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Does the following scenario sound familiar?





The monthly board meeting had just broken up and Adam Zelk, the physician group’s president, sat alone stunned at what had happened. He was caught off guard by the storm of opposition to his proposal to open up access. He anticipated some resistance but was unprepared for the stinging attacks on what he felt were logical arguments for increasing the hours during which physicians see patients. Board members cited numerous reasons why Adam’s plan was a non-starter. A few complained loudly that they and their constituents work hard enough already. Some expressed strong conviction that administrative inefficiencies are the main stumbling block to productivity. One board member who could barely contain his hostility narrowed his eyes, looked directly at the medical director, and asserted, “If I propose this scheme to my department, half of them would walk out tomorrow they’re so disgruntled.” With no talk of further consideration of the issue--just eight board members venting their opposition--the meeting abruptly ended. 





“So, Adam, what happened?” a latecomer asked, entering the conference room.  “I was waylaid at the hospital but figured the meeting would still be going on.”





	“Where should I begin?” Adam replied. “What level of detail do you want to hear?”





“The bottom line would be fine. Did you get anywhere with the access proposal? Your memo laid out the issues pretty clearly. I would have thought it got some good discussion going.”





“I was pretty much shouted down. This board hasn’t got the stomach to address the issues of productivity and access and won’t until the raft we’re in that’s headed for the falls is only inches away from the precipice. No one showed any will to take even the first steps. I don’t think I can, or the board can, or anyone else can deal with anything the least controversial until the bottom literally falls out. That scares me because, as sure as I’m sitting here, when the wolf’s at the door, we won’t have the time it takes to make the needed fixes.”





Dr. Zelk’s complaint is a familiar one to many health care leaders. Many medical groups are facing a crisis of leadership, a vicious cycle of lack of trust between group members and their leaders.  This situation leads to encounters like the one described above, where communication breaks down among board members destroying the chance for meaningful discussion and constructive leadership of change. To confront this challenge, physicians and their boards must re-examine their governance roles and responsibilities. 





Leaders Need Followers





Economic and competitive pressures are ratcheting up the pace of change and the intensity of the challenges medical groups face.  Core challenges in today’s market that require boards to demonstrate leadership and all physicians to positively engage include the following: 





Developing and implementing a strategy that differentiates the group from other care providers and following through with implementation


Increasing service (e.g., improving patients’ experience, expanding access, updating systems, providing new services) in the face of declining reimbursement 


Improving quality by reducing variation in practices when it does not add value


Designing a compensation plan that is simple enough to be understood and sophisticated enough to reward physicians to take actions that drive group success 





In order to respond, governing boards need to play a more active role in setting a vision, developing strategy, and aligning policies. They also need to provide oversight and support to management regarding strategy implementation and overall performance.  In turn, physicians need to elect to the board those individuals best able to fulfill the role and then, in cooperation with management, focus on strategy implementation.





The reticence of physicians to be active, constructive followers is a key impediment to a board’s effectiveness governing a group and, in turn, the group’s ability to respond effectively to change. In Shakespeare’s Henry IV, Owen Glendower boasts “I can call spirits from the vasty deep.” To which Hotspur replies: “Why, so can I, or so can anyone. But will they come when you do call them?” Physicians in medical groups highly value their autonomy and this makes them reluctant followers. The unanswered “call” of physician leadership is particularly problematic when changes in external conditions necessitate a group to improve performance in short order. 





When physicians aren’t followers, governance and organizational performance are affected regardless of who owns the group (e.g., the physicians, a PPMC, or health system) or whether it is a loose confederation of physicians, as in an IPA, or is a formal group practice in the traditional sense.  Followership is an issue whenever an elected body has responsibility to govern a group of physicians. As was the case with Adam Zelk’s board, not having followers’ support muddles decision making and stops change. Even when change is deemed essential by the board, it can be protracted, painful, and inefficient. Decisions once made become moving targets if physicians feel they have the prerogative to ask the board to revisit decisions they don’t personally agree with. Not having followers works against a group being able to execute a competitive strategy. Unless physicians respect their board’s authority to lead and, in turn, the management the board hires, they are unlikely to follow any course of action they see as risky, inconvenient, unnecessary, or not in their self-interest. 





The Traditional Dynamic





Physicians’ traditional expectations of their leaders helps to create a self-reinforcing cycle that makes it difficult for boards to be effective, proactive leaders and stymies implementation of policy or change (see Figure 1). While not all medical group boards are caught in this particular cycle and weakened by its impact, a great many medical group leaders are likely to have firsthand experience with at least some of the assumptions and influences of the cycle described below.
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Figure 1





Group Members’ Mental Models Regarding Leadership 


The cycle begins with physicians’ mental models, that is their assumptions and beliefs, of the appropriate role of leadership in a physician group. A good leader traditionally has been one who sees to it that physician incomes rise while not making decisions that interfere with the status quo related to individual practice patterns or accepted work conditions. Physicians’ expectations of board members are also influenced by their distrust of administrators; they often elect boards that see it as their responsibility to protect physicians from management rather than to partner with management to build the business. Board members are expected to go to meetings and attend to the business aspects of the practice but not to shake things up or introduce changes that threaten autonomy. Board members are seen as representatives but not as having special responsibilities, prerogatives, or powers other than to listen to and represent physicians’ concerns. 





Board Members’ Beliefs about Their Role


Typically board members’ perception of their role reflects the expectations of fellow physicians. Board members’ identity as leaders is more strongly shaped by what they believe constituents expect of them than by training, retreats, or other board development activities. Under pressure many still consider themselves pure representatives and are conflicted when “doing the right thing” means taking action that is in the best interest of the whole but at odds with the interests of a few. Physician accountability is also difficult for many boards. Rather than force a fellow physician to choose between changing a risky or dysfunctional behavior or leaving the group, the inclination is to “make the tent bigger ” by expanding the definition of acceptable behavior.





Ineffective Board Members’ Behaviors  


How board members behave as leaders reflects their views and beliefs about what it means to govern the group. Board members’ actions in two arenas -- in the boardroom and outside the boardroom in daily interactions with other physicians -- have an impact on the group’s governance and, in turn, on organizational performance





Behavior in the Boardroom 


The norms for behavior in the boardroom and how meetings are conducted have a direct impact on the quality of governance. Some board behaviors are a manifestation of beliefs members hold about their role and make it difficult for a board to productively discuss issues and bring them to resolution, including the following: 





Attending to details that affect daily practice life instead of focusing on “big picture” issues like vision and strategy that require putting what is in the group’s best interest first


Managing conflict in unhealthy ways (e.g., members who disagree with a decision might not challenge it in the boardroom but they won’t necessarily feel bound to carry it out either, allowing a few aggressive opponents to block progress) 


Re-visiting or re-deciding an issue once it has been finalized 


Holding out for unanimity to move any issue forward


Bringing the concerns of individual physicians or a few physicians to the board no matter how idiosyncratic 


Sanctioning disruptions (i.e., side conversations, making phone calls) during meetings through passive approval 


Voting on an issue even though there has been inadequate information provided or exploration of alternatives





Behavior outside the Boardroom 


Board members’ influence extends beyond the boardroom and into “the field” where their daily interactions with other physicians either support good governance and the implementation of change or impede it. They can also support physician managers and group administrators or make their jobs more difficult by aligning with those physicians who denigrate management or resist its direction. 





When acting out of traditional mental models about physician leadership, many board members undermine the board’s authority to govern by: 





Not communicating proactively about issues facing the group 


Not supporting board decisions with one clear voice 


Sending mixed messages about the work of the board 


Disparaging the board or any decisions they don’t agree with


Not explaining the board’s rationale when unpopular decisions are made





Why would physicians be enthusiastic about following the strategies or policies of a board its own members portray as fractious, unfocused, or mis-directed? Even when they are functional and effective around the board table, board members can be very challenged to be leaders among their physician colleagues. For some, the temptation to distance themselves from contentious board decisions is often too great. While understandable given conflicts around their role and other physicians’ expectations of them, these actions diminish the board’s authority. 





Group Members’ Distrust of Leaders 


Physicians’ distrust of their board is the natural sequelae of weak governance.  The frustration physicians experience as a result of ineffective governance fuels fears about what might happen if they further delegated authority to elected colleagues. In this context, it’s reasonable for physicians to conclude it is in their own and the group’s best interest not to empower leaders further and to insist on representation at the board table. The cycle in which weak governance leads to dis-empowered boards is dysfunctional and impedes a medical group’s flexibility and performance. In competitive markets, it can threaten a group’s very viability.





Creating a New Dynamic





A new dynamic that builds followership is needed for effective governance. New mental models among board members allow them to fulfill leadership responsibilities in and out of the boardroom, which in turn engenders trust in the board and results in a greater willingness to delegate authority to it (See Figure 2). In this new model, physicians are not passive or inclined to go along with whatever the board decides. Rather, these physicians engage with board members and express their views. Then they recognize the need to decide and move in concert with the group’s chosen direction. They understand that the group’s vision and strategy have to prevail over individuals’ personal goals and preferences. They see a clear link between the health of the group and their own economic well-being. They actively seek information and expect to hear from board members about issues and the board’s approaches to them. Achieving this would require the board to have a business vision that is clear and based in reality as well as a plan for getting there.
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Figure 2





New Mental Models among Leaders 


The new cycle begins with board members challenging and changing their mental models about the role of governance and what it means to be a leader. This requires them to step outside of the culture that shaped their view of their role and, therefore, may be the greatest challenge. Edgar Schein has observed that leaders’ willingness to depart from the old way is the key to ongoing success:





"... as the group encounters adaptive difficulties, as its environment changes to the point where some of its assumptions are no longer valid, leadership comes into play... Leadership now is the ability to step outside the culture that created the leader to start evolutionary change processes that are more adaptive.”1





This process must start with board officers. These key individuals need to clarify their own mental models of leadership first. If they come to believe both the board and group are compromised by outdated beliefs of leadership, they will need to rise to the challenge and begin a conversation with all board members that leads them to explore and re-define the role of leaders. The best venue for this kind of work is an extended meeting devoted solely to these issues, not a regular board meeting. Prior to the meeting, board members should personally answer questions that indicate mental models and use the meeting to discuss their responses. Such questions include: How do I see my role as a board member? What do I expect of myself? What do I think other physicians in the group expect of me? What do I expect of others on the board and in physician management? What does it take to be a successful board member? What are our criteria of success as a board? 





Board members need to candidly consider how current mental models fit the leadership required given the group’s vision and market imperatives. In many groups and IPAs, a significant gap exists between current assumptions and the active role the board needs to play in governing and leading the group. In today’s world, boards need to strike a balance between being representatives and being leaders for the whole. As representatives, members should inform the board of significant issues concerning physicians. As leaders for the whole they should base discussions and votes on what is in the best interests of the group and communicate to the group’s physicians their decisions and the rationale behind them.





Effective Governance and an Active Board 


Clarifying mental models alone won’t convert physicians into followers; board members need to consistently manifest new behaviors. Perceptions of the board improve when members are skilled communicators and demonstrate that their decisions and strategy build economic security and contribute to a professionally fulfilling work environment.





New Behaviors in the Boardroom 


Developing and enforcing ground rules that drive new meeting norms can improve meeting productivity and lead to more thoughtful and sound decisions. Some ground rules help raise the level of discussions and support the board to be a leadership group:





Distinguish between big picture issues, which are the purview of the board, and operations, which is management’s responsibility. When setting agendas and contributing to discussions, keep meetings focused on the appropriate level (e.g., vision, strategy, budget and financial performance, oversight of management, and clinical quality). 


Come to meetings informed and prepared.


Hold each other accountable for keeping commitments related to assignments and pre-meeting preparation. 


Make explicit the criteria you are using to come to an opinion or decision or share the assumptions that underlie your point of view.


Respectfully bring up concerns and challenge each other during meetings--not “in the parking lot” later. 





Once ground rules are agreed upon, most boards need to establish a mechanism for supporting all members to adhere to them. Decide if holding everyone accountable is a shared responsibility or if it is best done by a designated facilitator who may or may not be a board member.





Beyond changing mental models and establishing new norms for meetings, many boards need training to function effectively. Finding a new balance between the roles of representative and leader for the whole needs to be supported with skills in strategy development, decision making, and holding management accountable for results. Board members may also benefit from education about changes in health care delivery and developments in the local market. In addition, developing expertise in specific areas like finance can improve a board’s capability. Investing time and resources to enhance board members’ skills is extremely useful when undertaken in conjunction with redefining the traditional board role.





New Behaviors outside the Boardroom 





Perceptions of the board are formed through physicians’ daily interactions with colleagues on the board. When board members engage in constructive behaviors they help create favorable impressions of the board and the work it is doing. Following are actions board members can take to build the board’s credibility:





Speak in support of board decisions. It can be difficult to express support for a decision one doesn’t totally agree with. To be able to support a decision requires that the range of views have been aired and explored in coming to it, that it is based on the best available knowledge, and that it is consistent with the group’s stated vision. Board members need to understand the difference between supporting a decision and agreeing with it. 


Shed light on the board’s decision-making processes. Clearly communicate the rationale and process used to arrive at decisions.  


Indicate personal willingness to follow board direction or policy and solicit support for board actions. 


Share information about the business imperative facing the group; don’t shelter other group members from news that might be seen as bad.





If these norms represent a departure from how board members usually share meeting outcomes, they can be difficult to change. It can be valuable for the entire board to talk through the best way to handle what if... situations like the following: 





A fellow physician complains about a specific issue related to his practice and wants you to put the issue on the board agenda 


Physicians in one department petition the board to revise a policy about to be implemented that they feel affects them in a disproportionate way


Disappointed physicians accuse you of not fulfilling your responsibilities as their board representative  





Greater Trust in Leadership 


As the board steps up to its new role, physicians will take notice. Becoming a more productive governing body and demonstrating leadership among colleagues helps physicians trust the authority of others. The board can take actions that contribute to physicians seeing the board differently:





Explore the compact or expectations physicians have of what they give and are entitled to get in return as members of the group. Take steps to create a new compact if current expectations are out of synch with reality.2 Physicians’ expectations of autonomy and protection from pressures in the external environment may have been appropriate and added value at one time but need re-evaluation in light of market changes. Maintaining expectations that no longer support group success is a significant barrier to governance and group effectiveness. 


Develop clarity around the roles and authority of physician managers and make a clear connection between the success of the individuals in these roles, the success of the group, and the economic self-interest and professional satisfaction of all physicians. Be sure that physicians understand the board’s responsibilities and those of physician managers. Minimize opportunities to undercut the authority of chiefs, the medical director, and other managers. 





Board members should be positive role models.  Some guidelines include:





Keep commitments and be trustworthy


Allow physicians to express frustrations without necessarily agreeing with them 


Seek feedback about your own performance as a leader


Educate group members about how the board is changing to be more effective and why this benefits the group and all individuals. Depending on your group’s culture and the urgency for the governing body to become more effective, this education might be subtle or very direct. Education prior to board elections is particularly important so that individuals with perspectives compatible with the direction the board is headed can get involved. Elections become key opportunities to advance a new vision of the board or if handled poorly (i.e., without proactive communication and education) can de-rail progress and cause a board to take two steps backward.





Shift in Members’ Mental Models 


A shift in mental models is easier to talk about than to actually make. Some physicians may have great difficulty seeing their board rep as anything other than their spokesperson. A reasonable aim is to move a majority of physicians along so they can embrace a different view of their board and expectations of individual board members. Experiencing the results of a more effective board helps make physicians more comfortable in the role of follower. 





First Steps





When a board is unable to set and oversee implementation of a competitive strategy, the medial group’s future is jeopardized. However, altering the current dynamic is not a quick fix. In many groups, the cycle of weak governance begetting weak governance has been ingrained by time and tradition. Changing it will take concerted effort, leadership, patience, and above all, courage. A shift in board role represents nothing less than deep, fundamental change that touches the most basic expectations that physicians bring with them to their practice setting. 


Board members who step out of the current dynamic break the old cycle and make it possible to begin a new one. These first actions initiate the shift toward a governance model that is more empowered and more effective, one that offers the best chance for group adaptivity and success. 
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