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There is emerging evidence support-
ing1-4 and increasing attention being 
paid to the importance of interpro-
fessional collaboration (IPC) as a 

necessary component to achieving high qual-
ity and safe healthcare. High performing in-
terprofessional teams have better outcomes. 
This is seen in the care of obstetrical patients 
in which interprofessional team training and 
practice teams have produced better patient 
outcomes3. More recently, improving inter-
professional communication and practice in 
the operating room was associated with a 30 
percent reduction in death and complications 
of surgical patients4. However, incorporating

IPC and teamwork into routine practice is 
easier said than done with success being 
dependent on the commitment and involve-
ment of all team members. Having physi-

cians interested and active in the creation or 
practice of interprofessional collaborative 
care is often seen as a complex issue that or-
ganizations and teams face. This article will 

examine some underlying reasons why phy-
sician engagement in IPC is challenging and 
provides some suggestions for increasing 
participation of physicians in IPC activities.

In order to understand the perceived lack 
of involvement of physicians in IPC, one has 
to consider two key elements: the historical 
relationship physicians have with the health-
care system in North America; and, physi-
cian professional culture. Nearly a century 
ago, hospitals began to transform from chari-
table and philanthropic organizations to a 
business or bureaucratic model5. In doing so 
there was concern that patient care could be 
jeopardized with this new orientation as phy-
sicians felt that their traditional and primary 
obligation to advocate for their patients, de-
spite resources, financial pressures and poli-
tics, was at risk and could create a conflict 
of interest5. Thus an agreement was struck in 
which hospitals took responsibility of plant 
services, equipment, staffing, and financing 
and physicians took responsibility for medi-
cal care, under the governance of the medical 
staff organization (medical advisory commit-
tee, medical executive)4. Physicians were to 
provide medical services to patients, as con-
sultants to the hospital with primary respon-
sibility to the patient, not to the hospital. This 
historical model endures despite healthcare 
being much more complex and advanced 
than it was 100 years ago, and can create 
significant challenges if the hospital (and its 
clinical staff) wants to introduce change.

In addition to the hospital-physician rela-
tionship, physician professional culture pres-
ents a challenge to the practice of IPC. Under-
pinning this culture is the belief that safe and 
high quality patient care is a must. Physicians 
believe that they have a personal accountabili-
ty for quality and for the life and death of each 
patient they see and as such, perfection is the 
necessary goal – a message deeply rooted in
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Figure 1:  IHI Framework for Engaging Physicians in Quality and Safety

2.  Reframe Values and Beliefs

�2.1 � Make physicians partners, 
not customers

2.2 � Promote both system 
and individual 
responsibility  for quality

3. � Segment the.
Engagement Plan

3.1  Use the 20/80 rule
3.2 � Identify and activate 

champions
3.3 � Educate and inform 

structural leaders
3.4 � Develop project 

management skills
3.5 � Identify and work 

with “laggards”

1.  Discover Common Purpose

1.1  Improve patient outcomes
1.2  Reduces hassles and wasted time
1.3  Understand the organization’s culture
1.4 � Understand the legal opportunities 

and barriers

6.  Adopt an Engaging Style

6.1 � Involve physicians from 
the beginning

6.2 � Work with the real leaders, 
early adopters

6.3 � Choose messages and 
messengers carefully

6.4 � Make physician 
involvement visible

6.5 � Build trust within each 
quality initiative

6.6 � Communicate 
candidly, often

6.7 � Value physicians’ 
time with your time

4.  Use “Engaging” Improvement Methods

4.1 � Standardize what is standardizable, 
no more

4.2 � Generate light, not heat, with data 
(use data sensibility)

4.3  Make the right thing easy to try
4.4  Make the right thing easy to do

5.  Show Courage

5.1 � Provide backup all 
the way to the board



ADVOCATE20

Feature

Continued from page 19 

medical education. This perceived account-
ability leads to a powerful sense of individual 
autonomy and decision making5. Physicians 
hold a specific view of safety and quality. 
They favour individual patient over popula-
tion outcomes; clinical outcomes over admin-
istrative/financial, and find tension between 
providing patient-focused care and whole 
system improvement. Physicians also have a 
different view of teams and team roles. They 
are more likely to view their team as being 
comprised of physician peers and medical 
trainees. This may be due to a paucity of in-
terprofessional team training during medical 
school and residency. Furthermore, changing 
physician practice often requires quantitative 
data from rigorously conducted research and/
or influential physician peers to model prac-
tice. This creates a challenge to implement 
IPC in which much evidence is qualitative 
and non-physician spearheaded. Finally, a sig-
nificant challenge is time. Physicians believe 
that time devoted to patient care is time better 
spent with administrative or planning activi-
ties perceived as of lesser value. With a high 
demand for clinical time, there is no time for 
less valued activities. However, physicians 
are very quick to vocalize frustrations with 
system inefficiencies – a potential source for a 
collaborative interprofessional project.

Understanding this unique relationship 
physicians have with the healthcare system 
and physicians’ cultural perspective are im-
portant to enable effective partnering with 
physicians towards practicing IPC. Through 
this understanding, strategies can be created 
that further engage and attract physicians 
to participate. Although a few reported en-
gagement strategies are reported, the most 
widely available is the program created by 
James Reinertsen et al.6 in collaboration with 
the Institute for Healthcare Improvement 
(IHI). This framework, developed through 
examination of top performing hospitals and 
health systems, describes six primary ele-
ments shown to be successful in engaging 
with physicians. Although this framework 
(see Figure 1.) was designed primarily for a 
quality agenda, the tactics described are eas-
ily transferable to increasing physician par-
ticipation in IPC activities. Below are listed 
some key tactics:
•  �Discover a common purpose – physi-

cians are more likely to be interested 
and involved if the presumed benefits are 

improved outcomes for their patients and/
or reduced hassle and wasted time.

•  �Create partnerships – it is important to 
view physicians as partners in change, 
not consultants. Involve them in strategic 
planning and allow them to take ownership 
and responsibility for key initiatives

•  �Involve physicians early – physicians are 
more likely to be receptive to change if in-
volved from its inception

•  �Identify champions and make physician 
involvement visible – physicians are more 
likely to respond to and identify with their 
peers. Work with a vocal champion, an 
early adopter, and consider making them 
the project lead

•  �Work with medical leadership – depart-
ment chairs and medical executive are usu-
ally more aware of hospital initiatives and 
goals and are influential amongst their peer 
physicians

•  �Use local data – physicians are data driven 
and local (preferably uninterpreted) data is 
more likely to result in practice change

•  �Make the right thing easy to try and do – 
don’t create plans that require large chang-
es at once. Physicians (and most clinicians) 
are more willing to try using small tests of 
change rather than fully commit to a prac-
tice change. Work with a small group first, 
gain feedback then attempt spread. Plans 
that involve physicians to do more, or take 
more time, are less likely to succeed. Cre-
ate change interventions that reduce hassle 
and improve efficiency.
The above tactics, and others described 

within the IHI white paper6 will assist organi-
zations and teams in creating IPC implementa-
tion strategies. Although, increased physician 
participation is not guaranteed, use of these 
tactics will increase the likelihood of success.

With publications highlighting the gaps in 
quality of care and issues in patient safety7-9, 
the traditional model of healthcare delivery 
has been called to question and hospitals and 
government have been charged with higher 
accountability over the delivery of healthcare. 
Interprofessional collaboration, high function-
ing teams, and partnership between clinicians 
and administration are necessary components 
to realize true improvement. Although there is 
increasing physician involvement in IPC and 
healthcare system redesign, more is needed. 
Developing IPC strategies that take into ac-
count the hospital-physician relationship and 
physician professional culture are important to 
increase physician participation. In addition, 

the medical profession needs to reflect on how 
physician autonomy functions as a barrier to 
practice change. Further integration of inter-
professional education and team training into 
undergraduate and continuing medical educa-
tion (and all health professions training) is nec-
essary if physicians are to play a larger role in 
the healthcare system redesign and improved 
healthcare quality and safety for patients.  ❖

References:

1. � Zwarenstein M, Goldman J, Reeves S. 
Interprofessional collaboration: effects 
of practice-based interventions on pro-
fessional practice and healthcare out-
comes. Cochrane Database Syst Rev (3): 
CD000072. 2009

2. � Gaboury I, Bujold M, Boon H, Moher D. 
Interprofessional collaboration within Cana-
dian integrative healthcare clinics: Key com-
ponents. Soc Sci Med 69(5):707-15. 2009

3. � Pratt SD, Mann S, et al. Impact of CRM-
based training on obstetric outcomes and 
clinicians’ patient safety attitudes. Jt Comm 
J Qual Patient Saf 33(12):720-5. 2007.

4. � Haynes AB, Weiser TG, Berry WR, et al. 
A surgical safety checklist to reduce mor-
bidity and mortality in a global population. 
N Engl J Med 360(5):491-9. 2009

5. � Smithson K, Baker S. Medical Staff Or-
ganizations: A Persistent Anomaly Health 
Aff 26(1):w76-79.

6. � Reinertsen J, Gosfield A, Rupp W, Whit-
tington J. Engaging Physicians in a Shared 
Quality Agenda. IHI Innovation Series 
white paper. Cambridge, MA: Institute for 
Healthcare Improvement; 2007. (available 
at www.ihi.org)

7. � Kohn LT, Corrigan JM, Donaldson MS, 
Medicine) Io. To Err Is Human: Building 
a Safer Health System. Washington, DC: 
National Academy Press; 2000.

8. � Baker GR, Norton PG, Flintoft V, et al. The 
Canadian Adverse Events Study: the inci-
dence of adverse events among hospital 
patients in Canada. CMAJ 170(11):1678-
86. 2004.

9. � McGlynn EA, Asch SM, Adams J, et al. 
The quality of health care delivered to 
adults in the United States. N Engl J Med 
348(26): 2635-45. 2003.


