








THE PHYSICIANEXECUTIVE ~ MARCH « APRIL 2008 29

‘ ‘ Features New.indd 29 @ 3/5/08 1:43:01 PM ‘ ‘



Segmenting the plan

An effective plan for physician
engagement must be segmented—
fit to the specific needs and roles
of many different subgroups of the
medical staff. It is well known that
20 percent of the members of the
medical staff actually generate 80
percent of the work in a typical hos-
pital.” So your approach to this 20
percent should be different from the
efforts directed at the 80 percent.

It is not that the 80 percent
are unimportant: doctors who only
refer and never attend in the institu-
tion can affect quality in less direct
ways by the acuity of their patients’
conditions when they are admitted,
for example. But it is the core 20
percent of the staff that needs the
most attention, for most initiatives.
And within the 20 percent, there are
multiple different segments to be
considered.

Segmentation entails thinking
about the medical staff members and
a menu of options to engage with
them in terms that reflect a range of
variables:

* The role you wish them to
play in a given quality initia-
tive: project leaders, champions,
and “structural leaders” such as
department chairs all require dif-
ferent approaches for optimal
engagement in their specific
roles.

* Specialty

e Length of their tenure with the
organization

* Respect they enjoy within their

peer culture

e Political position within the medi-
cal staff organization

¢ Volume of their admissions

Standing order sets in the car-
diac care unit will save time for the
cardiologists and empower nurses to
take actions that save the physicians
from having to disrupt office hours

to come to attend to a worsening
patient. These will be meaningful to
the cardiologists but will do nothing
for the orthopedists.

Leasing nurse practitioners on
a part-time basis to oncologists to
do in-hospital work with them for
which they can bill, or even to fam-
ily physicians to help them in their
offices, will not capture the enthusi-
asm of the gastroenterologists.

To develop segmentation strate-
gies, a good understanding of the
Stark, anti-kickback and antitrust
laws can be extremely useful. To
pay physicians for the work they do
for the hospital is an obvious tactic,
but in the last analysis, to earn that
money they must spend time doing
something other than their primary
work. And time is the scarce com-
modity they most need.

There are many other possibili-
ties to give them back time while
improving quality that can entail
Stark issues, but are also legitimate.

Clinical integration, compliance
training including templatized docu-
mentation, coding and billing guid-
ance, electronic health record sup-
port are all in-kind support hospitals
can give to physicians and their
staffs that will save them time once
implemented.?

Principles and techniques

The professional culture of phy-
sicians is strongly imprinted by their
training and practice experiences.
For example, physicians are taught
to feel personally responsible for
each individual patient’s care, and
therefore place great value on their
own individual autonomy in care
decisions.

This sense of personal respon-
sibility leads physicians to see any
proposed change in how patients
are to be cared for as a personal
judgment about the care they have
been providing.

And when these cultural fea-
tures are combined with the natural
human inclination to defend one’s
professional integrity, an argument
(spoken or unspoken) arises that
goes something like this: “If I'm
doing it this way now, what I'm
doing can’t be bad, because I'm a
good doctor and I'm trying hard
to do the best for my patients.
Therefore any change in what I'm
doing now has a high risk for mak-
ing things worse, not better, so we’d
better be real sure before we make
any changes.”

Physicians also form deep
unspoken bonds with other physi-
cians who have come through the
same gauntlets as they have, and
therefore give special weight to the
views of those colleagues.

Those who wish to engage
physicians in quality improvement
need to both understand these and
many other aspects of physician
culture, and adopt improvement
methods with improvement styles
that respond and accommodate to
this culture.

A few examples from the IHI
paper illustrate this idea:

* Involve physicians from the
beginning, and offer them access
to the “raw” unpackaged data, so
that you earn their trust with your
own transparency.

° Make it easy to try suggested
changes. Physicians are under-
standably defensive about the
status quo. So instead of propos-
ing a change as “the way things
are going to be done from now
on,” frame all proposed changes
as tests—e.g. “Let’s try it this way
for a week or two, and then let’s
review how it’s going. If it’s not
going well, let’s try something
else, until we see clear evidence
that it’s really better.” Even those
physicians who believe that the
proposed change will bring disas-
ter will begrudgingly go along
with a temporary trial, especially
if others try it first.
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