leadership, and
health care organizations tend to avoid partnerships with
their medical staff, even if they could potentially enhance
quality and safety.©

Increased outcome measurement and a shift in con-
trol from providers to customers further threaten the phy-
sician’s traditional identity as captain of the ship. The lack
of a new, common, generally accepted group identity has
contributed to making any efforts to unite physicians a
risky endeavor.

Pressures to reform our health care system have led
to even further constraints on physicians, requiring them
to accept reductions in reimbursements and to alter
practice styles. Many physicians find themselves in what
has been described as a zero-sum health care system



There is tremendous opportunity for your physicians to create a united front as they lead the way

to clinical quality improvements. But they need to find their story—and tell it well.

comprised of enemies, cost-shifting,
declining trust, lack of standardiza-

tion, quality challenges, skyrocket-

ing costs and plummeting value.”

It is hardly surprising that
a study by Archives of Internal
Medicine showed that over 80
percent of physicians responding
believed that their commitment
to undivided patient loyalty had
diminished.?

Bringing physicians’ social
contract back on track will require
that the profession of medicine
come together to reclaim its power.
Bringing physicians together, how-
ever, has typically been a difficult
hill to climb.

Opposing forces include the

lack of explicit, shared mission,
vision or values along with the fact
that one of the few things that typi-
cally unites physicians is their mutu-
al commitment to the preservation
of their individual prerogatives.*

Fighting for control

As physicians witnessed the
rise to power of administrators and
hospitals as institutions in their
own right, they naturally fought to
protect their control over medicine.
But rather than fighting for a place
at the table in the hospital of the
future, battles frequently seem to
be about bringing back what are
considered to be the “good old
days” of individualism, autonomy

and escape from the influence of
the bottom line.

Autonomy has been the rallying
cry.? However, conflicts between
clinical demands and limited bud-
gets appear to be here to stay.

Physicians have tried to regain
their autonomy and control in a
number of ways. For example,
many physicians learned the meth-
ods of the “enemy” by enrolling
in MBA and MMM programs. The
output of such programs is the
physician executive with enough
financial management know-how
to be able theoretically to fulfill the
role of translator between the clini-
cal and financial domains of health
care,* using the tools to protect
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physician rights in the boardrooms
of management.

How have these attempts fared?
Have physicians begun to regain the
power from the past that was per-
ceived to be lost? Unfortunately, the
answer seems to be a resounding no.
Indications are that many current phy-
sician executives—armed with man-
agement skills—are not experiencing
the hoped-for results.

Rather than being viewed by
their fellow physicians as respected
protectors of their rights, many
bilingual physician executives are
neither listened to nor respected by
either physicians or administrators.
Administrators frequently doubt the
physician executives’ business acu-
men and they are often viewed by
physicians as traitors or administra-
tors with honorary MD degrees.!?

Suffice it to say, relations
between hospital administrators and
their physicians appear to be as bad
as they've ever been,!! and physi-
cians are no closer to reclaiming
their power.

Power over whom?

Power is about gaining influ-
ence and control—but over whom?
Attempts to regain physician power
so far appear to be directed at gain-
ing authority and control over those
others—administrators, third parties,
and even patients—who are seen as
responsible for the current negative
state of things.

In spite of these efforts, con-
straints on physician power and
restrictions on their work seem only
to have increased. To date, econom-
ic pressures, autonomy desires and
a resulting unwillingness to make
time to engage in dialogue have
constrained physicians to operating
as a reactive versus creative force in
shaping their role in the future of
health care.

True power may only come
by focusing on gaining control
over one’s own turf and one’s own

activities, rather than focusing on
gaining power over others. It is
time for physicians to shift the focus
from battling “them” to strengthen-
ing “us.” And you, as a physician
executive, are in a unique position
to help all physicians do this. But to
do so, you must consider carefully
what it means to be a physician
executive.

Defining your role

The term physician executive
is simply a signpost—an indication
that a physician is occupying an
executive role. The actual definition
of duties associated with the title
varies greatly across organizations
and positions.

Some physician executives are
viewed as educated defenders of
physician rights while others are
seen as senior leaders responsible
for delivering the physician con-
stituency to the support of organiza-
tional goals.

Given the limited success in
uniting physicians and administra-
tors around resolving today’s health
care challenges, we suggest that
there is an additional, important,
often overlooked role critical to
both physician morale and health
care outcomes.

The physician executive profes-
sion is young and further maturing
is likely over time. In addition, the
relationship between physicians and
administrators is still in transition
as environmental pressures place
strains on health care organizations
that demand new answers.

Clearly hospitals and health
care systems are dependent upon
the physicians who deliver care.
Similarly, those physicians who care
for the seriously ill are dependent
on hospitals and health systems to
provide the resources required for
clinical success. While interdepen-
dence may be ultimately desirable,
moving there directly from a depen-
dent relationship is unlikely.'?
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Independence is an intermedi-
ate step between expecting others
to come through for us blaming
them when they don’t and maturely
working together. Some physicians
and administrators, reacting to the
unpleasant realities of being depen-
dent on each other, view inde-
pendence as a large leap forward.
However, the complexity of our
current health care system requires
moving to a place of self-reliantly
choosing to work together for the
common good of all involved.

Unfortunately, one cannot eas-
ily achieve the cooperation, team-
work and communication required
for interdependence.'? Each group
must first establish a self-reliant,
inner-directed, independent identity
before participating in the interde-
pendent collaboration required for
success.

Strength and power come, not
from succumbing to or resisting
someone else’s story, but rather
from authoring your own. While it
is true that a boundary-spanning
role between clinical and adminis-
trative worlds may be valuable to
health systems, it is most likely to
be effective if the “story” of each
separate world is first strong and
clear in its own right.!!

A strong and clear physician
story is about who you are as a
group and what you are passionate
about. That story has been slipping
away as physicians increasingly feel
burned out, badgered and power-
less. The idea that the medical staff
of most hospitals is organized and
structured with a story of its own is
appealing but untrue.

While physicians tend to be
a fragmented lot, typically coming
together only in the face of threats,
they were attracted to a career in
medicine because of their desire
to care for others. Today many
physicians hunger to rediscover a
meaning and purpose in their work
beyond the pursuit of money.*



Physicians tend to be a fragmented
lot, typically coming together
only in the face of threats.

As a lead author of your
physician group’s story, physician
executives are uniquely positioned
to be the impetus for regaining true
physician power. Rather than focus-
ing on succumbing to or resisting
administrative initiatives, you have
the opportunity to help physicians
define their passion and their own
unique perspective.

In a recent article in 7he
Physician Executive on hospital-
physician relations, we described
five steps for strengthening the bond
among physicians and engaging them
in co-authoring their story:

I. Establish frequent meaningful
contact among physicians

2. Develop a medical staff vision
based on values the physicians
hold in common

3. Make membership in the
physician group highly visible

4. Enhance the attractiveness of
belonging to the group of
physicians

5. Develop a clear measurement
system for documenting the
value created by the physician
group!!

By giving physicians control
over their clinical story, they will
regain the power they have felt was
lost. Moreover, evidence suggests
that control over their own story
will lead to better relations with
administrators and break down
the battle lines that have crippled
healthcare institutions.!!

And if physicians are confident
in their own identity as a group
after co-authoring their story with
you, they will be less likely to view
you, their physician executive, as a
traitor to their cause.

Advocating an independent
physician identity may be trouble-
some to many health care leaders.
After all, haven’t administrators and
physicians been far too separated in
their thinking during recent years?
Isn’t it important to get administra-
tors committed to clinical care and
physicians responsibly balancing
health care quality along with the
financial and regulatory realities
of today’s environment? Don’t we
have to move past compartmental-
ization and get everybody together
in the same room working with a
good facilitator to understand our
interdependencies?

The answers are clearly yes—
we should work together. Physicians
and administrators, along with oth-
ers, need to make major decisions
together to heal our health care
system.

The current challenge, however,
is to find sufficiently secure non-
threatened leaders in both camps,
clear about their independent dis-
tinctive identities and contributions,
who can then work together to cre-
ate the interdependent health care
system of the future.

Redefining physician
executives
Dr. Schmidt, from our opening

vignette, faces a dilemma that is
unfortunately all too common. Many
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of you have faced it yourselves. The
place to begin is not to succumb or
resist the will of administration. The
place to begin is to show physicians
how to author their own powerful
story.

The challenge, of course, is that
you—Ilike Schmidt—may be starting
from a place of physician distrust
and lack of respect for you as a
physician executive. The sugges-
tions for building a unified group
of physicians will do you little good
if no one is listening and no one
cares what you have to say. It is
not likely, for example, that Schmidt
will turn things around by simply
getting the physicians together and
providing them with his vision of
their collective future.

To build credibility as a lead
author of your physicians’ power-
ful story, you may begin with three
simple steps.

First, emphasize the similarities
that unite those physicians who ini-
tially come forward to participate by
asking: What are we, as physicians,
passionate about? Communicate your
passion and listen avidly to theirs.

Second, spread the passion by
creating a vivid picture of a clinical
future in which physicians are front
and center. Give your physicians a
focus that extends beyond their spe-
cialties and let them know that they
are the heroes of a collective story.

Finally, very publicly recognize
even small contributions toward that
future. The recognition will begin to
encourage additional physicians to
come forward and bond with your
initial group. Maybe more impor-
tantly in these early steps, the fact
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that the recognition comes from
you will further enhance their
growing respect for you.

In the end, physicians need
to reclaim their power for reasons
that go well beyond their own
well-being. Physician behaviors
and attitudes significantly affect the
cost, quality and appropriateness
of health services. Mounting evi-
dence of avoidable medical errors
and wide variance in the use of
evidence-based clinical practices
suggest that we must question the
value of the health services we are
currently providing in the U.S.13

Many clinical quality improve-
ment initiatives launched by
accreditation bodies, government
agencies, medical societies and
quality improvement organizations
are designed to address the clearly
identified quality problems. These
efforts often produce more angst,
confusion and skepticism among
already overworked.!4

There is tremendous opportu-
nity for your physicians to create a
united front as they lead the way to
clinical quality improvements. But
they need to find their story—and
tell it well.
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If you're stalled
get unstalled.

“We’re a large country;
someone somewhere
has probably solved

the problem
you’re working on.”

Don Berwick, MD, CPP
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