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I FROM THE CEO s

Transitions and Transformations —

Our Choice?

Peter B. Angood, MD, FRCS(C), FACS, MCCM, FAAPL(Hon)

All physicians are leaders at some level, and as such, all must continue to lead through and manage the transitions

and transformations required to improve the complex healthcare industry. But this can come at a costly price

unless they simultaneously embark on personal transitions and transformation as well.

“We cannot become what we need to be by

remaining who or what we are””
— Max De Pree

ur lives are a series of transitions, coupled with the

occasional significant transformation. Success-

fully identified, embraced, and effectively man-

aged, our lives may become rich and fulfilling.
If not managed fruitfully, our lives may take a course toward
frustration and disenchantment. Managing our expectations
for success is pivotal in how we approach opportunities.

The healthcare industry is also a series of transitions cou-
pled with occasional significant transformations. Each of us in
healthcare has navigated a host of transitions in our attempts
to keep pace with market forces; some of us have undergone
significant personal and professional transformations in the
process. To quote leadership guru Forrest Gump, “Life is like a
box of chocolates. You never know what you are going to get.”

As physicians, we have been able to craft or navigate
the necessary large-scale transformation in healthcare by
using the platform of physician leadership. Physician lead-
ership has been linked to more profitable, higher-quality
healthcare delivery at the organizational level, as well as
better patient outcomes, increased provider satisfaction,
decreased physician burnout, and improved performance
of basic clinical skills.

As the pandemic has unmasked numerous vulnera-
bilities in the industry, from my perspective, the pipeline
for physician leadership has never been more important.
Newer and younger generations’ approaches to physician
leadership are sorely needed.

TOTAL EXPERIENCE MANAGEMENT

It takes time to create a significant transformation. Just
before the pandemic’s onset, AAPL began to embrace a

total experience management approach with its focus on
the AAPL community of members and customers, while
also diversifying the variety of the association’s programs,
products, and services offered.

Total experience management is a relatively new busi-
ness strategy that aims to create a better, holistic experience
for everyone who engages with a brand program or business
offering (customers, employees, users, partners, etc.), fusing
the voice of customers and employees with the ability to de-
liver extraordinary customer, employee, product, and brand
experiences. It does this by combining four key experience
disciplines':

1. Customer experience (CX): How a customer interacts
with and feels about a brand.

2. Employee experience (EX): How an employee interacts
with and feels about their company.

3. User experience (UX): How a user interacts with and feels
about a product or experience, especially in the digital
realm as well as face-to-face interactions.

4. Multi-experience (MX): How an experience is enhanced
and delivered simultaneously across multiple devices,
modalities, and touchpoints.

As part of its transformation, AAPL has shifted to being a
virtual organization and now recruits the highest caliber
of staff from across the country while continuing to engage
with healthcare leadership development initiatives nation-
ally and internationally. AAPL also continues to refine its
technical infrastructure and the AAPL Platform so that we
can optimally deliver the full spectrum of AAPL programs,
products, and services in an integrated fashion.

Our AAPL community of members and customers,
along with our staff, are the highest priority as we facili-
tate large-scale change in healthcare. Our ongoing efforts
with brand messaging, marketing, and thought leadership

6 American Association for Physician Leadership® | 800-562-8088
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reflect this commitment as an organization to a total expe-
rience approach.

As we consider the potential of a total experience ap-
proach in healthcare, patient-centered/person-centered
care, or PCC, is a priority as well. The challenge with PCC
is that many systems and process changes are required
across the clinical delivery systems and inside the various
industry sectors before true PCC is possible. Transforming
healthcare to PCC requires significant and sustained efforts
over time. This is where the opportunity lies for physician
leadership: leveraging the recognized platform of physician
leadership to create the change needed.

Surprisingly, transformation requires only three things:
recognizing what the current situation is, knowing what
is needed or desired, and having the determination re-
quired to make the change. The challenge for healthcare
is that we have only two of those three elements: we know
who we are, and we seem to have the resolve required for
real change.

What we don’t yet know, or have not adequately de-
fined, is what healthcare should become during its next
major transformation. We can, and must, do better on this
latter point.

TRANSFORMATIONAL LEADERSHIP

Transformational leadership is defined as a leadership
approach that causes change in individuals and social
systems. In its ideal form, it creates valuable and positive
change in the followers with the end goal of developing
followers into leaders.*

Physicians are naturals for developing transformational
leadership approaches within a variety of healthcare sys-
tems and processes.

Yukl suggests several important aspects of successful
transformational leadership*:

1. Develop a challenging and attractive vision with
employees.

2. Tie the vision to a strategy for its achievement.

Develop the vision, specify, and translate it to actions.

4. Express confidence, decisiveness, and optimism about
the vision and its implementation.

5. Realize the vision through small, planned steps and small
successes in the path toward its full implementation.

®

In their book Words Can Change Your Brain, Andrew New-
berg, a neuroscientist at Thomas Jefferson University, and
Mark Waldman, a communications expert, state, “A single
word has the power to influence the expression of genes that
regulate physical and emotional stress.” Over time, given
sustained positive thought, functions in the parietal lobe
start to change, which changes our perception of ourselves
and those around us.

Essentially, holding a positive view of ourselves helps
train our brain to see the good in others. Thus, by exercis-
ing consistent, positive thoughts and speech, we change our
self-perception and how we perceive the world around us.
Ultimately, this grants us the ability the shape our reality
and change the world for the better.

Aaron Barnes, CEO of BRM Institute, provides examples
of this reshaping of reality by using different types of words
(www.brm.institute):

B Capability instead of Process
B Convergence instead of Alignment

B Shared Ownership instead of Accountability

B Demand Shaping instead of Demand Management

B Business Capabilities instead of Services

Simply changing the words we use to express ideas creates
a culture that doesn’t single out or place blame on anyone
within an organization. Rather, it promotes transparency, el-
evates communications, and appreciates individual value.
In the end, shared positive language promotes effective
communication and collaboration, breeding innovation,
success, and organizational value.

EMBRACE THE REALITY

The medical profession is viewed as a leadership profession
not only by our industry, but also by general society. Conse-
quently, the opportunity always is available to exhibit some
version of transformational leadership in our practices, in our
communities, in our organizations, in our volunteer activi-
ties...essentially in all aspects of our lives. We can, therefore,
use this distinct privilege by speaking about healthcare in
a positive way and by focusing on positive transformation
rather than on negative market force transitions.

And so, as physician leaders, we must embrace the
complexities of our industry. We must embrace the reality
we chose when transitioning to this profession. And we
can choose to embrace the opportunities in which our in-
dividual and collective energies create the transformation
needed for our industry as we continue to emerge from
the pandemic.

Remember, leading and helping create significant
change is our overall intent as physicians. AAPL focuses
on maximizing the potential of physician-led, interprofes-
sional leadership to help create personal and organizational
transformation that benefits patient outcomes, improves
workforce wellness, and refines the delivery of healthcare
internationally.

We must all continue to seek deeper levels of profes-
sional and personal development and to recognize ways
we can each generate constructive influence for one
another at all levels. As physician leaders, let us become
more engaged, stay engaged, and help others to become

www.physicianleaders.org
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engaged. Exploring and creating the opportunities for
broader levels of positive transformation in healthcare is
within our reach — individually and collectively. =&
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Editor-in-Chief
Anthony Slonim, MD, DrPH, CPE, FAAPL

Physician leaders play an important role in the future of health care. They've seen a lot. They've
done a lot. And they have a lot of knowledge to share. That's why we invite physician leaders to
share their experiences with colleagues around the world.

In addition to thought-provoking content, informative journalism, practical news and
commentary that keeps professionals in the know, the Physician Leadership Journal also offers
opportunities for physician leaders to demonstrate their knowledge and have their voices heard
by others throughout the industry.

We welcome articles about leadership topics in medicine and health care. We invite
submissions that spotlight original research, operational interventions and findings, and
discussions that orient readers to important topics. Being published in the PLJ is a great way to
demonstrate your professional expertise and have your voice heard by other physician leaders.

We seek original articles that advance the scope and practice of physician leadership. Articles
must address one of the following competencies to qualify for peer review and potential
publication:

Careers: The journey of a physician leader throughout his or her clinical and/or executive

maturation.
Communication: Strategies to convey meaning from one entity or group to another.
Finance: Dealing with the operational aspect of budgeting and planning as a physician leader.

Health Care Organizations: The organizational role of the physician leader within health care
systems.

Health Care Professionals: The role of the physician leader within clinical practice.
Health Law and Policy: Current or past policy issues or topics influencing physician leadership.

Innovation: The use of novel and creative methods to enhance the role or capabilities of
leaders.

Leadership: Tactics to develop and/or enrich a leader’s ability to guide individuals and teams.
Management: Pertaining to the administration of any organization as a physician leader.

Patient Care and Quality: The scientific improvement of quality and patient safety for
physician leaders.

Technology: Tools and technologies influencing leadership.

Learn more about how you can make a difference as a physician leader. Review our Instructions
for Authors and contact us at editor@physicianleaders.org with any questions.

We look forward to receiving your submission.
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INSTRUCTIONS FOR AUTHORS

The Physician Leadership Journal welcomes articles about health
care leadership topics. Articles spotlight original research,
operational interventions and findings, and discussions that orient
readers to important topics. We seek original articles that advance
the scope and practice of leadership. Articles may not be under
consideration for publication elsewhere, nor published previously.

ARTICLE TOPICS: Articles must address one of these
11 competencies to qualify for peer review:

m Careers: The journey of a physician leader throughout his or her
clinical and/or executive maturation.

® Communication: Strategies to convey meaning from one entity
or group to another.

B Finance: Dealing with the operational aspect of budgeting and
planning as a physician leader.

m Health Care Organizations: The organizational role of the
physician leader within health care systems.

m Health Care Professionals: The role of the physician leader
within clinical practice.

® Health Law and Policy: Current or past policy issues or topics
influencing physician leadership.

B |nnovation: The use of novel and creative methods to enhance
the role or capabilities of leaders.

m Leadership: Tactics to develop and/or enrich a leader’s ability to
guide individuals and teams.

® Management: Pertaining to the administration of any
organization as a physician leader.

m Patient Care and Quality: The scientific improvement of quality
and patient safety for physician leaders.

m Technology: Tools and technologies influencing leadership.

MANUSCRIPT SUBMISSION: Articles must be submitted via
email to editor@physicianleaders.org. Be sure to indicate which
competency your manuscript addresses, and the submission type
of your manuscript.

The file (Word document) should include a cover page with the
suggested title of the article, the names of the authors in the
order they are to appear, the authors’ degrees and professional
affiliations, and complete contact information for all authors.

All text, references, figures and tables should be in one double-
spaced document (1-inch margins, 12-point type). Use subheads
to organize the article and break up large amounts of text.
References, figures and tables should be at the end of the
document.

ABSTRACTS: Please provide an abstract — a summary — of no
more than 250 words for the submission.

PERMISSION: Obtain written permission from the copyright
holder (usually the publisher) to reproduce previously published
material. All letters of permission must accompany the manuscript
upon submission.

TABLES: Tables should be numbered and titled, cited in numerical
order in the manuscript. Spell out any abbreviations used in the
table’s footnote section. Tables must be included as editable
components of the manuscript file, placed at the end of the
manuscript.

FIGURES: All figures (charts, graphs, screenshots, etc.) must be
numbered and have legends. All figures cited must be in numerical
order in the manuscript. Figures should be editable (in native file
format) when possible.

SUBMISSION TYPES: All submissions must be structured using
one of three formats.

1. Research articles: Manuscript submissions that include a
controlled experimental investigation and provide statistical
support for research findings. These should include:

m A clear description and literature support of problem
B A clear description of experimental methodology
e Participant count and setting
e Research design
® Intervention
e Dependent variables
* Measurement tools
e Procedures
e Statistical analysis
® A clear description of results
m A clear description of the implications
®m Alimit of 15 double-spaced pages (not including title page and
references)

2. Field reports: These manuscript submissions provide an outlet
for authors to highlight the value of operational interventions
and findings that do not satisfy the needs for a full-length
research article. These should include:
® A brief description of problem and operational significance
m Areview of the operational process that led to development of

an intervention

A brief description of intervention/solution used

A concise description of results

A concise description for next steps

A concise description of operational implications

A limit of 10 double-spaced pages (not including title page and

references)

3. Discussion articles: Manuscript submissions that provide
reader orientation to an important topic affecting the health
care and/or leadership climate. They should include:
® Areview of the relevant literature to set context for the discussion
® A concise discussion about future research direction
® A limit of 15 double-spaced pages (not including title page and

references)

REFERENCES: References in text must be cited numerically, in
order as cited in the manuscript. The reference list must appear
at the end of the text. Do not use automatic footnote or endnote
programs or embedded footnotes. Use exponent font instead.
References should follow AMA style. For example:
® Journal article: Silber JH, Bellini LM, Shea, JA, et al. Patient
Safety Outcomes Under Flexible and Standard Resident Duty-
Hour Rules. N Engl J Med. 2019; 380:905-914.
® Book: Dahl, OJ. The High-Performing Medical Practice: Workflow,
Practice Finances, and Patient-Centric Care. Phoenix, MD:
Greenbranch Publishing; 2019: 25-30

m Newspaper article: Armour S. Health-care spending Projected
to accelerate as population ages. Wall Street Journal. Feb. 20,
2019.

m Website: A good meeting needs a clear decision-making
process. Harvard Business Review; https://hbr.org/2019/03/a-
good-meeting-needs-a-clear-decision-making-process.
Accessed March 11, 2019.

FUNDING: If research was funded by a granting agency, include
the information on a separate page of your file.

QUESTIONS: Send questions about submissions to editor@
physicianleaders.org.

www.physicianleaders.org 1"
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I FROM THE EDITOR-IN-CHIEF I

Studying Physician Leadership:
Theoretical Underpinnings

Anthony Slonim, MD, DrPH, CPE, FAAPL

t Physician Leadership Journal, we aim to publish

some of the most progressive bodies of work that

inform our evolving profession and provide evi-

dence of the unique contributions that physician
leaders bring to patients and populations.

While physician leaders have been influencing health-
care for decades, empirical data supporting their unique
contributions are still lagging. Fortunately, a large body of
leadership knowledge has been created outside the physi-
cian realm. The theoretical underpinnings of this body of
knowledge can also be applied to study physician leader-
ship as our profession advances.

Highlighting a few of these theoretical underpinnings
will, I hope, encourage and stimulate our collective
thoughts on how they may promote leadership study in our
profession.

RELEVANT LEADERSHIP THEORIES

During the past century, leadership has been extensively
studied across industries. While there are many defini-
tions of leadership, Gardner defined leadership as “the
process of persuasion or example by which an individual
or team induces a group to pursue objectives held by the
leader or shared by the leader and his or her followers”
(Gardner, 1990).

Each leader has their own unique approach to work,
grounded in family, lifestyle, socioeconomic status, educa-
tion, and experiences, personal and professional. Many of
the personal characteristics cited as essential for success-
ful leadership are rooted in the individual’s development
from early childhood through adolescence and adulthood
(Fitzimmons and Callan, 2016) and depend on the socio-
environmental contexts in which they were raised (Brofen-
brenner, 2009).

According to Gardner (1990), characteristics like deci-
siveness, people skills, and courage differentiate leaders;
however, a host of additional traits and characteristics that

also may be relevant to leadership success often are not
highlighted. Further, inherent characteristics drive leader-
ship behaviors that ultimately result in attaining leadership
positions like medical director, chief medical officer, or chief
executive officer.

Physicians and non-physicians alike may share leadership
traits and behaviors, so the presence or absence of these attri-
butes cannot alone explain the imbalance of physicians and
non-physicians in leadership positions. Hence, there must be
other important characteristics innate to physicians’ experi-
ences that distinguish them as effective leaders.

Two theoretical examples provided here represent foun-
dations with which to further study this notion of physician
leadership.

ROLE THEORY

Role theory has its origins in the last century and suggests
that individuals are prescribed specific roles based on soci-
etal beliefs. These roles govern their behaviors and attitudes
during their leadership development (Van der Horst, 2016).
Over time, this theory, particularly as it relates to physician
leaders, has become less structural than interactional, rec-
ognizing that people often integrate multiple roles, physi-
cian and leader, and can adapt these combined roles as they
interact with others.

As physicians evolve as leaders, role theory provides an
important theoretical backdrop because it suggests that cer-
tain attitudes and behaviors that we develop as we mature
in our medical profession may also be important for lead-
ership. From a contemporary perspective, while role-based
biases may still exist at the societal level, how we educate
and train physician leaders in a more interactional way may
be relevant to enhancing a leader’s outcomes, which are the
benchmarks for evaluation and success.

Role theory proposes that expectations are associated
with the role as a physician and those expectations cor-
respond to stereotypes that are important to consider,
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particularly as physicians take on additional leadership
roles beyond healthcare.

For example, the 117" Congress includes 4 physicians
in the Senate, 14 physicians in the House, plus 5 dentists, a
number which far exceeds the two physicians who served
in the 101* Congress in 1990. When physicians take on
roles that are considered nontraditional for their profes-
sion, such as politician, they must break through the social
stereotypes. This is often a double-edged sword, however.
When physicians in political leadership roles demonstrate
characteristics that are perceived to be inconsistent with the
physician role that society ascribes to them, they could be
criticized for breaking with societal norms.

Similarly, if a physician demonstrates characteristics
that are typically less political in their characterization,
such as listening intently, speaking softly, or looking toward
teamwork and collaboration to solve problems, they be
may perceived as too much of a physician and incapable of
achieving political goals.

These biases highlight the important influence of role
theory in studying physician leadership because these
biases are based on the powerful perspective that society
has of all physicians regardless of the additional roles they
may take on.

UPPER ECHELON THEORY

In 1984, based on the lack of a comprehensive framework to
understand why organizations act as they do, Hambrick and
Mason (1984) developed a model entitled upper echelon the-
ory (UET) to link the overall strategic choices organizations
make to the values and cognitive bases of their leadership.

This theory suggests that leaders’ background traits or
personal characteristics impact organizational decisions,
performance levels, and outcomes. The theory also proposes
thatleaders tend to rely on their personal traits and behaviors,
which have been developed and conditioned over time, to
make more complex decisions, such as prioritizing strategic
initiatives. This theory proposes that strategic decisions and
operational effectiveness require an appreciation of the demo-
graphic, experiential, educational, and psychological charac-
teristics of the senior most members of the team responsible
for making those decisions (Hambrick and Mason, 1984).

The rationale underlying the theoretical concept is that
leadership teams are unable to fully appreciate all the vari-
ables that go into formulating an organizational strategic
direction; hence, the lens that the team applies is selective,
based on the criteria deemed most important to the team,
and interpretive, based on historical constructs of their
leader (Hambrick and Mason, 1984).

While Hambrick and Mason in their original work did not
explicitly test the role of any specific trait or characteristic,
such as being a physician, they did imply that there was a

relationship between the traits of top leaders and the stra-
tegic choices that a leader makes and hence, the outcomes
that result from those choices.

For example, as physicians participate more fully on
leadership teams, it may be important to evaluate their
ability to contribute to the team’s decision making across a
range of domains. A dyadic leadership model where a phy-
sician and non-physician leader partner and are responsible
for the clinical, operational, and financial outcomes of the
assigned service highlights UET’s relevance.

The dyad team represents the upper echelon of the
leadership structure for the service. The personal and pro-
fessional experiences of both dyad members contribute a
broader and more complementary set of experiences to a
shared mission, vision, values, priorities, and outcomes of
the service line.

The use of UET as a theoretical underpinning for guiding
physician leadership research may be relevant as one seeks
to identify the selective biases, both positive and negative,
that may influence the outcomes associated with physi-
cian leaders.

As physician leadership continues to mature as a profes-
sion, empirical data generated through research that helps
to identify the leadership contributions of physician leaders
isnecessary and important. A framework for studying these
contributions depends on the numerous theories that may
have relevance in creating a conceptual model that guides
the research.

Role theory and upper echelon theory represent exam-
ples of leadership theories that may have relevance as we
build conceptual models in research to study physician
leadership contributions within and beyond healthcare. &8
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Lessons Learned: Evaluating the

Role of a Balanced Scorecard in the
Strategic Management of a Translational
Science Research Institution

Verdnica Hoyo, PhD, and Daniel L. Bouland, MD, MS, FACP

The balanced scorecard is a valuable strategic management roadmap for optimal performance that organizations

may adapt to various environments through thoughtful design and execution. The evaluation unit at the University

of California San Diego Altman Clinical and Translational Research Institute developed, refined, and implemented

a BSC tailored to its academic research environment. The big-picture value of the scorecard approach has been

its ability to incorporate direct “customer/stakeholder” insights; increase capacity to align and re-align initia-

tives and bring them back to the funding institution’s changing goals and priorities; and strengthen inter-group

collaborations and emphasis on “learning from within.”

edical translational science, the process of

converting scientific discoveries into improved

health, requires innovation, analysis, adapt-

ability, and dissemination of information.' The
tracking and evaluation of translational science endeavors,
necessary to safeguard strategic planning, steps forward,
and compliance with various governance requirements,
demands similar dynamic oversight.

The evaluation unit at the University of California San
Diego (UCSD) Altman Clinical and Translational Research
Institute (ACTRI) supports the ACTRI’s programs and unit
leaders in developing goals, targets, and relevant metrics
of success; assessing progress; reviewing performance and
management; and establishing continuous quality improve-
ment methods.

Finding existing logic models? lacking, the evaluation
unit conceived a novel application of the balanced score-
card (BSC), a tool that businesses traditionally have used
for strategic management and performance tracking, by
incorporating non-economic performance metrics to sup-
plement conventional financial criteria.?

The evaluation unit painstakingly developed, refined,
and implemented a BSC tailored to the academic research
environment. The big-picture value of the scorecard ap-
proach has been its ability to incorporate direct “customer/

stakeholder” insights (through satisfaction metrics);
increase capacity to align and re-align our initiatives and
bring them back to our funding institution’s changing goals
and priorities; and strengthen inter-group collaborations
and emphasis on “learning from within.”*

In practical terms, the BSC informs the strategies of the
ACTRI that drive adherence and effective outcomes to grant
requirements and thus serves as an integral tool contribut-
ing to continued funding. Here, we present an overview of
the basic attributes/benefits of the BSC in our application
and the process of piloting novel change with a focus on the
actors involved, the lifecycle of adoption, lessons learned,
and a path forward.

In fall 2012, after experiencing earlier BSC successes
in the academic department of medicine,>® ACTRI imple-
mented an electronic in-house version of the balanced
scorecard for strategic management purposes.

Not to be confused with a data dashboard, the original
BSC product of Drs. Robert Kaplan and David Norton
was created for the purpose of unifying mission, vision,
and planning, while offering a high-level view of how the
institution or system is performing in regard to its main
domains, key stakeholders, and available assets.

Other advantages of the BSC framework include its
focus on cross-functional relationships; ability to present
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strategic objectives tied into actionable measures; and
capacity to visually communicate organizational strategy in
an adaptive, continuous cycle process of planning, doing,
monitoring, learning, and acting.” Although the balanced
scorecard has gradually become better known in health-
care settings,® we have not seen it applied to translational
research institutions such as ours.

CONTEXT OF ADOPTION
AND IMPLEMENTATION

A relevant starting point for analyzing the BSC implemen-
tation process at the ACTRI is the lifecycle of technology
adoption; its four phases are formative, growth, mature,
and decline.’

The formative phase is defined as a period of little growth
and small numbers of actors engaging the novel technology.
The second stage is characterized by high growth and high
entry rates, a period of rapid expansion whereby the system
starts enjoying a critical mass of users and standardization
processes begin.

A high degree of specialization but low growth rates in
user numbers characterizes stage three, with a period of
stabilization and institutionalization of the technology. The
fourth and last phase, the decline, is the stage at which no
new users are expected; rather, increasing numbers of users
abandon the technology system in search of new options.
The technology eventually loses its relevance and estab-
lished value, and a final breakup may take place.

To fully understand how a new technology is adopted
and implemented, we need to consider the actors involved
in the process as well as their particular nature in relation to
the ecosystem where they interact. The work of sociologist
Everett Rogers'® is particularly enlightening. Rogers detailed
five categories of technology “adopters”:

1. Innovators: Risk-takers, usually the first individuals to
adopt an innovation, youngest, highest social class, have
the financial resources to tolerate and absorb failures,

4 phases and timeline of adoption

Formative Mature

Growth Decline

have closest contact to scientific sources and interactions
with other like-minded entrepreneurs.

2. Early Adopters: Opinion leaders among adopters, higher
social status, financial liquidity, more socially forward
than the next categories, more discreet in their adoption
choices than the innovators.

3. Early Majority: Those who adopt the innovation signifi-
cantly later than the two previous groups, above-average
social status, some contact with early adopters but sel-
dom opinion leaders in the system.

4. Late Majority: Accept the innovation well after the aver-
age participant, naturally skeptical toward innovation,
have below-average social status, little financial liquidity,
in contact with late majority and early majority, little to
no opinion leadership.

5. Laggards: Last to partake of the innovation, no opinion
leadership, tend to be risk- and change-averse, focused
on traditions, lowest social status, lowest financial liquid-
ity, oldest among adopters, little contact with anyone
outside their immediate circle.

Although our institute is not a classic representation of
society, there are internal and external hierarchies among
our various units and their leaders (Figure 1). During the
implementation of the balanced scorecard,” we have wit-
nessed well-segmented and identifiable periods of BSC
adoption and various “types” of innovation adopters among
unit leaders and their staff that synchronize with the above-
noted classifications.

Additionally, our lifecycle of technology adoption
did, indeed, loosely correlate with the previously refer-
enced observations of Markland.? Detailed below are our
observations.

Formative Phase (2012-2015)

All ACTRI units were mandated to utilize the BSC beginning
in fall 2012.5 The scorecards, as initially implemented, were
a slightly revised version of the original tool, the most no-
ticeable difference being the addition of a radio tab labeled

Original ecosystem (pre-BSC)

S ) e
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m m‘a
= Drectes = Drectos = Deectsr = Deectir = =

Figure 1. Timeline of BSC Adoption and Phases of Technological Innovation
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LEARNING AND GROWTH : Identify the gaps in skills, training, tools, etc., required for breakthrough performance
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Identity exsting staff who can be cross-  [Johny Q.

HR manager
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Target

Frtzos
Employee satisfaction score of 7

Figure 2. Sample BSC Formative Phase

“Customer and Stakeholders” to provide greater inclusivity
and accountability to the decision-maker domain.

The formative stage was characterized by significant
pushback and few truly committed users (better depicted
as a combination of “innovators” and “early adopters”).
Our evaluation unit conducted one-on-one training ses-
sions with unit leaders and their staff, providing extensive
“how-to” and FAQ documentation, as well as other learning
materials, including background knowledge on the original
Kaplan and Norton® work.

Leaders and staff members for whom adoption was
easiest were in the more technology-intensive units as com-
pared to service/people-oriented entities.

A recurrent problem encountered at this juncture was
the lack of specificity in the information entered. Often,
units left one (or several) items blank; the “Lead” category
was frequently unpopulated, which presented a hurdle in
terms of accountability. Similarly, as Figure 2 shows, mea-
sures and targets were often not S.M.A.RT. (specific, mea-
surable, achievable, relevant, and time-bound).

July 2021

Current Al.‘..TNE Users

Average BSC User Metrics

81%
86%

BSC was accessed by most
Frequent users (n=7)

Figure 3. BSC User Adoption Dashboard

1

July 2021

Currently Active Scorecards

2016 Survey

Toward the end of the second year, and with the help of
the early adopters and their targeted efforts in diffusing the
tool, we managed to increase acceptance and trust as shown
in the dashboard presented in Figure 3.

Growth Phase (2016-2019)

After the initial buy-in process, we progressed to the second
growth phase in which early majority users were brought
in. Although we believed our electronic scorecards to be
designed to best suit our internal needs, in reality, few units
maintained continuous updating (i.e., entering the most
recent data on their self-determined Key Performance In-
dicators or KPIs).

Most of these difficulties stemmed from users’ misun-
derstanding that projects, ongoing collaborations, etc., were
static, (i.e., once an initiative was placed within a domain,
that spot was permanent) as opposed to the purposefully
designed ability to dynamically move through various fields
as an item evolved.

Comprehension of
Institution’s Goals and
Future Directions

User satisfaction with our | |
Evaluation services

HAdAk ]
(5L 2 '
O v

2013 2015

W Completely understood ® Average © Not understood
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Some of our unit leaders were, perhaps, still affixed to the
linearity of the previously used logic model strategic manage-
ment tool. A reticence to change coupled with incomplete
recognition of the flexibility of the BSC to accommodate fluid
KPIs also contributed to the updating deficiency.

The evaluation unit used one-on-one meetings to resolve
the confusion, although this may be the most recurrent
issue we encounter with every BSC review. (Every quarter,
our evaluation team meets once or twice with each unit
management to review their individual scorecards and “re-
fresh” or update them in a more systematic way. Although
each unit is left alone to decide how often they modify their
specific KPIs, at least once quarterly, they must comply with
this standard institutional requirement.)

The few late majority arrivals for the most part were new
unit leaders or administrative staff for whom the process
of quantifying and measuring their strategic goals proved
more challenging, given their lack of familiarity with our
processes and our electronic software tool.

Beyond technological competency, some of these late
majority arrivals were not necessarily the most open to
change, and that is why the leadership’s buy-in was essential
for our success. However, the consistent support for the BSC
from our institute’s leadership guaranteed its full adoption.

To gauge BSC impact, the evaluation unit conducted
three voluntary and anonymous standard satisfaction

WORKFORCE DEVELOPMENT Y COLLABORATION AND ENGAGEMENT)|

INTEGRATION Y METHODS AND PROCESSES

surveys of all unitleaders in 2013, 2015, and 2016, as well as
follow-up semi-structured participant interviews with unit
leaders and their staff over a span of three years correspond-
ing to the growth phase. (The 2013 and 2015 surveys took
place during the directors retreat and, as such, had high
participation rates — 93% for each of them — while the 2016
survey was a standalone with a participation rate of 62%.)

Mature Phase (2020-)

We currently are in the third phase (mature) of BSC im-
plementation. Quality improvement emphasis has been
focused on scorecard redesign to match our most recent
CTSA grant goals (Workforce Development, Collaboration
and Engagement, Integration, Methods and Processes, and
Informatics) while incorporating a parallel mechanism of
accountability.

Figure 4 illustrates the differences in completion and
detail for the scorecard entries. In addition, a day-to-day
operations/project management software is being applied
to track progress toward balanced scorecard targets.

While the evaluation unit continues to advocate for the
strategic management nature of the BSC, the unit leaders
in our center requested help creating more accountability
mechanisms; subsequently, project management software
serves as a complement to our BSC but is limited to detailed
day-to-day operations (Figure 5).

INFORMATICS

COLLABORATION AND ENGAGEMENT: Engage and include community stakeholders in decision-making, collaborative science, %:
training and research
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Measure

Target
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® b) CAB member representation at members who represent ol
Executive Committee level underrepresented populations by Oct.
@ i) Interaction with Life Science Advisory 15, 2020
lgroup and other partners c) CE attendance to 100% of mestings
2.1.2 fCommunity members direct resource Beatty, unit a) 2 community reviewers and their a) 100% by Apnl 2021
@ lallocation decisions & research design  |subdirector, scoresheets b) 100%
2) More community member voice and  [Johnson, unit b) # of requests for studios and c) 1 or 2 by April 2021; 80% or higher
@ vote on pilot applications ings held |ACSI-post event satisfaction scores ol
ib) Studics community input for device <) # of forums, attendance and post-
@ fdesign and research design satisfaction event surveys
) Forums for finding dissemination and
lcommunity health research symposia

Figure 4. Current View of BSC
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Figure 5. Current View of Project Management Board for One Unit
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Figure 6. Workflow of Delegation Lines/Accountability for Strategic Management

in Our Institute

In creating novel, complementary adjuncts (Figure 6),
we believe the logical decline of the BSC strategic manage-
ment tool is delayed, at least for the time being. We believe
that any and all technologies and software are, at least
theoretically, bound to decline, regardless of how dynamic
and adaptive they may be by nature. This is due to the ever-
increasing possibility of new technologies and new software
options coming to the market and disrupting the balance of
new threats to security and privacy that may not have been
originally incorporated to the actual tools. Policy changes
and funding opportunities at the institutional level also may
be examples of potential threats to the survival of any tool.

We are currently in the process of standardizing the
interaction and cross-software connectivity of the BSC and
project management platforms to facilitate data input and
visualization for unit leaders and their staffs.

DISCUSSION: LESSONS LEARNED

The balanced scorecard was introduced to better align
our institute’s research mission and vision with our actual
initiatives and performance, following the established com-
mitments of our foundational grant. Before the balanced
scorecard, this connection between our mandate and our
work was not as clearly delineated, and neither were the
variety of stakeholders involved in each of the translational
continuum stages. Through the scorecard, we have rendered
more visible the inner workings of our organization.

Our implementation and quality improvement pro-
cesses of the balanced scorecard have taught three pri-
mary lessons.

1. You get what you put in.

The balanced scorecard is a living document. As such, it
requires relatively constant interaction and flexibility, usu-
ally at every reporting deadline for the near term (annual
progress reports) and for mid-term grant progress mile-
stone setting.

Strategic management under this approach is brought on-
line by the individual user through our in-house developed,
maintained, and copyrighted software that is password-
protected, easy to access, and self-explanatory. Users arrive
at a landing page that has training materials, inter-unit mes-
sage boards (for internal communication), an institutional
level message board (for general announcements), and a
drop-down menu to access each unit’s specific scorecard(s).
Having gained access to their scorecards, units have editing
privileges and control of their views.

Each scorecard has a general format (four or five tabs,
each pertaining to the main programmatic domains, de-
pending on the scorecard year) and as many items (initia-
tives) as unit leaders decide. As explained, the frequency
of access to scorecards is primarily left to unit leaders and
their staff, except for the minimum requirement to have
updated information every quarter. Given the “high level”
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of information captured in the scorecard, there is no need
to view the BSC daily.

Those unit leaders and managers who routinely codify
their particular scorecards (i.e., major accomplishments,
new initiatives, completed tasks, required grant-based KPIs,
and unit-created original metrics) tend to do significantly
better at BSC upkeep than those who need to be coerced
into compliance. Consequently, a well-maintained BSC fa-
cilitates preparing for annual reports and external advisory
board meetings.

2. There are many drivers
of implementation.

Several factors have influenced BSC adoption in our
environment. In the broader picture, the BSC has a well-
established reputation as a strategic management tool and
is employed by our institutional body, the University of
California San Diego.

The primary drivers of local implementation were the
most frequent users (unit managers) and/or tech-savvy
unit leaders who were early adopters. Word of mouth
among unit leaders and their opinion leadership with their
own staff has been the single most important diffusion
mechanism.

A key component in ongoing applicability has been a
regularly scheduled bi-annual meeting between the evalu-
ation unit and individual units to review the scorecard; an
additional review is initiated when preparing for institution-
wide reporting deadlines, and ad-hoc meetings are con-
ducted upon request.

3. Tool flexibility and adaptability
are important.

We have learned that constant solicitation of feedback from
users, implementation of requested changes, and introduc-
tion of updated/novel features are requisite for survival. As
an example, our most recent balanced scorecard revamp
occurred two years ago when we created a more custom-
izable, better-looking interface following findings from a
2016 survey.

Specifically, the original four domains were modified to
five strategic aims as outlined by the National Center for Ad-
vancing Translational Sciences in our Request for Application.
Additionally, several extra “edit” features were introduced,
such as the ability to move initiatives across quadrants/
domains, the capability to renumber items according to repri-
oritization, and, finally, the removal of unused features.

We are committed to continuous process improvement,
and the most recent addition of project management is
having a clear, immediate effect in increasing unit leader
and staff engagement with both strategic and project man-
agement software.

The decision to integrate these two very different tools
was a response to our own commitment to user satisfaction
and stakeholder accountability; some unit leaders consis-
tently requested added functionality from our balanced
scorecard interface that, by design, was not available in
a strategic management tool. Adding the link within our
in-house scorecard platform to a commercial-project man-
agement tool allows a “single-stop shop” where a bird’s- eye
view of their plans, milestones, targets, and accountability
is presented together with direct access to delve into the
minutiae of daily operations.

Although these changes have not yet been assessed for
their impact on user satisfaction, we will engage in such
efforts in the near future. Evidence suggests that the BSC
continues to provide unit and institutional leadership with
high-level visual organization, understanding, and cross-
unit sharing of institutional plans. It constitutes a consoli-
dated roadmap for success, while the project management
tool is a daily log of day-to-day tasks.

There is no confusion about the benefits of each plat-
form. The updating required for effective record keeping
has driven a division of labor: unit leaders focus more on
the BSC while unit managers/other staff handle the project
management tool.

FUTURE WORK

An external advisory board comprised of national subject-
matter experts meets annually to review our ACTRI. Year-
over-year progress in meeting the goals of translational
science has established the balanced scorecard as an in-
tegral component to successful outcomes and continued
grant funding.

To avoid the decline phase in technology lifestyle
adoption, the UCSD ACTRI evaluation unit has begun the
process of incorporating major changes to our balanced
scorecard. Opportunely, we are beginning our third grant-
renewal year, and as such, most current initiatives are new
or have a renewed scope. This novelty, coupled with an
updated set of strategic aims, has allowed for additional lat-
itude in adjusting to recent changes in mission and vision,
i.e., increased responsiveness to issues of diversity, equity,
and inclusion (DEI).

Our BSC is undergoing adaptations that will expand the
pool of stakeholders and incorporate performance metrics
to track societal impact. These changes will be documented,
evaluated, and our findings disseminated over the next
few months.

In our application, the balanced scorecard has proven
its value; as such, we aim to extend its lifecycle. Now cou-
pled with project management software, the BSC is fully
responsible for ensuring key performance indicators match
the larger values and mission of our translational science

www.physicianleaders.org


http://www.physicianleaders.org
https://tritonlytics.ucsd.edu/services/balanced-scorecard/index.html
https://tritonlytics.ucsd.edu/services/balanced-scorecard/index.html

22

Physician Leadership Journal | September/October 2022 I —

research institute in the quest to bring innovative research
to clinical fruition. &&
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Recognizing and Managing
a Toxic Leader: A Case Study

Bhagwan Satiani MD, MBA, FACHE(R), FACS, and Anand Satiani, MD, MBA

Leadership literature focuses on highlighting the types, ideals, characteristics, and habits of good leaders.

Although healthcare organizations may endure less than ideal leaders, some reports indicate that toxic leaders
comprise up to 20-30% of leadership. A distinctive set of characteristic behaviors separate the difficult and de-
manding leader from the toxic leader. Toxic leaders can be characterized as autocratic, manipulative, controlling,

deceitful, and callous. Organizations must have a mechanism for identifying, monitoring, counseling, coaching,
or even removing toxic leaders. Lack of development of good leaders, dysfunctional teams, loss of productivity,
and low morale because of toxic leadership lead to a high burnout rate and turnover.

ersonality development is a process common to all
humans and encompasses an individual’s patterns
of thinking, feeling, and behaving.! It is influenced
by the combination of life experience and genetics.
Consequently, there is significant variability in personality
from person to person, as well as in levels of emotional
intelligence, the employment of mature and immature de-
fense mechanisms, and styles of interaction. No individual,
including one aspiring to a leadership role, is immune from
developing traits that can be viewed as maladaptive.

Most articles on leadership spotlight good leadership.
This report highlights the extreme opposite: a situation in
which an individual with maladaptive traits is installed as
a leader and generates a destructive, toxic culture. What
follows is a summary of the individual’s impact on the de-
partment and the organization, with recommendations for
managing such an individual.

TOXIC LEADERSHIP

The word “toxic” is derived from Greek mythology and the
word “toxikon,” meaning poison or arrow poison.** Twenty
percent of Americans report hostility or feeling threatened
in the workplace.* Bullying also occurs to some degree in
many workplaces. A workplace poll by a large recruiting
firm showed that 51% of respondents were bullied by their
boss or manager and 39% by co-workers.®

A working definition of toxic leadership is “a series of
purposeful and deliberate behaviors and acts of a leader
that disrupt the effective functioning of the organization and

are intended to maneuver, deceive, intimidate, and humili-
ate others with the objective of personal gains.”®

Toxic leadership is present across industries around the
world, including healthcare. There is evidence that between
20% and 30% of leaders globally are described as toxic.* In a
study of 400 leaders, 39% of whom worked in the healthcare
setting, almost 95% reported encountering toxic character-
istics in someone at work.”

No healthcare environment or medical specialty is
immune to toxic leadership. Labrague studied the impact
of toxic leadership behaviors among nurse managers on
adverse events and quality of patient care using three dif-
ferent standardized scales to survey 1,053 registered nurses.?
Nurse-reported adverse events, including reports of com-
plaints, verbal mistreatment from patients and their fami-
lies, patient falls, healthcare-associated infections, errors in
administering medication, and decreased quality of care,
were all strongly associated with toxic leadership behaviors
in nurse managers.

CASE STUDY

A specialty division at a large private health system thrived
due to harmonious relationships among employed physi-
cians and staff, but was held back by poor financial perfor-
mance. A 12-month search for a new division chief followed.

Although a search committee of physicians, nurses, and
administrative staff was formed, previous hires in this and
other specialties tended to be at the whim of the department
head. The candidate selected was a model of good behavior
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and charm at the interview. The physician was hired for
the role despite opposing feedback from a few physician
interviewers who had concerns about the individual’s ab-
breviated tenure at his two prior employers and cursory
information provided by those employers.

Within six months, the division’s culture rapidly deterio-
rated. Initial dissatisfaction among faculty, trainees, and the
staff was noted and based upon intimidation, manipulative
behavior, lack of empathy toward employees, and lack of
ownership of poor decisions. As a result of this behavior
over three years, many complaints directed at the division
leader were filed with human resources. The department
head dismissed these, presumably based in large part on the
division’s improved financials over 36 months.

After four years and an overwhelming number of formal
complaints to human resources, the department chair asked
for the division chief’s resignation.

OPERATIONAL SIGNIFICANCE

Task-focused leaders, especially those coming into a new
job, may be given specific charges with a timeline to fix
problems such as financial deficits, as in this case. The new
leader may be single-minded in following the department
head’s instructions almost to the exclusion of other facets,
such as the relational aspect.

How goals are accomplished is just as important as what
is achieved. In this case, financial gains were recognized,
but they came at the significant expense of a support-
ive culture and psychological safety for team members.
Further, the built-in safeguards — HR and the director’s
supervisor — failed in this instance for almost four years.
The director’s authoritarian style created a toxic environ-
ment through his use of bullying, aggression, intimidation,
and manipulation (Table 1).

Other associated behaviors might include confronting
with false accusations and assuming credit for the team'’s
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success. It is also common for these leaders to exhibit the
“kiss up and kick down tendency.”®

Given the harm done to organizations, why are individ-
uals who create such toxic environments tolerated? Most
often, subordinates fear retaliation if they voice concern,
and superiors are focused on the achievement of specified
metrics (e.g., research dollars, clinical revenue). In this case,
the individual improved the financial status of the organ-
ization, but at a high cost.

Supervisors become passive enablers, observing the
inappropriate behavior but not advocating for change. The
HR department’s ability to implement change depends on
the policies by which they abide; these can require the ver-
ification of complaints, internal investigations, placing the
individual on a performance plan, or involving a coach over
several months before the recommendation is made to ter-
minate employment. In addition, HR and senior leadership
may wish to avoid the prospect of legal action involving ter-
mination without a foolproof record of verifiable complaints
and evaluations. The department and the health system may
also be conflicted because the division is now profitable.

OPERATIONAL IMPLICATIONS
FOR THE ORGANIZATION

Toxic leaders may succeed and benefit the organization in
the short term. However, because they are incapable of de-
veloping good leaders or well-functioning teams, their suc-
cess is usually short-lived before they are forced to move on
to another institution. Therefore, organizations must have
a mechanism for identifying and monitoring or removing
toxic leaders.

Most healthcare institutions have a top-down perfor-
mance evaluation process in place, which allows such a
leader to not only suppress any dissent, but also progress
upwards in the leadership chain.?'® Their behavior affects
the organization in many ways. Instead of authentic and

Table 1. Impact of a Toxic Leader on the Organization

Behavior | Consequences

Abusive behavior: Bullying, aggressive and offensive behavior toward
subordinates, autocratic, intimidates peers

No psychological safety, low engagement, loss of creativity,
absenteeism, attrition and turnover

Lies and blame shifting: Frequently caught in falsehoods and
inconsistency; rejects any blame, transferred to subordinates; reminds
employees of their past mistakes/faults without any sympathy; makes
unsubstantiated allegations at unexpected times

Loss of faith in the leader, leads to a defensive attitude in direct
reports and peers, dissatisfaction and undue stress for others,
low morale

Communication: Very limited communication outside the clique; holds
important knowledge close, including finances; unwilling to listen to
feedback; Encourages and hires a “yes” group of people

Relationships with and between peer group suffers, creates team
conflicts, establishment of cliques, widespread office politics

Egotistical: Selfish, manipulative, deceitful, has arbitrary behaviors
and/or decisions, think they are more talented than others, exhibit
completely different behavior with superiors

Loss of trust
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nurturing leadership, toxic leaders erode the self-worth,
dignity and “psychosocial well-being” of workers.?

Morale suffers as employees become unengaged or ac-
tively disengaged, impacting efficiency and productivity.
Employees exposed to this leader may be noncommunica-
tive and afraid to disagree with the leader. The pressure to
watch every word and survive each day within the poison-
ous culture leads to a loss of creativity.

Other than those who are favored by the leader, faculty
or peer relationships suffer as they go further into isolation.
Unproductive teams do not manage the normal day-to-day
conflict well, and there is decreased resilience, hastened
burnout, and high turnover.

Although this behavior ruins the culture within the work-
place, it is sometimes difficult for the leader’s supervisor to
discern because these leaders usually present as confident
and assertive; however, they often exhibit what is called the
“dark triad. 1112

First exposed by Delroy Paulhus and Kevin Williams in
2002, the dark triad of personality consists of narcissism,
Machiavellianism, and psychopathy."® The narcissistic
leader, sometimes exhibiting pathologic tendencies, focuses
only on their own needs. The leader profiled in the case
study had an inflated view of self-worth, exaggerated his
scientific knowledge, and often quoted non-existing litera-
ture to appear more knowledgeable.

Machiavellianism is described as “strategic exploitation
and deceit”!! These leaders will do whatever is necessary (ma-
nipulation, deceit, and exploitation) to accomplish their goal.

The final part of the triad is psychopathy, exhibited by
callousness, cynicism, aggressiveness, and episodes of
anger directed primarily at direct reports or trainees.* The
leader in the case study was opaque about essential infor-
mation, acted unpredictably, and intimidated people within
groups to send a message.'”

Another typical behavior of the toxic leader in our case
study was that he hired and favored a small circle, and tried
to drive a wedge between them and the pre-existing faculty.
Faculty were never included in major decision-making.

Although the difference between a “tough” leader
focused on the task and a toxic leader can be difficult to
discern at times based on the situation, a constellation
of signs is important to recognize (Table 1). Tough and
sometimes difficult leaders may be intense, demanding,
perfectionistic, and difficult to work with, but they are fair
and understand the balance between achieving financial
targets and crossing the line to personal attacks. They also
show emotional maturity by exhibiting empathy, leading
employees and peers to conclude that the leader’s behavior
is never personal. Both types of leaders can bring success to
the organization, but the disruption and impact on the cul-
ture associated with the toxic leader may not be sustainable.

During the hiring process, employers focus on candi-
dates’ fit with the job and the organization. However, few

hospitals go beyond conventional inquiries such as struc-
tured or unstructured interviews to match personality traits
with job performance. A variety of leadership personality
tests are available, but there is still uncertainty about the
predictability of these tools as well as the cost associated
with widespread use.'®'” Selective use of personality and
behavioral testing may be worthwhile for senior executive
and critical leadership positions.'®

NEXT STEPS IN MANAGING
THE TOXIC LEADER

Toxic leadership may be due to behavioral concerns and can
also be rooted more deeply within personality. Strategies for
managing the toxic leader involve several steps.

Supervisor/manager actions toward toxic leader’s peers
and employees include:

Listen.

Show empathy.

Provide counseling for victims.

Reiterate core values repeatedly.

Establish a hotline to allow fearful employees to report
abusive behavior.

B Urge documentation of behavior and falsehoods.

B Direct employees to avoid solo conversations.

B Provide peer recognition and reward programs.
|
|

Encourage coalitions.
Facilitate team-building exercises.

Supervisor/manager possible actions toward a toxic leader
include:

B Involve human resources and, if necessary, the legal
department.

B Address modifiable causes of behavior (e.g., substance
use, personal relationship challenges, health problem)
or mental health disorder.

B Disclose specifically how the behavior is affecting others
and encourage positive change and monitor consequences.

B Bring in an independent third party to evaluate the

workplace.

Facilitate 360-degree behavior evaluations.

Mandate coaching.

Ask the leader to accept responsibility.

Practice zero tolerance when necessary.

Impose sanctions if needed.

Ask for resignation or dismiss if appropriate.

The first step is to involve HR personnel, who may be able to
gather the necessary information from all sources.

Causes of the behavior may include a stressful situation
outside of work or another temporary situation. It is likely
the embattled leader will ask for specific examples of be-
haviors that are at issue. Leaders may lack self-awareness
and be surprised to learn how toxic the culture has become
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due to their behavior. Some leaders may recognize the
problem or benefit when senior management demon-
strates a commitment to addressing it instead of looking
the other way.

A supervisor (CEO/physician supervisor/administrator)
should refrain from judging the leader and instead offer
HR assistance and advice. The supervisor may distinguish
whether the leader is deflecting blame or accepting re-
sponsibility. The leader then needs to face potential conse-
quences and be given a timeline and specific behaviors to
implement that will be monitored.

The intervention should continue, with progress doc-
umented by HR, until specific milestones are achieved.
The leader should also be encouraged to keep interactions
within well-accepted professional boundaries. Supervisors
who learn of the behavior must give supervised peers,
trainees, and employees an opportunity to speak in a
nonthreatening situation away from the leader. It is worth
repeating that HR should be involved at every step of any
advice or action.

Escalation of the intervention proceeds from an informal
awareness meeting to a disciplinary intervention if nec-
essary'® (Figure 1). If the leader does not change behavior
after several warnings, the supervisor may recommend
counseling and a 360 survey, which seeks feedback on the
employee from several sources such as supervisors, peers,
direct reports, and self-assessments. A commonly used in-
strument in this context is called the DISC-Behavior Styles
Purpose (drive, influence, steadiness and compliance).?
This does not measure intelligence or skills, but provides
feedback on behavior and emotions.

HR staff should assist in this task, but they can only offer
advice based on the documentation, interviews, and institu-
tional policies and procedures. Decision-making rests with
the leadership with input from the legal team.

Once the evaluation is completed, counseling sessions
and coaching, followed by further evaluations, may then
decide the toxic leader’s future. If there is improvement
based on the intervention, as indicated by reports by a
coach or counselor and supplemented by employees or
peers, progress is documented, including attainment of
specific goals. If not, the institution must make a decision
about termination.

Although policies and procedures vary by hospital, most
if not all hospital bylaws applicable to physicians refer to
“disruptive” behavior allowing the hospital to initiate disci-
plinary proceedings. The legal team must follow each step
as mentioned in the bylaws, protecting the physician’s due
process accurately and within the time specified.

While there is a wide range of leader behavior, including
demanding and tough bosses, a distinctive set of character-
istic behaviors separate these from a toxic leader. Once this
type of leader is identified, intervention consistent with hos-
pital bylaws is necessary by supervisors and managers. This

Informal conversation with peers,
manager

- Repeated incidents

Meeting with chief, chair, dean
(awareness intervention)

- Persisting behavior

Referred to human resources |

l

e Review due process, polices and procedures, documentation.
e Interview leader and all complainants.
¢ Involve legal department for advice and risk mitigation.

l

Present findings to supervisor
(authority intervention)

Process:

- Meet with leadership

Recommend Action Plan:

e Counseling, coaching

e Monitor plan

Leader disagrees

] l

Hospital proceeds with formal
disciplinary action according to bylaws

Hospital proceeds with
recommended action plan

Figure 1. Flowchart of Steps Dealing with a Toxic Leader

could range from informal conversations to disciplinary
action, including termination. =&
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The Relationship Among Emotional
Intelligence, Specialty Preference, and
Burnout Among Physicians-in-Training

Eiman Khesroh, MBBS, DrPH; Melissa Butt, DrPH; Annahieta Kalantari, DO, FACEP,
FACOEP; Yendelela L. Cuffee, MPH, PhD; Douglas L. Leslie, PhD; Sarah Bronson, PhD;
Betsy Aumiller, DEd; and Andrea Rigby, PsyD

Burnout among physicians-in-training has increased at an alarming rate, leading the American College of Gradu-

ate Medical Education to impose mandates aimed at securing their well-being. One factor contributing to burn-

out is choosing a specialty that is not aligned with one’s personality. Studies have shown that higher emotional

intelligence (EQ) skills are associated with better choice-making and lower burnout levels. A survey was used to

evaluate the impact of EQ on burnout levels among physicians-in-training who changed their specialty compared

to those who remained in their original specialty. There was no difference in burnout and EQ levels between

physicians-in-training who changed their specialty and those who did not. Further, this study showed that a

change in specialty does not moderate the effect of EQ on burnout. The findings also indicate that culture and

support may be important structural factors affecting burnout.

ith the increasing trend of burnout among

physicians-in-training reaching close to

60%,"? the Accreditation Council for Gradu-

ate Medical Education (ACGME) developed
recommendations in 2019 requiring training programs
to secure the well-being of residents and fellows.? These
recommendations reiterated the responsibility of the in-
stitution to provide “a positive culture in a clinical learning
environment that models constructive behaviors, and
prepares residents with the skills and attitudes needed
to thrive throughout their careers.”*P* Also, the recom-
mendations underscored the importance of a physicians’
ability to recognize signs of burnout and know how to
seek help.?

Burnout, an occupation-related phenomenon of expe-
riencing emotional exhaustion, cynicism, and lack of per-
sonal achievements, has many contributing factors.*” In the
medical profession, these factors include long work hours;
excessive workload, bureaucracy, and charting; and lack of
respect from colleagues and administrators.®

Related to these factors are the characteristics and de-
mands of the physician’s specialty. The process of choos-
ing a specialty, which starts as soon as medical students
begin exploring topics and rotations, may affect the risk of

burnout, particularly if the specialty area is in alignment
with the student’s personality.

Data from the Association of American Medical Colleges
(AAMC) on medical specialty selection (2020) revealed that
only one-quarter (26%) of medical students maintained the
same specialty between matriculation and graduation, and
10-15% changed specialty during residency.”'* More than
55% of residents were contemplating a change in specialty
or even their career." Those who said they regretted their
specialty reported the highest rates of burnout."

Schafer and Shore described choosing a specialty as “as-
sessing one’s fit with perceived attributes of potential spe-
cialties, which might include personality, income, lifestyle,
intellectual challenge, technological orientation, clinical
skills, and potential for research or leadership.”!3 P78

The mechanism of choice-making relies greatly on using
one’s emotional intelligence (EQ).'*' Individuals with high
EQ skills have been found to be attuned to avoiding risks
and engaging in activities that are aligned with personality
and profitability.'*'> The impact of EQ on making a choice
is substantial. Medical students and graduates who possess
EQ skills may be better able to choose their specialty wisely
and with confidence that their abilities are a good match for
the specialty. Medical students and graduates often choose
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their specialty based on recommendations given by men-
tors, elective rotations, or freely available tools such as the
Myers-Briggs personality test.'®

To date, no studies have examined the impact of medical
students’ or graduate students’ EQ skills on burnout based
on their decision to change specialty. Thus, the objective of
this study is to compare the impact of EQ skills on burnout
levels among residents and fellows who did and did not
change their specialty. We hypothesize that residents who
did not change their specialty practice will report higher
levels of EQ skills and experience less burnout compared to
residents who did change their specialty preference.

METHODS

Setting and participants. A cross-sectional survey was ad-
ministered from May 17, 2021, through June 30, 2021, at one
academic medical center in central Pennsylvania. Recruitment
of participants was conducted via a list of email addresses pro-
vided by the directors of graduate medical education.

Using a secure online web application REDCap,'” 628
residents and fellows from 22 residency and 53 fellowship
programs were invited to participate. Informed consent
was obtained and confidentiality was assured. Participants
could opt to participate in a gift card raffle for completing
the survey. This study was reviewed and approved by the
academic medical center’s institutional review board.

Outcome measures. The survey included two instru-
ments: the Copenhagen Burnout Inventory (CBI) and the
Trait Emotional Intelligence Questionnaire-Short Form
(TEIQue-SF). The CBI is a validated instrument with high
internal reliability and consists of 19 questions divided into
three categories: personal-, work-, and colleague-related
burnout. Each category is evaluated on two physical and
psychological cores: exhaustion and fatigue.'®

Instruments were scored and totaled per instrument
guidelines. Ordinal scores were established with scores from
0 to 49 being minimal burnout, while scores between 50 and
74 were considered moderate, and scores higher than 75
were considered high levels of burnout."

The TEIQue-SF is a 30-item validated instrument that
provides a global assessment of four scales: well-being
(WB), self-control (SC), sociability (SOC), and emo-
tionality (EM).2*2! The TEIQue-SF is scored on a 7-point
Likert scale ranging from 1 (completely disagree) to 7
(completely agree).? Additionally, the survey included a
demographic section where participants provided spe-
cific background information. The survey ended with an
open-ended question asking the participants to describe
burnout in their own words. Internal consistency of the
measures in this sample was calculated using Cronbach’s
alpha and was excellent for both the CBI (0.95) and the
TEIQue-SF (0.93).

Statistical Analysis. The student’s t-test and ANOVA were
used to test differences in continuous variables. Associa-
tions between burnout and EQ traits were evaluated using
Pearson correlation coefficients with Fisher Z-transforma-
tion to obtain the 95% confidence interval.

To determine if change in specialty moderated the as-
sociation between EQ and burnout, two linear regression
models were built. The base model included EQ scores
and change in specialty as predictors of overall burnout
scores, and the expanded model added the interaction
term between change in specialty and EQ scores. Moder-
ation was indicated if the interaction term was significant
and by comparing the adjusted R* and Akaike information
criterion (AIC).

All data were analyzed using SAS version 9.4 (SAS In-
stitute Inc. Cary, North Carolina). Results from the open-
ended question were analyzed through a phenomenological
approach using inductive coding methods. Codes were
evaluated independently by two study team members (EK
and MB) to ensure accuracy and complete consensus.

RESULTS

Of the 628 physicians-in-training invited to participate, 118
(18.79%) completed the survey. Sample characteristics are
presented in Table 1. Of these 118 participants, 50 (42.37%)
identified as male and 67 (56.78%) as female. Nearly half
physicians-in-training were <29 years old (n = 54; 45.76%)
with 79 (66.96%) respondents identifying as White. Further,
111 (94.07%) identified as U.S. citizens while 7 (5.93%) iden-
tified as non-U.S. citizens.

All participants held medical degrees (MD or DO) with
5 (4.24%) also having a PhD. The majority of residents who
responded to the survey were in their postgraduate train-
ing year 1 (n = 29; 32.20%) or year 3 (n = 25; 27.80%), while
for fellows, the majority were in year 1 (n = 10; 38.50%) or
2 (n=11; 42.30%). A slight majority (n=>58; 49.15%) of par-
ticipants indicated that they worked 70 hours or more on a
weekly basis; only 11 (9.32%) reported practicing 40 to 49
hours per week.

A large part of the sample (n = 109; 92.37%) had been
accepted in the specialty of their first choice. The number of
respondents (n = 49; 41.53%) who changed their specialty
choice between matriculation and graduation (M2G) greatly
exceeded the number (n = 8; 6.78%) who changed their
specialty during residency (R). The data showed that seven
respondents changed their specialty at least twice during
both M2G and R. Table 2 shows the differences in factors
contributing to changing specialty between M2G and R,
as both endorsed personality fit as a leading cause (n = 39;
79.59% and n = 5; 62.50%, respectively).

In terms of specialty satisfaction, 52 respondents (45.61%)
were very satisfied with their current specialty, and 6 (5.26%)
were very unsatisfied. Among those who changed their
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Table 1. Demographics

Table 1. (Continued)

Demographics | N (%) Demographics | N (%)
Gender PGY 4 10 (11.10%)
Male 50 (42.37%) PGY 5 5 (5.60%)
Female 67 (56.78%) Year of Fellowship
Decline to answer 1(0.85%) 1styear 10 (38.50%)
Age 2" year 11 (42.30%)
< 29 years 54 (45.76%) 3 year 4 (15.40%)
30-34 years 53 (44.92%) 4t year 1(3.80%)
>34 years 11(9.32%) Changed Specialty during Time Entering
Race Medical School to Applying for Residency
White/ Caucasian 79 (66.95%) Yes 49 (41.53%)
Black/ African American 2 (1.69%) No 69 (58.47%)
Asian/ Pacific Islander (e.g. Native 20 (16.95%) Changed Specialty during Residency
Hawaiian) Yes 8 (6.78%)
Two or more 8 (6.78%) No 110 (93.22%)
Other 6 (5.08%) Intention of Pursuing Fellowship Training
Decline to answer 3 (2.54%) Post-Residency Training
Marital Status i 60 (65.93%)
Single/ Widowed 34 (28.81%) No 31(34.07%)
Married/ Significant Other (living together) 72 (61.02%)
Married/ Significant Other (not living 8 (6.78%) specialty, 25 (54.26%) reported being very satisfied, and 2
fogeiie] (4.35%) very unsatisfied.
Other 1(0.85%) Results from the CBI determined that the majority of re-
Decline to Answer 3 (2.54%) spondents were in the low range of burnout (n =87, 59.18%),
Citizenship 52 (35.37%) were in the moderate category, and 8 were in
Us 111 (94.07%) the highest category for burnout (5.44%). Table 3 demon-
International 7 5.93% strates no significant differenc.e in burnout levels be.tween
those who changed their specialty and those who did not.
Degree Title Similarly, the TEIQue-SF subscales showed no difference in
MD 2(61.02%) EQ levels between those who changed their specialty and
MD/PhD 5 (4.24%) those who did not.
DO 9 (33.05%) Evaluating the differential impact of EQ on burnout
Other 2(1.69%) between those who changed their specialty and those who

Matched in the Specialty of First Choice

Yes

109 (92.37%)

No 9 (7.63%)
Hours Spent Working Per Week

40-49 hours 1(9.32%)

50-59 hours 9 (16.10%)

60-69 hours 30 (25.42%)

70-79 hours 2 (27.12%)

80+ hours 6 (22.03%)
Year of Residency

PGY 1 29 (32.20%)

PGY 2 21 (23.30%)

PGY 3 25 (27.80%)

did not was conducted through moderation analysis. This
analysis showed that a change in specialty does not mod-
erate the effect of EQ on burnout, as the adjusted R? of the
base model was higher (0.31 versus 0.30) and the AIC of
the base model was lower (614.39 versus 616.34). Further,
the interaction term between change in specialty and total
EQ score was not significant (p = 0.82).

However, the Pearson correlation coefficient (95% con-
fidence interval) showed a moderate inverse association
between burnout and EQ (-0.56 [-0.67, -0.41]), indicating
that higher levels of EQ could protect against burnout over-
all. Further, for those who changed their specialty, higher
levels of EQ (p = 0.002; Figure 1) and lower levels of burnout
(p < 0.0001; Figure 2) were associated with higher levels of
satisfaction. Additionally, overall satisfaction with current
specialty was significantly associated with higher EQ skills
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Table 2. Differences in Factors Contributing to Specialty Change Between Those Who Changed During
Medical School and Those Who Changed During Residency

Factors contributing to changing

Factors contributing to changing
specialty during residency N (%)

specialty during medical school N (%)

Stressful specialty 19 (38.78%) 3 (37.50%)
Long work-hours 22 (44.90%) 3 (37.50%)
Heavy workload 12 (24.49%) 3 (37.50%)
Many on-calls 14 (28.57%) 2 (25.00%)
Unpredictable emergencies 12 (24.49%) 1(12.50%)
Education debt 7 (14.29%) -

Personality fit 39 (79.59%) 5 (62.50%)
Future family plans 19 (38.78%) 2 (25.00%)
Role model/ mentor influence 23 (46.94%) 3 (37.50%)
Other 5(10.20%) 1(12.50%)

Table 3. Differences in Emotional Intelligence and Burnout Between Those Who Changed Specialty and Those Who Did Not

Did not change specialty

Did change Specialty

Mean, SD Mean, SD p-value

TEIQUE-SF Domains
Well-Being' 4.50, 1.01 4.44,1.01 0.74
Self-Control? 4.85,0.86 4.76,0.80 0.57
Emotionality? 5.23,0.85 5.16,0.99 0.66
Sociability* 4.57,0.98 4.48,0.87 0.57
CBI Domains
Personal 4996, 21.95 55.58, 20.80 0.13
Work 50.21, 20.72 53.94,21.23 0.31
Colleague 30.35, 20.33 32.25, 24.07 0.61
1. Well-Being (WB): provides an insight into how happy and positive an individual is
2. Self-Control (SC): determines the extent to which an individual is able to cope with external stressors
3. Emotionality (EM): evaluates the ability of an individual to express and interpret emotions needed to establish and maintain a

relationship with others
4. Sociability (SOC): examines the ability of an individual to listen and communicate in a self-assertive manner

(p < 0.0001; Figure 1) and lower burnout scores (p < 0.0001;
Figure 2).

The answers to the open-ended question were categorized
into 14 themes: mentors, directors and faculty (leadership);
wellness and well-being; communication; schedule flexibil-
ity; lack of exposure/educational opportunities; culture and
support; autonomy and micromanagement; work hours/
load; work-life integration; financial burden; regret; positive
reactions; built environment; and effective evaluation. The
top five themes associated with burnout were ranked in the
following descending order: culture and support (coded 17
times), leadership of mentors, directors, and faculty (coded
7 times), wellness and well-being (coded 7 times), and lack of
exposure/educational opportunities (coded 6 times).

DISCUSSION

While there was no statistical difference in burnout or EQ
scores between those who changed their specialty and those
who did not, higher EQ skills were found to be potentially
protective against burnout among physicians-in-training
with a moderate inverse correlation between the variables.
Additionally, those who changed their specialty and re-
ported high satisfaction with the change had higher EQ and
lower burnout scores compared to those who reported less
satisfaction.

The research on burnout in medical students and resi-
dents indicates that factors affecting their specialty choice
are personal compatibility with the specialty, followed by
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Change is Specialty

workload and work-life balance.!"?>* This is consistent with
our findings that personality fit is the leading reason for
changing specialty.

The mechanism of decision-making during specialty
choice is complex and requires high levels of self-awareness,
self-confidence, and self-recognition in order to achieve
personal fulfillment.'®*? EQ as a construct consolidates

these major skills."s Individuals with high EQ were found to
excel in decision making and experience less burnout.**
Choosing the specialty that is consistent with personality
factors and leans toward higher satisfaction may ultimately
lead to less burnout. As one responder stated, “I wish I
would have known about some of the other areas in medicine
prior to doing what I do. I think having more time to myself
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would make me happier. I think sleeping more would also
make me happier. I feel like medicine has stolen the best years
of my life and spit right back at me without thanking me for
it. All in all, I'd never choose medicine again and I would
never recommend it to someone with high intelligence to
choose this unforgiving field.”

Even though the findings of this study did not support
our hypothesis, several respondents reported in the open-
ended question that culture and support, as well as lead-
ership quality of mentors, directors, and faculty, were the
leading contributors to burnout in comparison to studies
that reported bureaucracy and long work hours to be the
primary reasons.?*

Several studies have stressed competent medical lead-
ership as important for achieving high-quality healthcare,
well-established communication, and high-performance
teamwork.?*** Competent leadership qualities include high
levels of self-awareness, empathy, cultural sensitivity, and
professionalism®'; many respondents in the current study
cited these as lacking among leaders.

Respondents described their experience with lack of empa-
thy from program leaders, lack of opportunity to voice their con-
cerns, and lack of respect. One respondent reported a “lack of
respect in interactions with other employees — whether residents
from other specialties, nursing, social works, fellows/attendings. A
lot of our day is spent by people not respecting our decisions and
our choices, and there is never a time to debrief and discuss what
happens. This leads to internalizing a lot of emotions and frustra-
tions, creating emotional fatigue and burnout.”

Physicians-in-training were demanding more “room for
mistakes” and “organized lectures, more mentor relation-
ships and career guidance.” They also asked for “Effective
leadership. Support. Wellness” because they believe that the
problem is not with the specialty but with the program itself.
One respondent said, “Love my specialty. Hate my program.”
It was also suggested that the “wellness time should be more
tailored to individual needs. If personal time is what is re-
quired, then that should be okay. Modules that describe what
wellness is do not promote wellness.”

These inputs point to the need for well-developed EQ
courses that enhance skills at the interpersonal level.
These inputs also point to the importance of equipping
physicians-in-training with EQ skills before they begin prac-
ticing in the field and that EQ courses should not be limited
to physicians-in-training but also to include physicians in
the process of becoming leaders.

These findings suggest that an important factor contrib-
uting to burnout is culture and support. In many previous
studies, this factor was ranked third among factors contrib-
uting to burnout, yet it was least-addressed.?”** Our research
suggests that this factor is as important as limiting work
hours and workload.

The assurance of the success of physicians-in-training in
working in any healthcare organization relies on emotional

culture, which is comprised of exchange and expression of
emotions working together in one organization.*
Numerous studies have shown the significant impact of
emotions on decision making, commitment to program,
engagement in activities, and performance.**-** When the
healthcare organization had strong culture, it was reported
that employees became more engaged, had a deeper sense
of connection working with other employees, and a unique
experience that prevented them from quitting.**3* Having
regular EQ courses and burnout checkups throughout med-
ical education and training with an emphasis placed greatly
on program directors as their EQ skills and burnout level
could influence their interaction with their team and ensure
positive emotional culture for learners.*** An emotionally
less-exhausting culture can also be achieved by enacting
a policy mandating that burnout measures be part of the
health accreditation system report for institution incentives.

LIMITATIONS

Limitations of the study include the relatively small sample
size, which could result in response bias. Further, responses
represented trainees across different specialties, but due to
limited sample size, results were not stratified by specialty,
and specialty-specific culture could vary.

Also, this study was administered toward the end of the
academic year and during the COVID-19 pandemic; conse-
quently, some of the burnout results could have been elevated
due to historical bias. Additionally, this study was conducted
at a single academic medical center that offers a variety of res-
idency and fellowship programs; thus, the findings might not
be generalizable, as each institute or even department has its
own structure and design of its own program.

Another limitation is that the results from the TEIQue-SF
reflect self-report measures that could have been affected
by respondents who believe they must answer a particu-
lar way.*” Lastly, as this was a cross-sectional analysis, only
associations between the variables could be ascertained,
and no causal relationships could be explored or assumed.

Future studies might want to control for this limitation
by asking peers or supervisors to rate the person’s EQ skills.
Additionally, future research should aim to attain a higher
response rate as well as include multiple institutions to
ensure these trends are not specific to the institution where
these data were collected.

CONCLUSIONS

EQ skills are important in the process of decision-making
and career retention. Combating burnout starts with choos-
ing the specialty that fits one’s personality and continues
with sustaining good culture and support during training.
At a personal level, EQ skills and a high satisfaction with
specialty are cornerstones to less burnout and successful
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career experience for physicians-in-training. Future re-
search should investigate EQ skills using a qualitative
method, and conduct the investigation at both personal and
interpersonal levels. It is also important that each specialty
be actively engaged in tailoring the EQ training programs
that serve the needs of the department.

Nonetheless, medical schools should also introduce EQ

courses earlier in the medical education. Teaching medical
students the skills of EQ such as communication, decision-
making, understanding and perceiving nonverbal cues from
colleagues will significantly prepare them for the next step
in the field, which is residency training. &
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Archetypes of Burned-Out Physicians
and How To Help Them

R. John Sawyer Il, PhD, ABPP-CN, and Ashton Sloan, PA-C, MSHA

Most burnout interventions emphasize large-scale organizational changes to the practice environment, such as

technological innovations and practice efficiency to reduce EMR use or optimize the functions of nonphysician

care team members. However, these critical organizational efforts to mitigate burnout take significant time to

assess, implement, and re-assess to determine effectiveness. Although decades of research show that individual

personality traits significantly influence occupational outcomes, the physician burnout literature has focused less
on how personality factors influence physician wellbeing. Lessons from Ochsner Health's new internal physician
coaching program — informed by ongoing research into physician personality factors — suggest that four core

personality typologies affect burnout in the current healthcare environment.

linician burnout in medical practice represents

a significant problem that is exacerbated by the

series of COVID-19 pandemic waves. Workplace

burnout is characterized as a psychological syn-
drome involving emotional exhaustion, depersonalization,
and a diminished sense of personal accomplishment.'?
It is associated with numerous healthcare organizational
metrics, including higher physician turnover, lower patient
satisfaction, various quality metrics, and decreased pro-
ductivity.® National estimates of physicians experiencing
at least one symptom of burnout vary and range from 44%
to 66% of U.S. physicians with a financial impact of almost
$5 billion annually.***

Key drivers of burnout include systemic factors (e.g.,
regulatory requirements, payor challenges), organizational
factors (e.g., lack of job control, excessive workloads, stress-
ful team dynamics, conflicting metrics, practice inefficiency,
leadership, workplace support structures), and personal
factors (e.g., change in interest/goals, home situational
factors).”® Since many dynamics influence physician well-
being, the entire healthcare ecosystem (e.g., leaders, health
systems, payors, individual physicians, etc.) has the shared
task of reducing burnout.

In 2018, Ochsner Health created the Office of Profes-
sional Well-Being (OPW) as a resource to help mitigate
burnout and promote the well-being of physicians and
advance practice providers (APPs). Our work is focused
heavily on organizational/systemic factors such as prac-
tice efficiency, leadership development, and team-based
care strategies. Because system-level changes take time,

in addition to our long-range strategy, we concentrated on
physicians with more severe burnout who needed immedi-
ate support in the form of one-on-one peer coaching.

PERSONALITY AND
PHYSICIAN BURNOUT

Unfortunately, there is little discussion and research into
personality-based factors that lead to burnout in medical
professionals. We imagine this gap exists for various rea-
sons, including the understandable desire to avoid “blam-
ing the victim” and the current consensus that physician
burnout is primarily a response to the healthcare system.?
Nevertheless, research shows that personality factors, such
as one’s degree of agreeableness and openness to change,
contribute to individual physician burnout symptoms.’

We maintain that focusing on individual-level factors is
not a deflection of blame away from systems/organizations,
but instead provides additional tools to better address
physician burnout. Moreover, because systemic factors
impacting burnout, given their inherent complexities,
take longer to address, individual factors are more easily
coachable — particularly if leaders are attentive and skilled
at helping their teams.

PROFESSIONAL EXPERIENCE
PROGRAM (PXP)

Given the support for one-on-one coaching to improve
physician burnout,”'® we developed an internal coaching
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program (Professional Experience Program or PXP) to
support physicians who had more significant burnout. In
working individually with more than 30 clinicians expe-
riencing moderate to severe burnout in the PXP, we have
identified four personality styles or “archetypes.” These
archetypes, like all personality styles, have strengths;
however, when the person is under considerable stress,
these strengths can become liabilities and make a stressful
situation even worse.

Consider, for instance, the physician who is detail-
oriented. Usually, this is a desirable characteristic because
we want physicians to avoid careless errors. Taken to an
extreme, obsessiveness can slow down physicians so much
that they may have difficulty maintaining a normal work-
load or focusing on the bigger picture. This is an example of
a strength becoming a liability.

ARCHETYPE/PERSONALITY AND
LEADER MANAGEMENT STRATEGIES

Successful physician leaders know their teams well — what
makes them happy, what frustrates them, etc. When aleader
begins to sense that a physician is burned out, that leader
might ask what burnout archetype or blend thereof do they fit
into? Then, based on the physician’s archetype, leaders can
select from specific coaching tactics to help that physician
address the factors affecting their burnout.

Critically, the four proposed archetypes are not meant
to pigeonhole physicians; many may fit into more than one
personality type. These archetypes are presented as a con-
ceptual frame of reference to help leaders more easily and
quickly help burned out team members (Table 1). Leaders
should also know when it is more appropriate to involve be-
havioral health to support their physicians more intensively.

TYPE 1: OVER-ENGAGED

The over-engaged archetype is common in healthcare. We
all know these people. Over-engaged physicians reflexively

say yes and quickly become overextended. Their key needs
are to feel valued, successful, important, relevant, and “al-
ways part of the solution.” They fear feeling irrelevant, feel-
ing stagnant, not being promoted, and losing value within
the group.

Leaders might observe the following behaviors: reflex-
ively saying yes, overestimating the professional conse-
quences of saying no, and being known by colleagues as
someone who does too much, resulting in their sense of
being overwhelmed and burned out.

The core leader strategy is to help the physician stay en-
gaged for the long term and not burn out too fast. Leaders
often avoid having burnout conversations with the over-
engaged physician out of fear of upsetting or completely
disengaging the individual.

Like any feedback or potentially “difficult” conversation,
it can be helpful to start with acknowledging how valued
the over-engaged physician is. Remember, they want to feel
valued. Next, it is important to ask them if they feel overly
stretched. You may say, “How can you do so much? I'd be
exhausted!” or “Is your tank near empty?” or “Are you pas-
sionate about everything you are involved in right now?”

Note: In this moment, the over-engaged physician still
wants you to be impressed with them. If you don’t think
the physician is being completely open with you, it is okay
to take a risk. You might say something like, “You seem
overextended. How can I help us have a safe and open con-
versation about that?”

When the over-engaged physician acknowledges doing
too much, the second part of the coaching conversation
must focus on understanding the why. What are they hop-
ing to achieve (a promotion, a specific role, compensation,
etc.)? It is essential for leaders to know the answer to this
question, and to do so, they may need to ask explicitly about
the physician’s goals. This helps them focus on tasks that
align with their core goals.

Once you understand their why, the third part of the
coaching conversation involves asking them to offload cer-
tain tasks. Remind them that saying no to requests will help

Table 1. Archetypes and Leader Management Strategies

Archetypes | Observables | Key Question | Key Task

Over- o Reflexively saying yes ® What are your main goals e Becoming more reflective about
Engaged e Clearly doing too much what tasks they take on

People ¢ Avoiding speaking up * What is not working well in your ¢ Improving self-advocacy

Pleaser e Trouble stating their needs
e Weak boundaries around their time

current practice?

Perfectionist | ¢ Inefficient documentation * What task(s) could be less perfect? e Directing their perfectionism to
e Working below their license where it matters
® Trouble delegating
Cynic e Worst case scenario thinking * Are you open to being less cynical e Seeing that cynicism is not working

* Help rejecting complainer
® Assumes negative intent

and looking for positives?

for them
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them direct energy to their goals. Moreover, offloading tasks
can be an opportunity for someone else to step up.

Finally, leaders need to check frequently with over-
engaged physicians to ensure they are consistently being
more reflective before saying yes and cultivating a greater
work-life balance as a result of their action.

TYPE 2: THE PEOPLE-PLEASER

Despite popular culture’s depiction of doctors as overly de-
manding and assertive, many physicians struggle with fac-
ing confrontation and setting limits/boundaries. Key needs
for the people-pleasing physician are living in harmony,
being liked and well regarded, and feeling helpful and re-
liable to the team. Key fears include being disliked, facing
confrontation, upsetting others, and not being perceived as
a team player.

Leaders can observe these people-pleasing physicians
doing various things such as not expressing a difference of
opinion, avoiding delegation for fear of dumping on col-
leagues/staff, and preferring to fix someone’s mistake rather
than provide corrective feedback. As a leader of people-
pleasing physicians, your goal is to help improve their self-
advocacy and ability to clearly express their needs. As Brené
Brown says, “Clear is kind."!!

When leaders approach a people-pleasing physician,
they must remember that this archetype tends to avoid
confrontation. Leaders may hear “everything is fine” or “I
don’t want to rock the boat...” Leaders should foster enough
psychological safety for the people-pleasing archetype to
ensure an authentic conversation. If you are uncertain of
how your message will be received, it may be helpful to say,
“This is ‘off the record, and I really need your honesty here;
nothing is going to upset or surprise me.”

Next, model clear communication by expressing your
concern for them and how they seem burned-out to you.
To reduce stigma and foster a feeling of safety, you may also
share your own burnout experience.

The second task for the leader is to help this physician
identify how aspects of their people-pleasing personality
contribute to their burnout, but avoid discussing what the
physician cannot control.

For example, a physician may say, “I'm burned out
because patients want to talk about every problem, and
I don’t have enough time.” Help this physician set clear
boundaries and expectations during patient visits. When
people-pleaser physicians communicate how setting
boundaries is impossible with “But, that will make patients
angry,” or “My patient experience scores will tank,” your
job as a leader is to help them realize that their approach
is working against their goal of maintaining a sustainable/
joyful medical practice.

Third, the coaching conversation must transition to
the leader helping the physician identify one tangible

day-to-day practice that increases their comfort with speak-
ing up, setting a boundary, or being clear about what they
need. Check in to ensure this goal is consistently being met.

TYPE 3: THE PERFECTIONIST

Perfectionism is highly rewarded in medicine — after all,
what patient does not want “perfect” results from their
healthcare? The perfectionist physician archetype leverages
control over all aspects of a patient’s care and finds delega-
tion and trusting other care team members daunting.

Leaders who coach these physicians are wise to identify
key needs of excellence, autonomy, and control. Key fears
involve losing control, falling short of internal/external stan-
dards, compromising unnecessarily, and failing or making
a mistake.

Leaders can recognize these at-risk physicians as those
who take overly detailed/long clinical notes, assume tasks
other staff should/could do, or say, “Better to do this myself”
Often these physicians are exasperating because no one on
the team can live up to their expectations.

Leaders who work with a perfectionist archetype should
not tell the physician to “just relax and let go.” Telling
someone to relax when they are tightly wound usually makes
them feel misunderstood. Instead, leaders must praise these
physicians for their standards. Next, they should coach
them to recognize how their perfectionism/need for control
has clear costs. The goal here is to show that perfectionism
and being overly controlling can have diminishing returns,
meaning their perfectionism is working against their goals.
For example, is that perfect note worth it when the physician
does not have time to respond to an urgent patient issue?

Next, with established buy-in, have these physicians
identify tasks about which they could be less perfectionistic
or tasks they can delegate. Finally, develop concrete metrics
to assess their follow-through. For instance, a leader can
use data from the medical record to review documentation
efficiency or the level of team collaboration.

TYPE 4: PROBLEM FINDER/CYNIC

Cynical archetypes are well known. They are excellent at
pointing out problems in meetings, saying, “I knew it”
when things fall apart, and are quick to perceive negative
intentions. Often, a leader’s primary management strategy
with the cynic physician is avoidance or sarcasm/humor
(“there goes Dr. X spouting off again”). Unfortunately, these
physicians are often the most wounded in the group, and
management by avoidance typically leads to ongoing prob-
lems for the leader and the surrounding team.

Key needs for the cynic physician archetype include
self-protection, trust, strength, and transparency. Leaders
should understand that these primary needs are rooted in
fears, including fear of being let down, fear of being taken
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advantage of, and fear of being perceived as weak. The phy-
sician cynic tends to rant about minor issues, see the worst-
case scenario first, assume people have hidden agendas
until proven otherwise, and quickly reject solutions after
pointing out a problem.

Leaders should first show empathy with cynics even
though they initially view these physicians as “difficult” and
causing their own problems. Empathic leader behaviors
might include arranging initial interactions that establish
trust and safety, such as bringing coffee to their office,
inquiring about their well-being and listening to their re-
sponse. The aim is to open a trust bank account, because
these cynic physicians have often lost trust in their leader
or organization.

Next, it is critical to be authentic and transparent when
you are ready to talk to them about burnout. Be clear and
concrete (e.g., have a list of examples/behaviors) about
how you see their cynicism and how their problem-finder
behavior contributes to their burnout. Next, affirm that
these physicians have had past experiences that contrib-
ute to their cynicism, such as instances when the phy-
sician was let down or treated unfairly. This helps them
know you “get it

Finally, help these physicians recognize that their default
cynical/problem-finding attitude may be doing more harm
than good by contributing to these negative interactions.
Suggest these physicians try to notice positive things staff
members do and verbalize the acknowledgment more
frequently. Staff will immediately notice the change if the
physician does this.

Next, talk to them about how to productively discuss
problems or to assess for trust rather than always assuming
the worst at the outset. The overall goal is to help the cynics
realize that their attitude and perceptions partially contrib-
ute to their burnout.

NEXT STEPS FOR PHYSICIAN LEADERS

Physician leaders struggle to balance two key tasks when
dealing with burned-out physicians: projecting enough em-
pathy and responsiveness so team members feel heard and
effectively communicating what the leader or organization
is doing to address the systemic problem for the burned-out
physician.

When considering the personality types described above,
physician leaders have a third task to support their team
members. This third task is important to quell burnout,
and is understandably difficult. Frontline physicians do not
want their legitimate organizational problems ignored, and
leaders do not want to appear as though they are shifting
blame. Leaders must explicitly highlight everyone’s role

in mitigating burnout: the leader’s tasks, current/planned
organizational work, and the frontline physician’s tasks.

As physician leaders support burned-out staff, trans-
formative moments can occur when a leader coaches
over-engaged physicians to offload work or reminds the
perfectionist to focus on details that matter. This and simi-
lar individual-based strategies are an important element in
the wellbeing toolkit. Leaders can help physicians address
burnout more quickly and personally. After all, organiza-
tionally driven well-being strategies that work today may

be irrelevant tomorrow in our rapidly changing healthcare

ecosystem. &&
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Gearing Up For Digital Transformation

Lola Butcher

The use of digital tools to improve the quality of care delivery is a top priority for health systems. Are you ready?

igital transformation — the use of digital tools

to improve the quality and efficiency of care

delivery — is a top priority for health systems.

Indeed, 99% of U.S. health system leaders re-
sponding to a HIMSS survey in late 2021 said investing in
digital transformation is “very important” or “somewhat
important.”

The physicians and other clinicians working in those
systems, however, may have a limited view of what digital
transformation entails and how it will affect their work,
says Darryl Gibbings-Isaac, MD, a clinical innovation
subject-matter expert with Accenture, a member of the
HIMSS Trust partnership.

Many clinicians responding to the survey considered
their organization’s digital efforts to be at an advanced
level; 16% said digital transformation has been completed.
In reality, Gibbings-Isaac says, the digital transformation of
healthcare is just getting started.

Nearly 80% of health systems are in the process of digital
transformation, according to system-level executives who
submitted survey responses. And their work will never be
done, Gibbings-Isaac says: “The transformation is not an
end destination — it is an ongoing journey.”

Gibbings-Isaac, an internist by training, attributes the
disconnect to the fact that most clinicians are using some
digital tools, but they are not seeing the big picture. He
points to a likely explanation: 32% of clinicians cited a lack
of clear communication of what digital transformation
means within their organization.

There were other worrisome results from clinician re-
spondents as well:

® Almost half said digital tools were a burden or wasted
their time.

B A majority (69%) said that digital transformation contrib-
uted to greater work-related stress.

Still, Gibbings-Isaac and other physician executives in-
terviewed by Physician Leadership Journal say the digital
transformation of healthcare does not have to follow the

torturous path of electronic health record (EHR) adoption.
Rather, there are lessons learned from the EHR adoption
that should inform health systems’ plans as they embrace
new ways of delivering care, courtesy of digital technology.
“This is an organization-wide endeavor, and it requires
the same change management practices that we need for
any other major change,” says Stephanie Lahr, MD, chief
information officer and chief medical information officer
at Monument Health, a six-hospital system based in Rapid
City, S.D. “Just because something is better doesn’t mean
adopting it won’t be hard work and disruptive at times.”

BE STRATEGIC

Chief digital officer Nick Patel, MD, is in charge of trans-
forming care delivery in Prisma Health, an 18-hospital sys-
tem based in Columbia, S.C. “I don’t start with technology,”
he says. “That is the last thing that should be on your mind
when you think about digital transformation.”

He views transformation through three domains: patient
access/experience, operational efficiency, and population
health. “You have to look at all the issues and almost do
a SWOT (strengths/weaknesses/opportunities/threats)
analysis of the organization in each area,” Patel says.

That assessment, along with a review of current work-
flows, is used to identify where technology can move an
organization toward its strategic goals.

For example, Prisma Health wants to enhance primary
care, which means making it easy for patients to find the
doctor who is right for them. To do so, the health system cre-
ated arobust provider directory that allows patients to com-
pare physicians online. “We have very detailed videos so the
provider talks in layman’s terms not just about healthcare,
but about themselves,” he says.

To help patients access the right care at the right time,
Patel’s team created a digital health continuum of services.
“I started off looking at a journey map for a patient: What
does it look like for a person to be seen?” he says. “I wanted
to align technology that made sense for that journey.”
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Depending on a patient’s situation, the right care might
be asynchronous care delivered electronically, a synchro-
nous video visit, an enhanced video visit in which a wear-
able device or an at-home digital kit provides diagnostic
information for the provider, a hospital-at-home admission,
or monitor-at-home care that supports early discharge from
a hospital stay.

Prisma Health is working to deploy customer relation-
ship management technology so that everyone in the organ-
ization knows which patients need, for example, a chatbot
nudge to schedule a mammogram or a telephone call to
check on their status.

To support population health management, Prisma
Health uses technology to identify patients’ care gaps and
remind them to schedule colonoscopies, vaccinations, and
other routine care at the appropriate time. The system also
uses technology to identify patients who need help with
chronic care management.

“You look at your clinical data to find your patients with
diabetes, hypertension, or congestive heart failure that is
uncontrolled and give them a kit that allows the care team
to monitor them remotely and do real-time management so
they get to their goals faster,” Patel says. “It’s very important
for chief medial officers to partner with their chief digital
officers to try to meet those benchmarks.”

FOCUS ON THE BENEFITS

MyMichigan Health, based in Midland, Mich., operates 10
medical centers in 25 counties, serving a large rural popula-
tion. Adopting a single electronic medical record system for
the entire system in 2017 set the foundation needed to be an
early adopter of technology that moves care delivery closer to
patients where they live says Pankaj Jandwani, MD, regional
vice president for medical affairs and chief innovation officer.

The single electronic medical record allows the informa-
tion sharing among nurses, physicians, and patients needed
to support virtual visits and remote monitoring, he says.

Having started telemedicine pilots in 2015, MyMichigan
was well-positioned to expand its virtual care in all settings
when the COVID-19 pandemic hit. It soon adopted the tech-
nology for new uses.

Capacity shortages at larger hospitals forced MyMichi-
gan hospitalists working at a critical access hospital to man-
age COVID patients who needed intensive care, including
ventilator management.

“During the stressful times of COVID surge and ICU bed
shortages, our hospitalists and emergency teams felt im-
mensely supported by our intensivists in Midland, who pro-
vided teleconsultations to help manage critically ill patients
in our rural locations,” Jandwani says.

Because of that experience, MidMichigan is currently
working to implement a systemwide tele-ICU model to
serve its smaller hospitals.

“Now they look back and say ‘Yes, we can do this,” Jand-
wani says. “The tele-ICU will reduce the need to transfer
patients to our bustling tertiary care center while offering
advanced ICU care closer to home at our rural sites.”

MyMichigan is also using technology to help patients
stay in their own homes through a tiered Hospital at
Home program.

In early 2022, the Centers for Medicare & Medicaid Ser-
vices (CMS) certified that MyMichigan’s Hospital at Home
program met its stringent requirement for treating a specific
subset of patients for an acute illness in their homes. Within
MyMichigan, that CMS program is called Level 1 Hospital
at Home. “However, our program includes many more pa-
tients,” Jandwani says.

MyMichigan Level 2 Hospital at Home patients are those
who would otherwise qualify for a hospital observation
stay. Remote monitoring technology and other support
allow them to get discharged early, avoiding the often ex-
pensive and frustrating experience associated with obser-
vation status.

MyMichigan identifies Level 3 as those admitted, clini-
cally stable patients who anticipate being discharged in the
next 24-48 hours, but who need monitoring of their comor-
bidities like COPD or CHFE.

“The goal for Level 3 patients is to get discharged from
the hospital a little sooner, but with a comprehensive array
of services like remote monitoring, nurse visits, virtual visits
with our hospitalists, and close follow-up and coordination
through our care managers,” Jandwani says.

Level 4 patients are those who were recently hospitalized
and will benefit from care management for a chronic condi-
tion such as heart failure, COPD, and diabetes for up to 90
days after their hospital discharge.

Early results show that all levels of the Hospital at Home
program are reducing readmissions in a high-risk popu-
lation of patients and proving to be a big patient-pleaser.
“We’ve had nothing but rave reviews,” Jandwani says. “The
patient experience reports as we have delivered this care
have been just heartwarming to see.”

MAKE PHYSICIANS' LIVES EASIER

“My two main goals are to reduce friction points and to
bring the joy back to the medicine,” says Lahr, of Monument.
“This ambient-listening technology is one of those things
that does both of those. This is the kind of technology that
makes me as a physician excited to live in this space.”

She is referring to ambient clinical intelligence technol-
ogy that captures clinician-patient conversations in both
virtual and in-person visits and updates the electronic
health record accordingly.

“We have a number of physicians across different spe-
cialties who are leveraging that note-writing technology,’
she says. “They can focus their attention on interacting with
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their patients instead of looking at the computer screen to
do their documentation or spending hours at the end of
clinic working on it

Lahr sees the voice-recognition technology evolving so
that keyboards can be eliminated in exam rooms. Instead
of clicking into a patient’s record in search of the last CT
scan, for example, the physician can ask the technology
for its details. If the system recognizes that a clinician
needs a data element that exists in the EHR, it will make it
known.

For now, however, the technology is still developing
— and it is most appropriate for early adopters who are
frustrated with the burden of EHR documentation. “We go
through a selection process to make sure that the physician-
technology matchup is there,” she says. “We will roll that
tool out basically to any physician across the health system
in any specialty that has a need for the tool and interest in
the tool”

Monument introduced the listening technology in late
2020, and Lahr is pleased with the results so far. In most
cases, physicians using it are adding more patient visits
to their day, which offsets the clinic’s expense for using
the system.

“Even more than that, the joy and experience that both
the clinician and the patient are getting out of being able to
sit across from each other and have a conversation and not
be trying to type or look around the computer at the same
time has been so valuable,” she says.

She expects that, within a couple of years, every clinic
in the health system will have some physicians using the
technology. She emphasizes the word “some.”

“I don’t know that we’ll ever be at a point where every-
one is using it because that’s really not the point,” she says.
“I'm trying to make sure that the right tools are available for
the right person at the right time in the right setting so that
whatever and however that’s defined for that provider, we
can accommodate.”

AVOID AVOIDABLE PROBLEMS

As organizations move forward with their digital trans-

formation initiatives, Gibbings-Isaac warns against two

common pitfalls: “Either involving clinicians too late or not

having them involved enough. You're almost guaranteeing

that you're going to have some friction later if you do that.”
His advice:

B Before asking physicians to be trained on new technol-
ogy, make sure they understand how it will benefit them
and their patients. “Training is adding an extra task and
amount of time into an already stretched workforce, so
you need to be able to justify that to make sure the train-
ing is received in the right way,” he says.

B Position technology training not as a “one and done”
task, but as an ongoing collaboration between clinicians
and the digital team. “It needs to be a two-way effort,”
Gibbings-Isaac says. “The training to get someone started
with a set of tools is not the endpoint. Once someone is
comfortable with these tools, how do we improve the
technology, the processes around it, or the training?”

B Getting quick feedback about users’ experience is impor-
tant, but that’s only one step. Respond to complaints and
critiques by promptly addressing them.

® (linicians like evidence, and they want to see the use of
technology improve their patients’ health or their own
workflow. Measure the results of new technology so you
can communicate that success to clinicians or adapt if it
is not meeting its intended goal.
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The Role of Physicians in Endorsing
Advance Medical Directives

Timothy E. Paterick, MD, JD

Physicians have a fiduciary duty to educate patients regarding all options available for end-of-life medical care as

patients, physicians, and families explore together the patients’ wishes for end-of-life treatment.

ore than a million people have died from

COVID infections since the pandemic began;

many of them did not have advance medical di-

rectives indicating how they wanted healthcare
decisions to be made if they were unable to express their
desires. As a result, families struggled to determine the best
approach to end-of-life care for their loved ones.

Advance directives guide the medical team to provide
medical care and alleviate the burden on families to decide
what types of medical care and treatment the patient would
want. The two forms of advance directives that physicians
should discuss with families are the Power of Attorney
for Health Care and the Declaration to Physicians (the
Living Will).

These and other documents discussed in this article are
available on the internet and at some retail stores; however,
if they are to be used for legal purposes, they must be nota-
rized and properly filed.

A POWER OF ATTORNEY
FOR HEALTH CARE

If patients lose the ability to make their own healthcare
decisions, the Power of Attorney for Health Care desig-
nates an agent who, in collaboration with the personal
physician, can make healthcare decisions for a patient.
Additionally, the patient may complete a Power of Health
Care addendum, which outlines treatment preferences and
desires that will guide the designated healthcare agent’s
decision-making.

The healthcare agent can advise the patient’s personal
physician, physicians providing medical care, and the hos-
pital staff on what medical treatment the patient wants in all
anticipated healthcare end-of-life situations. If the Power
of Attorney for Health Care has been completed correctly,

in most cases, this advance directive can prevent a court-
supervised guardianship or a protective placement pro-
ceeding. For this reason, it is often preferable to consult an
attorney who can write or review the document as it applies
to the individual situation.

The Power of Attorney for Health Care may prevent
heated debates between family and healthcare provid-
ers and costly guardianship proceedings in court. It is a
more robust document than the Declaration to Physicians
because it can include an addendum specifying treatment
preferences.

THE DECLARATION TO PHYSICIANS

The Declaration to Physicians describes the life-sustaining
medical care to be given to a patient with a terminal condi-
tion or who is in a persistent vegetative state. The declara-
tion guides the physicians and healthcare team in deciding
whether to withhold or withdraw life-sustaining treatment,
such as a feeding tube, if the patient cannot be “cured” and
death is imminent; however, the Declaration to Physicians
does not give physicians or healthcare providers authority
to make healthcare decisions on the patient’s behalf. A
court-supervised guardianship and protective placement
proceeding are required if the patient is moved to a nursing
facility. Such action would be covered under a Power of
Attorney for Health Care directive.

When there is no one to assume the healthcare agent role
or the agent becomes incapacitated or dies, the Declaration
to Physicians is the next best option. If a patient has both
types of advance directives, they should be consistent; if
there is any conflict, the Power of Attorney for Health Care
will prevail.

Concerning life-saving measures, physicians should
instruct patients that cardiopulmonary resuscitation (CPR)
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is an emergency medical procedure designed to restart the
heartbeat and breathing. If CPR is administered early and
correctly, it may result in adequate blood pressure that al-
lows the vital organs to survive.

If CPR does not revive the patient, the emergency team
may initiate advanced cardiac life support (ACLS), which
may include shocking the heart, inserting a breathing tube
into the trachea, and administering intravenous medi-
cations in an attempt to support life.

The patient’s medical condition plays a critical role in
determining the success of CPR and ACLS. If the patient’s
medical condition warrants a discussion of such proce-
dures, the physician should detail the best approaches.

A do not resuscitate (DNR) order applies to patients who
suffer from a terminal medical condition or a medical con-
dition such as severe heart, lung, kidney, or brain disease
that makes it highly unlikely CPR would be successful.

To be eligible for a DNR bracelet, patients with the de-
scribed medical conditions must be at least 18 years of age
and not be pregnant.

The patient and the physician must sign an order for a
DNR status; when approved, the physician, or representa-
tive agent, places the bracelet on the patient’s wrist.

Mentally competent patients can revoke a DNR order
by communicating to their family, agent, or physician
that they wish to revoke the DNR order and remove the
bracelet. Ideally, this action to revoke the DNR order
should be a written document entered into the medical
record and acknowledged by the family, the agent, and
the physician.

Emergency responders are prohibited from performing
chest compressions, inserting airways, administering car-
diac resuscitation drugs, or applying electric shock therapy
on DNR patients. Emergency responders are allowed to
clear airways, administer oxygen, position the patient for
comfort, provide pain medications, control bleeding, splint
injured bones, and provide emotional support.

WHY AN ADVANCE
DIRECTIVE IS ESSENTIAL

Advance directives are often prepared under the guid-
ance of an attorney familiar with individuals who wish to
make clear their end-of-life wishes to family, friends, and
healthcare professionals while mentally competent. These
directives prevent conflict among family members and/or
physicians about the treatment the patient should receive if
incapacitated and offer an advantage to healthcare provid-
ers and family members.

Physicians should stress to patients that if they become
incapacitated and do not have an advance directive,
no one has the legal authority to make their medical

decisions. Then decisions left to the physician, spouse,
adult children, or court-appointed guardian might gener-
ate discord.

So long as they demonstrate their competency as adults,
patients have the right to make their own decisions about
medical care, including whether to accept or refuse recom-
mended treatment and procedures.

These documents do not become relevant until patients
are no longer competent to make rational decisions re-
garding their healthcare. For that to occur, two physicians
or a physician and a psychologist must declare that the
patient no longer has the capacity to make healthcare
decisions.

ROLES AND RESPONSIBILITIES OF THE
HEALTHCARE TEAM AND FAMILY

The patient can appoint a spouse, trusted relative, or close
friend to be their healthcare agent; however, an employee or
spouse of the employee of the healthcare facility where the
patient resides is not eligible to be an agent. The healthcare
agent must be at least 18 years old.

The patient’s healthcare agent should meet with the
medical team to ensure mutual understanding of the pa-
tient’s healthcare status, treatment plan, and chances for
recovery. A discussion of end-of-life measures will verify
that everyone is on the same page.

A clear articulation of a patient’s wishes will help the
agent honor and protect the patient’s wishes. This discus-
sion should cover all potential issues such as using a venti-
lator, kidney dialysis, artificial nutrition, CPR, pain control,
where the patient prefers to die, and whether the patient
wants to donate their tissue and organs.

CONCLUSION

Physicians should play a pivotal role in educating patients
on how they want to approach end-of-life situations and
how advanced directives will allow their wishes to be car-
ried out. Physicians must understand their fiduciary duty
to take an active role in their medical communities by
educating patients about the benefits of advanced medical
directives to allow for a peaceful and harmonious end of life
for patients, medical teams, families, and friends. &
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Addressing Unprofessional Conduct

ne of physician leaders’ most challenging tasks

is managing and mitigating unprofessional

physician conduct complaints from patients,

colleagues, nurses, and staff. Newly appointed
physician leaders may be uncomfortable confronting these
issues with their colleagues.

In Dr. Matthew Mazurek’s leadership positions, he has
conducted dozens of investigations of unprofessional and
disruptive conduct, from the mundane to the serious. He
offers insight on how to address disruptive behavior.

What is the best way to set the stage for a professional
behavior meeting?

First, determine if the meeting should be one-on-one
(with a witness) or if it warrants a formal professional
behavior committee meeting. Minor concerns are best-
handled one-on-one. If it is the attributed physician’s
first offense, consider a one-on-one meeting. For more
egregious or repeat behaviors, a committee meeting is the
best option.

After this, communicate the need for a formal meeting
with committee members and then contact the physician
with a professional phone call. Phone calls are more personal
and less threatening than an email or letter. If the physician is
arepeat offender, a certified letter may be necessary.

What type of prework is necessary?

Prework includes gathering all objective facts, interviewing
witnesses, and preparing the main points of the meeting. A
preliminary meeting with committee members is especially
useful as a rehearsal for how the committee would like to
proceed. If the physician is a repeat offender, knowledge of
past concerns and disposition is also helpful.

Additionally, it is essential to examine the bylaws, rules
and regulations, and a copy of the signed professional
conduct policy. Ensure you are following the process as
outlined. Lastly, never discuss the conduct with physicians
or colleagues who are not members of the committee.

In your experience, how do these meetings with physi-
cians usually go?

It’s important to open the meeting with a brief introduction
and assurance that all discussion is confidential. Then,
jump in and ask the physician to tell their side of the story
without interruption. This demonstrates respect and helps
establish trust.

Matthew J. Mazurek, MD,
MHA, CPE, FACHE, FASA

Assistant professor,
Department of
Anesthesiology, Yale School
of Medicine, New Haven,
Connecticut

Author of Physicians and
Professional Behavior
Management Strategies: A Leadership Roadmap and
Guide with Case Studies
www.physicianleaders.org/physicians-professional
-behavior-management-strategies

Member since 2014

Most meetings with first-time offenders usually go well,
and the physician acknowledges the concern and apolo-
gizes. However, some physicians will attempt to “hijack” the
meeting, take control, and blame others. Keep the discus-
sion focused on the behavior, not the causes.

Some physicians blatantly state the meeting is a waste
of time or become hostile and angry. Other physicians are
somewhat quiet and conciliatory. Most meetings go well
despite these challenges if a clear expectation for a change
in behavior is stated. It is difficult to defend poor behavior,
and ensuring the meeting is solely about the physician’s be-
havior will keep it from going off on tangents.

A classic example is a surgeon who threw an instrument
that was broken. The surgeon will “justify” the behavior
due to the faulty equipment. The broken instrument is a
separate and important concern. Acknowledge that you,
too, would be frustrated and angry. Your acknowledgment
of how a physician feels can go a long way during a meeting,
but always make sure you are focused on the behavior itself.

Most meetings go well, but don’t be surprised when a
physician becomes accusatory or angry at others.

Any hints for dealing with physicians who are repeat
offenders?

Repeat offenders are your biggest challenge. It can be dif-
ficult to rehabilitate a physician who just doesn’t seem to
“get it” Your task is even more difficult if the physician lacks
insight or remains unapologetic.

In these instances, it is essential to communicate that
there will be a no-tolerance policy, and further incidents
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can lead to loss of privileges. It is a last resort, but the
message needs to be clear. If you fail to escalate the conse-
quences, you maintain the status quo and a double stan-
dard. Your own credibility is at risk.

It is also important to examine whether the physician is a
“high producer” Some organizations have a strong desire to
protect high-earning physicians, and they will be granted a
pass. It may not be overt, but it is a consideration.

If you believe this might be the case, your response is to
point out that the physician seems to be “let off the hook” a
lot without any consequences. Ask why. If there is a CMO,
ask the CMO. If you are the CMO, then ask the CEO or chief-
of-staff. The responses will tell you what is going on.

After the responses, tell them the behavior cannot
continue and list the reasons. High turnover, for example,
impacts patient care and finances in the department. Also,
point out the risks and liabilities of not intervening.

Another tactic is to use another physician’s conduct
and disposition as an example that there seems to be a
double standard. Be firm in your resolve to find a solution.

Recognize you will be cast as a “villain” by the attributed
physician. Don’t take any of it personally. You are perform-
ing the duties the role requires.

Lastly, go slow and take a measured approach. Pressure
applied slowly and consistently will usually get results.

And what about follow-up? What should happen post-
meeting?

Post-meeting, write a professional, courteous letter that in-
cludes a personal thank you, discussion points, disposition,
and professional closing. If it is the physician’s first event,
explain that the process is not meant to be punitive. The
purpose of the meeting is to discuss the events, hear the
physician’s perspective, and ensure the physician under-
stands why they have been summoned.

If the disposition includes any actionable items such
as anger management programs, coursework, etc., make
sure you include deadlines for the physician to complete
the items as well as the consequences if they choose not to
participate.
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Physician Career Transitions

hysician leaders Peter Angood and Jay Bhatt have

successfully navigated significant career transitions,

from clinical care to executive leadership. Mike

Sacopulos, the host of the SoundPractice podcast,
interviewed Dr. Angood and Dr. Bhatt on strategies for
career transitions.

This transcript of their discussion has been edited for clar-
ity and length.

Mike Sacopulos: My guests today at the SoundPractice
podcast are Dr. Peter Angood and Dr. Jay Bhatt.

Peter Angood is the CEO and president of the Ameri-
can Association for Physician Leadership. He previously
served as a chief patient safety officer and vice president
for The Joint Commission. Angood’s career has been
focused on developing the leadership potential of physi-
cians as a mechanism to advance patient care and pub-
lic health.

He is joined by Dr. Jay Bhatt. Bhatt is a nationally rec-
ognized physician leader and served as senior vice pres-
ident and chief medical officer of the American Hospital
Association. Bhatt’s career as a public health professional
has focused on underserved and vulnerable populations.
He currently is a director at Deloitte and is the executive
director of Deloitte’s Health Solutions and Health Equity
Department.

Physicians go through several transitions in their careers,
and opportunities sometimes appear when least expected.
How can physicians prepare for career changes?

Jay Bhatt: Thank you so much for having me in this
conversation, and I appreciate the leadership of AAPL and
Dr. Angood. To answer this question, as a physician, it can
be challenging to figure out if transitioning from practicing
medicine to an administrative role is the right decision for
you. It is important to remember that moving into manage-
ment means shifting your focus from individual patients to
an organization as a whole.

Leadership is about practice and not a role. As physi-
cians, we exercise leadership quite often in care delivery
with teams. I think clinicians think about that experience in
shadowing, in working with other clinicians, as they’ve been
on the journey to becoming a physician.

I would apply some of the same actions. Moving into a
healthcare administration role means you can draw from
your leadership skills as a physician and continue not only
to help your patients, but also to provide quality care from
an organizational and system level. So, I would shadow

some leaders. Take on a small project at your organization
or in your practice and look at it through a system or pop-
ulation lens.

That experience will help you prepare for a career change.
You've got to come back and ask the questions of what do
you want to advance in healthcare and how do you want to
be a part of that? Also, think about accessing your network.
There are a lot of physicians in your network over the years
who may have changed jobs or gone into administration or
policy or organizational leadership and management op-
portunities. And it'd be great to hear their experience.

Sacopulos: Dr. Angood, what led you on the path to
physician leadership? Was there one catalyst that made you
consider a transition to leadership and executive duties?

Peter Angood: Jay’s response is excellent in terms of
how we should think about what we consider leadership.
As we know, as we advance through medical school and
our training, none of us get any exposure to leadership or
management skills.

I often say that at some level, all physicians are leaders,
and that’s mainly because society looks at our profession as
alead profession. And so we have a responsibility to develop
our leadership and our management skills over time. And
we each do that in different ways.

In the first part of that, you have to recognize that you
may have an aptitude for leadership. For me, I followed the
clinical trajectory of trauma surgery and surgical intensive
care medicine, both of which are fairly systems-oriented for
them to function properly. And so, as I got further into my
career, I began to appreciate that, “Gosh, I need to know and
learn more about systems and processes and how to create
change if I'm going to be able to effectively lead these types
of clinical enterprises.”

There were a couple of clinical cases that wound up not
having the best of outcomes because the systems and pro-
cesses weren’t supporting the efficiencies there. And that
bothered me on a personal level. It impacted the patient and
their families. And so that was the impetus for me to say,
“You know, I've got to be able to develop my skills and my
aptitudes and my experience to help create those changes
in the systems and processes.”

Sacopulos: Dr. Bhatt, what about your leadership jour-
ney? Can you tell us a little bit?

Bhatt: Sure. I echo some of the sentiments Peter
had — particularly around the system inefficiencies and
that impact on outcomes and experience.

48 American Association for Physician Leadership® | 800-562-8088

YOUR CAREER =



N  Your Career 49

I grew up as a son of a pharmacist who worked on the
South Side of Chicago. I got a front-door view into the chal-
lenging health issues that underserved communities faced
when we would make house calls and deliver medications
or when they’'d show up at the clinic. That sparked my inter-
est to ask questions about why that was happening. Why are
my outcomes and outcomes of others I see different than
those that I'm meeting in communities of families? Why
were they struggling with some chronic diseases—cancer
and others? I held onto that over the course of my career.

When I was in college, I spent some time with physicians
who were looking at the health system from a systemic view,
particularly with one of my early mentors, Dr. David Meltzer,
who was looking at the hospitalist movement as an oppor-
tunity to deliver better care at a lower cost and manage the
growth of HMOs that was happening in the environment.

So within that, as well as seeing how healthcare was
delivered in the community at barbershops, it was meet-
ing people where they were. They could be empowered to
change their future; that was the catalyst for me. Another
catalyst for me was my first year of training in medical resi-
dency, where I spent time taking care of a patient, an older
woman, who’d come in with chest pain and difficulty uri-
nating. And she ended up not having damage to her heart,
improved her urination, but had a telemetry catheter.

Because there were so many patients that day, we did the
rounds and kept going. Several hours later, we found out
that she tripped over the wires and fell and had an impact
on her hip. She was then sent to post-acute rehab, got an
infection there, and came back from rehab. What should’ve
been overnight, in and out, turned into a three-week ordeal.
That caused me to wonder what we could do as a system
to improve safety and quality. That led to a checklist that
was consistent, reliably deployed, and made an impact, re-
ducing adverse outcomes by 25% and saving money to the
system, but most importantly, suffering for patients.

There was another catalyst for me to launch into a sys-
tem career in quality and safety. We started to organize as
a team within the residency program on these issues at a
system level, and that’s continued for me over the course
of the years. I know that policy has such an impact on how
we implement and deliver care, so I need to have a perspec-
tive on that.

I spent time on Capitol Hill, and certainly over the
course of my work in public health and hospitals and health
systems, as well as in health plans, I've been able to use
my skills as a physician in leadership and management —
which I already felt I did just with patients we were caring
for, but sort of taking it to the next level. I've been fortunate
and grateful to have these experiences, mentors, and team-
mates along the way that have helped me learn and get
better at leadership and management.

Angood: Jay, our trajectories have been different, ob-
viously, but we both have been fortunate in being able to

experience some of that higher-level impact on the industry
by policy and whatnot. And part of my trajectory included
my time at The Joint Commission National Quality Forum.

Yet we both appreciate there’s this gap oftentimes be-
tween that policy development and the implementation
versus what'’s still going on out at the front line. For those
who are listening, it's important to recognize that as you
aspire to different types of leadership roles, the policy isn’t
always going to solve all the answers.

We always, as physicians, need to be looking at how we
bridge that gap, whether it’s policy accreditation, payer
communities, and the front line. And I think both you and
I have done that quite well over time, but for our listeners,
I think that’s an important recognition: there is this gap
out there.

Bhatt: I agree, Peter. That’s so important and well said.
That’s part of why it’s so important for physicians to provide
their voice of experience from the front lines to help bridge
that gap, and to help the policymakers and stakeholders
understand the unintended consequences of policy and
the challenges in implementing policy and too many mea-
sures that might be asked for, which we know can contribute
to burnout.

This is a really important opportunity for us to bridge
that gap.

Sacopulos: Very good points from both of you. Dr. Bhatt,
in your first answer, you explicitly mentioned networks. I'm
interested in networks. How should physicians best grow
their networks? Is this something that’s done through social
media, clinical organizations, and state medical societies?
What are your suggestions?

Bhatt: I think about building relationships as an oppor-
tunity to look at your own experience and skills through a
different lens because of the people you come across. Hav-
ing some of these conversations and building relationships
help you see a different view.

For me, that was such an important catalyst. Early in my
career, I spent a lot of time talking to physicians who were
engaged in different areas of healthcare delivery, life sci-
ences, and technology. That helped me broaden my view of
the healthcare system.

And I think the other thing is that we also have to think
about language. We were oriented and anchored in a par-
ticular language as we were trained in medical school and
residency. But if you want to switch careers or broaden your
scope, you've got to come out of that shell. Part of doing that
means talking to other people who can help you think about
the language and experiences differently.

It’s not one or another; it’s finding the mediums that
work best for you. For some people, that may be going to
conferences and having the conversations and listening to
talks and being in workgroups there. It might be, for some,
contacting strangers on physician social media sites, career
change sites, or in person. And for some, that might feel
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hard. If you look at it from “I'm building relationships, so I
can better contribute to changing healthcare,” that refram-
ing is important.

We've already done this in our life and successfully,
right? We were pre-med, we shadowed, and we made
friends with people that we are going to need for letters of
recommendation. We did side projects. Whether we knew
we liked it or not, whether that’s research or volunteering
or other things, we checked through some of those experi-
ences, and part of it is the realization that we can do this. We
can have these conversations.

For me, just exposure to a set of organizations I was
aligned with from a value standpoint could make an im-
pact, but also learning and building relationships. What was
important early in my career was the American Medical Stu-
dent Association — a community that saved me from feeling
isolated in medical school.

I found my community there, which then really was a
catalyst for all that came after. It was a group of people who
acted as change agents and saw a different future for physi-
cians and healthcare. I continued that through the rest of my
career. I think my role as managing deputy commissioner
of the Chicago Department of Public Health was a result of
shadowing and doing some projects in Chicago when I was
in fellowship. You have to identify what’s right for you. And
that will take experience and time.

Sacopulos: Dr. Angood, the AAPL excels in this area of
helping physicians develop networks and relationships.
Maybe you could talk a little bit about how the AAPL
does that.

Angood: Yes, sure. Well, Jay’s comments were spot
on, regardless if you're an introvert or an extrovert. If you
have this aptitude, you want to engage in leadership and
management at whatever level in your community or your
institution, stay true to yourself.

We are fortunate in this day and age that we can channel
our energies and our thoughts to network through a whole
variety of mechanisms, whether it’s live meetings or through
social media. It’s a ripe period in the evolution of the in-
dustry for physicians who want to engage in leadership in
different ways and to do it in a variety of different channels.

So, yes, in our organization, we do several face-to-face
meetings every year. Some of the most valued aspects of
those live meetings are the opportunity to network and be
amongst a similar peer group and to not feel like you're iso-
lated, be able to recognize that others are dealing with simi-
lar issues as you are, and you can learn from one another in
a spontaneous set of meetings.

But we've also invested heavily in a technical platform
that brings all of our programs, products, and services
together under one umbrella on this technology platform.

There’s the learning management side of it. There’s the
online community side of it. But there’s also a whole set
of information resources, and we’re active in social media

as well. It’s interesting. We've got more members in our
LinkedIn group than we have actual members in the as-
sociation these days — which is intriguing all by itself. But
what that tells me is that physicians are out there looking to
connect with like-minded peers.

So, again, I'll say it doesn’t matter if you're an introvert or
an extrovert. You can find avenues and channels in which to
connect with others. It's being able to learn from those others
that helps move you along in your own choices and your own
experiences. Then you can begin to better create the impacts
that any of us desire, whether it’s on a personal level, whether
it’s at our institution, or whether it’s on a broader level within
the industry as a whole. Multiple channels. Doesn’t matter
what type of personality you are. Believe in what your voice
inside is telling you. Follow that voice to leadership.

Bhatt: Peter’s comments are correct. It’s also this sense
that sometimes people think it’s an either/or, introvert or
extrovert, but it’s not. You can be an introvert sometimes,
and sometimes you'll work to be an extrovert if you default
to an introvert. But then, what are the things that’ll help you
accomplish the goals given your personality? That might be
one-on-one conversations or emails and phone calls versus
larger group settings. There are a lot of different opportuni-
ties to forge ahead.

Angood: Just to build on that a little bit further, Jay. In
this day and age, still the best way to get your next position
is through networking, and the search community folks will
always tell you that — 80% of your next jobs come through
networking, not through looking at the classified ads.

Sacopulos: Good information. Somewhere out there is
a physician who is thinking about making a transition to
an executive position. Can we talk mechanically, nuts and
bolts, about what you believe would be helpful or what is
involved in that type of transition for the physician?

Bhatt: I would think that it’s important to spend some
time reflecting on where your strengths are and where you
want to grow. Most importantly, what issues do you want to
impact and how? Some of that you may not know early on,
but having an initial point of view will be important. That
preparation is important as you talk to various individuals
in the field: physicians, operators, and other C-suite leaders.

I also think it’s important not only to talk to physicians
in that transition process, but [also] to talk to the whole
interprofessional team to get a sense of the dynamics and
how you might need to work differently, work together in
a system-level environment, in a transition to another kind
of role. I learned lessons from my mentors about building
relationships and communicating and being transparent.

Once you start to have those conversations, you come
back and, after a set of them, reflect and see if your point of
view has evolved and how it’s evolved. Then start thinking
about, okay, well, what are the experiences I might need?

It may be a short shadowing experience or a project
experience to help you learn more about the questions that
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may have surfaced about what you may want to do in your
next opportunity. Sometimes it takes a few opportunities to
land the one that you then excel at, that makes sense for you.
It’s okay to know that you may not get it right the first time.
It's important to know that. Also, believe in yourself. I think
about [Apple TV+ series] Ted Lasso and that sign “BELIEVE.”
I think that’s also important.

Believe you can make this transition. Believe you have
the skills and experiences to do it. Have your support system
around you, whether it’s family, friends, or others who can
help you through that process.

But it can be a scary thing. For me, [ was fortunate that a
lot of the inquiry and desire for systems change happened
because of community experiences and experiences with
mentors and physicians I saw thinking about healthcare
differently than we traditionally had.

Individuals have, over the course of my career, shaped
my thinking — not just physicians, but others as well. And
certainly, Peter’s been just an incredible partner and has
pushed me to think differently about healthcare and evolv-
ing my leadership and management, as well as others at the
Chicago Department of Public Health, the Illinois Hospital
Association, the American Hospital Association, and now
the Medical Home Network, which is an ACO, and Deloitte.

All of those experiences gave me unique and different in-
sights. I'm just grateful to be in a role at Deloitte now where
we're driving system-level impact. Where we’re producing
research in insights and eminence, along with the future of
health, future of equitable health point of view that is going
to impact the industry and the field.

Sacopulos: Dr. Angood, same question to you. Because
I know that you've seen this many times through the AAPL:
physicians ready to launch themselves into the C-suite.
What advice do you have, and what should they expect in
that transition?

Angood: All of us enter into healthcare, whether as a
physician or a nurse or one of the other professions, because
we are caring individuals, and we, therefore, carry a high
level of altruism and idealism. And it’s not uncommon as
an offshoot of that altruism to then, as you learn this system
you're working in, want to create larger system change.
So I think an early step for anybody is to recognize that
you've got that awareness, and then decide whether you
have the aptitude.

Not everybody’s got the original aptitude to be a leader
or to move into leadership roles. As Jay was describing, you
need to look for ways to partner up, to get increasing expe-
riences. Yes, we get the experiences in the clinical realm, but
if you are becoming passionate about leadership and what
you can do to create change, then look for the avenues in
which you can gain more experience.

It becomes a gradation of experience, and none of us
ever gets one experience that nails it. That’s why we all have
different jobs over time, right? And each job creates a new

growth opportunity and increases experience levels. Some
move through a trajectory faster than others, and that’s
perfectly fine. That’s circumstances and, to some degree,
luck, at times. But regardless, anybody can move along a
trajectory and set up a ladder of success and progression.

In this day and age, though, what Jay didn’t mention is
oftentimes, you need some extra education. You just don’t
get it in medical school or residency. AAPL offers a whole
range of educational programs and career development ini-
tiatives, and there are other channels out there for people to
get that as well. Many delivery systems and even some of the
nonclinical sectors in healthcare as an industry are looking
for physicians who have the added experience, but to some
degree, need some added education.

And that doesn’t always necessarily mean a master’s de-
gree or a doctorate. There're other ways. And I'll put in my
plug for AAPL. We've got lots of great resources, including a
Certified Physician Executive (CPE) credential. But it's often
that combination of education and experience and then the
mentorship and networking with others.

But one thing that I think we have to pay attention to as
well is that we've had experiences with the system’s ineffi-
ciencies and the failures and the flaws, as a part of all of the
frustration in healthcare, especially in part as the pandemic
has further shown. But there is anxiety, frustration, burnout,
and all those symptoms going on at high percentages in the
healthcare workforce.

And an initial reaction for many people is just to be angry
and disgruntled, and then they want to pull the lever, right?
Okay. I'm out of here. But if you can productively rechannel
that discontent and then learn where and how to engage
with the systems and then begin creating the changes in the
systems, that can often defuse some of that anger and some
of that frustration. And that’s where you can gain the expe-
rience. Maybe gain a little bit more education.

And to Jay’s point earlier, you start to learn a different
set of languages and perspectives on healthcare. And so,
again, that helps decrease some of that anger, that hostility,
that disappointment that many people have in the system
overall. So it’s learning new approaches, and there’s a whole
variety of ways to do it.

Bhatt: Peter, that was so well said. I just want to pick up
on this education piece, which is so important too. When I
mentioned reflection and having those conversations, it’s
through that reflection and conversations one might decide
that further education is needed. In my career, I've gotten
public health training, was also trained in public administra-
tion, as well as physician leadership courses and other kinds
of fellowship experiences. All of those have helped me in dif-
ferent ways, but they’ve been so important to push my lens of
thinking about challenges and opportunities, and solutions.

I would say that you've got to find good mentors to help
you navigate the space. And sometimes those aren’t always
people decades ahead in their career. Sometimes they're
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peers who are going through things differently. They're
maybe in different industries but have similar experiences.

So there’s so much that translates beyond just the subject
matter when you get into leadership. It’s really about rela-
tionships, communication, transparency, values and vision,
learning and adapting, and then identifying metrics and
goals that help drive your success trajectory.

The other important thing is putting yourself in a position
to speak and communicate and practice that until you get
comfortable, because that’s going to be an important part
of what you do in leadership and management.

Sacopulos: We're wrapping up our time together. I
want to think that there is some young physician out there
who has started their career during the pandemic and is
preparing for a future leadership role. Can you speak di-
rectly to them with your best suggestions for someone just
getting started in their career that had already coped with
the pandemic?

Bhatt: The pandemic has certainly been a challenge.
But I see challenges as an opportunity for positive trans-
formation. And so young physicians should recognize that
the pandemic has also made the field more confident in
innovation. More confident in different ways of approaching
challenges in the field. And that it has accelerated innova-
tion, saying, “We can’t wait any longer.” It’s also accelerated
the impact of virtual telemedicine.

One thing we haven’t talked much about is the oppor-
tunities around being an entrepreneur and startups that
have emerged over the last 10 years. Healthcare has had
significant investment, and it’s continuing to grow. So there
are opportunities. If there’s a particular issue that you are
passionate about and want to advance, it’s important to also
think about doing that potentially from the lens of working
with a startup or a mid-stage company.

But it’s also, I would say, about what skills are needed at
different stages of your career. And early on, it’s going from
relational and clinical to adding business and strategic
skills. I would say do the work, spend some time reflecting,
getting out and meeting people as you can, or talking to
them via social media, LinkedIn, or online, but get exposure
and try some things out. Have some different experiences.

And listen certainly to all the AAPL podcasts, which I
think have been great about this topic. And as I go back to
what Ted Lasso said: just “Believe.”

Angood: As young people enter the industry, sure, you've
got to learn the clinical aspects of all of this and how to care
for patients and tap into your altruism of wanting to look
after people. But come in with an open mind in that there
are all of these deficiencies in the industry that need and are
seeking solutions.

The next generation of physicians and other interpro-
fessionals in the industry have a wonderful opportunity
to capitalize on this recent pandemic crisis and to bring in
creative new ideas to solve some of the inefficiencies and
inadequacies of the system.

And let’s not make any mistake here. Every industry
has inadequacies and inefficiencies and all those sorts of
things. We're not a bad industry, but we’ve got some work
to do. And we would welcome the younger folks coming
in and helping with some creative, innovative, entrepre-
neurial ideas to help solve those issues. So thanks, Mike.
Great question.

Sacopulos: We'll let that be the last word. My guests on
today’s podcast have been Dr. Jay Bhatt, who is the manag-
ing director at Deloitte and serves as the executive director
of Deloitte Center for Health Solutions and Deloitte Health
Equality Institute. My other guest has been Dr. Peter An-
good, who is the chief executive officer and president of the
American Association for Physician Leadership. Gentlemen,
thank you so much.

www.soundpracticepodcast.com/e/angood-bhatt/

Peter B. Angood, MD, FRCS(C), FACS, MCCM, FAAPL(Hon),
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COFFEE BREAK COURSE ===

A quick takeaway to help you hone your leadership skills.

Considering a Nonclinical Career?

The Challenge: Have you ever considered leaving your phy-
sician job to pursue a nonclinical career?

If so, you are not alone. According to the Medscape Phy-
sician Nonclinical Careers Report 2021, many physicians
are burned out, want to work fewer hours, realize that being
a physician is not what they expected, or believe they will
earn more in a nonclinical career — all reasons to move on
to a new career.

If any of these thoughts have crossed your mind, you
are probably trying to figure out the next steps. According
to Sylvie Stacy, MD, MPH, the author of 50 Nonclinical
Careers for Physicians, there are certain steps you can take
to guide you.

Key Takeaways

Recognize your passion, skills, and values. Often, finding
a nonclinical career can address some factors that lead to
a lack of fulfillment in your current clinical job. Addressing
these factors requires you to find the “sweet spot” where
your skills, values, and passions overlap. Try taking some
time to reflect on the following questions to help you iden-
tify your passion:

B What makes your heart sing?
B What piques your curiosity?
B What activity makes you lose track of time?

Dispel common myths about physicians and nonclinical
careers. You may hold misconceptions about what it means
to have a nonclinical job. Some common misconceptions
about nonclinical work include:

B Many years of clinical experience are needed to transi-
tion to a nonclinical career.

Taking a nonclinical job is “selling out.”

Nonclinical work is for physicians who are burned out.
Physicians owe it to society to care for patients.

A nonclinical career is a waste of a physician’s medical
training.

Translate your skills into a new career. Physicians use
their medical training and skills to varying degrees in a
nonclinical career. Think about the skills you already have
and how they can translate to a nonclinical career. Many
nonclinical job opportunities require communication, in-
terpersonal, management, analytics, and leadership skills
that most physicians have already mastered. You probably
have technical skills such as industry knowledge, research,
teaching, and enterprise experience you can leverage in a
nonclinical role.

Try reverse engineering a nonclinical job description you
are interested in by highlighting the knowledge and skills
listed and noting the relevant experience that demonstrates
your mastery of that skill.

Use an action plan to find and get a nonclinical position.
Reflect on these questions to create an action plan and take
your first step toward a nonclinical career.

B What action am I going to take?

Why am I taking this action?

What is the process for this action?

What is the estimated timeframe for this action?

What other resources might I need to complete this
action?

The Bottom Line: There is nothing wrong with exploring the
options of a potential new role you may be more passionate
about, or even exploring nonclinical work opportunities on
the side while maintaining your clinical practice.

Join Sylvie Stacy at the Fall Institute for a course that
dives deeper into this transition, or read her book, 50
Nonclinical Careers for Physicians: Fulfilling, Meaning-
ful, and Lucrative Alternatives to Direct Patient Care.
www.physicianleaders.org/50-nonclinical-careers

Find more information about our educational offerings at
physicianleaders.org/education.
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Here's some of what’s new for you, exclusively at our website.

= HOT TOPIC

The Physician’s Compact

The skill set of today’s physician workforce typically has
not included statistical process analysis, team-focused ap-
proaches to patient safety, and results-based, information-
driven infrastructures. These are the building blocks upon
which 21st-century healthcare systems will be based. The
long apprenticeship of medicine needs to include physician
leadership skills that position young physicians for success
in the healthcare of the future.
www.physicianleaders.org/news/the-physicians
-compact

® TRENDING
How to Steer Clear of Groupthink

When organizations need to solve a problem, they often create
a task force, selection panel, or steering/advisory committee.
These groups are tasked with developing consensus around
new ideas, such as procedures, policies, products, or services.

Unfortunately, research shows that consensus-based
problem-solving groups are often where innovative ideas go
to die. These groups are highly prone to groupthink — quick
agreement around status quo solutions with little discussion
or deliberation.

Researchers studied four virtual task forces that were to
recommend a process to make Americans’ healthcare records
electronic. They found that the groups who avoided group-
think followed three steps: 1) They challenged the status quo;
2) They adopted a placeholder solution that allowed them to
agree on broad principles even if they disagreed on the details;
and 3) They celebrated progress toward a final agreement,
which allowed them to maintain morale and momentum.
www.physicianleaders.org/news/how-to-steer-clear-of
-groupthink

Changing Roles and Skill Sets
for Chief Medical Officers

There is a sea change occurring in American hospitals and
healthcare organizations. We are witnessing a radically
changing healthcare environment in which hospitals and
physicians are scrambling for a diminishing piece of the
reimbursement pie, as the fee-for-service model of reim-
bursement gives way to the value-based model.

CMOs must acquire leadership skills to direct hospitals
and systems. The author reviews their changing responsibil-
ities in today’s complex healthcare environment.

www.physicianleaders.org/news/changing-roles-skill-sets
-chief-medical-officers

Physician Leadership and Ambulatory
Care: Small and Rural Hospitals

Experience has shown that the greatest deficiency in devel-
oping and implementing an integrated ambulatory system
of care is leadership — both administrative and physician
leadership.

Most physicians and administrative leaders, even in
larger systems, do not have experience working in this type
of setting. Without a dynamic leader, there is almost always
a default back to the familiar. This makes it difficult to visu-
alize the integration possibilities.
www.physicianleaders.org/news/physician-leadership-and
-ambulatory-care-small-and-rural-hospitals

Call for Manuscripts to the
Physician Leadership Journal

Instructions for Authors

Physician Leadership Journal (PL]) welcomes articles
about healthcare leadership topics. Articles spotlight orig-
inal research, operational interventions and findings, and
discussions that orient readers to important topics. We
seek original articles that advance the scope and practice
of leadership. Articles may not be under consideration for
publication elsewhere, nor published previously.
www.physicianleaders.org/news/call-for-manuscripts-to
-the-plj-physician-leadership-journal

Companies Need to Rethink What
Cybersecurity Leadership Is

For businesses today, cyber risk is everywhere. Yet for all the
investments companies have made to secure their systems
and protect customers, many are still struggling to make cy-
bersecurity a vibrant, proactive part of strategy, operations,
and culture.

The root cause is twofold: Cybersecurity is treated as a
back-office job, and most cyber leaders are ill-equipped to
exert strategic influence. Given that a cyber leader’s average
tenure is just 18 months, it’s clear that something needs to
change. Companies need to put cybersecurity where it be-
longs: with organization leaders.
www.physicianleaders.org/news/companies-need-to
-rethink-what-cybersecurity-leadership-is

Read these articles and others at physicianleaders.org/news
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The Art of the Apology

Neil Baum, MD, and Alvin Merlin, MD, MBA, CPE

When physicians are comfortable saying “I'm sorry” easily and with sincerity, perhaps they can expect increased

job satisfaction and lower malpractice premiums.

«

'm sorry” is one of the most-used phrases in any lan-

guage. Most of us don’t think twice about offering an

apology when we unintentionally bump into a stranger

on the sidewalk. However, when we have made a medi-
cal mistake, which most of us have in our medical careers,
apologies seem to get stuck in our throats and become
difficult or impossible to articulate.

We begin learning detachment early in our medical train-
ing. The problem is compounded by the stress of declining
reimbursements and increasing overhead costs, giving us
less time to bond with our patients. In addition, we are often
reluctant to engage our patients in honest, open dialogue.

Moreover, our malpractice insurers tell us that an apol-
ogy might be interpreted as an admission of fault or negli-
gence that could make defense difficult if the patient files
a lawsuit.

THE IMPORTANCE OF
COMMUNICATION

Assuming an inverse relationship between a lawsuit and
communication with the patient, the likelihood of being
sued decreases significantly as communication between
physician and patient increases.

The physicians demonstrate good communication skills
when they ask the patients questions, encourage them to
talk about their feelings, use humor when appropriate, and
educate patients about what to expect during treatment.

Physicians with enhanced communication skills spend
about 3 minutes more with their patients than those who
have been sued. Another fact that is worth noting is that
when an apology is offered, and the details of the medical
error are disclosed in a timely fashion, the likelihood of a
lawsuit decreases by 50%.!

Is it surprising that with the current time constraints on
surgeons who send a resident, nurse, or medical assistant
to the patient’s bedside to obtain the consent for surgery,
there is a potential lawsuit if the outcome is less than
anticipated?

How can we effectively apologize without admitting guilt
or wrongdoing? An authentic apology is one that is heartfelt
and driven by true regret or remorse. Five reasons to con-
sider an apology are:

To show the patients you respect them.

To accept responsibility for the situation.

To demonstrate that you care how the patient feels.
To express your empathy.

To dissipate a patient’s anger.

A A

Patients want to know what happened and why it happened,
how the problem or error will affect their health in the short
and long term, what is being done to correct the problem,
who will be responsible for the cost of the error or complica-
tion, what has been learned, and what the physician is doing
to avoid this happening again.

EXPRESSING THE APOLOGY

The first step in apologizing is admitting to yourself that
there has been a mistake and that an apology is in or-
der. Then, deliver the apology.

1. Whenever possible, offer the apology in person, face
to face with the patient or family. The apology should take
place in a quiet environment with no distractions. Give the
apology your undivided attention. Any distraction or inter-
ruptions will negate its impact. Turn off your cell phone and
inform your staff that you are not to be interrupted while
you are with the patient. Sit near the patient with no barriers
such as an exam table, desk, or computer between you.

2. Begin the conversation by stating that you are sorry.
This means using “I” words and not pointing fingers or us-
ing “you.” Say, “I am sorry.” Do not follow the apology with
“but”! Don’t make excuses or blame someone else.

3. Own the mistake. Show the patient that you're willing to
take responsibility. Admit something went wrong; anything
else makes the apology ineffective.
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4. Be honest and describe what happened. Use language
that the patient understands. Consider using visuals to ex-
plain the issue or problem.

5. Acknowledge their hurt and suffering. Consider saying
something like, “I know how this must make you feel, so
before I continue, I would like to hear what you have to say.”

6. Stop talking. Listen to the patient without interrup-
tions. Studies have indicated that a patient explaining their
medical problem to a physician is typically interrupted by
the physician after 16 seconds.?Ideally, patients will share
their feelings and forgive the doctor for the error. This for-
giveness won’t occur if the doctor is frequently interrupting
the patient.

7. Offer a plan of action. Offer to obtain another opinion
or refer to another more experienced colleague. If there will
be no charge, share that with the patient, who may have
concerns about the finances associated with the follow-up
care. Indicate that you will continue to be involved until a
satisfactory solution is reached. This indicates that you will
stay with the patient physically and emotionally.

8. Describe the error as a learning experience for you and
your practice. Emphasize that you will make every effort to
ensure that the situation does not happen to future patients
and describe how you intend to do so.

9. Finally, reiterate your apology. Cycle back and repeat,
“I'm really sorry this happened. I hope you will forgive me.”
The patient may not forgive you right then, but if you were
sincere and honest, the forgiveness might be forthcoming.

AN APOLOGY SCENARIO

A Hispanic patient with limited English proficiency had a
ureteral stent placed following shock wave lithotripsy for a
kidney stone. The patient didn’t return for follow-up. A year
later, the patient returned. The stent had been encrusted
with calcium deposits, making it impossible to retrieve
through a simple cystoscopy. The patient required addi-
tional open surgery to remove the stent.

The urologist requested a translator to facilitate commu-
nication with the patient and met with the patient and one
of his family members in the doctor’s private consultation
room. It was the end of the day, and most of the staff had
left. The urologist turned off his cell phone and told the
remaining staff he did not want to be interrupted. Chairs
were arranged for the patient, his wife, the translator, and
the doctor, all on the same side of the doctor’s desk.

The doctor begins, “Nice to see you and meet some of
your family. Thanks for coming in so we might discuss what
has happened to you.

“We placed a tube between your kidney and your bladder
for the purpose of preventing any blockage with fragments
of the small stones after that machine we used to break up
the stone in your kidney. This tube was to be removed in two

weeks. Our office tried to reach you, but we weren’t success-
ful in locating you or a family member.

“I take full responsibility for not trying harder to find you
and to remove the tube.

“Because the tube remained for a longer period, we had
to make an incision to remove the tube. I know that this
caused you pain, discomfort, and loss of time from your
work. I want you to know that I take full responsibility, and
we are putting into place a plan to reach all patients who
have this tube so they aren’t lost to follow-up.

“We have contacted your insurance company, and they
have assured us, and we assure you, that the additional sur-
gery will be covered and you will not have any additional
out-of-pocket costs.

“Do you understand what happened and the explana-
tion? Again, I am sorry that this happened to you. Do you
have any questions?”

The patient asks a few questions about his kidney func-
tion and restrictions to protect his kidneys. The patient ac-
knowledges an appreciation for the doctor, his staff, and all
their care. He understands what happened and appreciates
the honesty of the doctor. The doctor is silent and does not
interrupt the patient’s response.

The doctor reiterates, “I'm really sorry this happened. I
hope you will forgive me, and I want you to know that you
are a terrific patient, and I appreciate the opportunity to
take care of you. If you ever have any questions or concerns,
please call me any time.”

CONCLUSION

Mistakes are not only devastating for patients, but also
damaging to the physician. An apology by the physician
demonstrates understanding, compassion, and empathy.
It is an opportunity to preserve the doctor-patient relation-
ship. Doctors who admit responsibility and apologize are
less likely to be involved in litigation. &8
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THE COACH’'S CORNER:
The Voice in Your Head

Robert F. Hicks, PhD

Coaching requires us to keep a laser focus on the person we are helping, but that's not always easy when

distractions — both external and internal, continually bombard us.

“Of course, I talk to myself. Sometimes I need
expert advice.”
- Anonymous

very coaching conversation has two parts: the one

you have with the other person and the one you

have with yourself. The conversation with yourselfis

known as self-talk. Simply put, it is the voice in your
head. When you allow that voice to dominate your attention
during a coaching conversation, you direct your mental
energy inward, reducing your connection to the person you
are helping.

Self-talk is natural, but its value is determined by the
type and the amount of self-talk. When the voice in your
head becomes the voice of judgment — critical of others
or yourself — it impedes your ability to help. Consider
this example:

Dr. Rajiv is a 42-year-old internist. He prides himself on
his analytical skills, which enhance his differential diagnos-
tic abilities. He also likes to use his rationality to appraise a
situation and points out flaws inherent in an idea, a plan, or
a proposed solution. While he sees himself as analytical, his
peers describe him as a nitpicker, overly critical, and always
challenging their thinking.

Dr. Rajiv had been the medical director for his hospital’s
telemetry unit for about a year when he requested some
“leadership” coaching. When asked why he was reaching
out for help at this time, he said that his boss, the chief of
medical services, was critical of his ability to develop some
of the younger physicians in the group and was questioning
his leadership skills.

Dr. Rajiv was asked to describe some of the develop-
mental conversations and what he thought about during
those conversations. It turned out that he wasn'’t listening to
what was being said; rather than attempting to understand
others, he was judging what they were saying.

Judging often results from a dichotomous thinking pro-
cess, e.g., things are good or bad, right or wrong. We per-
ceive the world in binary terms with no nuance or shades of
gray and consider ourselves the arbiters of truth. Dr. Rajiv
could not develop younger physicians because the voice in
his head judged the people he was trying to help.

Judging and coaching cannot coexist. Humanist psy-
chologist Carl Rogers believed that our ability to help others
depends on our ability to withhold judgment regardless of
what the person says. In his 1957 Journal of Consulting Psy-
chology article, “The Necessary and Sufficient Conditions
of Therapeutic Personality Change,” he called this “uncon-
ditional positive regard”: showing complete support of the
person we are helping, whether they express “good” or
“bad” views.

Withholding judgment and maintaining unconditional
positive regard does not mean agreeing with everything the
other person says. It does mean that you do not allow the
judging voice in your head to capture your attention and
prevent you from attending to the other person in a way that
fosters acceptance and understanding.

TYRANNY OF THE SHOULDS

The voice in your head that judges others does not discrim-
inate; it also judges you. These self-judgments take the form
of “shoulds” and can be so disruptive that they are often
referred to as “the tyranny of the shoulds.”

Suppose you just had an uncomfortable conversation
with a colleague, and it’s nagging at you when you sit down
for a coaching conversation. As you try to listen, your at-
tention is distracted by the voice in your head that says, “I
should have handled the situation differently, but I didn’t,
and look what happened.” You begin to feel upset and guilty
about what you should have done, and the distraction limits
your ability to help someone else.
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Here’s another example: You are a speaker at an upcom-
ing conference but haven’t begun to prepare your presen-
tation. The voice in your head says, “I should be working on
my presentation, and I'm way behind. If I don’t start soon, I
won't have time to do a good job, and I'll embarrass myself

You have just been inflicted with the tyranny of the
shoulds. When a disruptive should (and its variations like
must and ought) is directed inward, it can bring about feel-
ings of guilt and self-reproach.

Contrast that with what happens when you stay disci-
plined and put your energy into understanding the other
person’s perspective and eliminating judgment. It allows
you to hear what the other person is saying and understand
that situation or point of view, which are prerequisites to
coaching. Preventing the voice of judgment from grabbing
your attention requires mental discipline and effort, but that
is a small price to pay for control over the voice in your head.

SUMMARY

Giving 100% of your attention to the person you are coach-
ing is critical. Many distractions compete for your attention;
the biggest distraction is the voice in your head. While

self-talk is natural, it can become disruptive to the coaching
process when it is the voice of judgment. Judgment inter-
feres with understanding and disconnects you from the
other person.

The voice in your head can be the critical voice that
judges others or the self-judgment that occurs when the tyr-
anny of the “shoulds” dominate your self-talk. Either form of
judgment is counterproductive. Fortunately, just as working
out with weights builds muscle, practicing mental discipline
can control the voice in your head. =&
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Making the Business Case for
Quality: Linking Quality and Cost

Richard Priore, ScD, MHA, FACHE, and Brad Beauvais, PhD, MBA, FACHE

This third installment of the four-part series examines the benefits of linking quality and cost by creating an inte-

grated performance measurement scorecard and evaluating potential sources of financial data.

inking quality improvement efforts with their an-

ticipated financial impact is critical to making an

effective business case. It is also essential to achieving

a competitive market advantage, considering the in-
creasing prevalence of value-based payments.

In addition to the various Medicare and Medicaid “at-
risk” pay-for-performance incentives and penalties, private
health insurers and large employers are increasingly seek-
ing exclusive partnerships with providers that consistently
demonstrate the “best” value for their members and em-
ployees. In other words, payers are rewarding providers that
consistently deliver the highest relative quality outcomes at
the lowest possible cost.

Beyond monetizing quality improvement efforts and
connecting them to the anticipated financial impact with
a measurable return on investment (addressed in the
second article in this series), healthcare leaders must
integrate enterprise quality and cost data to inform timely
and effective decision-making. Integrating quality and
cost data enables allocating increasingly scarce resources
to support aligning the organization’s mission with the
business case for it.

To continuously improve value, leaders must recognize
that quality and cost are inextricably linked. One usually
does not change without impacting the other; however,
balanced scorecards or dashboards leaders use to monitor
and manage their organization’s performance are often
short-term in focus and typically do not integrate quality
and financial measures.

INTEGRATED PERFORMANCE
MEASUREMENT SCORECARD

Quality measurement reports often do not include the
cost of waste associated with poor quality, such as a clini-
cally ineffective or inefficient process. Table 1 presents an

example of how quality and cost can be integrated easily
into the same dashboard to improve decision-making
effectiveness.

Note that the estimated financial impact for each quality
measure is provided on the same line and then summed to
identify the total cost of waste and the potential savings or
revenue growth opportunities across the portfolio of orga-
nizational performance improvement initiatives. Integrat-
ing quality and cost in the same performance measurement
report can improve decision making in three ways.

1. Presenting both types of data in one
place forces leaders and staff to confront
the cost of waste stemming from ineffective
or inefficient practices or processes.

Recall from the first article (May/June 2022 PLJ) that the
cost of waste is the total measurable financial impact re-
sulting from poor quality, including potential lost revenue
or avoidable expense. Adding the estimated cost of waste to
a traditional performance scorecard or dashboard enables
translating patient safety and clinical quality gaps into the
language of finance. Only then can clinical and non-clinical
healthcare leaders fully grasp the total impact of poor
quality to identify, discuss, and prioritize measurable and
achievable savings opportunities.

2. Physicians as scientists expect and rely
on comprehensive and complete data to
inform their clinical decision-making.

Integrating quality and cost measures supports frontline
providers correlating potentially ineffective practice pat-
terns with the associated financial impact, with which
they can consider adopting evidence-based guide-
lines that simultaneously improve clinical efficacy and
cost-efficiency.
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Table 1. Integrated Performance Measurement Scorecard

Baseline
Initiative Cost per Case Total Cost of Waste Cost Reduction
C. diff Infection 84 6.0% $7,285 $611,940 42 3.0% $305,970
MRSA 43 8.0% $6,248 $268,664 27 5.0% $99,968
SsSl 11 4.5% $23,272 $255,992 5 2.0% $139,632
LWOBS 900 3.0% $725 $652,500 750 2.5% $108,750
Re-admissions 78 3.6% $7,300 $569,400 32 1.5% $335,800
Clinic no-shows 341 18.0% $230 $78,430 208 11.0% $30,590
Total $2,371,361 $1,020,710

Performance
January 1, 20X1 - December 31, 20X2

Cases Cost Savings Cases Cost Savings Cases Cost Savings Cases Cost Savings

5 $14,570 9 ($14,570) 4 $21,855 68 $116,560

0 $24,992 1 $18,744 1 $18,744 27 $99,968

1 ($23,272) 0 $23,272 1 $0 5 $139,632

83 ($5,800) 61 $10,150 53 $15,950 711 $137,025

2 $36,500 2 $36,500 1 $43,800 51 $197,100
26 $460 20 $1,840 13 $3,450 216 $28,750
$47,450 $75,936 $103,799 $719,035

Physicians and other providers control — or at least
significantly influence — a large portion of healthcare
spending. Although they are the only ones who can admit
or discharge a patient, order a test or drug, or perform a
procedure, most are not apprised of the cost implications
from their practice patterns.

Financial information presented to providers at the point
of ordering can have a meaningful impact. In a randomized
controlled study conducted at Johns Hopkins Hospital, physi-
cians who were given cost information when ordering certain
lab tests reduced orders for ostensibly unnecessary tests,
waste, and cost without compromising clinical outcomes.'
Presumably, this approach would have a similar beneficial
impact in other clinical settings.

3. Monetizing the anticipated financial
impact of performance improvement
initiatives supports more focused

strategic planning and prioritization.

Leaders can more accurately forecast cost during the finan-
cial planning cycle by identifying the anticipated total cost

of waste across the organization. Also, quality improve-
ment initiatives that have the greatest impact on clinical

outcomes, safety, patient experience, and cost savings can
be prioritized to achieve the organization’s strategic goals.

The potential impact on the organization’s financial
health can support investment in substantial and sustain-
able quality improvement efforts. In other words, quality
begets quality.

DATA-RICH, INFORMATION-
POOR (DRIP)

Cultivating, collecting, and reporting valid and reliable fi-
nancial data is a common rate-limiting factor to integrating
quality and cost. In fact, most executives admit they lack a
cost accounting system capable of providing the necessary
financial data across the continuum of care.? Clinical lead-
ers therefore are rightfully reluctant to rely on any cost data
shared about their practice patterns, especially if the data
are not risk-adjusted to reflect the relatively higher cognitive
and other resources required to treat patients who are sicker.

Despite the challenges of translating big data into in-
formed decision-making, even rudimentary efforts to link
cost and quality can have a meaningful impact. Acknowl-
edging that “perfect” data do not exist, leaders should not
compromise “good enough” for great, or otherwise be
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deterred from incorporating reasonably accurate financial
data to estimate and report the cost of waste. Using common
and conservative financial data collection methods with
reasonable assumptions supports reliable and defensible
estimates.

SOURCES OF DATA FOR
DETERMINING FINANCIAL IMPACT

Several potential sources of financial information can be
used, ideally in combination, to calculate and validate the
estimated total cost of waste and the potential savings from
a planned quality improvement initiative. They include
(1) activity-based costing, (2) cost-to-charge ratio, (3) manual
data collection, and (4) published research or white paper.

Activity-based Costing

Data provided from an activity-based cost (ABC) accounting
system are usually the most useful for estimating costs, par-
ticularly across multiple complex services or service lines.
ABC assigns direct and indirect operating costs to a specific
and discrete unit of service, such as a test, procedure, clinic
visit, or inpatient admission.

Despite its value, a robust cost accounting and reporting
system can be labor and resource intensive to develop.
Other, reasonable approaches, albeit less accurate and more
time consuming, can be applied to support estimating costs.

Cost-to-Charge Ratio

The cost-to-charge ratio (CCR) is determined by dividing the
costs to provide services by what the organization charges.
CCR generally is used with inpatient or outpatient hospital
services. The closer the ratio is to one, the less difference
there is between actual costs and charges. Multiplying the
cost-to-charge ratio by total charges provides an estimate of
the cost of the service.

The example in Table 2 shows the estimated cost for a hip
replacement procedure using the CCR method. While the
CCRis a simple approach that can be used to estimate total
cost of a service, it does not identify the cost of waste, which
must be estimated using internal or external best practice
benchmarks. Therefore, some manual data collection is
required to identify and differentiate ideal quality outcomes
with poor quality.

Table 2. Calculating Cost Using Cost-to-Charge Ratio

Number of hip replacements per month 30
Total charges (gross) $900,000
Average charge per procedure $30,000
Cost-to-charge ratio 40%
Estimated cost per procedure $12,000

Manual Collection

Capturing the cost of waste manually can be time consum-
ing and tedious, yet usually insightful when attempting to
reasonably estimate the financial impact of an ineffective or
inefficient practice or process. It is also a better alternative
to doing nothing.

Manually calculating the cost of waste typically involves
aggregating pieces of disparate data from multiple systems,
such as from financial and operating activity statements,
human resources payroll, and supply chain invoices. A
common example of manual data collection is a chart audit.

Reviewing clinical charts provides important data that
can be translated into useful financial information. For
example, a chart audit can support identifying the adverse
financial impact of treating a hospital-acquired condition,
such as Clostridium difficile infection (CDI), by comparing
arandom sample of charts with and without the infection.

As Table 3 shows, the same risk-adjusted diagnosis
should be used to randomly draw at least 30 charts for each
status to ensure the results are statistically significant.

Table 3. Estimating the Cost of Waste from
Conducting a Chart Review

DRG195
Simple pneumonia and
pleurisy w/o CC/MCC

Modifier A04.72
Clostridium difficile not

CDI not present
on admission

CDI present
on admission

specified as recurrent n = 30 charts
Average length of stay 3.0 days 4.5 days
Total cost of care $9,000 $13,500
Total cost of waste $225,000

The cost for a length of stay from a specific diagnosis is
a reasonable proxy to determine the total cost per patient
day or bed day. Assume in this example a $3,000 total direct
and variable cost per bed day. Multiplying the length of stay
of CDI “not present on admission” and subtracting the re-
sult from multiplying the length of stay of CDI “present on
admission,” the cost of waste from the additional 1.5 days is
$4,500 per day. Extrapolating the total cost of waste and po-
tential savings opportunity, if the organization can reduce
by half 100 episodes of hospital-acquired CDI, the potential
annual savings would be $225,000.

Scholarly Article or White Paper

Using published reports in a white paper from a vendor or
trade association or a research study from a scholarly jour-
nal can provide another source of cost information. How-
ever, recognize that reports from vendors or consultants
may be inherently biased in favor of supporting a specific
product or service.

Mining translatable financial information from jour-
nal articles is also a challenge because few include cost
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information. The information may not be relevant when
the article is available due to the significant research
publication lag. Nonetheless, both sources can be used
as a reasonable check of the data identified in one of the
previous methods.

CONCLUSION

Quality guru Philip Crosby observed that “It is always
cheaper to do the job right the first time.” The beneficial
impact on leading indicator includes improving clinical
outcomes and the patient experience while reducing un-
necessary waste and associated cost — the lagging indica-
tor. The resulting savings can be reinvested to drive further
sustainable performance improvement.

Notwithstanding avoiding increased medical-legal
risk and regulatory compliance penalties, measuring
and reporting the financial impact from both desirable
evidence-based and poor quality practices drives im-
proved leadership decision-making. What’s more, inte-
grating quality and cost data supports leaders’ strategic
and financial planning and prioritization to support
their mission.

The next and final article in this series will address how
to overcome common barriers to getting a business case
approved and implemented, including risk aversion and
financial austerity. &8
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The AAPL Membership Open
Forum: Connect with Your Peers

Physician Leadership Connect is an online community for
physician leaders to share knowledge, exchange ideas, and
support one another. The community’s early success has
demonstrated the importance of our community coming
together in these challenging times.

Here’s what your colleagues are talking about:

Board Governance

I was reading the November/December Physician Leader-
ship Journal and the article “A Seat at the Table: Serving on
a Board of Directors” caught my attention (pp. 46-50). It is
by Sara Larch and Michael J. Sacopulos and is a transcript
of their interview on the AAPL SoundPractice Podcast. It is
an excellent conversation with advice for those interested in
serving on a board of trustees, what boards are looking for
in prospective directors, considerations on whether to serve
on a board of trustees, conflict of interest policies, as well as
advice on serving.

I have served on the board of directors for both medical
groups I have been a part of and, by virtue of being medical
staff president, serve on two hospital boards and I think their
advice is pretty spot on — in particular: “..the first thing is to
listen. As a new board member, it is important to learn the
board issues, the board culture, and get smart. Read all the
materials that you're sent, stay current on your industry and
future trends.”

What advice do you have about serving on a board of
directors or what do you wish you might have known be-
fore serving?

“Long COVID" / Chronic COVID

In anticipation of “Long COVID” becoming a more well-
defined and acknowledged entity requiring care and bene-
fits, I am reaching out to ask if anyone can point me toward
any key resources/authorities on the topic. I would like to
start becoming point person on this in my organization but
I'm unsure of where to start. Please reach out with any in-
sights or perspectives. My goal is to provide our clients and
members with education and then try to understand how to
best diagnose and offer benefits to those affected.

Compensation Premium for Medical Director

Hello everyone. I was offered a medical director position
for a > 60 FTE hospitalist group (hospital employed group),

Compiled by the AAPL Editorial Team

currently in contract negotiation phase. What is a reason-
able premium for medical director role compared to usual
clinical pay for 1 FTE in the group? Admin time is 0.75 FTE.
Thanks in advance!

Behavioral Health

We have been experiencing a significant increase in be-
havioral health patients presenting to the emergency
department for care lately. While it is not unusual to have be-
havioral health patients in the ED, our numbers had doubled
(and at one point tripled) in recent weeks. Of course, I realize
that it is a stressful time and resources are limited (i.e., in-
patient behavioral health beds, psychiatrists, case workers),
and I know that it is not alocal phenomenon. I am originally
from Michigan and experienced the same thing there. In
fact, I served on the Community Mental Health Board and
saw a drastic reduction in providers, services, and programs
which left patients and families struggling to find the help
that they needed so they would just show up at the hospital.

With an understanding that resources are limited and
the existing system stretched thin, we have been explor-
ing alternative options, including tele-psychiatry services
and crisis stabilization programs to help decompress our
emergency department. We have found ourselves holding
several behavioral health patients on a daily basis, waiting to
disposition them to the care that they need. The problem is
that our ED is not equipped to hold these patients, our staff
is not trained to care for their special needs, and holding
them impacts the ability to see patients with medical needs.

I am curious to hear the experiences of others and
what strategies have been implemented to address these
challenges.

APPs on Medical Staff Committees

I was wondering who has had experience with having Ad-
vanced Practice Providers on medical staff committees in
the hospital. The organization that I worked in previously
considered APPs part of the medical staff and also had APP
representation on committees. Additionally, there were
residents invited to participate on committee work as well
(which I though was great since it introduced newer physi-
cians to medical staff governance and better prepared them
for participation when they became attending physicians).
There was valuable insight added from the perspective of
our APP colleagues and seemed to help with overall engage-
ment in committee activities.

Log on and explore. Log into the forum and become a
part of the conversation. Ask a question, share a resource,
learn from your colleagues. https://app.physicianleaders
.org/community
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To access member-only content, you must be logged into
the Platform. If you need assistance, contact us at 800-562-
8088 or membership@physicianleaders.org.

Tip! Add the Platform to your desktop or mobile home
screen for an app-like experience.

Complete your profile. We want to know a little more
about you, so we can deliver the content and communica-
tions you will find most valuable. Complete your member
profile today.

Schedule an advising session. Schedule a brief phone
conversation for a personal virtual session with one of
our education advisors at a date and time that works best
for you. We will ask about your professional background
and goals and then help you create an individualized
learning path.

Remember: AAPL is always ready to help. Please contact
us with any questions at 800-562-8088 or membership@
physicianleaders.org.

SoundPractice Celebrates 100 Episodes

In this 100" episode of SoundPractice, host Mike Sacopulos
speaks with luminaries who shed light on the need to pro-
vide physicians with business training and leadership skills
for the betterment of healthcare delivery.

This roundup of interview excerpts with national and
international leaders includes expert commentary from
Peter Angood, MD, FRCS(C), FACS, MCCM, FAAPL(Hon),
CEO of AAPL.

B Anthony Fauci, MD, director of the National Institute of
Allergy and Infectious Diseases
www.soundpracticepodcast.com/e/physician-leadership
-in-the-time-of-covid-19-with-dr-anthony-fauci/

B Gary Schwartz, MD, president of Associated Eye Care,
author of a blog post on Lessons from Ted Lasso
www.soundpracticepodcast.com/e/leadership-lessons
-for-physicians-from-ted-lasso/

B Joan Naidorf, DO, author of Changing How We Think
about Difficult Patients: A Guide for Physicians and
Healthcare Professionals
www.soundpracticepodcast.com/e/treating-the-difficult
-patient-by-joan-naidorf-do/

B Shannon Prince, PhD, JD, and author of the new book,
Tactics for Racial Justice: Building an Antiracist Organ-
ization and Community
www.soundpracticepodcast.com/e/dr-shannon-prince
-on-racial-justice-in-healthcare/

B Peter Hotez, MD, PhD, professor of pediatrics and molec-
ular virology at Baylor College of Medicine
www.soundpracticepodcast.com/e/dr-peter-hotez-on
-covid-19-bonus-soundpractice-episode/

B Laurie Cameron, mindful leadership expert and Na-
tional Geographic author of the The Mindful Day: Prac-
tical Ways to Find Focus, Calm and Joy from Morning to
Evening
www.soundpracticepodcast.com/e/mindfulness-and
-healthcare-a-discussion-with-laurie-cameron/

B Kara Swisher, digital expert and former reporter for The
Wall Street Journal and The Washington Post, and host of
the “Pivot” podcast
www.soundpracticepodcast.com/e/medical-misinfor
mation-on-tech-platforms-and-the-threat-to-our
-public-health-with-kara-swisher/

B Luis Pareras, MD, PhD, founding partner of two venture
capital funds (HealthEquity and Invivo Ventures, based
in Barcelona) and author of Innovation and Entrepre-
neurship in the Healthcare Sector: From Idea to Funding
to Launch
www.soundpracticepodcast.com/e/is-it-a-good
-idea-or-a-good-business-opportunity-a-discussion
-with-entrepreneur-and-venture-capital-founder-dr
-luis-pareras/

B Jennifer O’'Brien, author of The Hospice Doctor’s Widow
www.soundpracticepodcast.com/e/an-insider-s
-perspective-on-end-of-life-and-palliative-care-with
-jennifer-o-brien/

® Sylvie Stacy, MD, MPH, author of 50 Nonclinical Careers
for Physicians: Fulfilling, Meaningful, and Lucrative Al-
ternatives to Direct Patient Care
www.soundpracticepodcast.com/e/pivoting-tapping
-out-or-trading-up-physicians-transitioning-to
-nonclinical-careers/

Listen now at:
www.soundpracticepodcast.com/e/100th-episode-of
-soundpractice/

Recent popular episodes of SoundPractice include:

® Jay Bhatt, DO, MPH, MPA, and Peter B. Angood, MD,
FRCS(C), FACS, MCCM, FAAPL(Hon), on Physician
Career Transitions
www.soundpracticepodcast.com/e/angood-bhatt/

B Ellis “Mac” Knight MD, MBA,on Healthcare Economic
Reform and Physician Leadership
www.soundpracticepodcast.com/e/healthcare
-economic-reform-and-physician-leadership-with-dr
-ellis-mac-knight/

SoundPractice is one of many information resources
hosted by the American Association for Physician Leader-
ship®. Our goal is to expand the impact of physician lead-
ership that embraces and promotes inter-professionalism,
ultimately improving healthcare globally by independently
and collaboratively innovating and delivering exceptional
offerings.

www.physicianleaders.org
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Author Provides a Roadmap
for Recognizing and Managing
Chronic Disruptive Behavior

In his book Physicians and Professional Behavior Man-
agement Strategies: A Leadership Roadmap and Guide
with Case Studies, author Matthew J. Mazurek, MD, MHA,
CPE, FACHE, FASA, offers practical advice and guidance
on managing disruptive behavior, provides descriptions
and analysis of personal traits and disorders of disruptive
physicians, and offers strategies to reduce the incidence of
these behaviors.

Through his own experiences, Mazurek has had an
opportunity to conduct dozens of investigations of unpro-
fessional and disruptive conduct from the mundane to the
serious. “Navigating the process effectively is usually a trial-
by-fire exercise for most physicians who have just accepted

Matthew J. Mazurek, Mp, MHA, CPE, FACHE, FASA

Physicians and
Professional

Behavior
Management
Strategies

A LEADERSHIP
ROADMAP AND
GUIDE WITH
CASE STUDIES

554" s Amvericun Assoclation for

YSICIAN
EADERSHIP

a leadership position,” Mazurek says. “My own leadership
journey included learning how to investigate professional
behavior issues, conduct meetings, and continue with fol-
low-up, including discipline and peer support. I stumbled
along the way and made mistakes. Having a roadmap with
a variety of case examples would have helped me better
manage disruptive behaviors.”

Published by the American Association for Physician
Leadership, this book is a roadmap that aims to instill con-
fidence in and assuage concerns of physician leaders who
are uncomfortable confronting unprofessional physician
conduct with their colleagues. It provides insight and an
increased understanding of this difficult topic through real-
world examples.

Case examples include:

Sexual harassment

Physical aggression

Substance abuse

How to have difficult conversations and conduct meet-
ings with proactive follow up

Complementing the case discussions are strategies to re-
duce and mitigate disruptive behavior.

Matthew J. Mazurek, was born and raised in Fresno,
California, and earned his Bachelor of Arts in English,
magna cum laude, at California State University, Fresno.
He attended medical school and completed anesthesia
residency at the University of California, San Francisco. He
was a partner in private practice for 12 years with Southern
Arizona Anesthesia Services, P.C., and served as both chair
of anesthesia and chief-of-staff at St. Mary’s Hospital in Tuc-
son, Arizona. He also held the position of medical director
for Envision Physician Services and Sanford Health in Bem-
idji, Minnesota, and served on the board of directors for the
Minnesota Chapter for the American College of Healthcare
Executives.

His interest in leadership led him to pursue completion of
his Master’s in Healthcare Administration as a distinguished
scholar at Colorado State University-Global as well as CPE and
FACHE certification through the American Association for
Physician Leadership and the American College of Healthcare
Executives. More recently, he was designated Fellow of the
American Society of Anesthesiologists (FASA). He has held
numerous positions as adjunct assistant professor providing
clerkships and rotations for medical students, residents, and
CRNA students. Currently, he is assistant professor in the
Department of Anesthesiology at the Yale School of Medicine,
dedicating his time to teaching, writing, and research.

To learn more or purchase the book, visit
www.physicianleaders.org/physicians-professional
-behavior-management-strategies.
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27 Members Added to PLJ Editorial Board

Anthony Slonim, MD, DRPH, CPE, FAAPL, editor-in-chief
of the Physician Leadership Journal (PLJ), has announced
the selection of 27 association members to the Physician
Leadership Journal’s editorial board of directors.

The new board members are:

NICOLE L. AARONSON, MD, MBA,
CPE, CHFP, FACS, FAAP, associate
clinical professor of otolaryngology and
pediatrics, Thomas Jefferson University
Sidney Kimmel School of Medicine in
New Jersey.

PATRICIA A. ABBOUD, MD, CPE,
medical director, Pediatric Intensive
Care Unit, Sidra Medicine in Doha, Qatar.

MOUIN ABDALLAH, MD, MHCM,
MSC, CPE, FACC, FASE, FASNC, med-
ical director, IQVIA in Washington, DC.

BRYAN NEIL BECKER, MD, MMM,
FACP, CPE, president, Acclaim Physi-
cian Group in Texas.

EDGAR G. CHEDRAWY, MD, MSC,
FRCSC, FACS, MHA, CPE, FAAPL,
associate professor of surgery and health
administration, Dalhousie University in
Nova Scotia, Canada.

ELAINE COX, MD, CPE, FAAP, profes-
sor of clinical pediatrics, Indiana Univer-
sity School of Medicine in Indiana.

RAKHI C. DIMINO, MD, MMM, CPE,
medical director of operations, OB/
GYN hospitalist, OB Hospitalist Group
in Texas.

NICHOLAS GAVIN, MD, MBA, CPE,
MS, associate professor, Icahn School of
Medicine in New York.

AMIT K. GHOSH, MD, MBA, CPE,
FACP, FASN, FAAPL, FRCP(EDIN),
professor of medicine, Division of Gen-
eral Internal Medicine, Mayo Clinic in
Minnesota.

ELDER GRANGER, MD, FACP,
FACHE, FAAPL, Major General, U.S.
Army (retired), President/CEO THE
5Ps, LLC, in Colorado.

AMY L. HARRINGTON, MD, CPE,
FAPA, assistant professor, University of
Massachusetts Medical School/UMass
Memorial Health in Massachusetts.

GIRISH BOBBY KAPUR, MD, MPH,
CPE, FAAEM, president, Allegheny
Health Network Emergency Medicine
Management in Pennsylvania.

SUZANNE KASETA, MD, MMM,
CPE, FAAP, FACHE, FAAPL, chief
medical officer, Boston Children’s
Health Physicians in Massachusetts.

American Association for Physician Leadership® | 800-562-8088



RALPH A. KORPMAN, MD, CPE,
FACPE, professor and director of labo-
ratories, Loma Linda University School
of Medicine in California.

DAVID F. LEWIS, MD, MBA, CPE,
dean, School of Medicine, LSU Health
Shreveport in Louisiana.

NANDINI NAIR, MD, PhD, CPE,
MHL, FACC, FSVM, FACP, FAHA,
FHFSA, professor of medicine, TTUHSC
in Texas.

ZEEV E. NEUWIRTH, MD, clinical
chief of care transformation and strate-
gic services, Atrium Health in
North Carolina.

MOBEEN H. RATHORE, MD, CPE,
FACPE, director, University of Florida
Center for HIV/AIDS Research, Educa-
tion and Service (UF CARES) in Florida.

AMJAD RIAR, MD, FACP, FAAHPM,
HMD-C, CPE, FAAPL, chief operating
officer and senior consulting medical
officer (SCMO), Baltimore Medical Sys-
tem Inc. in Maryland.

AMYN M. ROJIANI, MD, PhD, CPE,
FAAPL, university chair in pathol-
ogy, Penn State College of Medicine in
Pennsylvania.

MARSHALL RUFFIN, MD, CPE,
FAAPL, founder and CEO, Ruffin
Health, LLC, in Virginia.

News 71

RICHARD H. SAVEL, MD, MBA, CPE,
FCCM, director, adult critical care ser-
vices, Norman Regional Health System
in Oklahoma.

GURMUKH SINGH, MD, PhD, MBA,
FCAP, CPE, FAAPL, Walter L. Shepeard
chair in clinical pathology, vice chair in
clinical affairs - pathology, Medical Col-
lege of Georgia at Augusta University
in Georgia.

KRISTA SKORUPA, MD, CPE, division
chair for regional practices, Essentia
Health in Minnesota.

ALBERT TZEEL, MD, MHSA, CPE,
FAAPL, regional vice president for
health services - senior products, Hu-
mana in Florida.

JAMIE WOOLDRIDGE, MD, CPE,
professor of pediatric pulmonary, Uni-
versity of Rochester Medical Center in
New York.

MICHAEL J. ZEMA, MD, FACP,
FACC, FCP, CPE, CSSGB, physician,
consultant, and speaker in Tennessee.

Members remaining on the board for another term are:
Donald Casey, MD, MPH, MBA, FAAPL, FACP, FAHA,
DFACMQ, CPE; Gregory E. Cooper, MD, PhD, CPE;
Amin Hakim, MD, CPE, FIDSA, FACPE; Thomas Higgins,
MD, MBA, CPE, FACP, MCCM, FAAPL; Ponon Dileep
Kumar, MD, FACP, CPE; Arthur Lazarus, MD, MBA, CPE,
FAAPL; Dilip R. Patel, MD, MBA, MPH, FAAP, CPE, CPHQ,
FAACPDM, FACSM; and Jon Thomas, MD, MBA, CPE.

The new board members were selected from a list of
applicants by a committee headed by Slonim. The board
primarily is tasked as ambassadors of the PLJ and they work
on the peer-reviewed section of each issue of the journal.

Send your ideas for article topics to
editor@physicianleaders.org.

www.physicianleaders.org
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Magazine's Top 50 List Includes 2 AAPL Members

ELISSA CHARBONNEAU, DO, chief
medical officer of Encompass Health
in Birmingham, Alabama, was recog-
nized as one of Modern Healthcare’s
50 Most Influential Clinical Executives
of 2022. This is her third consecutive
year of receiving this honor. In her role
at Encompass Health, she oversees medical operations at
the company’s 149 inpatient rehabilitation hospitals; 55 are
joint ventures, 252 home health, and 99 hospice locations.
Her strategy emphasizes the implementation of data analy-
sis refinement to target better quality of care. Charbonneau
has been an AAPL member since 2019.

GEORGES C. BENJAMIN, MD, exec-
utive director of American Public Health
Association (APHA) in Washington,
DC, was recognized as one of Modern
Healthcare’s 50 Most Influential Clinical
Executives of 2022. From his firsthand
experience as a physician, he knows
what happens when preventive care is not available and
when the healthy choice is not the easy choice. In his role at
the APHA, he is leading the association’s push to make the
United States the world's healthiest nation. Benjamin has
been an AAPL member since 1988.

FALL INSTITUTE
Scottsdale, Arizona | October 27-30

Learn, Connect, and Advance at this year’s Institute.

e Advance your physician leadership skills and transform patient outcomes and

improve healthcare

¢ Invest in yourself with up to 28 CMEs across 16 course offerings

e Connect with hundreds of your peers, SMEs, and reconnect with colleagues

e Engage with fellow Certified Physician Executives, Fellows, and Vanguard

¢ The Westin Kierland Resort & Spa will host us for five days of activities and
events that benefit every physician leader, whether they’re veterans of the
C-suite or just beginning the leadership path.

Explore an unparalleled gathering of physician leaders:

https://shop.physicianleaders.org/collections/2022-fall-institute
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AAPL Membership offers a lifelong partnership for physicians in every phase of their clinical and non-clinical paths.
To learn more about AAPL membership, visit physicianleaders.org/membership.

Abraham, Roy Desai, Amar Jones, Dorian O'Leary, Dena Singh, Gurpreet
Adams, Haley Donahue, Eric Jones, Kristy Palisoc, Kathryn Singla, Sumit
Aizenberg, Debbie Dontaraju, Venkata Jovani, Manol Paoli, Matthew Sirota, Susan
Aldurrah, Rana Downey, Tabatha Kalakonda, Aditya Parashar, Susmita Skilton, Frederick Jonathan
Aleti, Vikram Drexler, Jennifer Kamal, Maliha Parsons, Kenneth Smith, Cara

Allard, Eloise Dubin, Patricia Kaur, Parveen Patel, Vaishali Smith, Jeffrey
Alsmaan, Fawaz Dunham, Kati Kaveti, Vamshi Patel, Vedvati Smith, Jennifer
Amianda, Erica Dunker, Dalgis Kelly, Steven Patel, Viral Smith, Zach

Amiri, Mirwais Edmundowicz, Steven Kennedy, Tara Patel, Vishal Solaiman, Deana
Arehart, Lisa Eguilos, Roderick Keuchel, Mark Patterson, Brad Souza, Victor
Arrasmith, Lisa Eide, Richard Khalaf, Dareen Perez, Oscar Sparkes, Elisa
Arthur, Bruce Eldadah, Mustafa Kickland, Erich Phillips, Brooke Sparkes, Justin

Bala, Mohamed Elsharkawy, Karim Kil, Alyson Phillips, Jennifer Spicer, Mark
Barsaloux, Andrew Enzweiler, Matt King, Marta Puro, Amanda Srinivas, Coimbatore
Beers, Ann Erickson, Elizabeth Konda, Vani Rahman, Anwer Stec, Andrew
Bendure, William Fannin, Mark Koomsman, Meredith Rana, Mandeep Stenz, Cari
Bergeron, Mark Farhat, Nourhene Kramer, Elisabeth Randhawa, Pal Steury, Monica
Beste, Lauren Faust, Michael Kumaralingam, Pradeep Rasool, Farheen Strear, Chris
Biedermann, Shane Fennimore, Blair Kupiec, Craig Reeves, Patrick Sunderji, Sherzana
Bikhchandani, Jai Fenton, James Law, Joanna Regan, Kate Swant, Laura
Bokhari, Qammer Flink-Bochacki, Rachel Lewis, Ron Rhodes, David Taksali, Sudeep
Brack, Lawrence Flores, Breanne Lipton, Galina Rickards, Gretchen Thier, Gregory
Brandt, Jerel Franklin, Shawn Longwell, Jason Riggs, Gary Thomas, Benjamin
Breen, Gregory Gabbert, Michelle Lu, Amy Roach, Dillon Tiwari, Namita
Brettler, Jennifer Gandhi, Seema Luber, Samuel Rockler, Kendall Tochterman, Alyssa
Brewer, Olaya Garala, Pavan Mai, Van Rogers, Scott Toom, Pratima
Brister, Marilyn Gerena, Davida Maigur, Andrew Roy, Tuhin Torres Navarro, Vanessa
Brown-Puryear, Latonya Gerrald, Helene Mandapakala, Chai Sachar, Hamita Trachtman, Claire
Bucci, Paul Gibson, Aleah Mango-Kelley, Laura Sanford, Darek Tsai, Felix
Burmeister, David Gill, Jim Markan, Sandeep Savage, Sasha Uddin, Shahaab
Cadenhead, Krystina Goetz, Kevin Markovich, Meghan Schauf, Kyle Vargo, John

Carey, Chris Gomelsky, Alexander Massaro, Inna Scheid, Christopher Varshney, Leena
Carey, Deanna Gonzalez, Cynthia McGhee, Phillip Schiesser, Rachel Vassy, W. Matthew
Caudill, Stacy Good, Stacey McKee, Neil Schutte, Stefan Verma, Varun
Cavaness, Keith Gowda, Chandrika Medeyinlo, Oluseun Scott, Andrea Waalkes, Annica
Chan, Vickie Grabert, Jason Mikals, Kyle Sekulic, Milan Walker, Savannah
Chauhan, Varun Gray, Brad Moise, Ephese Serouya, Sam Wang, Ernest
Clapp, Todd Greig, Danny Mueggenborg, Jarrod Sharafsaleh, Golnosh Wendt, Barry
Conway, Jane Arden Grove, Gina Mulamalla, Keerthi Sharma, Abhilasha Wicks, Ryan
Crookes, Bruce Gupta, Sachin Munoz-Mantilla, Doris Sharma, Vibha Widmer, Jessica
Cruzan, Jeffrey Hart, Jeremy Munsey, Donna Sheikhaden, Zakaria Wieland, John
Cummins, Thomas Harvey, Russell Naddour, Mouhib Siddiqui, Irshad Wisner-Carlson, Robert
Cuyler, Gina Hayes, Maureen Newton, Monica Siddiqui, Muhammad Wolff, Emily

Dai, Sun-Chuan Huff, Audrey Nimbley, Erik Zeeshan Woo, Raymund
Dallefeld, Samantha Igbinosa, Owen Nollin, Zachary Sidhu, Jasdeep Woods, Bronwyn
Dalton, Christina Isabell, Anwar Nottingham, Braxton Simmons, Todd Zonka, Kristine
Debay, Marc Jackson, Michael Nyberg, Carl Singh, Ajay Zubelevitskiy, Konstantin
Dedeke, Eric Johnson, James O'Kane, Jacqui Singh, Garima Zumsteg, Jennifer
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LAST LOOK =

Residency Applicants from U.S. MD-Granting Medical Schools to ACGME-Accredited Programs by Specialty and
Sex, 2020-2021

e | Women

ERAS Applicants from U.S. M.D.-Granting Medical Schools
by Specialty and Sex Aoplicants Average Number Aoplicants Average Number
PP of Applications PP of Applications

Anesthesiology 1,264 43.1 651 42.2
Child Neurology 83 18.7 116 23.1
Dermatology 368 55.3 428 75.4
Diagnostic Radiology/Nuclear Medicine/Nuclear Radiology 25 1.4 6 2.3
Emergency Medicine 1,400 51.6 901 52.2
Emergency Medicine/Anesthesiology 9 1.0 4 1.0
Emergency Medicine/Family Medicine 31 2.4 22 2.2
Family Medicine 1,404 35.6 1,525 33.4
Family Medicine/Osteopathic Neuromusculoskeletal Medicine 3 1.0 0 0.0
Family Medicine/Preventive Medicine 31 1.4 26 1.3
Internal Medicine 5,072 32.2 3,731 32.0
Internal Medicine/Anesthesiology 32 2.1 14 1.9
Internal Medicine/Dermatology 74 2.6 74 2.0
Internal Medicine/Emergency Medicine 52 6.9 32 8.3
Internal Medicine/Medical Genetics 18 1.8 8 2.1
Internal Medicine/Pediatrics 212 21.4 295 255
Internal Medicine/Preventive Medicine 30 1.7 26 1.5
Internal Medicine/Psychiatry 50 7.2 35 7.7
Interventional Radiology-Integrated 353 19.6 99 18.9
Neurodevelopmental Disabilities 8 3.9 13 3.4
Neurological Surgery 245 70.6 93 70.9
Neurology 361 27.3 324 321
Nuclear Medicine 10 3.4 2 5.0
Obstetrics and Gynecology 227 54.9 1,253 61.7
Orthopaedic Surgery 919 79.5 235 73.8
Osteopathic Neuromusculoskeletal Medicine 5 4.0 1 1.0
Otolaryngology 372 60.1 193 63.1
Pathology-Anatomic and Clinical 222 24.4 149 233
Pediatrics 740 28.7 1,645 30.0
Pediatrics/Anesthesiology 12 3.8 13 3.6
Pediatrics/Emergency Medicine 20 3.2 20 3.2
Pediatrics/Medical Genetics 23 6.0 27 5.7
Pediatrics/Physical Medicine and Rehabilitation 10 2.6 5 2.2
Pediatrics/Psychiatry/Child and Adolescent Psychiatry 29 7.0 51 6.8
Physical Medicine and Rehabilitation 294 34.4 126 331
Plastic Surgery 17 1.1 11 1.3
Plastic Surgery-Integrated 140 63.5 129 66.6
Preventive Medicine 56 10.6 61 8.2
Psychiatry 831 47.2 837 48.3
Psychiatry/Family Practice 38 4.4 54 4.1
Psychiatry/Neurology 15 2.5 12 2.5
Radiation Oncology 236 25.0 109 26.9
Radiology-Diagnostic 945 46.5 360 46.4
Surgery-General 1,913 42.8 1,317 52.9
Thoracic Surgery-Integrated 66 20.5 29 22.4
Transitional Year 2,166 12.9 1,387 11.2
Urology 265 71.7 127 76.0
Vascular Surgery-Integrated 175 16.4 74 16.3

Adapted from Lessons Learned: Stories from Women Physician Leaders edited by Deborah M. Shlian, MD, MBA.
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the Workplace

Listen at www.soundpracticepodcast.com

Subscribe to the AAPL SoundPractice Podcasts today.
A new episode posts every other Wednesday.

AAPL Podcasts are free, under 60-minutes, and available
through Apple Podcasts, Google Play, or Spotify.
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