
Cors suggests that hospitals:

Set expectations for leaders by providing them  

with job descriptions that detail the training and 

skills required 

to perform the 

job effective-

ly and establish 

accountability

Measure per- 

formance based 

on established 

expectations

Provide leaders with feedback regarding their per- 

formance to help them improve 

Hold leaders accountable if they fail to meet estab- 

lished expectations

Below, two hospitals describe their methods for evalu-

ating medical staff department chairs. 

Case study #1: Princeton Health Care System
Department chairs at Princeton (NJ) Health Care Sys-

tem serve three-year terms. Two and a half years into 

a chair’s term, he or she fills out a self-assessment and 

identifies individuals to participate in his or her formal 

evaluation. 

If the chair oversees a department with 21 or more 

medical staff members, seven individuals complete the 

medical staff evaluation tool—four from within the de-

partment and three from outside.

If the chair oversees a department with 20 or few-

er medical staff members, five individuals complete the 

evaluation—three from within that department and two 

from outside.

Note: All physicians participating in the evaluation of  

a chair must be voting medical staff members. 

Leadership reviews

Rating department chairs’ 
performance

Medical staff leaders’ roles have changed dramati-

cally in recent years. Regulators are putting more pres-

sure on hospitals to operate safely and transparently, 

financial shifts are affecting physician-hospital rela-

tionships, and peer review regulations are constantly 

under scrutiny.

“It is no longer adequate to be a caretaker or to serve 

your turn ‘in the box,’ ” says William K. Cors, MD, 

MMM, FACPE, CMSL, vice president of medical staff 

services at The Greeley Company, a division of HCPro, 

Inc., in Marblehead, MA.

Most medical staff bylaws include a clause that re-

quires medical staff leaders to attend a minimum num-

ber of medical executive, peer review, and credentials 

committee meetings. However, the medical staff needs 

to go far beyond meeting attendance to assess leaders’ 

performance.  

> continued on p. 2
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“ Sometimes, [department 

chairs] just didn’t realize 

that not showing up to 

a meeting impacts others. 

When you give them 

feedback for improvement, 

they take it pretty seriously.”

—Patti Gilcher, CMSC
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Leadership reviews < continued from p. 1

For example, if the chair of the OB/GYN department, 

which consists of 18 medical staff members, is under re-

view, three practitioners from that department, a prac-

titioner from the pediatrics department, and the chief of 

nursing from the neonatal unit fill out the department 

chair evaluation tool. 

The medical staff bylaws protect all reviewers from the 

possibility of legal action. Under the bylaws, a chair can-

not sue a reviewer for a poor review, says Jhoanna 

Engelhardt, director of medical staff services.

The evaluation tool assesses performance in four areas:

Leadership meeting agenda 

Comprehension of role 

Decision-making 

Personal traits 

For each measure, evaluators are asked to rate the 

chair on a scale of 0–4. Zero indicates that the evalua-

tor has insufficient knowledge to make a judgment, and 

4 means the evaluator strongly approves of the chair’s 

performance in that area.

The medical staff services department (MSSD) col-

lects the evaluations, and the president of the medi-

cal staff, the hospital’s CEO, and the vice president of 

medical affairs (VPMA) review the results with the 

chair without identifying who rated his or her perfor-

mance poorly or highly. 

The timing of the evaluations is helpful for chairs 

who wish to seek a second term but not for those who 

serve only one term. However, checks and balances are 

in place prior to the two-and-a-half-year mark, says 

Engelhardt.

For example, if a chair six months into his or her term 

neglects to address a physician who consistently fails to 

complete documentation of history and physical examina-

tions, the performance improvement committee can by-

pass the chair and recommend to the medical executive 

committee that the physician in question be reprimanded. 

In addition, the medical staff can vote a chair out of of-

fice if he or she consistently neglects his or her duties. 

Chairs have embraced the department chair evaluation 

process since its inception in 2007, says Engelhardt. Al-

though it is a requirement, they are often eager to learn 

how they can improve.

Case study #2: Upper Chesapeake Health
Upper Chesapeake Health in Bel Air, MD, developed a 

process for evaluating elected and contracted department 

chairs four years ago.

The evaluation comprises six parts, and all measures 

are rated on a scale of 1–5, with 1 indicating that the chair 

does not meet the measure and 5 indicating that the chair 

consistently exceeds the measure (see “Sample depart-

ment chair evaluation tool” on p. 4).

The following are the six parts of the evaluation, in-

cluding who completes each portion:

Administrative— administrators, including the CEO 

and vice president of nursing

Departmental— medical staff members under the 

chair’s supervision
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Quality improvement— the quality improvement 

department 

Performance improvement— individuals in the 

performance improvement department who oversee 

clinical pathways and utilization review

Clinical resource management— nurses who have 

direct contact with the department chair, particularly 

regarding discharge planning

MSSD— individuals working in the MSSD

Up to 50 people participate in the evaluation of 

one department chair in large departments, says Patti 

Gilcher, CMSC, director of medical staff services. 

Not only do participants evaluate a chair’s perfor-

mance, but they also provide the MSSD with feedback 

on the evaluation itself.

“We get comments on whether we should change, 

add, or delete questions,” says Gilcher, adding that ad-

ministering the department chair evaluation—using the 

right software—takes about eight hours over several 

weeks.

“It is really a matter of cleaning up the survey every 

year and calculating the results,” she says.

The MSSD collects the evaluations, summarizes and 

anonymizes the results, and passes off the evaluations 

to the senior VPMA and the CEO.

The senior VPMA and the CEO sit down with the 

department chair to review the results and provide the 

chair with feedback.

If a chair needs to improve in certain areas, the CEO 

and senior VPMA check in with the chair throughout 

the year to gauge progress. 

Chairs who are under exclusive contracts are evalu-

ated by the same process used to evaluate elected chairs, 

Gilcher says. However, if the chair of a department who 

has an exclusive contract with the hospital falls signifi-

cantly below the hospital’s expectations, even after re-

ceiving feedback, the hospital would address the issue 

with the contracting company.  

So far, department chairs are on board. “Sometimes, 

they just didn’t realize that not showing up to a meeting 

impacts others,” says Gilcher. “When you give them feed-

back for improvement, they take it pretty seriously.” 

Medical Staff Leader Virtual 
Training Workshop 

If palm trees and sandy beaches aren’t in your medical 

staff training budget at the moment, don’t worry. HCPro, 

Inc., has partnered with The Greeley Medical Staff Institute 

to produce a series of virtual workshops that will deliver 

the education your medical staff leaders need to navigate 

the bumpy road ahead.

The following programs are available on CD:

Roles and Responsibilities of the Board, Medi- 

cal Staff, and Management (www.hcmarketplace.

com/prod-7366.html)

An Introduction to Peer Review Responsibilities  

(www.hcmarketplace.com/prod-7430.html)

Tools to Tackle Credentialing and Privileging  

Responsibilities (www.hcmarketplace.com/prod-7431.

html)

No airfare or packing required! Each program provides 

you with a comprehensive materials packet to supplement 

the Greeley experts’ presentation.

Pick up individual presentations to suit your training 

needs or take advantage of the entire Medical Staff Leader 

Virtual Training Workshop for the maximum benefits.

Listen to sample audio clips from the workshops 

at www.hcmarketplace.com. 

Code: 
NEWSAD20

If it’s been more than six months 

since you purchased or renewed your 

subscription to MSB, be sure to check 

your envelope for your renewal notice or call customer 

service at 800/650-6787. Renew your subscription early  

to lock in the current price.

Don’t miss your next issue!
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Sample department chair evaluation tool

Please rate the department chair’s performance using the following scale:

5 = Consistently exceeds job requirements 2 = Some improvement needed

4 = Frequently exceeds job requirements 1 = Does not meet job requirements

3 = Fully meets job requirements N/A = Not applicable

Performance criteria Rating Comments

Administration

Attends and participates in administrative meetings

Actively participates in the administrative functions of the dept. (e.g., planning service development, 

budget, accreditation, and conflict resolution)

Serves as a liaison between the medical staff and the hospital

Communicates dept. activity to appropriate hospital administration and medical staff committees

Anticipates and communicates dept. concerns to hospital management and medical staff officers/

committees

Effectively participates in dept. and hospital decision-making

Exercises authority to make policies and decisions that should be made by the dept. chair and not by 

other groups/individuals within the hospital

Enforces hospital and medical staff bylaws, rules and regulations, and policies

Appoints and uses ad hoc committees for complex issues

Arrives at responsible decisions after reviewing/researching the necessary information

Appropriately documents resolution of issues

Effectively communicates with nursing

Participates in leadership training and appropriate medical staff–related seminars

Conducts effective meetings

Develops annual goals and objectives in cooperation with other members of the dept., medical staff 

leadership, and administration

Open to constructive criticism; objectively regards administrative advice

Consistently serves as a role model for excellence within the dept. and throughout the hospital

Treats all team members with respect; resolves conflicts effectively and amicably

Participates in recruitment of needed specialists

Carefully reviews cases/files and makes appropriate recommendations for appointment, reappoint-

ment, clinical privileges, and staff category

Department members

Accountable for the clinical functions of the dept.

Effectively serves as a spokesperson for the dept.

Effectively chairs dept. meetings

Is available and open to discuss issues

Proactively identifies and addresses dept. issues

Achieves timely resolution of issues
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Department members (cont.)

Effectively and objectively resolves issues

Communicates departmental issues with medical staff leadership (e.g., dept. reports at medical 

executive committee/general staff meetings)

Requests feedback from the dept. concerning its operation and acts on feedback, as appropriate

Communicates medical staff and hospital issues to dept. members in a timely fashion

Serves as a professional resource, providing guidance to dept. members, other members of the 

medical staff, administration, and the board

Medical staff services department (MSSD)

Interacts professionally with the MSSD

Checks applicant references appropriately

Responds to questions/requests from MSSD in an appropriate and timely manner

Manages emergency department on-call issues with acceptable resolution

Informs MSSD of an applicant’s anticipated arrival/start date in a timely manner 

Reviews and responds to event tracking complaints/incidents in a timely manner

Clinical resource management (CRM)

Responds to CRM team member requests for assistance in a timely manner

Responds to CRM team member requests for assistance courteously and professionally

Addresses issues with physicians when appropriate

Is objective when evaluating other physicians

Is effective in resolving issues

Reviews and signs off on hospital-issued notices of noncoverage

Performance improvement (PI)

Promotes use of clinical pathways and medical order sets

Reviews dept. PI reports, including charge per case, case-mix index, denials, length of stay,  

percentage of discharges by 11 a.m., pain management, and patient satisfaction

Implements dept. actions for improvement, as needed

Counsels individual outliers, as needed

Quality improvement (QI)

Carefully reviews cases/files and makes timely recommendations for appointment, reappointment, 

clinical privileges, and staff category

Ensures continuous development and implementation of QI initiatives that measure, assess, and 

improve important processes and activities

Effectively oversees peer review activities within the dept.

Acts on recommendations generated through the QI activities

Responds to issues or actions in a timely manner

Participates in outcome evaluations and communicates findings

Source: Patti Gilcher, CMSC, director of medical staff services, Upper Chesapeake Health, Bel Air, MD.

Sample department chair evaluation tool (cont.)
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help manage conflicts between leadership groups. For ex-

ample, if medical staff leaders feel that the hospital ad-

ministration’s decision to sign an exclusive contract with a 

cardiology service provider will negatively affect physician-

hospital relations, an organizational ombudsman can 

help both parties get to the root of the problem. 

But an organizational ombudsman isn’t limited to 

managing leadership conflict. The role is designed to 

help anyone in a hospital—from physicians to house-

keepers—work through conflicts that may be distracting 

them from their responsibilities.

Ombudsmen complement HR processes
Although HR plays a vital role in almost every busi-

ness, it may not be the most effective means for helping 

employees manage conflict. “HR is allied with the or-

ganization, and the tools that are available to [that de-

partment] are structurally disciplinary procedures,” says 

Rosalind Cresswell, an ombudsman at North Shore 

Medical Center in Salem, MA, and private practice medi-

ator and consultant in conflict resolution.  

Healthcare professionals feel tremendous pressure to 

be in control and hesitate to approach HR with a prob-

lem, Patterson says, adding that “they are afraid that 

they will be seen as weak or incompetent.” 

Unlike HR, ombudsmen are not aligned with the hos-

pital; they serve as a designated neutral party, and all 

interactions with an ombudsman are confidential. An 

ombudsman cannot, without permission, report specif-

ics to hospital administration; he or she can only report 

broad trends, such as a lack of teamwork in a particular 

department, says Cresswell.

“[Organizational ombudsmen] give people the off-the-

record freedom to work through difficult situations,” says 

Patterson. Without this confidential, informal avenue, 

many healthcare workers, rather than confronting a col-

league, will develop elaborate workarounds that can lead 

to stress and burnout. She gives an example of a nurse 

Various industries have embraced organizational om-

budsmen to help handle employee-to-employee and em-

ployee-to-manager disputes, but the healthcare industry 

still relies on the HR process for short-term conflict man-

agement resolution, says Laurie Patterson, ombudsman 

at Akron (OH) General Medical Center.

However, with the advent of Joint Commission stan-

dard LD.02.04.01, hospitals must now consider alterna-

tive conflict management strategies.

The standard requires hospitals to manage conflict be-

tween leadership groups to ensure the quality and safety 

of patient care. The elements of performance are:

1. The governing body and senior managers and lead-

ers work together to develop an ongoing process for 

managing conflict among leadership groups

2. The governing body approves the conflict manage-

ment process among leadership groups

3. Individuals who help the hospital develop and imple-

ment a conflict management process have conflict 

management skills

4. The conflict management process must include:

Identifying the conflict as early as possible by  –

meeting with involved parties

Gathering information about the conflict –

Working with involved parties to manage or re- –

solve the conflict

Ensuring the quality and safety of patient care –

5. The hospital implements a process to manage conflict 

that could affect patient care

The Joint Commission (formerly JCAHO) recognizes 

that not all conflicts can be resolved, but it requires hos-

pitals to manage conflict through a standardized process. 

An organizational ombudsman program is one option. 

When most people think of a healthcare ombuds-

man, they think of someone who helps manage and 

resolve patient complaints to avert medical malpractice 

claims. By contrast, an organizational ombudsman can 

Comply with LD.02.04.01

Manage conflict with help of organizational ombudsmen



April 2009 Medical Staff Briefing Page 7

© 2009 HCPro, Inc. For permission to reproduce part or all of this newsletter for external distribution or use in educational packets, contact the Copyright Clearance Center at www.copyright.com or 978/750-8400.

Whether a hospital chooses to develop and implement 

an organizational ombudsman program using its own re-

sources or through the help of a third party, it will need 

to identify individuals to serve as ombudsmen. The orga-

nization’s goals and culture will determine whether this 

person is from within the organization or is hired from 

the outside. 

For example, if the hospital seeks to tear down com-

munication barriers between the various levels of the 

organization, it may wish to hire an insider who under-

stands the organization’s complex cultural relationships. 

However, “that individual would need to be careful 

about giving the appearance of being allied with the hos-

pital or with particular individuals or departments be-

cause this could compromise [his or her] neutrality,” 

says Cresswell. 

If the hospital seeks to rebuild trust and create new 

relationships to overcome a crumbling culture, it may 

wish to hire an outsider who can bring in a fresh per-

spective, Zinsser says.

But there is a con. “If you come in cold and you are 

unfamiliar with the politics of the organization or do 

not have the professional confidence of the staff, the 

program might have difficulty getting off the ground,” 

says Cresswell. 

Zinsser explains that some businesses and organiza-

tions have chosen to hire one individual from within the 

organization and another from the outside, and the two 

work together to manage various conflicts. 

Patterson suggests including the medical staff in the 

development of an organizational ombudsman program.  

Akron General did not do so when it developed its pro-

gram in 2004 because it considered the medical staff a 

separate group and assumed that members would not 

want to take advantage of the program.

“That has not been the case,” says Patterson. In fact, 

physicians and residents began showing up at her door 

early on, and when they left her office, they told other 

physicians and residents about the benefits of speaking 

with an ombudsman. 

who does not trust another nurse working in her unit 

to care for patients appropriately. Rather than confront 

her colleague, this nurse skips lunch every day so as to 

not leave patients in the care of her colleague. This nurse 

then begins to feel burned out because she is not allow-

ing herself breaks during the day. 

In addition, if an employee approaches HR with a 

problem with his or her manager, HR must often take 

the reins. An ombudsman instead helps the employee 

own the problem and develop skills to manage it.

“There is an educational element to an ombudsman 

program because it is informal, collaborative, and con-

sultative,” says John Zinsser, principal and cofounder 

of Pacifica Human Communications, LLC, in Charleston, 

SC, and senior healthcare fellow at the Center for Conflict 

Dynamics in St. Petersburg, FL. Zinsser also designed, de-

ployed, and operated an organizational ombudsman pro-

gram at the Agency for Healthcare Research and Quality. 

By working with an ombudsman, employees often 

develop skills related to interest-based negotiation, inter-

personal relationships, and analysis. “The next time you 

face a problem, you may be able to take care of it your-

self,” says Zinsser. 

Patterson encourages hospitals to provide employees 

with conflict management training, but training alone 

may not be enough. Without ongoing support, individ-

uals can only get so far. “As an ombudsman, I see peo-

ple get through a certain level of conflict, but then they 

come back to me for more help because they have gotten 

to a better place and they want to go further.”

Getting started
Healthcare organizations that wish to develop an or-

ganizational ombudsman program should start with a 

cultural analysis to identify potential supports and road-

blocks. “In every organizational culture, there are unique 

combinations of support and resistance for an ombuds-

man program,” says Zinsser. Hospitals may also wish to 

hire an organization that specializes in developing and 

implementing organizational ombudsman programs (see 

“Helpful resources” on p. 8). > continued on p. 8
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depending on how complicated the position is,” says 

Zinsser, adding that organizational ombudsman programs 

often pay for themselves through employee retention 

alone. The business mentioned previously saved more 

than $1.2 million by retaining desired employees during 

that one year.

In addition, an organizational ombudsman can help re-

duce legal costs. One nonhealthcare organization Zinsser 

worked with reduced employee-initiated lawsuits by 80% 

within the first two years of implementing an organiza-

tional ombudsman program. “For a hospital, you’re talk-

ing tens of millions of dollars,” Zinsser says. 

A better place to work
In addition to creating significant cost savings, organi-

zational ombudsman programs can help hospitals develop 

and maintain a pleasant working environment by:

Improving collegial communication 

Supporting creativity and appropriate risk taking 

Improving morale 

Enhancing employees’ perception of the organization 

 

In addition, by having a standardized and informal 

process for managing conflict, hospitals can provide 

safer, higher-quality care, says Patterson. She recalls a 

nurse who, after resolving a conflict, said, “Now that this 

is over, I can focus on my patients.”

“If your brain is caught up with a conflict, you are 

not able to focus,” says Zinsser. “If you eradicate intra-

team and interpersonal conflicts, the quality of care 

will improve.” 

A conflict management system can also help health-

care professionals appreciate each other’s roles. “When 

people say to me, ‘I didn’t realize what people in respi-

ratory care or radiology do,’ I know that they have a re-

newed respect for other healthcare professionals,” says 

Patterson. “People begin to realize that they operate in 

a team.” 

To ensure that physicians—whether employed, un-

der contract, or independent—take full advantage of an 

organizational ombudsman program, medical staff lead-

ers should be involved with its development and actively 

promote it, says Patterson.

Show me the money
In various industries, organizational ombudsmen  

return more value than other forms of dispute resolu-

tion, such as arbitration and peer mediation, and there 

is no reason the same can’t be true for healthcare, says 

Zinsser. 

He recalls working with a nonhealthcare corpora-

tion with about 18,000 employees, of which roughly 

400 worked with an organizational ombudsman for one 

year. Ten of those 400 people chose to stay with the 

organization because the ombudsman helped them re-

solve or manage a conflict.  

“Replacing a person can cost an organization one-

and-a-half to four-and-a-half times that person’s salary, 

Ombudsmen < continued from p. 7

Helpful resources

Interested in developing an organizational ombudsman 

program or want to learn more about conflict resolution? 

The following resources will help you get started.

Consultant resources

Center for Conflict Dynamics at Eckerd College   

(www.conflictdynamics.org) 

Freide Consulting Services (612/926-8521) 

McBride Associates ( www.mcbrideassociates.com) 

Redmond, Williams & Associates   

(www.redmondwilliamsassoc.com) 

Pacifica Human Communications (240/401-8742) 

Informational resources

The Ombuds Blog ( http://ombuds-blog.blogspot.com)

The International Ombudsman Association   

(www.ombudsassociation.org)
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difficult conversations with distraught patients and fami-

lies. “It is not for the faint of heart,” says Wojceiszak.

Train team members 
Hospitals that don’t have in-house personnel skilled in 

conflict mediation and crisis communication may choose 

to hire an outside company to provide disclosure team 

members with appropriate training. Regardless of wheth-

er the training is provided in-house or by a third party, 

Wojceiszak suggests trainees engage in role-playing ex-

ercises. “It’s important to get that training when patients 

aren’t involved,” he says.

Deliver bad news effectively
When an adverse event occurs, the providers involved 

should contact the disclosure team. The disclosure team 

helps identify the best person to deliver the bad news 

to the patient and/or family and provide support to that 

person during such a difficult conversation. 

“We think it is in the best interest of the patient if the 

patient’s physician is involved with that conversation, re-

gardless of whether that physician was involved with the 

event,” says Marlon Priest, MD, chief medical officer at 

Bon Secours Health System in Marriottsville, MD.

The Sorry Works Coalition has developed the follow-

ing three-step process for communicating bad news to 

patients that helps diminish anger and rebuild trust with 

patients and families:

1. Empathize. Providers don’t always know why an 

adverse event occurred, so an apology is not appropriate 

until after the hospital has conducted a thorough investi-

gation. “At this point, it is important not to make a value 

analysis—who did what wrong,” says Priest.

However, providers should make an effort to empa-

thize with patients and families. Showing empathy can 

be as simple as saying, “I’m sorry that this happened. 

I feel badly for you and your family,” Wojceiszak says, 

Many healthcare providers have been taught that 

when an adverse event occurs, they should cut off all 

communication with the patient and family and barri-

cade the doors. However, by doing this, physicians could 

be increasing their chances of being involved in a medi-

cal malpractice suit. 

“I have medical students telling me that their profes-

sors are still instructing them to get away from a patient 

and his or her family when something goes wrong,” says 

Doug Wojceiszak, founder of The Sorry Works Coali-

tion, a Glen Carbon, IL–based organization that advo-

cates for disclosure following adverse medical events. 

“What gets the families and patients upset—and the 

trial lawyer interested—is the bad behavior surrounding 

those events,” Wojceiszak says.

Hospitals can help physicians change their approach 

to adverse events by developing a disclosure program. 

Wojceiszak says hospitals that have disclosure pro-

grams often experience:

Enhanced patient safety 

Reduced litigation 

Increased patient satisfaction 

Hospitals should consider taking steps to provide the 

tools and support systems needed to create a culture of 

disclosure.

Assemble a disclosure team
Wojceiszak recommends that when developing a dis-

closure program, hospitals recruit individuals to be part 

of a formalized disclosure team. At a small organization, 

that team might consist of the CEO, the medical staff 

president, the chief nursing officer, and legal counsel. At 

large organizations, individual departments may choose 

to assemble their own teams, which may consist of the 

department chair, nurse leaders, and legal counsel.

When assembling a disclosure team, choose individu-

als who are willing to learn the skills necessary to have 

Create a culture of disclosure

Providers should maintain contact after adverse events

> continued on p. 10
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responsible. If an investigation reveals that the event 

was the hospital’s or the provider’s fault, the providers 

involved should:

Apologize to the patient and/or family –

Inform the patient and/or family of their right to  –

legal counsel

Explain what happened –

Describe what steps the hospital will take to pre- –

vent such events from happening again

Answer the patient’s and/or family’s questions –

Discuss financial and nonfinancial compensation  –

for the losses due to the errors

This may involve the hospital writing a check, but 

many patients simply want to know that the error won’t 

happen again.

Wojceiszak suggests naming a patient safety initiative 

after the patient affected by the event or involving the pa-

tient and/or family in the hospital’s quality improvement 

efforts. “They want to know that their suffering wasn’t in 

vain,” he says.

If the event was not caused by the hospital or provid-

er, Wojceiszak suggests that the disclosure team:

Empathize with the patient and/or family –

Explain the results of the investigation –

Inform the patient and/or family of their right to  –

legal counsel

adding that people often confuse expressing empathy 

with apologizing. The person who says “I’m sorry” does 

not necessarily accept blame. Rather, he or she is ac-

knowledging the other party’s feelings.  

At this time, the disclosure team should explain to 

the patient and/or family members that the hospital will 

conduct a thorough investigation to determine why the 

event occurred. If possible, the team should provide a 

rough timeline for the investigation. 

This is also a good time to offer the patient and/or 

family assistance, if needed. For example, Wojceiszak 

says a member of the disclosure team or a provider in-

volved could:

Help family members find lodging for the night –

Provide family members with a free meal at the  –

hospital cafeteria

Contact a spiritual or religious representative –

After a significant event, Bon Secours continues to 

treat the patient at no charge, Priest adds.

2. Investigate. Wojceiszak suggests doing an inves-

tigation as quickly as possible. “If you don’t think you 

made an error, it is good to have an outside expert re-

view the investigation so you don’t look like you’re grad-

ing your own papers.”

3. Resolve. How the hospital resolves an adverse 

event depends on whether a provider or the hospital is 

Disclosure < continued from p. 9
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development. “We certainly make them aware of it,” he 

says, adding that medical staff leaders also play a critical 

role in helping new members understand that the hospi-

tal encourages disclosure and has support mechanisms in 

place when an event occurs. 

Medical staff leaders should actively encourage phy-

sicians to disclose events because it ensures a culture of 

safety and reduces the chances of patients taking legal ac-

tion. However, many physicians hesitate to report events 

because they are concerned the hospital will report them 

to the National Practitioner Data Bank (NPDB).

If an event was due to glitches in the care delivery sys-

tem and not directly attributed to a physician, the hospi-

tal cannot report the physician to the NPDB. Even if the 

event is due to physician error, it would only result in a 

report to the NPDB if the medical staff takes formal cor-

rective action against that physician (e.g., restriction of 

privileges) or if the physician resigns during a formal in-

vestigation or to avoid an investigation. 

Offer providers support 
Patients and family members aren’t the only ones who 

need support after an adverse event. “Individuals who 

are present at the time of an event are going to struggle 

with processing it,” says Priest. 

For that reason, Bon Secours encourages employees 

to speak with their supervisors and access the employee 

assistance program.

Licensed independent practitioners (LIP) may wish to 

speak to a medical staff leader for guidance. If anyone 

needs further counseling, the health system refers the 

individual to appropriate resources. 

“We insist on offering an employee [or LIP] assistance 

as they deal with the harm that happened on their watch 

or while they were involved,” Priest says. 

Provide the patient and/or family with the results  –

of the investigation should they choose to make a 

medical malpractice claim

Answer the patient’s and/or family’s questions –

The patient and/or family may choose to file a medical 

malpractice claim despite the hospital’s service recovery 

efforts. “For a lot of patients, they just need to know that 

someone took them seriously,” says Wojceiszak.

Priest reports a reduction in litigation at Bon Secours 

since it developed its disclosure program. 

Share results
If an adverse event occurs at one of the 14 hospitals 

within the Bon Secours Health System, a root-cause anal-

ysis team assembled by that hospital’s CEO investigates 

and shares the results with the system’s corporate team. 

The corporate team then shares the results with system 

CEOs and quality teams of the other hospitals, and the 

governing board has an opportunity to evaluate signifi-

cant events at every board meeting. 

In addition, the system’s corporate team checks in with 

the leaders of the individual hospitals to ensure that they 

are adjusting processes based on the results of various 

root-cause analyses.

“Eighty to 90% of events are caused by system issues, 

not individual performance issues, so we make an effort to 

share this information across the system. We don’t want to 

repeat that mistake 14 times to learn from it,” says Priest.

Encourage providers to disclose events
Bon Secours’ disclosure initiative is hospitalwide and 

is enforced through the employee code of conduct policy 

and a disclosure policy that every employee is required 

to read and sign.

However, for a disclosure program to work, medi-

cal staff leaders and members need to be involved. With-

out their involvement and encouragement, providers 

may continue to avoid contact with the patient and fam-

ily when an adverse event occurs. Bon Secours does not 

require medical staff members to read and sign a policy, 

but Priest says that will be the next step in the program’s 

Thirty-five states have passed laws that prevent 

physicians’ apologies from being used against 

them in court. Visit www.sorryworks.net/lawdoc.

phtml to see the full list.



Physician-hospital competition and collaboration

Sailing the seven Cs: Achieving collaboration
by William K. Cors, MD, MMM, FACPE, 

CMSL, vice president of medical staff ser-

vices at The Greeley Company, a division of 

HCPro, Inc., in Marblehead, MA

As we noted at the beginning of this series, the sev-

en Cs of physician-hospital competition and collabora-

tion are:

Step 1: Embracing change

Step 2: Achieving collaboration

Step 3: Improving communication

Step 4: Managing competition

Step 5: Resolving conflict

Step 6: Influencing culture

Step 7: Cultivating influence

It is important for leaders to understand that how 

they respond to conflict is somewhat dependent on 

their personalities. There are two primary responses to 

conflict. The first is assertiveness, in which individuals 

seek to satisfy their concerns. The second is coopera-

tiveness, in which individuals seek to satisfy the con-

cerns of others.

Within these two primary responses, several out-

comes are possible. These include:

Avoidance.  Neither party can satisfy its concerns.

Competition.  Individuals seek to satisfy their con-

cerns at the expense of others.

Capitulation/accommodation.  Individuals satis-

fy another’s concerns at their own expense.

Compromise.  Each party gives up some concerns 

to satisfy the other. Although most people view this 

as the highest form of negotiation, it often leaves 

both parties feeling dissatisfied or manipulated.

Collaboration.  This is a preferred method of nego-

tiation in which both parties appreciate a conflict as 

a mutual problem to be solved. It allows all parties to 

discover new alternatives to satisfy their concerns.

Understanding your conflict resolution style is only 

half the battle.

Leaders must also learn negotiation techniques, some 

of which include:

Position-based negotiation.  When individuals 

engage in position-based negotiation, they risk lock-

ing themselves into their respective positions. The more 

one clarifies and defends a position, the more commit-

ted one becomes.

Bargaining over positions is inefficient and can  

endanger good relationships. It is worse when more 

than two parties are involved (e.g., emergency de-

partment [ED] call compensation debates in which 

various physician specialties, the hospital, and the 

community are involved). This type of bargaining 

does not lend itself to achieving collaboration.

Power-based negotiation.  One party holds a 

dominant position over the other (e.g., a surgical staff 

threatens to no longer participate in ED call cover-

age when there are seemingly no other alternatives). 

When power-based negotiation is at play, collabora-

tion is difficult to achieve.

Principle-based negotiation.  This negotiation 

technique is described in detail by Fisher and Ury 

in the book Getting to Yes. This method involves four 

steps:

Separate people from the problem –

Focus on interests, not positions –

Invent options for mutual gain –

Insist on using objective criteria –

This method of bargaining is designed to facilitate 

collaboration and should be part of every healthcare 

leader’s toolbox. 
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in internal medicine, family medicine, or pediatrics. “This 

field has grown so large—to nearly 30,000 [hospitalists]—

yet there is no specific training program for hospitalists,” 

says Robert M. Wachter, MD, professor and associate 

chair of the Department of Medicine at the University 

of California, San Francisco (UCSF), and the chief of the 

medical service at UCSF Medical Center. Wachter also sits 

on ABIM’s board of directors.

Board certification opening 
new doors for hospitalists

If you’ve been waiting patiently for one of the major 

certifying boards to formally recognize hospital medicine 

as a distinct specialty, your day has come. In January, the 

American Board of Physician Specialties (ABPS) intro-

duced the American Board of Hospital Medicine (ABHM), 

which offers the first board certification exclusively for 

inpatient specialists.

Additionally, the American Board of Internal Medi-

cine (ABIM), under the American Board of Medical Spe-

cialties (ABMS), is working with the Society of Hospital 

Medicine (SHM) to develop board certification for hospi-

talists. ABIM is working with ABMS on plan details. 

“It will help legitimize hospital medicine,” says 

John Nelson, MD, FACP, medical director of the hos-

pitalist practice at Overlake Hospital and partner at 

Nelson/Flores Hospital Medicine Consultants, both lo-

cated in Bellevue, WA. “It is hard to be regarded by 

other doctors as a legitimate specialty if you don’t have 

a board exam.” Nelson is the cofounder and past presi-

dent of SHM. 

Hospital medicine: A recertification option
Until now, hospitalists have had limited options for 

board certification, with most being board-certified 

> continued on p. 2
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Although a residency program in hospital medicine 

may still be a long way off, ABIM embraces recognition 

of focused practice. If recognition of focused practice is 

ultimately approved, internal medicine physicians who 

are fresh out of training would receive initial board cer-

tification in internal medicine. However, those who seek 

careers as hospitalists might pursue their maintenance 

of certification in hospital medicine. Board certification 

would require physicians to see a minimum number of 

patients, engage in quality improvement activities, and 

take a hospital medicine–focused secure examination 

through ABIM’s yet-to-be-named certifying board, 

Wachter says. 

Similarly, to qualify for the new ABHM certification, 

applicants must provide evidence of having admitted 

and managed a minimum of 50 patients in the previous  

12 consecutive months. For this reason, ABHM certifi-

cation is a recertification option for physicians who are 

already board-certified by the ABPS or in another spe-

cialty under ABMS or the American Osteopathic Asso-

ciation (AOA). 
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Privileging consequences
Not all the cards have been played, but the advent of 

board certification for hospitalists may lead hospitals to 

change their privileging practices. Hospitals may some-

day require board certification in hospital medicine as a 

privileging criterion for hospitalists on the medical staff. 

“It’s not far-fetched,” says Wachter. UCSF Medical 

Center recently began requiring physicians to become 

board-certified in the field in which they primarily prac-

tice. “If you are a cardiologist, you need to maintain cer-

tification in cardiology, but you don’t necessarily need 

to keep up your certification in internal medicine,” ex-

plains Wachter.

This consequence is not likely to come in the near fu-

ture, Nelson says, noting that after board certification in 

emergency medicine became available, more than a de-

cade passed before hospitals made such certification a 

privileging criterion for emergency medicine physicians. 

Managed care organizations and insurance com-

panies may eventually choose to limit compensation 

to hospitalists who do not receive board certification 

in hospital medicine, says Bill Carbone, CEO of the 

ABPS in Tampa, FL. 

Nonetheless, Nelson predicts hospitalists will jump at 

the chance to become board-certified in hospital medicine.

Since announcing the ABHM in January, the ABPS 

has received several applications. “We received 25 ap-

plications in one day from the same [hospitalist] group,” 

Carbone says.

Buyer beware
Board certification indicates that a physician has met 

minimum standards reflecting his or her competence in 

a given specialty, says Wachter. “That means when my 

mother calls me and says she is thinking about seeing 

an internist, my first question is, ‘Is this person board-

certified?’ If not, I’d tell her she needs to find someone 

who is.” However, not all board certification is created 

equal. SHM and ABIM have recently issued warnings 

against fraudulent certification boards.

Currently, the boards under ABMS, the ABPS, and 

the AOA are the most visible certification bodies to the 

medical community. Practitioners who seek certification 

outside of those three entities should: 

Ask the hospital in which they practice or the hospi- 

talist management company they work for what cer-

tifying boards it recognizes, says Nelson.

Avoid boards that offer lifetime certification, Carbone  

says. “If pilots and teachers need to recertify periodi-

cally, so should physicians,” Wachter adds. 

Board certification < continued from p. 1
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If the ACGME accepts the IOM’s recommendations 

to further restrict resident duty hours, hospitals will 

need to reduce residents’ workloads by 25%–30%, says 

Javier Gonzalez del Rey, MD, medical professor of pe-

diatrics and director of the pediatric residency program at 

Cincinnati Children’s Hospital Medical Center. Gonzalez 

del Rey sits on the IOM committee. 

He says hospitals have several options to fill that gap, 

including:

Increasing efficiency 

Hiring additional NPs and other advance practice  

professionals 

Accepting more residents into residency programs 

Shifting the workload onto hospitalists 

If a hospital chooses to shift the workload to hospitalists, 

it may need to hire more hospitalists or adjust the hospi-

talist shift schedule to accommodate the increased patient 

volume. Hospitalists may also need to take on additional 

responsibilities, such as overseeing advance practice profes-

sionals, including NPs. “Each program will have to figure 

out how that 25%–30% [decrease in resident workload] 

will be covered,” Gonzalez del Rey says.

What financial effect would these recommendations 

have on hospitals?

The cost of obtaining these additional resources is ex-

pected to cost hospitals $1.7 billion annually. “This is 

a ballpark figure because it is impossible to calculate the 

What are the Institute of Medicine’s (IOM) recom-

mendations for resident duty hours?

In 2003, the Accreditation Council for Graduate 

Medical Education (ACGME) said it would revisit 

resident duty hours after five years of experience. In ad-

dition, in 2007, the IOM charged the Committee on Op-

timizing Graduate Medical Trainee (Resident) Hours and 

Work Schedules to Improve Patient Safety to evaluate 

current work conditions for residents and develop sug-

gestions for improvement. 

According to a brief of its December 2008 report, Res-

ident Duty Hours: Enhancing Sleep, Supervision, and Safety, 

the IOM recommends that residents still work the cur-

rent standard of 80 averaged hours per week. However, 

instead of 30 consecutive hours, the IOM recommends:

Resident shifts should be no longer than 16 hours.  

For shifts up to 30 hours, residents should be allowed 

five hours of protected sleep time after the first 16 

awake hours.

Residency programs should provide residents with ad- 

equate time off outside of the hospital between shifts—

based on the timing and duration of the shifts—to 

allow recuperation from sleep deprivation.

Internal and external moonlighting should be count- 

ed against the 80-hour weekly limit. (Currently, the 

ACGME only counts internal moonlighting against 

the 80-hour limit.) 

How will these recommendations affect hospital-

sponsored hospitalist programs?

IOM recommendations for resident duty hours may affect 
hospitalist programs’ workload and finances

> continued on p. 4

Ensure that the board limits how many times a phy- 

sician can fail a certification exam. “You don’t want a 

board that allows you to take the exam 100 times as 

long as you keep paying the fee,” says Carbone.

Look for a board that requires a written examination  

in a controlled environment, says Carbone. A self- 

assessment done at home is not a sufficient method 

of measuring competence.



Page 4 Hospitalist Leadership Advisor April 2009

© 2009 HCPro, Inc. For permission to reproduce part or all of this newsletter for external distribution or use in educational packets, contact the Copyright Clearance Center at www.copyright.com or 978/750-8400.

Will residents get the same level of training with 

more restricted hours?

That’s up for debate. Residency programs may be 

forced to extend training, for example, from three 

years to three and a half or even four years, Schwartz 

says. Although this may discourage residents who are 

eager to start private practices, it would automatically 

increase a hospital’s available work force. 

“Instead of 50 residents in a three-year program, you 

now have 75 in a four-year program,” Schwartz says.

Is protected sleep time really that important?

According to the IOM report brief, data confirm that 

fatigue leads to medical errors. 

Schwartz recalls having protected sleep time during his 

residency. When he began working as a hospitalist at the 

Holston Group, he worked 30-hour shifts. “We rapidly re-

alized that it is physically and mentally painful,” he says. 

The Holston Group began using nocturnists (hospitalists 

who work the night shift) to relieve hospitalists of 30-hour 

shifts. “You function so much better when you have time 

during [which] your pager will not go off,” Schwartz says.

However, the IOM’s report brief notes that restricting 

work hours is not enough to create a safer environment 

for patients or to facilitate better education for residents. 

Rather, hospitals need to evaluate other factors addressed 

in the IOM report, including supervision, patient case-

loads, and handoffs. The ACGME is currently gathering 

data from program directors, faculty, and residents to re-

view hour standards, according to a February ACGME 

statement from CEO Thomas J. Nasca, MD, MACP. In 

June, the ACGME will announce its data findings. In 

addition, the ACGME will create task forces to present 

the findings to the board of directors and council or re-

view committees. The task force will present its data to 

the board of directors and council or review committees 

in February 2010, according to the statement. 

details. Each hospital will have a different structure for 

handling this,” says Gonzalez del Rey.

If these changes become a reality, teaching hospitals 

may become even more efficient, similar to the way 

community hospitals have become with operational 

strategies and patient handoffs, Gonzalez del Rey says.

Community hospitals still function without residents, 

he says. Due to limited resources, nurses, physician assis-

tants, and physicians in community hospitals have differ-

ent roles than their counterparts at teaching hospitals. 

“The question is, can we start marrying some of the 

good resources that nonteaching hospitals have into aca-

demic medical centers to modify the way we do things?” 

Gonzalez del Rey says.  

Will these recommendations affect independent hos-

pitalist programs?

Yes, and some are already gearing up for the changes. 

“The typical hospitalist does 14–17 shifts per month. 

We have routinely been doing 19–24 shifts per month,” 

says Eric Schwartz, MD, director of the hospitalist team 

at Holston Medical Group in Kingsport, TN. In anticipation 

of a greater workload due to reduced resident hours, the 

group has hired two additional hospitalists. 

Adding staff members without plunging the hospitalist 

service into the red can be tricky given that many of the 

hospitalists’ patients are insured by Medicare or Medic-

aid, Schwartz says. Reimbursement from these insurers 

often doesn’t meet operating expenses, so the addition-

al volume the hospitalist service takes on by hiring more 

physicians may not be enough to cover those physicians’ 

salaries. 

It’s a fine line, Schwartz says. If a hospitalist service 

can admit more patients while maintaining its current 

work force, it increases its revenue. “But once you hit 

that threshold where the additional patient volume re-

quires you to increase your work force, it could end up 

costing [the hospitalist service] money,” Schwartz says.

IOM < continued from p. 3


