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Introduction

“The old medical staff model is dead. What’s the new model?”

This question, posed by CEOs and medical staff leaders alike, is the one

we set out to answer when we started this book. The Greeley Guide to New
Medical Staff Models: Solutions for Changing Physician-Hospital Relations is
based on The Greeley Company’s more than four decades of experience work-
ing with hospitals and medical staffs. We work with hundreds of hospitals,
medical staffs, and other physician organizations each year in every state and
every community across America. We experience firsthand the challenges
confronting hospitals and physicians. We also have the privilege of witnessing
examples of outstanding leadership from physicians, hospital managers, and

board members.

How to Use This Book

In Chapter 1, we address the question of whether we need a new medical
staff model. We identify the key challenges facing hospitals and medical
staffs today, and turn each challenge into a goal medical staffs must achieve
if healthcare is going to meet the needs of physicians, hospitals, our commu-

nities, and our country.

Chapter 2 examines the history of the medical staff, from the self-governed
medical staff championed by the early founders of the American College of
Surgeons to the broken social contract experienced by many physicians and

hospitals today.
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Chapter 3 provides a comprehensive review of the new medical staff models
popping up across the country. (Readers may be surprised to find we’ve
identified at least 18 medical staff models through our consulting and re-
search!) As we analyze the strengths and weaknesses of each model, you’ll
readily recognize that we are not moving into a one-size-fits-all medical staff
model. Instead, almost all medical staffs will be forced to integrate multiple

models into a coherent approach to aligning physicians and hospitals.

In Chapter 4, we connect the dots by identifying which medical staff models
can help your hospital and medical staff achieve key goals. The CD-ROM that
accompanies this book includes a spreadsheet that, at a glance, helps physi-
cian and hospital leaders determine which goals are most important to them

and select the best models to help them achieve those goals.

Chapter 5 looks at the evolving challenge of medical staff development plan-
ning. No longer is it just a matter of determining physician-to-population
ratios. Instead, key strategic issues must be addressed if hospitals are going to
achieve truly effective medical staffs that drive physician and hospital success

while providing high quality patient care.

Chapter 6 examines one of the core challenges facing physicians and hospitals
today: physician apathy. We ask whether the medical staff is even relevant to
physicians today. Not surprisingly, this question can only be answered in the
context of the generational differences that are playing out in medical staffs.
We conclude by recognizing that, if the trend of physician apathy is to be

reversed, investing in training medical staff leadership is the key.
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Finally, in Chapter 7 we put it all together into a practical, 10-step process to
achieve better physician-hospital relationships with the goal of achieving

physician success, hospital success, and quality care for your community.

On the CD-ROM that accompanies this book, we’ve provided a white paper
from The Greeley Company entitled How Can Physicians and Hospitals Both
Succeed When They Compete and Collaborate at the Same Time? This white
paper creates the most constructive frame for exploring new medical staff

models throughout the book.

Buckminster Fuller—inventor, architect, engineer, mathematician, poet,
cosmologist, and transcendentalist—once said that it is the obligation of each
of us to help make the universe work. We hope you will use the information
in this book to help make healthcare work for your physicians, your hospital,

and your community.

Note: At the time this book goes to print, The Joint Commission has released
its revised standards and elements of performance (EP) for 2009, which will
take effect on January 1, 2009. Although no new standards have been added,
some requirements have been split or consolidated, and standards have been
renumbered. All references in this book to Joint Commission standards and
EPs are according to the Comprehensive Accreditation Manual for Hospitals,
2009 Edition. To access The Joint Commission’s history tracking tool, a cross-
walk of the 2008 and 2009 standards and elements of performance, visit

http://www.jointcommission.org/Standards/SII/sii_hap.htm.
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CHAPTER 1

Do We Need a New
Medical Staff Model?

0000

About a year ago, a hospital CEO came up to one of the authors of this book
and announced, “The old medical staff model is dead. What’s the new mod-
el?” Although this was an interesting comment and question, it didn’t seem
earth shattering. In fact, for the past 15 years, we have heard others predict the
death of the organized medical staff as we know it. Yet the self-governed

organized medical staff has persisted.

A few weeks later, another CEO reiterated the comment. A month later, it
happened again. Now the comment was more than just intriguing. It raised
some questions: Is the organized medical staff truly dead, and we just didn’t
know it? If so, what’s the new model? What if the new model is not a single
model but multiple models? These questions formed the impetus for writing

a book on new medical staff models.
The place to start this discussion is with a vision of what you—meaning your

hospital and physicians—are trying to accomplish for healthcare in your

community. It can best be summarized in three simultaneous goals:

The Greeley Guide to New Medical Staff Models 1
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e Achieve physician success

e Achieve hospital success

e Provide great care to your community
If these three goals are met, we’d all consider it a home run. Let’s call this
the “vision” of a truly effective medical staff. The new medical staff model
should make this vision a reality. Let’s now discuss the challenges that make

it difficult to achieve the vision of physician success, hospital success, and

great patient care.

Today's Medical Staff Challenges

Hospitals and medical staffs face critical challenges. Reimbursement is not
keeping up with rising costs. Physicians and hospitals increasingly compete
with each other. The old social contract that linked medical staff membership
to emergency department (ED) call responsibilities is unraveling. Regulatory
requirements are becoming more stringent and invasive. In the face of all

these challenges, physician apathy is growing.

Following are the areas we find that are the most pressing and important

challenges facing hospitals today related to their medical staffs:

e Medical staff structure and governance

e Physician performance and accountability

2 The Greeley Guide to New Medical Staff Models
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e Hospital-medical staff collaboration

e Medical staff culture

In the following sections, we identify the specific challenges in these areas

and reframe each challenge as a goal we are seeking to achieve through a

better medical staff model. Please note that these and additional medical staff

challenges are discussed in depth in The Medical Staff Leader’s Practical
Guide, Sixth Edition, published by HCPro, Inc., which includes practical

strategies and tips for medical staff leaders to use when addressing each

challenge. Here we are using these challenges as a framework to evaluate new

medical staff models.

Medical Staff Structure and Governance

Challenge

Goal

Physician apathy and poor meeting
attendance

 Physician engagement and active
participation

Poor medical staff communication

v/ Good medical staff communication

Unprepared, ineffective medical staff
leaders

v Well-prepared, effective medical staff
leaders

Conflict over member rights and
responsibilities

v Good balance between physician
advocacy and mutual accountability

The Greeley Guide to New Medical Staff Models 3
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Physician apathy and poor meeting attendance

One of the most common complaints we hear in medical staffs across the
country is that doctors don’t come to meetings anymore. Physicians are also
reluctant to serve in medical staff leadership positions. In a more effective
medical staff, physicians would be engaged and participate actively in meet-
ings (including asynchronous online meetings). Physicians would also be

willing to serve as leaders.

Poor medical staff communication

Physicians struggle to keep up with the clinical information that bombards
them, such as lab results, patient and family phone calls, and calls from
hospital units and consultants. They tend not to read communications from
the hospital or medical staff. They also feel so pressed for time that they tend
to communicate about inpatients through the medical record, rather than
speaking with other providers directly. An effective medical staff would be
one in which physicians communicate well with one another about clinical

issues and with their leaders about medical staff issues.

Unprepared, ineffective medical staff leaders

In many hospitals, a practicing physician with little interest in medical staff
leadership could be appointed president of a medical staff at the blink of an
eye. This happens for two reasons: high leadership turnover and inadequate
investment in medical staff leadership development and succession planning.
Effective medical staffs retain leaders longer and invest in leadership develop-

ment and succession planning.
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Conflict over member rights and responsibilities

Medical staffs often focus on protecting member rights—and for good reason.

The medical staff doesn’t want to negatively affect a fellow physician’s ability

to practice successfully and earn a good living. At the same time, with rights

come responsibilities. Medical staffs today are less effective at holding physi-

cians accountable for fulfilling their responsibilities. In fact, most medical

staffs have not taken the time to adequately set and communicate comprehen-

sive performance expectations and achieve physician buy-in. In addition,

many are not holding members accountable for fulfilling these responsibili-

ties. An effective medical staff strikes the right balance between advocating

for physician rights (including the right to practice unencumbered and to earn

a living) and holding physicians accountable.

Physician Performance and Accountability

Challenge

Goal

Inappropriate variation in physician
performance

 Consistently excellent physician
performance

Disruptive physician behavior

v Physician accountability for behavior

Poor physician compliance with medical
staff and hospital policies

 Physician buy-in and compliance with
medical staff and hospital policies

Unnecessary, lengthy, or costly fair
hearings

 Physician performance issues
addressed collegially and without
resorting to legal processes

Excessive utilization and costs

o Physician buy-in and compliance with
efforts to control utilization and costs

The Greeley Guide to New Medical Staff Models 5
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Inappropriate variation in physician performance

Physician performance data makes it clear that performance varies. Some of
this variation is appropriate based on the needs of different patient popula-
tions and physician practice styles. But much of this variation does not add
value. In fact, recent data shows that physicians do not practice evidence-
based medicine much of the time. An effective medical staff is one that drives
out non-value-added variation while preserving the types of variation that add
value. Striking this balance well produces consistently excellent physician

performance.

Disruptive physician behavior

Unfortunately, there are few (if any) medical staffs that haven’t been faced
with the effects of disruptive physician behavior. Though usually confined
to a small number of physicians, it’s a big problem for hospital staff and
medical staff leaders. (Please see A Practical Guide to Preventing and Solv-
ing Disruptive Physician Behavior, published by HCPro, Inc., as well as
HCPro’s training DVD, Dealing with Disruptive Physicians: How to End
Problem Physician Behavior Now, for an in-depth discussion of this problem
and effective strategies for addressing it.) An effective medical staff estab-
lishes clear parameters of professional conduct and holds physicians ac-

countable for meeting them.

Poor physician compliance with medical staff and hospital policies

A surprising number of physicians think medical staff and hospital policies
don’t apply to them and therefore fail to complete medical records on time,
show up on time to the operating room, or adhere to the physician conduct

policy. An effective medical staff communicates to physicians the importance
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of following policies (especially those that affect patient care and hospital

operations) and ensures compliance with these policies.

Unnecessary, lengthy, and costly fair hearings

Many medical staffs go through a fair hearing to address a physician perfor-
mance issue. One fair hearing typically costs upward of $50,000, and particu-
larly difficult ones can run $500,000 or more. They tend to polarize a medical
staff and require large amounts of physicians’ and hospital staffs’ time. Many
of these fair hearings could be avoided if the self-governed medical staff
implements a fair and collegial process for addressing physician performance
concerns. Medical staff models built on physician employment or physician
contracting raise opportunities to address physician performance issues in a
more business-like manner. In both models, many performance issues can be
dealt with through the human resources process or the contract management
process and never become medical staff issues. The effect of such changes are

discussed in Chapter 3.

Excessive utilization and costs

Hospital costs are driven in large part by physician practice patterns, giving
rise to utilization management programs, including case management. Most of
these programs focus on changing physician practice patterns. Physicians
historically have not welcomed hospital efforts to change how they practice
medicine. Yet today’s financial challenges require hospitals and their medical
staffs to practice more cost effectively. Physicians on an effective medical staff
understand the need to be cost effective and modify their practice patterns

over time to achieve this goal.
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Hospital-Medical Staff Collaboration

Challenge

Goal

Strained physician-hospital relations

¢ Trusting, collaborative physician-
hospital relations

Rising costs for ED coverage and
Emergency Medical Treatment and Active
Labor Act (EMTALA) compliance risks

o/ Physician participation in ED cover-
age and EMTALA compliance

Aggressive physician-hospital competition

v Physician-hospital collaboration

Little physician participation in medical
error reduction and patient safety initia-
tives

/ Physicians drive medical error
reduction and patient safety
initiatives

Little physician participation in efforts to
improve hospital performance on publicly
reported data and pay-for-performance
measures

/ Physicians drive improvements in
hospital performance on publicly
reported data and pay-for-perfor-
mance measures

Little physician support for hospital
accreditation efforts

¢/ Physicians support and participate
in hospital accreditation efforts

Strained physician-hospital relations

In many medical communities, relations between physicians and hospitals

are characterized by a lack of trust and poor communication. This sad state

of affairs usually is the result of past actions. For example, physicians may

resent that hospital leaders were unresponsive to their concerns about recruit-

ing a physician’s competitor into town. The hospital may resent physicians

moving the most profitable business lines into physician-owned entities and

“cherry-picking” payers in the process. Hospitals and the communities they

serve cannot afford poor physician-hospital relations. They need physicians and

hospitals to support each others’ success and achieve high-quality medical care.
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Rising costs for ED coverage and EMTALA compliance risks

Across the country, physicians are refusing to provide ED call unless the
hospital pays them. (For an in-depth discussion of best practices regarding ED
call and EMTALA, consult Emergency Department On-Call Strategies: From
Team Management to Compensation Plans, published by HCPro, Inc.) Hospi-
tals are paying millions of dollars each year to physicians for ED call coverage
services that they previously provided for free. Hospitals that pay for call are
finding that their physicians are increasingly unhappy about call—and some
physicians refuse to provide ED call coverage at any price. In addition to the
rapidly rising expense of paying for ED call, these tensions have created
EMTALA compliance risks for many hospitals. ED call is one of the biggest
challenges driving the consideration of alternative medical staff models. An
effective medical staff will ensure adequate physician participation in ED

coverage and eliminate problems with EMTALA compliance.

Aggressive physician-hospital competition

As physicians’ net incomes have decreased due to rising costs, resource-based
relative value scales (RBRVS), managed care, and other forces, they have
actively sought alternative sources of revenue. The most common target has
been services historically provided by hospitals. As a result, provider-owned
ambulatory surgery centers (ASC), imaging centers, endoscopy suites, and
specialty hospitals are popping up across the country. These facilities gener-
ally extract the most lucrative services out of the hospital. At the same time,
these provider-owned entities take few, if any, no-pay and Medicaid patients.
Hospitals are fighting back by directly competing with physicians or by
creating joint ventures. An effective medical staff will achieve collaboration

with physicians to support the success of physicians and the hospital.

The Greeley Guide to New Medical Staff Models 9
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Little physician participation in medical error reduction and patient
safety initiatives

The patient safety movement is putting pressure on hospitals to reduce
medical errors and improve patient safety. All too often, physicians perceive
that these efforts make their practices less efficient, or the efforts just do not
make sense to them. In an effective medical staff, physicians will support or,

better yet, drive patient safety improvements.

Little physician participation in efforts to improve hospital perfor-
mance on publicly reported data and pay-for-performance measures

Transparency is the new buzzword. Medicare is not only measuring and
publishing hospital results on core measures, but patient satisfaction as well.
Pay-for-performance is poised to become one of the primary methods for
compensating physicians and hospitals. An effective medical staff drives
improvements to hospital performance on publicly reported data and pay-for-

performance measures.

Little physician support for hospital accreditation efforts

Hospitals must meet Centers for Medicare & Medicaid Services (CMS), Joint
Commission, and Department of Public Health requirements to keep their
doors open. Physicians most often see efforts to comply with complex and
demanding regulations as irrelevant to, and often a distraction from, the real
business of patient care. In an effective medical staff, physicians understand
what it takes to meet accreditation requirements. The best approach to
achieve this type of physician support is to focus on providing good patient
care and running a great hospital. Regulatory compliance should be a natural

by product of these efforts.
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Challenge

Goal

Physicians overvalue collegiality to the
neglect of excellence in physician perfor-
mance

 Physicians achieve high levels of
collegiality and excellent perfor-
mance

Physicians focus on their practices and
home life and commit little energy and
time to the hospital

/ Physicians maintain a balance
between their practices, home life,
and the hospital

Physicians demand autonomy in clinical
practice and resist accountability to the
medical staff

¢/ Physicians maintain a balance
between appropriate autonomy in
clinical practice and mutual
accountability to their peers

Physicians feel that the hospital does not
appreciate what they do for patients and
the hospital, causing them to resist perfor-
mance improvement efforts

/ Physicians feel appreciated and
embrace continuous performance
improvement efforts

Physicians cling to old ways of doing
things and resist change

v Physicians achieve a balance
between maintaining ways of
doing things that work and
embracing change

Physicians compete with each other for
patients and revenue

o Physicians balance healthy compe-
tition with mutual respect

Medical staff culture requires a bit of an explanation before we can describe

each challenge and its corresponding goal. An organization’s culture is the

sum of the values, attitudes, and behaviors that characterize the way people in

the organization act. Culture drives behavior and behavior drives results. To

achieve an effective medical staff, physician leaders must proactively mold

and lead the medical staff culture so that it simultaneously promotes physi-

cian success, hospital success, and quality patient care. Recent literature
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addressing organizational culture has recognized that truly effective cultures
must simultaneously embrace and balance interdependent opposites, some-
times called polarities.! The primary polarities that must be optimized to

achieve an effective medical staff include:

¢ Collegiality and excellence

Freedom and commitment

e Appropriate independence and mutual accountability

Appreciation and continuous performance improvement

Stability and change

Competition and respect

These polarities are discussed in greater depth in Chapter 5. For the current
focus of addressing medical staff challenges, it is enough to recognize that
historically medical staffs have tended to overvalue one pole and neglect the
other. The goal in each case is to strike a balance between the two poles that

allows the medical staff to achieve high levels of performance.

Physicians overvalue collegiality to the neglect of excellent physician
performance

Physicians who work together and play together treat each other as valued
colleagues, trust each other, and enjoy each other’s company. Collegiality is
based on unconditional respect, and excellence is based on conditional
respect. A high-performing medical staff balances collegiality and excellence

at the same time.
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Do We Need a New Medical Staff Model?

Physicians focus on their practice and home life and commit little
energy and time to the hospital

Physicians need the freedom to choose how to spend their time, including
how much focus to place on their practices and home lives. At the same time,
if a medical staff is to be effective and relevant to important hospital issues,
physicians must participate in medical staff and hospital meetings. If they
consistently choose their practices and home lives over involvement in the
medical staff and hospital, the hospital will seek other avenues for getting the
medical staff’s work accomplished. In fact, the evolution of new medical staff
models has been driven by hospitals seeking such avenues. Whatever model(s)
you choose, your medical staff must balance physicians’ freedom to choose

how to spend their time with their commitment to the hospital.

Physicians demand autonomy in clinical practice and resist account-
ability to the medical staff

Physicians need to feel that they can practice autonomously and independent-
ly. However, as noted earlier, unbridled autonomy produces excessive and
non-value-added variations in physician practice patterns. For hospitals to
succeed in a competitive environment that pushes them to simultaneously
achieve high quality and lower costs, they need all physicians to ensure that
their practice patterns help optimize the hospital’s performance. This can
only happen if physicians are held accountable for their performance. Hence,
an effective medical staff is one in which physician autonomy is balanced by

accountability to the medical staff.
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Chapter 1

Physicians feel that the hospital does not appreciate what they do
for patients and the hospital, causing them to resist performance
improvement efforts

Physicians often feel unappreciated by their medical staff and hospital for the
hard work and excellent care they already provide. This perceived lack of
appreciation causes physicians to resist improvement efforts. An effective
medical staff achieves a healthy balance between appreciation and perfor-

mance improvement.

Physicians cling to old ways of doing things and resist change

Medicine is an inherently conservative profession. Physicians are responsible
for patients’ lives, so they don’t want to jump onto the latest fad until it’s been
proven effective. This natural tendency is exacerbated if physicians perceive
that others are forcing change on them. Yet the healthcare industry is demand-
ing that physicians and hospitals change at an accelerating pace. An effective
medical staff will help physicians and the hospital succeed by respecting what

has worked in the past and embracing change that is needed for the future.

Physicians compete with each other for patients and revenue

Physicians have competed for patients since the early days of medicine.
Physician-to-physician competition can be healthy, encouraging physicians
to strive for better outcomes and to provide better service. Unfortunately, in
many medical staffs, physician-to-physician competition turns negative. In
an effective medical staff, physician-to-physician competition can thrive, but
only in an environment of mutual respect that is based on performance

outcomes data, service, and other quality parameters.
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Do We Need a New Medical Staff Model?

These are the challenges facing medical staffs today and for the foreseeable
future. These challenges are driving hospitals to experiment with new medi-
cal staff models. To understand the context of these new models, we must first
examine the history of the medical staff that has shaped the issues medical

staffs and hospitals now face.

ENDNOTES

1. Please see the book Polarity Management, by Barry Johnson (Human Resource Development Press)
for further discussion of the powerful phenomenon of polarities and how to manage them.
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