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A growing number of physicians are not content with their professional lives today and cannot imagine an optimistic future as a practicing physician. Increasingly physicians are frustrated and dissatisfied with the multiple and sometimes conflicting demands made of them. Physician morale has become a significant concern in many medical groups. 


There are numerous factors contributing to the dissatisfaction among physicians in group practices. Many issues are out of physicians’ direct control. At the societal level, messages are being sent to physicians that their value is not what it once was. After physicians spend long years in training, implicit promises related to status and income are being reneged on. Business and government are demanding “do more and better with less.” As a result, physicians feel devalued, feelings which go beyond being dissatisfied with anything going on within their group.


In most parts of  the country, physicians either are, or fear that they are, working harder for the same or less money.  Even in markets where physicians are not being negatively impacted by competitive environments, uncertainty about the future diminishes their pleasure and satisfaction in what they are doing today.


Whereas in the past physicians called the shots on a range of issues, today they find themselves responding to the demands of others. Patients come to appointments armed with report card data and information from Internet sources and direct marketing by pharmaceutical companies. New owners or partners have expectations related to access and productivity. There are quality expectations from HMOs and other payers. Practice guidelines and other changes that “eat into” physician autonomy are becoming mainstream.

PHYSICIAN SATISFACTION - THE NEED FOR A NEW COMPACT

Addressing the issue of physician satisfaction in today’s world requires an entirely new framework. The old approach of surveying physicians to find out what they don’t like and then trying to fix those things may not yield sustained improvements in morale.  The root cause of much physician dissatisfaction is the mismatch between their expectations of their practice life and the new realities. 


In today’s environment, the most powerful lever for dealing with physician dissatisfaction is changing the physician compact. The compact is the reciprocal obligations and mutual commitments that define the relationships among physicians in your group and between physicians and the group. A manifestation of the compact is when a physician says “I didn’t come here for that” when asked to change behavior to support the group’s success. The compact needs to change from an informal one to one that is strategic and formalized.  


In most medical groups, the basic elements of the compact are protection (“the group should protect me from the external environment”), autonomy (“Don’t tell me what to do and I won’t tell you what to do”)  and entitlement (“It’s administration’s job to make policies work around physicians’ needs”). Undertake a process to discuss the mismatch between reality and expectations and to consciously craft a different, more strategic compact. The following steps outline an approach for beginning such a process. 

This process needs to be leader led. Any work to address the compact must tackle the mental models physician leaders have of their leadership responsibilities. One common notion is that leaders protect physicians from change. As long as protection is considered a responsibility of a good physician leader, it will be impossible to lead the fundamental change that developing a new compact represents. Beginning with senior leaders and cascading to include all physician leaders, explore how leaders see their role, how front line physicians see these roles and, if there is a gap between mental models and the leadership now required, how to close the gap by accepting responsibility to lead.

Align physician leadership around the need to address the fundamental issues of replacing the old informal compact with a new, formal one linked to business imperatives. The Board and senior leadership need to sponsor this change as an aligned team. They need to buy into what the change is and why it is important. They also all need to understand their role and the roles others will play in introducing this change.

Have conversations with physicians about the need for a new compact. A process to do this might involve a large group meeting to talk about market realities and whether a burning platform for change exists and how a different compact is needed for any other changes to be successfully implemented and sustained.  Educate physicians about the realities the group must face. Make it clear that if you change the compact it’s because it is a business imperative, not an exercise in change for the sake of change. Then leaders could meet with small groups of physicians to work through the issues allowing time to vent and develop a sense of how a different compact might impact their practice lives. Bringing all physicians together at some point to codify and sign onto new basic expectations would be a third step.

Allow for a grieving process and facilitate others to let go of the past.  William Bridges, who has written extensively about the human reaction to change, says "Without an end, there can be no beginning.” Those old expectations worked well in the past but until physicians can let go of them, they will not be open to different ones that might better support group and therefore individual success.

In addition to a new compact, addressing other sources of frustration can help improve physician morale.

Mixed messages about the need to change 

Adding to confusion if not frustration are the mixed messages physicians get about the success of their organization, if change is needed and what exactly an individual physician can do to support the group’s success. I have consulted to groups where even Board members are confused about how successful the business is and if there is a need to change.  No leader wants to be the bearer of bad news and so sometimes communication about slippage in a group’s competitive position is downplayed until the wolf is, figuratively speaking, at the door. Or, physicians get one message about the need to cut costs and improve productivity while also hearing from leadership that this really is a great group that’s doing well. These inconsistent messages leave physicians uncertain how urgent the need to change is and specifically what actions they should take. Action for leaders: Be straightforward and courageous in your communication. Be consistent in the message you send about the need for improvement.

Inadequate communication 

Another issue that affects morale is communication flow to front line physicians.  When it comes to sharing information, the frozen middle is under‑appreciated. A tremendous amount of communication stops with middle managers (department heads, chiefs or sub chiefs) for a variety of reasons: unwillingness to share information, wanting to protect physicians, not having the time or the know‑how to do it well, or reluctance to communicate not knowing how to handle the emotions likely to be engendered. Action for leaders:  Communicate ten times more than you think you would need to. Understand where the road blocks are in your medical group - blockage may start at the Board level.  Invest in training physician leaders so they can handle the emotional response and resistance they might get back from physicians.
Changed relationship with patients

Patients in managed care plans can feel entitled to care and be very demanding. To many physicians, it feels like patients are in the driver’s seat in the relationship, a change that makes them uncomfortable.  Negative publicity surrounding managed care plans leads some patients to suspect that, when their request for a referral or a test is denied, their physician is acting in his or her financial interest not their best interest.  This strains the intimacy and trust in the doctor-patient relationship and leaves many physicians feeling less joyful about their chosen profession.  Action for leaders: If the patient mix in your group is changing to include more managed care patients, ask physicians if patient expectations are more difficult to cope with. If they are, invest in building systems that reinforce the doctor-patient relationship such as access systems that make physicians available to see their own patients on a same-day basis. Provide communication skills training to help physicians set realistic expectations with patients and to hone skills that build rapport and trust even when requests can’t or, for medical reasons, shouldn’t be accommodated. 

Processes and systems that don’t support success

In too many medical groups, physicians are expected to increase their productivity without efficient systems or adequate support. Not having the tools they need to meet expectations is enormously frustrating for physicians. Along similar lines, I observe physicians being held accountable for performance but not provided with good data about how they're performing or how they need to change their practice.  Physicians can be very critical and difficult to satisfy when it comes to acceptable data. But, physicians in some groups are held accountable when the data are poor quality. In one organization I know, physicians were being incented to control outpatient pharmacy costs but were only given data on pharmacy costs across the spectrum of care. Action for leaders: If you build incentives into the compensation formula or are holding physicians accountable for a target, be sure they have what they need to be able to perform. Work to make the data used to measure performance or give feedback as relevant and credible as possible.

Feeling powerless to affect change

Many physicians feel that, unless they are actively participating in the group’s governance, they're powerless to make anything happen. If the Board mico-manages committees or undoes the work of a task force, involvement in this kind of work reinforces the perception that all power and decision making resides in the Board.  What may be more important to physicians than active participation in governance  is feeling that they can control their day‑to‑day practice life.  The multiple demands and changes they are expected to implement leave many physicians feeling like they have increasing less control in this arena.   Action for leaders: Set up committees and task-oriented groups so that they can be successful. Give a clear charge and support for the work you are asking them to do. Help physicians re-gain some control over day- to-day issues by developing effective local units that could function like mini-practices within the group. Units should be large enough to share call and cover each other. Provide leadership development and team building to create work environments in line with the compact.

Little reward flexibility and getting on with change 

Too many times those who keenly appreciate the need for change and modify their practices end up looking foolish because there are no consequences for those who don't change. Team players don't experience reward, only the frustration of being the odd person out.  Action for leaders: Given the incredible power of the status quo, change is exceedingly hard to pull off. Two approaches are required: giving visible and consistent support to those willing to go first and holding all physicians accountable for change. All leaders should lend public and private support to those who are among the “early adopters” of  needed changes. 

Inflexible work schedules

Increasingly, women physicians and physicians with spouses who have demanding, professional jobs are joining medical groups. Lack of flexibility in scheduling work time frustrates physicians who have family and other demands outside of their practice life.  Physicians who choose or need to work part-time for some of their career are not always valued as equal partners by full time colleagues. If commitment to the group is defined in terms of “face time” then part-time physicians (who tend to be women), are likely to be viewed as less committed to the group.  Action for leaders: Make part time practice an attractive option for physicians; consider creating policies that make job sharing practical and workable for the group and for the physicians who choose it.  Help physicians come to terms with a different definition of commitment, one that has more to do with meeting targets and good citizenship and less to do with number of hours at the practice.
Sense of value strongly tied to compensation

Physicians tend to equate their worth with their compensation. They need help to readjust their expectations about income and, more important, to see their identity and success as something more than what is measured in dollars. A group may earn enough money to protect or improve physician compensation. But, the expectation of forever rising incomes may not be realistic and more important, physicians need to see their own and their colleagues value as more than just monetary.  Action for leaders: As a first step, get leaders to consider how money is viewed in your group, how those perceptions affect physicians’ self-identify and the positive and negative ramifications on the group’s performance of physician attitudes on this subject. Consider the value of organizing opportunities for the group’s physicians to dialogue about these issues.
Little recognition for providing quality care and satisfying patients

Some groups are valuing its deal makers to an extent that undermines the status of those who take care of patients day in and day out. When front line physicians and staff go to large group meetings, all too often they hear about the new lines of business, the acquisitions, the work that excites the people at the top. Their day‑to‑day work seems to be old hat and not really valued.   Action for leaders: Look at your own behavior and how much or little you acknowledge those delivering care. Leaders, individually and collectively need to put into perspective what is most important to the group’s success and make it a priority to positively acknowledge those who provide quality patient care day in and day out.

Conclusion


There are many reasons for a growing discontent among physicians with medical practice. There is no one magic bullet that can boost physician morale. One strategy is to confront the impact of the current unwritten on group success and on physicians. Intentionally re-create a compact in synch with market realities that helps physicians cope with change. The other approaches discussed in this article can also be useful for tackling the sources of physician dissatisfaction in medical groups today.

