BoARDROOM BRIEFING

Timefor a New Model for
Hospital Physician Collaboration

A collaborativeworking rdaionship
with physicians has long been recog-
nized as a critica factor in successful
hospital and health system perfor-
mance. Physcians are integrd to ini-
tiatives for gppropriatdy usng expen-
Sve resources, improving the qudlity
of patient care and developing pro-
gramsin emerging areas of medicine.

The 21 century is darting out as
one of the worst periods in recent

|
Hospital leaders will
need to master the art
of choosing partners
wisely, building relation-
ships and managing the
paradoxesinherentinan
organization they do not

control.
]

memory for hospital-physcianrdation-
ships. Physciansarefeding underpad
and unloved, hospitalsareequdly chdl-
lenged, and each is sriking back in
ways that adversely affect the other.
Why are physicians so angry? Start
with reduced reimbursements, such as
a 5.4 percent Medicare rollback this
year. Physician groups say Medicare
pays below their cost for office vigts,
ignoring risng sdary and mapractice
insurance expenses. Managed care
fees are no better, and getting costly

drugs and tests approved isa hasse.

Physicians are beginning to opt out
of some payment programs. The
American Academy of Family Phys-
ciansreportsthat 17 percent of family
physicians have stopped taking new
Medicare patients. In Massachusetts,
the gtat€'s three largest hedth plans
report that more than 700 physicians
have |eft their Medicare pandlsin the
last year, many saying feesto treat se-
nior citizens are too low, according to
The Boston Globe.

Physicians report lagging morde
and dienationfromtheir professon. In
the latest Kaiser Family Foundation
survey, 58 percent of physicians say
their persond enthusiasm for practic-
ing medicine has declined. Three of
every four believe managed care has
worsened medica care. Nearly half
would not recommend a medica ca
reer today, blaming paperwork, loss
of autonomy, lessrespect for the medi-
cd professon and inadequate finan-
cid rewards.

Ancther sgn of discontent: A smal
but growing number of primary care
physiciansisopening“ boutique’ medi-
ca practices. For a membership fee
of severd thousand dollars per yesr,
doctors promise super-service: same
day appointments, the doctor’'s cell
phone number, house calls and unhur-
ried, personalized care. Dr. Steven
Hier, featured recently in an aticle in
SmartMoney, |eft a practice with a

panel of 4,000 patients and now has
just 300. Each pays$7,500 ayear, plus
fees for vidts and sarvices, for dl the
time and attention he can give.

Physicians Response
TargetsHospitals

One of the primary surviva drate-
gies in this environment for phys-
cians—especially specialists—has
been to open outpatient diagnostic and
trestment centersfocused on high vol-
ume, financidly lucrative petient care.
Usudly located in well-to-do growth
communities or right down the street
from the hospitd, outpatient centersfor
ambulatory surgery, imaging, cancer
treatment, sports medicine and
women' s hedth are designed to be ef-
ficient, cater to patient and physician
needs and be less stressful for staff
than the hospita. And of course, the
physician owners share in the profits.

From the hospital’s viewpoint,
though, patient-focused centers skim
the cream of well-insured patients
needing smple treetment, leaving the
hospital as the safety net for sicker
Medicare and Medicaid patients
whose care costs more than shrinking
rembursements. Asonehospital CEO,
Dennis Barry of the Moses Cone
Hedlth System in Greensboro, N.C.,
put it recently, “We are getting niched
to deeth.”
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Hospitalsare becoming lessimportant
to many physicians. Hospitals are
gruggling to find specidigs willing to
provide emergency room coverage
and accept traditional medical staff re-
gpongbilitiesto chair departmentsand
serve on committees. Even specidists
dill reliant on inpatient work, such as
Neurosurgeons, arejoining more medi-
ca daffs to maintain their volumes
and have lesstime to volunteer & one
fadlity.

A Mode for Collaboration
Sowhat’ stheanswer? Thesolutions
of the 90s, such as physician hospita
organizations and hospitd acquistion
of physician practices, generdly failed,
and bitter divorces haveworsened re-
lationships. Some observersforeseea
|
Realistically, all physi-
cians won't get in the
same boat, so hospital
leaders will need to mas-
ter the art of choosing
partners wisely, building
relationships and man-
aging the paradoxes
(our partners compete
with us!) inherent in an
organization thatthey do

not control.
]

divison of physician practice between
office-based and hospital-based phy-
sicians, much as exists in England.
Hospitdigts are the vanguard of the
trend.

Is there any hope? Hospitals and
physicians share a disstisfaction with
the status quo. The seeds of thelr dis-
content could produce an opportunity
for didog and joint development of a
new model for collaboration built
around three underlying and interre-
lated dements a“flatilla’ of physdans
who can dign with the hospitd’s vi-
son and gods, a new hospital-phys-
cian “compact” that sets expectations
based on current redity, and effective
leaders who can deliver what they
promise.

1. A shared vison and goalswith a
“flotilla” of physician practices.
Any successful, sugtainablerdation-

ship starts with common goas. To
bridge differences and divergent sdf-
interests, two parties need to find ob-
jectivesand valuesin common, or they
will have no basis to cooperate.

Dr. Joseph Bujak, a physcian ex-
ecutive and consultant from Coeur
d’Alene, Idaho, argues that while
“shared and transcendent purpose can
overcome petty differences’ between
hospita sand physicians, hospitalsthat
try to play Noah and put dl the phys-
cians in one ark to survive the flood
are pursuing a hopeless course. Phy-
scians, Bujak argues, areby naturetoo
independent and driven by the legiti-
meate, economic and professona needs
of their practicesto find true satisfac-
tion in a single boat, especidly one
skippered by the hospital CEO (see
box, Page 3).

Instead, Bujak argues, hospitals
shouldamfor “aflatilld’ of physcians
who share the hedth system’s broad
vison, such as its commitment to ex-
cdlent care provided through phys-

cian partnerships. Doctors who can
align their practice needs with the
hogpitd’s vison join the flatilla when
their practice gods and the hospital’s
aredigned. A radiology group, for in-
gtance, might form ajoint venture for
an imaging center with the hospitd. A
women's hedth practice might oper-
ae its own outpatient facility but dso
contract to provide OB/GY N cover-
age in the ER and perform qudlity re-
views for the department.

A flatillahasmultiple captains, each
of whom may steer their boats in
dightly different directions and even
gray from the fleet, so Bujak’s con-
cept may be a hard sl for control-
minded executives and boards. Redl-
igicdly though, dl physcianswon't get
in the same boat, so hospital leaders
will need to master the art of choosing
partners wisdy, building relaionships
and managing the paradoxes (our part-
ners compete with ug) inherent in an
organization that they do not control.

2. A new hospital-physician com-
pact that defines mutual expec-
tationsbased on current reality.
A compact is the agreement, often

unwritten, of the mutua expectations

of two parties. Inthetraditional hospi-
tal-physician compact, hospitals pro-
vided physcians with a workshop of
modern equipment and quaified gaff,
and in return, physicians volunteered

ER coverage, medical staff leadership

and so on.

Now, apanoply of externd forcesis
upsetting thecompact. Hospitalsused to
dick to inpatient care and leave outpa
tient care, except for poor patients, to
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Joe Bujak on
Why a Flatilla, Not an Ark?

B Hospitdsare angered wheniin-
dependent physicians compete
with them, and say doctors
should accept their share of the
hospital’s community service
misson.

B Physcianscomprisean “expert
culture” They form relation-
shipswith other expertswhenit
meets their needs, such as re-
ferring patients to specidigts.

B Physiciansare motivated by vi-
sonand dignment of godsmore
than by misson: Their highest
ordered needs are served by
the relationship.

M Inaflotilla each boat pursesthe
shared vison and gods of the
crew, and those are different
from the vison and godls of
other boats.

B At times the boats sal in the
same direction, but the crews
decide, issue by issue.

B Within the flotilla framework,
opportunitiesexist to crestefo-
cused partnerships, so long as
the vison and gods dign.

physdansinther offices Now, hos-
pitdsand physdans competefor lucra:
tiveoutpatient busness Specidigswon't
provide ER coverage grais any longer
amidg worries about mapractice cov-
erage, uninsured patients and the de-
mands of baing on multiple gaffsto gen+
erde enough busness.

The path to a new, collaborative
rel ationship Sartswith ajoint recogni-
tion that neither is to blame for (and
eachisbuffeted by) externa forcestha
are upsetting the traditiona compact.
Hospitals and those physicians who
want to be in the flotilla need, fird, to
recognize that they areinterdependent
and need each other, and second,
toagree on anew compact with clearly
defined, mutua expectations that re-
flect current redlities and each Sde's
important interests.

3. Effective board, physician and
executive leader ship that is ca-
pable of making and keeping
commitmentsto each other.
Noneof thiswill beeasy, andthat’s

why effective leadership is essentidl.

L eedershipisgetting peopleto dowhat

they ather are unwilling or unable to

do on their own.

Many medical saffs have faled to
choose good leaders. Too often, they
exacerbate bad relations by decting
their most reactionary and voca mem-

bers who block cooperation at every
turn. Medica staffs need to redesign
their structures and eect leaders who
are willing to put in the time and go-
proach hospita relations with objec-
tivity and a commitment to work to-
gether. Smilarly, governing boardsand
executives need to come to the table
willing to be candid and trustworthy
and ready to explore new ways of
working together that rely lesson con-
trol and more on shared common pur-
pose and mutua incentives.

There is no smple path to better
hospital-physcian relationships. Edu-
cational retreats for board, manage-
ment and medicd daff leaders are d-
most dways a sarting point but can-
not be the end. Identification and nur-
turing of physician champions, devd-
opment of pilot projectsthat show the
benefit of working together, and acom-
mitment to nurturing communications
and the hospital-physcian rdationship
are criticdl.

Barry S. Bader isa governance
consultant and retreat facilitator. He
may be reached at (301) 340-0903 or at
bbader @GreatBoards.org. Joseph
Bujak, M.D., FACP, isvice president of
medical affairsfor Kootenai Medical
Center, Coeur d’Alene, Idaho, and VHA's
Mountain States region. He can be
reached at (208) 666-2014 or at

jbujak@attglobal .net.
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