Physician leaders play a vital part in guiding the practice
toward exceptional performance.
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ransforming health care performance isn’t easy.
I took a lesson in this in 2001 when our group,
Sharp Rees-Stealy, decided to turn our “good”
practice into the “best” practice. We wanted to
be the best place for employees to work, the best place for
physicians to practice medicine and the best place for
patients to receive care. We called this lofty ambition the
“Sharp Experience” (see “About Sharp Rees-Stealy” on
page 30). In the process, we learned important lessons
that can be applied in other practices. This article offers a
framework for guiding a health care group of any size
through transformation to better performance, a task that
depends greatly on the engagement of physicians.
Getting off to a good start

We learned the hard way that physician participation
would be critical to the success of our group’s transformation. For the first two years of our improvement initiative,

the emphasis was on training administrative leaders and
frontline nursing staff and helping them learn new ways
to improve the patient experience. Physicians were not
actively involved in the training, and, not surprisingly,
our performance did not improve. Staff members began
to ask, “If this ‘Sharp Experience’ is so important, how
come the physicians aren’t doing it?” They gravitated
toward the behaviors of the “untrained” physicians, and
the improvement efforts lost traction. We, the physicians,
had unknowingly become obstacles to change.
When our physician leaders realized the need for physicians to play a greater role, our medical director sought
me out to serve as the physician champion, tasked with
coaching, training, aligning and engaging physicians in
our organizational effort. Physician support, visibility,
leadership and example-setting became the cornerstone
to changing our group’s culture and executing our vision.
If there’s room for improvement in your group’s performance, the following process will help you to lead the way.
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Stage 1: Articulate the vision

It is difficult to lead if the destination is unknown.
A vision creates a road map for your practice to follow.
Here’s how to develop and implement one:
Stretch the imagination. The vision should stretch
the boundaries of what is possible for your practice to
achieve, and it should represent what every physician and
staff member wants from the health care they provide.
The vision should not be a description of current opera-

tions but a depiction of the future. Your vision should
be homegrown and easy to convey. It is the theme that
keeps your team working together. Physician input and
support at this early stage will help the change process to
move forward more quickly.
Establish goals. The vision unifies the practice, but
improved performance depends on executing goals. A
vision without goals will not fully engage physicians, and
goals without a vision will fail to unify the workforce.
Your practice’s goals should be aligned
with what the physicians in the practice find
important. Our group’s goals are based on
four “pillars” of performance: the quality pillar
represents clinical measures, the service pillar
represents patient satisfaction, the people pillar
represents employee and physician satisfaction, and the financial pillar represents clinical
revenue and market share. Our group cannot
be successful if even one of these areas is lacking. Patient satisfaction can only happen in step
with employee and physician satisfaction; clinical performance becomes more difficult without
financial performance. Pillars of organizational
performance depend on each other, and every
pillar should be pursued with equal effort.
Communicate clearly. It is important to
clearly and deliberately communicate the vision,
how it will be achieved, and what the end result
will look like to the physicians and employees in
your practice. Everyone must know and understand their role in reaching the vision.
Execute with enthusiasm. Physician leaders are responsible for executing the vision with
enthusiasm, passion, intensity and commitment. Indifference will cause change efforts to
fail. In a large group, key physicians should be
targeted early in the process to provide leadership and work in partnership with administration as a unified team.
Stage 2: Measure and report
performance

Creating a vision for your practice and establishing goals will convey that something new
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The room was quiet – until one of
the physician leaders announced, “This will
not be happening here any longer.”

Leading a health
care group through
transformation
depends greatly
on physician
leadership.

Articulating a vision
and establishing
goals will serve
as a road map for
your practice.

Performance
measurement
and reporting
can motivate and
drive change.

is coming and will provide direction for the
future, but how do you kick-start the change
effort? Performance measurement and reporting, if supported by the physician leaders, can
motivate improvement and drive change. Consider this example from my group’s experience.
Our group includes a busy urgent care
department that manages more than 150,000
patient visits each year. In our past, the
urgent care department struggled with delivering a positive patient experience. In fact, it
was common for the department to rank in
the single percentiles in patient satisfaction
surveys. As our group moved forward with
system changes, it was clear that urgent care
should come along.
In a “diagnostic” effort, urgent care leadership decided to assess pain management in the
urgent care department, since pain management is an important correlate to the patient
experience in this environment.
They pulled 120 charts of patients who
presented with a pain complaint (excluding
abdominal and chest pain) to determine how
frequently our urgent care staff assessed and
treated pain during the clinical encounter.
Out of 120 charts pulled, only 11 patients
who presented with a chief complaint involving pain were assessed and treated for their
pain. Patients with contusions, fractures and
sprains were never asked about their pain and
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were not given anything to help treat it.
Our urgent care leadership team called a
meeting to review the data. The room was
quiet – until one of the department’s physician leaders raised his 6-foot-3-inch frame
from his chair and announced, “This will not
be happening here any longer.”
In the days that followed, they established
door-to-doctor times, deployed discharge
phone calls, hard-wired a system for informing patients of wait times and launched a
pain management protocol to assess and treat
patients quickly for their pain. Our urgent
care system now ranks as one of the best in
the nation for pain management and the overall patient experience.
This episode and others taught us that measuring performance objectively and providing
comparative, transparent feedback intensifies
the effort to achieve individual and group goals.
Physicians care deeply about how their individual performance compares with their peers’,
and reporting their performance will motivate
change. Group goals and individual goals
should be aligned. For example, if your practice
has a goal to get 80 percent of its patients with
diabetes to LDLs below 100, then the performance measure should be tracked and reported
for each individual physician.
It is important to measure performance
along multiple dimensions related to your
practice’s goals. Clinical quality measures
could include percentage of patients with
hypertension who have blood pressures below
140/90; percentage of patients diagnosed
with asthma who take controller medications;
percentage of women age 40 and older who
receive annual mammograms; or percentage of patients age 65 and older who receive
pneumococcal vaccinations.
Service quality measures may include
patient satisfaction survey results, including
a patient’s likelihood of recommending a
certain physician. Productivity measures may
include meeting attendance, generic medica-

physician leadership

tion utilization and clinical charges. Some
groups even include a nurse review of physician conduct, their treatment of nurses and
physician-to-physician collegiality. In the end,
the practice should measure and report on
behaviors that influence the outcomes it wants
to achieve.
Performance data should be reported as
close to real time as possible and in the form
of a consolidated dashboard that provides
comparisons with peers and with a goal. This
work can also be used as the basis for an incentive-based payment tied to clinical and service
goals, which is another important component
to motivating physician performance.
Stage 3: Work on your own
performance – and help your
colleagues do the same

Physician performance sets the tone for the
group. For this reason, it is critical that you
devote time and energy to improving your
skills and to helping your colleagues improve
theirs. Physicians who struggle with performance are not doing so purposely. In most
cases, they simply need to be taught how to
perform better.
Start with the basics. Physicians need
to understand and practice specific behaviors
that improve the patient experience and
work environment. Topics to explore include
the following (for more information on
many of the topics listed here, see the reading
list above):
• Creating a positive first impression,
• Collecting the medical history,
• Explaining the diagnosis,
• Explaining medications,
• Creating a collaborative treatment plan,
• Describing follow-up care,
• Expressing empathy,
• Managing the difficult encounter,
• Improving staff performance.
Appoint a trainer. Training is best performed by physician leaders who have been
appointed and trained for this position. It
rarely works for administrative leaders to ask
physicians to do things differently.
When a group invests the time and effort
to train its physicians and help them to be
more successful, they will become more loyal
to the practice and its vision. They will do for
the practice as the practice has done for them.
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The heart of change

The core of physician behavior change is creating environments, relationships and experiences that prompt a personal and emotional
decision to do things differently. Building high
performance is not about mandating change
but rather setting the stage to help physicians succeed personally and professionally.
It requires leading with a vision that inspires
physicians and staff to work together to make
a difference and investing in and developing
physicians by providing coaching and training
that most of us have never received.
High-performing practices make good
physicians great. When engaged, we champion
our groups, recruit our colleagues and leverage
our influence to change culture in ways that
make a positive difference for patients.
Send comments to fpmedit@aafp.org.
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