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“I hope you have good disability insurance my friend,” although I did not know it 

at the time, these were the words in 1998 that began my coaching career. 

 

As the founding partner of a busy multi-office multi-surgeon practice, I was 

running all the time.  Running to see the next patient in the office, or one of the 

three hospitals emergency rooms I covered.  Running to deal with the next 

employee dilemma, equipment malfunction, patient complaint and the many 

business decisions and family obligations.  No matter how early I set my alarm to 

awaken in the morning, I was always behind.     

 

The practice of oral and maxillofacial surgery was less hectic when I first started 

practicing in 1980.  However, once managed care became the pervasive delivery 

model for healthcare in the 1990s, everything dramatically changed. I treated 

more patients, spent less time with each patient, worked longer hours, and added 

more staff to deal with the administrative complexities of reimbursement.  

From	  How	  Many	  to	  How	  Well	  

 

In 2005 a decision made by the Centers for Medicare and Medicaid Services 

(CMS), the U.S. government program that pays the provider, again changed 

everything.1 No longer would a physician’s income be determined by how many 

patients a physician could treat in the least amount of time. CMS decided quality 

of care along with efficiency is what would matter most. Essentially, CMS shifted 



the medical payment system from one based on the volume of services provided, 

to a system based on the “quality and efficiency of care,” or value-based 

purchasing (VBP). Patients’ opinions of their doctors now mattered. Patient 

safety mattered. Quality of care and outcomes mattered. As a result, 

collaboration between providers and other healthcare stakeholders mattered and 

mindsets had to change. Coaching provides a vehicle to help facilitate these 

changes. 

 

There are four business imperatives supporting the foundation of the VBP 

system: patient medical outcome success, clinical quality, patient safety and 

system efficiency.  

 

1. Patient Medical Outcome Success 

Physician knowledge of the patient and patient trust of the physician strongly 

correlates with patient adherence to the physician’s recommended treatment.  In 

practical terms, the physician who treats the patient as a “whole” person yields a 

strong bond that translates into the patient being up to three times more likely to 

likely follow the physician’s advice.2 Thus, the better the patient adherence, the 

more successful are the patient medical outcomes.  

 

Beginning in 2013, about 70% of incentive payments driven by the VBP model 

are determined by clinical processes of care, or “hard data,” because it is 

quantifiable. The remaining 30% are based on patient experiences, otherwise 

known as, “soft data,” because it is based on your patients’ subjective opinions. 

This patient’s opinion poll measures the communication abilities of your 

physicians and nurses, as well as overall responsiveness of the hospital staff.3 

 

2. System efficiency and Clinical Quality 

 



Collaboration between providers and healthcare stakeholders (hospitals, 

insurance companies, pharmacy companies, etc.) is critical for success. 

 

Rather than pay hospitals, physicians and pharmaceutical companies for their 

individual treatments, CMS instead pays for the bundle of services encompassing 

the entire episode of a patient’s care to all the involved stakeholders. Collectively, 

these stakeholders then decide how to best successfully and efficiently provide 

the services and allocate the payments among themselves. All participants must 

share data and coordinate cost-effective care in order for all to succeed. Working 

effectively in teams is important. Once the data is shared and analyzed, best 

practices can be determined allowing for the improvement of Clinical Quality 

based on evidence-based medicine.4 

 

3. Patient safety  

 

From 1999 to 2008 there has been a greater than eight-fold increase in the 

healthcare costs to treat preventable medical injuries and deaths from $2 billion 

to $17 billion dollars.5,6  The Joint Commission of Accreditation of Healthcare 

Organizations attributes team communication failures to be the 60% of sentinel 

events and the primary cause of errors leading to patient’s death.7 Healthcare 

reform has transferred the high costs of medical errors from society directly to 

physicians and medical institutions.  

 

The Role of Coaching 

 
The Broken Covenant in US Healthcare 

 

A covenant can be generally defined as an agreement that yields a relationship 

of commitment between two parties. In healthcare, the covenant was historically 



between physicians and society: by sacrificing their 20’s (in some cases, a good 

portion of their 30’s) and dedicating themselves to become proficient in the 

healing arts, physicians would be granted by society a better than average living, 

an independent career and a place of respect in their communities.  In the 90s 

with the shift to a managed care delivery system, physicians remained committed 

to sacrificing many hours to learn their trade, while salaries are now capped and 

their independence is curtailed. Now with healthcare reform physicians must 

make the transformation from independent autonomous providers with many 

solutions to collaborative partners willing to accept standardizations in 

healthcare.8  

  

Coaching for physicians can drive improvements in business relationships (e.g. 

with patients and healthcare team co-workers), communication skills, 

interpersonal skills, and work performance. With coaching, physicians can shift 

from survival and fear-based mindsets to ones of self-awareness.  The coaching 

process facilitates physicians’ self-awareness as they recreate meaning in their 

lives and careers that have been redefined by governmental interventions.  They 

attain the emotional intelligence to reexamine and refocus on why they chose a 

career in healthcare: to connect with and help people.  Moreover coaching will 

improve physicians’ communication skill sets resulting in stronger relationships 

with their patients and coworkers, thereby enabling physicians to experience an 

improvement in career satisfaction.8 

  

Other valuable benefits of stronger physician relationships with patients and 

coworkers have been well documented (see Table 1.)9,10 the benefits for patients 

include an improvement in satisfaction with their physicians, better adherence to 

physicians’ medical and therapeutic recommendations and an increase in 

medical outcome success. The positive outcomes for society are a decrease in 

preventable medical injuries and deaths with a reduction in healthcare costs.   



Society also gains due to improved overall productivity from a decrease in lost 

workdays from illness. For physicians, the improved communication skills result 

in a decrease in medical liability exposure and improved career satisfaction.  

 
 
Patients	   Physicians	   Society	  
Improved 
Patient Satisfaction	  

Improved 
Communication Skills	  

Decreased 
Medical Injuries & Deaths	  

Improved 
Patient Adherence	  

Decreased 
Medical Liability Risk	  

Decreased 
Healthcare Costs	  

Improved 
Medical Outcomes	  

Improved 
Career Satisfaction	  

Increased 
Productivity	  

 
 
 

Table 1: The Benefits of Coaching Physicians 
 

 
 

Coaching Can Mitigate Physician Medical Liability Risk 

  

Perhaps the best area to illustrate the importance of the physician-provider 

relationship is in medical liability claims.   Here, the physician’s communication 

skills are paramount to whether or not he or she will be sued.   In a study of 

malpractice settlements, awards and costs, 75-85 % were attributed to only 2–

8 % of the internists, surgeons and obstetricians.11Why are a small minority of 

practitioners receiving such a large majority of malpractice suits?  Numerous 

studies demonstrate that a physician’s lack of communication skills, not involving 

a patient in his or her healthcare decisions and lack of interpersonal care of the 

patient are all characteristics of the physicians who repeatedly suffer multiple 

claims.12-14   The less satisfied the patient is with the physician’s interpersonal 

care, the more likely the patient is to initiate a suit.  Beckman et al., in a review of 

plaintiff’s depositions, showed that 71 % of malpractice claims were due to a 

break down in patient-physician communication.15   Physicians who communicate 



and have an effective rapport with their patients are less likely to be involved in a 

malpractice suit.  Similarly, trust is another patient determinant in the whether or 

not they will initiate a malpractice suit. 

 

Conclusion 

My 27 years of practicing medicine coupled with my “second career” as an 

executive business coach provides me with the unique opportunity to form a 

partnership with physicians who are participating in the transformation of greater 

than 16% of the US economy. I find physicians are not only eager to jump off the 

treadmill and stop running to reconnect with why they originally chose the healing 

arts as a career, but also to apply the business coaching principles that positively 

impact their businesses, career satisfaction and their patients’ health. The 

business coaching of physicians is growing in acceptance as evidenced not only 

by my partnering with larger and larger groups, such as state medical societies, 

but also the addition of emotional intelligence to the medical school curriculum. 

So, watch out and hold on, because the growth in the business coaching of 

physicians is about to become exponential! 

________ 
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