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hysicians drive a high proportion of
Pcosts in health care. Without their

engagement, managing costs is difficult.
There is often tension between administrative
groups who are hired to manage health care
costs effectively and physicians who wish to
provide effective treatment. Sometimes, patient
care suffers as a result of poor engagement.

Greater “physician engagement” has been
touted as a fix for a variety of ills in the delivery of
health care today. Taitz and colleagues' stated that
physician engagement could be described as
“physicians owning the most optimal way in
which health care is delivered so that it is focused,
smooth, effective and achieves desired patient out-
comes” or as “physicians working to reduce
unjustifiable variation in care.” Clark,” however,
emphasized a more cooperative approach, in
which doctors act within their normal roles to
maintain and enhance the performance of the
organization “which itself recognizes this commit-
ment in supporting and encouraging high-quality
care.” Yet “physician engagement” can sometimes
seem like code for “managing physicians,” which
creates polarity. Unless physicians and health care
administrative bodies both engage equally in a
respectful and sophisticated way, such polarity
will continue, and poor cooperation and subopti-
mal communication will result in reduced quality
of care for patients.

Despite substantial changes over the last half
century in the way health care is delivered, the
primary function of any health care organization
remains to provide a competent practitioner — a
physician, nurse or other clinician — at the bed-
side in a patient’s hour of need. Although care
has evolved to become more complex and med-
ical teams may be larger today, success of the
health care organization must still be judged by

— KEY POINTS

e The fundamental purpose of a health care organization is to support the
willing, competent and engaged clinician’s interaction with each patient.

e Engaged physicians are essential for high-functioning health care
organizations, but the process of engagement must be supported by
an organizational culture of openness.

e The engagement process has to be reciprocal, with the organization
recognizing and supporting the clinician’s needs, and vice versa.

its ability to properly support this function.

Physician partnership and engagement is
essential to an organization wishing to deliver
safe, high-quality health care.’ In business,
“engagement” defines a mutual relation in which
the business values the employee and the
employee values the business,* recognizing that
every worker in an organization may choose to do
the minimum required or to exceed it. In health
care, the traditional focus has been on how to
achieve the organization’s quality agenda by try-
ing to engage physicians. However, the Institute
for Healthcare Improvement suggests that we
reframe the approach by asking how the hospital
can engage in the physicians’ quality agenda,
thereby acknowledging that physicians are inter-
ested in quality, particularly in terms of patient out-
comes and personal waste (such as wasted time).’

Many health care professionals would describe
themselves as “battered,” “pressured,” “hassled”
and “misunderstood” by the people who shape
their working environment.® However, policy-
makers and health executives feel no less pres-
sured® than physicians. Thus, to achieve excellence
in patient care, this polarity must be dissolved.

In Canada and some other countries with pub-
licly funded health care systems, nonclinical
administrators are accountable to the politicians
and officials in ministries of health who drive
their employment, pay and promotion. Interna-
tional examples show that, when boards and
administrative jobs can change with the next
election (or sooner), attention is focused on
short-term results and job security.” In health
care, many decisions carry the potential for both
positive and negative outcomes, both of which
should be examined. However, a system that
wants only good news risks sweeping its prob-
lems under the carpet until the consequences can
no longer be ignored.

For example, in at least two Canadian
provinces (Ontario and British Columbia), hospi-
tals or health authorities have made unilateral
attempts to rewrite medical staff bylaws, reducing
physician autonomy and muzzling dissent.® The
provincial medical associations objected, noting
the absence of meaningful consultation with the
affected physicians and the negative effects on
physician advocacy for patients.® Others have
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suggested that all physicians should become
salaried,”® which, in the Canadian context, would
yield the same result. These concerns were re-
iterated when the Canadian Broadcasting Corpo-
ration identified that employees under manage-
ment control, such as nurses, would not speak out
about what happened within their organizations
for fear of workplace discipline or dismissal."

Literature from both the United States and the
United Kingdom details how to achieve high
performance in clinical organizations; bylaw
changes or muzzling are not included. One care-
ful and representative review, focusing on what
organizations do, rather than what they say they
do, described the key characteristics of high-per-
forming organizations."

Within high-functioning organizations, leaders
agree that patient care is the primary function
among the competing interests of care, teaching
and research. Such organizations have a continu-
ing drive to improve; simply being “good enough”
is not acceptable. This ethos contrasts with that of
less-effective organizations that are more often
satisfied with where they are, focusing on compar-
isons to peer groups and referencing external
awards or accreditations as proof of a good job.

In addition, strong organizations develop a
firm alliance between senior front-line clinicians
and executives, who regularly visit the clinical
front line. Systems of accountability for quality,
safety and service blend central and decentral-
ized responsibility. In accepting that the tactics
for improvement have to occur at the unit level,
senior executives actively support and monitor
activities rather than rely on summary reports
with little follow-up in underperforming areas.

To improve outcomes and reduce error, good
organizations place high importance on measure-
ments that support work redesign, rather than
just those needed for external reporting. Such
information is kept up-to-date and widely shared
within and outside of the organization.

Finally, relationships between administrators,
physicians, nurses and other professional staff are
collaborative in good organizations, and not based
on positional authority. Decision-making devolves
to those with the greatest expertise or situational
knowledge and is not based on rank or position.

Many more recent reports have echoed these
themes, emphasizing that collaborative engagement
between clinical and administrative staff is the nec-
essary prerequisite for an organization to consis-
tently deliver and improve high-quality care.*”

To understand whether the primary function
of the health care system is well supported, we
must ask whether the system supports the com-
petent clinician, as well as whether the compe-
tent clinician supports the system. Positive
answers to both questions are required for true
bilateral engagement.

Physician engagement is only part of the solu-
tion; administrative engagement is equally impor-
tant, or disillusionment and disengagement
ensues. For Canadian health care to engage
physicians more effectively, changes in the cul-
ture of nonphysician administration are required.
Our system needs to encourage and support more
clinicians’ involvement in effectively directing
and guiding the activities of the organization.
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