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Sound Familiar? 
Ellen Singer, the practice administrator, does not look forward to meeting with Dr. Hockler. She anticipates an angry reaction to the news he cannot take the vacation time he had arranged. Traditionally, the physicians in his department worked out among themselves when each would take their vacation. At times three physicians took the same week off and then chaos ruled; the staff would reschedule as many patients as possible and the remaining physicians took on the extra burden. Everyone found this stressful, especially the patients. Rumblings about access to the group’s physicians have recently turned into loud complaints. 

To make the group more patient-focused the group president, Dr. Douglass, consulted all partners before revising the vacation policy. Dr. Hockler will be the first physician to be told he can’t just work it out with his colleagues, he will have to take his vacation at a time when coverage is adequate.

In Dr. Hockler’s office Ellen explains the situation and points out many other weeks where his being away would not have a negative impact on access for patients. Rising out of his chair to indicate their meeting was over, he announces,  I have worked hard for this group. I have sacrificed, given my free time, covered more than my share of the holidays. I have always expected to be treated fairly and I am sadly disappointed by your edict. I am not just angry, I am humiliated. Get me an appointment with Dr. Douglass so I can get this straightened out.

Expectations Clash With Business Imperatives

The clash between what a practice needs to do to satisfy patients and payers and what physicians expect from their organization is a real and emotionally charged issue in most medical groups. Physicians experience angst when market forces lay down new rules for success regardless of type of organization (e.g., traditional group, network or IPA), ownership (i.e., the physicians, a health system, or a PPMC) or size.  Whether the practice needs to improve productivity, increase access, or adhere to practice guidelines, physicians tend not to readily embrace new expectations. Instead, when asked to change, physicians often respond, What’s going on? I didn’t come here for that.

The compact or deal  is the unwritten, shared understanding of what an organization and those who work for it owe one another. For decades the compact in American industry involved job security in exchange for loyalty and hard work. The old quid pro quo gave way in the early 1990's when companies shed layers of front line employees and managers. The need for businesses to be globally competitive ran head long into traditional and cherished expectations of employees. Those who were downsized reacted with shock and anger when their employer broke the long-term compact. In looking at blocks to the implementation of change programs aimed at improved productivity, Paul Strebel points to the compact as a significant barrier to change. He asserts, Unrevised personal compacts block change.

Physician Compacts
The inability of medical groups to rapidly adapt to external pressure for change is due in large part to outdated expectations of what physicians “give” in return for what they “get.” Group practice physicians have carried into their organizational lives some professional traditions that were hallmarks of an earlier era when medicine was a cottage industry and physicians practiced largely on their own.

Physicians’ understanding of what they “give” can vary from group to group but typically has included delivering quality care as each individual physician defines it and being productive based in part on group norms and in part on individual preference.

The “get” part of the physician compact in most medical groups is based on three foundational pillars: autonomy, protection and entitlement. These represent what physicians see as the core promise made by the group when they joined. 

· Autonomy. The expectation that one can take care of patients without interference and retain control over daily operations related to his or her practice. The promise of autonomy in the group setting gives physicians the best of both worlds -- collegial and business support and the prerogative to do things one’s own way.

· Protection. The expectation that practicing in a group provides protection from the responsibility and hassles of running the business side of the practice and buffers one from market forces and external change. 

· Entitlement.  The belief that one has a right to yearly increases in compensation and supportive staff and internal referrals from other group physicians regardless of how one treats staff or behaves toward colleagues. 

The Affect of Physician Compacts 
The typical physician compact becomes problematic when it acts as an anchor on the group’s ability to meet payers’ and patients’ expectations. Dr. Hockler’s response to new expectations is anger and to take the matter up with the group’s physician leader. There are many medical groups in which vocal opposition, like Dr. Hockler’s, to a new policy would rally other group members to oppose it and ultimately to re-consideration of the policy. The ensuing discussions would divert leadership’s time from strategic issues and, in Dr Hockler’s group, undoing the new vacation policy exacerbates the access problem.

While Dr. Hockler’s behavior might exasperate the group’s leaders, they should not be judgmental of it. In his reality, he didn’t “come here for that.” He expects, and in the past the group promised and delivered, a good deal of discretion in matters related to his practice. The practice administrator probably did her best to maintain the group’s competitiveness while minimizing the need for individual physicians to change. As long as this is the deal physicians expect, making improvements will be painful and inefficient.

The typical physician compact slows change by undercutting the authority of elected leaders, physician managers, and administrators. Little authority is delegated when the compact promises autonomy. A belief that taking care of patients is the real work leads physicians to view leadership activities as adding little value and reinforces their resistance to delegating authority. Physicians expect their elected leadership to be their representatives, to listen to and bring their concerns to the table but not to have additional powers. Sponsorship which involves sanctioning change and holding other accountable is critical to change implementation. In medical groups where autonomy is such a core value, leaders are usually weak sponsors for change.  Poor or confusing implementation of policies or change unhinges confidence in leadership and reinforces physicians’ belief that delegating authority is a bad idea.  

How Groups Respond 
Groups have taken two approaches to deal with the disconnect between an out-of-synch compact and current organizational needs: 

· Chip away. The less direct approach is to chip away at the old compact, that is, to ask physicians to change behaviors (e.g., increase clinic hours, adjust vacation schedules to facilitate access, follow practice guidelines) without attempting to explicitly change their underlying “give” and “get” expectations.

· Reshape the physician compact through a formal, overt process. This process is driven by leadership and involves other physicians. It has four components: surfacing the unstated “give” and “get” expectations, deciding which elements in the compact are counterproductive or unsustainable, clarifying new expectations that will support group success, and agreeing to a time frame and process for implementation and accountability.

Medical groups frequently chip away at the physician compact and this slows change and has other untoward effects. It erodes physician morale by widening the gap between the “promise” of group membership and current reality. The board, physician leaders and administrative managers are set up to fail when little effort is made to help physicians develop expectations of these individuals other than they should maintain the status quo and minimize change. Relying on this approach as opposed to candidly discussing compact expectations is one of the principal reasons medical groups experience a gap between targets they set and performance.

A structured process to change the compact helps a group become more flexible and better able to perform when leadership and the physicians take it as an opportunity to not just list new behavioral expectations but to explore the shift in philosophy behind the current and new compact. Not grappling with philosophical issues produces results akin to the vision statements many organizations developed -- lofty sounding but largely ignored. 

"I believe in political solutions to political problems but, man's primary problems aren't political, they're philosophical. Until humans can solve their philosophical problems, they're condemned to solve their political problems over and over and over again. it's a cruel, repetitious bore."

Tom Robbins, Even Cowgirls Get The Blues
Try substituting the words  “physicians in group practice” for “man” and “human” in the 

above quote. Until the philosophy of what it means to be in the group is aligned with market reality, each new demand on physicians becomes a political issue that is time-consuming and potentially contentious to resolve.

Consider the difference in philosophy that underlies the expectations in this example:

Old compact    








New compact
What physicians give:

- See patients 



- In collaboration with colleagues, ensure access so patients can be seen at times convenient for them 

- Deliver the care
you think best



- Participate in development of and follow guidelines



- Participate in the election or selection of leaders and delegate authority to them; follow decisions made in the best interest of the group

In this example, the new compact represents a shift away from being physician-centric to being patient-centric. It also moves the focus from individual prerogatives to balancing autonomy with acting in the best interest of the group even if it goes against individual preferences. If there is no acknowledgment of the philosophy and assumptions behind the current and new compact, it is too easy for physicians to look at a list of new behaviors and say, “We already do all of this.”

How To Change Your Group’s Compact
Changing the physician compact requires a well-planned process that balances the need for leadership with active involvement of all physicians.  We have helped a number of medical groups use a process to guide their compact change efforts. 

Decide if changing the physician compact is a “must do” issue 
Developing a physician compact that supports success in today’s environment is key to group adaptivity. But, tackling this issue is time consuming and takes a good deal of leadership skill and courage.  Medical group leaders and physicians today have full plates. Taking on compact change without real commitment to carry through will make it another flavor-of-the-month change initiative and contribute to cynicism, not improved performance. First, the board, physician leaders and senior management need to critically assess if compact change is a “must do” issue, that is, whether it is essential to the group’s success. Then these leaders need to honestly determine if they have the political will to begin this journey. Questions leaders can answer to ascertain if the group should invest in this process include:

· What is the physician compact in our group?  What do our physicians perceive as the give and the get between them and the group? To what extent does the compact reflect an expectation of autonomy, protection, and entitlement in return for seeing and taking good care of patients?

· How does the compact affect leaders’ ability to lead and the group’s ability to meet performance targets and respond to market forces?

· What are the likely costs and risks in changing the compact?

· If we don’t change the compact, what price are we likely to pay? What costs and risks are associated with maintaining the status quo?

Use strategic imperatives to define a new compact
At a minimum, group leaders need to convey to their colleagues a high level vision of expectations that are grounded in market reality and that would support group success. The key question that should guide drafting of new expectations is “What is the market telling us we need to do?” Consider:

· What are the few, high-level imperatives your group must meet to be attractive to insurers, employers and patients? 

· What is the philosophical shift that will be the foundation of new expectations? 

· Given your market challenges, what should the group expect of physicians? What would it mean for physicians to be responsive to payers and patients? How would their behavior be different than what it is today?

· What expectations are reasonable for physicians to have of the group? The compact is a two-way street. To attract and retain the kind of physicians the group wants, it has to give something in return that is meaningful to them. Again, considering what the market demands, what should the physicians expect of the organization? If protection and total autonomy are not sustainable promises for a group to make, what takes its place? 

Develop and sustain aligned sponsorship 
While ideally all physicians should discuss the current compact and a new one, the key to a successful process is having physician leaders sponsor this change.  Sponsors provide oversight, sanction change and hold others accountable. The practice administrator can support sponsors but cannot fill this role. The board or governing group along with the president or managing partner need to take the lead.

Sponsors will be more successful leading others if they have crossed the bridge themselves first. This means that one of the early challenges for leaders is to let go of their own current expectations. As a prelude to working with all physicians in the group, these individuals need to be clear about what’s changing for them personally and to let go of what the old expectations meant emotionally and intellectually. While we tend to view physicians as rational, this issue goes right to the core of their professional identity and those leading this change have to acknowledge the grief or loss they experience in re-fashioning their expectations to be more market-oriented.

Sponsors have key responsibilities in drafting a new compact and soliciting physician input and feedback and in reinforcing it in daily practice life. In endeavors related to compact change, all sponsors need to be aligned and convey the same message to others. When change sponsors send mixed messages they undercut each other’s efforts and diminish the likelihood that the process will have a positive and beneficial result.

Implement a process with physicians
Physician discussion and input is essential.  In a small group practice, all physicians could be involved in deciding which expectations work and which don’t anymore. In larger groups, the board or governance group and physician management might create a draft and ask for reactions over the course of several meetings or in a one-day retreat.  Some guidelines for including physicians in a compact change process are: 

· Balance leaders taking responsibility with participation. Communicate up front the parameters of physician participation, that is, why physician input is being sought and how it will be used. Physicians ought to know if they are being asked to help create a compact from scratch or are they being asked for input that leaders will consider when they finalize the compact. Clarify, at the beginning of the process, who will make the final decisions about what is included in the compact.

· Develop a shared sense of strategic imperatives. Physicians will need to have a context for drafting new expectations or commenting on work that leaders do first and share for feedback. In asking for input or reactions from physicians, be sure they understand the big picture -- what market imperatives exist now and how the group needs to respond to be competitive.

· Help physicians understand that there is some urgency to change. For physicians to re-adjust their expectations, they will need to strongly believe that not changing the compact is more costly and risky to the group’s survival than changing it is. Without some “pain” the need to change is theoretical. Any process intended to create a new compact has to, at the start, convince physicians that this is not just a nice idea, but that it is critical to individual and group success.

·  Since this journey is at least as important as the destination, multiple conversations are important to get real understanding of how current expectations help and hinder group performance and deep commitment to something new. Don’t rely on one meeting to move physicians toward deep commitment to a new set of expectations.

William Bridges, a recognized expert in managing change, has said, “Beginnings depend on endings.”  He makes the business case for attending to the emotional transition that accompanies doing something a new way. Not paying attention to the emotional component thwarts implementation of change. The process to develop a new compact needs to include opportunities for physicians to acknowledge that old expectations do not further the group’s and their personal success and should, therefore, be put aside.

While the need for a different compact may be clear and logical to many physicians, some will express anger or even hostility toward leadership, others will lament the loss of the “good old days.” In gathering physician input or reactions to a draft compact, allow plenty of time for the expression of these sentiments. Don’t rush through this stage or cut off what may sound like unproductive talk or wishing for the past. Listening is key. Then acknowledge that there are opportunities today that can enrich the group if physicians can embrace different expectations. 

Use Available Levers to Reinforce New Compact
The easy part of compact change is putting it down on paper. The challenge is living the compact day in and day out; without reinforcement, the old ways will prevail in short order. 

Sponsors can reinforce the new compact by demonstrating their support of it. They can convey support for compact change in their private conversations and in public meeting with other physicians. All messages, whether delivered at department meetings, in one-on-one meetings or in hallway conversations, need to be consistent and reinforce a few key messages. These messages should include what is changing, what is not changing and why the leader personally believes changing the compact is a necessity. 

Because their behavior will be scrutinized by other physicians, sponsors need to demonstrate behaviors consistent with the new compact. If sponsors aren’t walking the talk, the compact change process isn’t going to have any meaningful impact. Sponsors have to be visible role models.

Leadership needs to prepare for test cases that invariably arise. How they handle the physician who continues to live with old compact expectations either reinforces or undoes trust in leadership and the effort to align expectations with reality.  

It will be unrealistic to expect physicians to live up to their part of the “new deal” if the organization defaults on its part. If the group commits to physicians that they will get input into issues affecting them, regular communication about board actions, skilled management, and timely data about their practice, it needs to ensure that these are provided on a consistent basis. 

Other levers for making the new compact real include:

· Policies: review and modify all policies that affect physicians to make them consistent with the philosophy and expectations in the new compact

· Resource allocation: align resources including budgets and personnel to ensure the group and physicians are able to live up to their commitments in the compact

· Measurement and feedback: what gets measured gets done. Measure and provide ongoing feedback to physicians regarding the group’s and their personal performance regarding issues addressed in the compact such as patient access or adherence to practice guidelines. Include feedback about the extent to which each physician lives up to new compact expectations in their annual review

· Compensation: tie some portion of compensation to meeting the expectations in the new compact

· Rewards and acknowledgment: make heroes of those who become role models of the new expectations and look for opportunities to acknowledge them.  In addition to aligning compensation with new compact expectations, be creative and consider non-financial rewards that would have meaning to the recipient, e.g., a sincere thank-you from senior leaders, opportunities to participate in non-clinical activities, or acknowledgment awards.

The Courage To Change
Despite a poor fit with the evolving care delivery system, the old physician compact is difficult to surface and re-write. It is so integrated into the fabric of practice life that its invisibility sustains it. Modifying the original promise made to group physicians requires extraordinary courage on the part of leaders. Even beginning a conversation about this compact change can produce a good deal of anxiety for group practice leaders.

Leaders’ strong conviction that the current compact disables the group and the courage to act on this conviction are absolutely essential. Leaders will need courage to honestly assess the current compact and how their own behavior reinforced it through the years. They will need strength to have difficult conversations with physicians who choose to live outside the new compact yet contribute substantially to the group’s profitability. Courage will be called for at many points in the process -- un-discussable issues need to be aired, leaders have to be willing to call each other on breaches of the new compact, leaders may need to finalize the new compact when there is less than total consensus regarding its content. Commitment to developing a more market responsive group needs to be unflagging even when it seems like the group is taking two steps back and one forward in the compact change process. 

Until leaders are courageous enough to change the physician compact in their group, they run the substantial risk of continuing to function as many solo practices under one roof. This leaves the group unable to take advantage of the true benefits a group practice offers in today’s competitive and relentlessly changing environment.
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