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Abstract: Primary care medicine in the United States is undergoing a revolutionary shift.
Primary care providers and their staff have an extraordinary chance to create and participate
in exciting new approaches to care. New strategies will require courage, flexibility, and open-
ness to change by every member of the practice team, especially the lead clinician who is most
often the physician, but can also be the nurse practitioner or physician’s assistant. Providers
must first recognize their need to alter their fundamental identity to incorporate a new kind of
leadership role—that of the MDCEO™ (i.e., the individual clinician who leads the practice to
ensure that quality, service, and financial systems are developed and effectively managed). This
paper provides a practical vision and rationale for the required transition in primary care, point-
ing the way for how to achieve new practice effectiveness through new leadership roles. It also
provides a model to evaluate the status of a primary care practice. The authors have extensive
experience in working with primary care providers to radically evolve their clinical practices
to become MDCEOs™. The MDCEO™ will articulate the vision and strategy for the practice,
define and foster the practice culture, and create and facilitate team development and overall
high level functioning. Each member of the team can then begin to lead their part of the practice:
a 21st century population-oriented, purpose-based practice resulting in increased quality of care,
improved patient outcomes, greater financial success, and enhanced peace of mind.
Keywords: primary health care organization and administration, health care reform, leader-
ship, patient-centered care

Introduction

Primary care is in crisis. Thousands of primary care clinicians are finding themselves in
an unsustainable and frightening situation as practice operations become increasingly
untenable and financially challenging. Navigating out of this difficult situation can
be fraught with peril. Joining larger medical groups, hospitals, and/or corporations
practicing medicine means the loss of autonomy and freedom that attracted many to
the profession. Yet, continuing on a hamster wheel, running faster and faster to stay
in the same place has become unmanageable.

What are the next steps? How do primary care medical clinicians rediscover the
reasons that they chose this profession? How do they get back to making a significant
difference in patients’ lives, creating financial security, and sustaining a good quality
of life for themselves and their families?

To accomplish this, it is time to rethink the current primary care model, to reassess
and redesign primary care practice, and for the clinician to acquire new leadership
skills to become an MDCEO™ (Medical Director—Chief Executive Officer) and learn
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to facilitate new roles for other team members and new
practice operations.

This will require a dramatic change in the fundamentals
of the clinician’s role. This article reviews the transition
from the current practice of primary care to a new model of
primary care medicine. It provides an overview of the vision
and leadership strategies required for a successful future
and is based on the experience of the authors in assisting
the transition of over 150 primary care practices. The intent
of this article is to assist and encourage the many outstand-
ing caring primary care providers to make the necessary
changes to empower themselves, their staff, and their patients.
Together, they will successfully navigate new challenges and
enhance the personal and professional quality they seek in
their professional careers.

Primary care practices today

Being responsible for the comprehensive care of a person’s
health is a complicated business. Today’s primary care practices
include a wide range of unique functions all occurring in the
same location at the same time. These consist of prevention/
early recognition of disease, acute care, and chronic care.
The challenge is that, to be optimized, each of these func-
tions requires different, focused, and well designed processes.
Effective strategies for prevention and chronic disease care are
different from those for patients with acute care problems.

The design of most primary care practices has long been
built around acute care, ie, a 15-minute appointment, little or
no preparatory work for a visit, and reaction to episodic patient
need instead of proactive clinical care. It is no surprise then
that outcomes for prevention and chronic care suffer. Clinicians
trying to combine and successfully manage all these processes
within a single practice will require a mastery of management,
clinical care design, and clinical skills far beyond those present
in the majority of primary care practices.

Lacking formal training in management and care process
design, most primary care providers strive to find pragmatic
ways to solve their practice challenges. In addition, if one
adds the constant changes in medicine (ie, a doubling of
knowledge every 18—24 months), and the increasingly strong
desire of the public to receive timely service and quality
care, it is little wonder that the average primary care provider
finds it a considerable challenge to keep current, much less
to innovate or create new programs. It is common also for
providers to feel torn between personal and professional
commitments, such as maintaining and improving clinical
expertise, balancing a personal life, and confronting the
operational challenges of running an office. An additional

common burden is an ineffective or uninformed management
style in which problems are not addressed appropriately at an
early stage, but are allowed to become full-blown and, thus,
require significantly more energy and time to correct.

Additionally, attempts to delegate some clinical issues to the
staff can be difficult because the systems to handle important
medically-related, possibly life-threatening issues, are usually
underdeveloped. The skills required to develop and manage
these systems far exceed the expertise of the vast majority
of employees in the primary care office. For example, when
the provider does delegate expanded responsibility to a staff
member, clinical operations may be satisfactory for a period.
The staff member then misses something, a patient’s health is
threatened, and the provider’s confidence in safe delegation
wanes. Thus, the provider reverts back to micromanagement
and makes all clinical decisions, with the associated stress of
untenable working hours and personal neglect. After years of
this cycle, it is common to find primary care providers standing
alone and feeling frustrated, exhausted, and hopeless.

New primary care opportunities

There can be little question that the US primary care system
must evolve and transform. The question is, evolve to what
and how? What are the options available to primary care
providers today to navigate out of old-style or 20th-century
primary care?

The literature contains several ideas and models for new
approaches to primary care. Bodenheimer and Pham empha-
size the need for health care teams to improve primary care
practice.”? Many organizations promote the patient-centered
medical home as a more comprehensive approach to pri-
mary care.®* However, these models do not clearly address
the key elements necessary to support the new models of
primary care.

Two major changes provide hope for success in this
primary care transformation. First is the improved under-
standing of how chronic diseases like hypertension, high
cholesterol, overweight/obesity, and metabolic syndrome
can be effectively managed with tailored empirical protocols.
Second is the increasing availability of low-cost effective
technology to primary care providers.

How does our improved understanding of medicine and
managing chronic disease empower primary care providers?
The answer lies in understanding the evolution of the phy-
sician’s role in medicine over the last 75 years (Table 1).
During the 20th century, a physician took a careful history,
performed a physical, generated a differential diagnosis, and
followed the patient through the process of care. This intuitive
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Table | Three-stage framework for medicine continuum'

Key clinical features Intuitive medicine

Empirical medicine

Precision medicine

Type of condition Diagnosed only by symptoms
and treated with therapies
of uncertain efficacy

Role of physician Depends on skill and judgment
of highly trained physicians
Undiagnosed celiac disease
Chronic fatigue syndrome

Fever undetermined origin

Example

Clear pattern recognition of condition
with outcomes predicted with known
probabilities

Uses knowledge of well documented, easily

Pneumonia
Heart attack

Can be precisely diagnosed, causes are
known, and treated with rules-based
therapies with predictable effectiveness
Oversees effective clinical outcomes

available research in clinical guidelines
Congestive heart failure

Otitis media
Streptococcal pharyngitis
Bone fracture

Type 2 diabetes mellitus

and highly specialized process required years of training and
experience to determine both the differential diagnosis and
the best course of action. This practice, known as “intuitive
medicine”,! is expensive, time-consuming, and requires
highly specialized and trained physicians to ensure a success-
ful outcome. However, as our understanding of disease and
diagnostic testing has improved, the certainty of diagnosis
and the appropriate course of care have become more clearly
identified and predictable. In contrast with intuitive medicine,
a precisely diagnosed, well understood, and clearly treated
condition can be managed with protocol-driven, rules-based
therapies that are predictably effective. This is known as
“precision medicine” and modern technology increasingly
makes this approach possible. Between these two ends of
the medical practice continuum is evidence-based, pattern
recognition that can be described as “empirical medicine™".
Over time, as medicine has progressed, significantly more of
what the primary care physician does has migrated from intui-
tive, to empirical, and then to precision medicine (Table 1).
With this new understanding of medical decision-making,
the physician’s role and the need for physician involvement
has changed dramatically even though the daily practice of
medicine for most physicians has not.

This evolution of clinical care creates tremendous
opportunity for the primary care practitioner. No longer
does excellence in medicine require the involvement of the
physician at every step. Systems of care for highly empiri-
cal, guideline-based medicine and precision medicine can
be effectively delegated to less expensive, less highly trained
individuals without compromising quality and safety. One
well known example of an effective, safe, empiric medicine
protocol that has been effectively delegated is the Coumadin
clinic that is overseen by primary care medical directors
using protocols managed by nurses. Should a problem occur,
the nurse can call for assistance but otherwise manages this
aspect of care without the need for direct involvement of
the physician.

Another prominent trend that supports transforma-
tion of primary care and the role of the physician is the
presence of nurse practitioners and physician assistants.
These clinicians often practice independently in primary
care or in team models with physician colleagues. Many
nurse practitioners and physician assistants are or will
increasingly be the MDCEO in a practice, learning to
develop teams and delegate selected clinical functions to
team members.

Thus, the future of primary care will become bifurcated
to some degree. On one hand, the skill and experience of the
primary care provider is necessary for those challenging and
ill-defined cases that require the intuitive clinician to evalu-
ate and arrive at the best diagnosis and course of action. On
the other hand, much of what used to have to be done by the
physician can now be delegated to staff who are less highly
trained and less expensive. This allows for more flexibility,
lower cost, more time for the physician to focus on intuitive
medicine and personal well-being, and the possibility of
better adherence to national and specialty evidence-based
guidelines.

The role of the patient, too, can evolve as the next steps in
therapy and expected outcomes become more clearly defined.
Patients can take on a more significant and active role in
their care.

Concurrent with the use of evidence-based protocols has
been the dramatic improvement in the functioning and cost
of technology. Inexpensive and highly effective tools are
now available to automate much of the process of promot-
ing prevention and health promotion as well as following
and managing chronic disease. Automated protocols can be
set up to monitor a patient’s health status data and recom-
mend action when a visit or laboratory test is indicated. The
result can be interpreted and the next steps determined, often
without significant time required from the physician or other
provider. Armed with these tools, the staff can now become
more proactive and involved in managing care. They are no
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longer stifled by the requirement for the physician’s direct
involvement in every aspect of care. The primary care practice
can then provide more comprehensive, less expensive, and
more timely effective care.

The physician is able to create a highly functioning
impactful team that both improves the patient experience
and the quality of care. At the same time, as reimbursement
patterns and policies evolve, the team members can assist
directly to generate additional income, relieving a significant
burden and reducing the financial dependence and risk for
the physician.

Overview of primary care practice tiers
Based on futuristic thinking about primary care, we have
defined medical practices in three tiers (Table 2). An
overview of the tiers shows that the tier 1 practice can be
described best as being mired in the “tyranny of the urgent”.
Based largely on 20th-century methods and technology, a
tier 1 practice has daily operations that can no longer meet
today’s requirements. Physicians in a tier 1 practice are in
danger of becoming extinct in the evolving health care sys-
tem. In contrast, a tier 2 practice has begun to evolve into a
more effective and less physician-dependent system. In it,
new systems and technology are installed and staff members
are beginning to expand their skills, roles, and responsibili-
ties. The patients are beginning to notice a more proactive
and empowerment-based office. The practice is now involved
in beginning to manage the health of the clinic population
it serves, rather than reacting to individual patients seen
one-by-one when they choose to present for care. By the
time the practice has evolved into a tier 3 practice, significant
systems and consistency have begun to ensure that patients
are well educated about their health and encouraged to
engage and achieve personal health goals. The health care
paradigm has shifted from “come see me when you feel bad”
to “let us help you be well and age well”. Staff and patient
empowerment are firmly embedded in the practice and the
physician has moved from being a bottleneck and mandatory
minute-to-minute decision-maker to being a CEO, assur-
ing excellence and optimum system functioning. Medical
leadership from the MDCEO has created and will sustain
the new system. This represents a dramatic role shift from
chief or singular actor to system facilitator, ie, the CEO. The
principles of “working to the top of a license” and “never
doing anything that someone else who is less expensive
or less highly trained can do just as well” have become
operational. Moreover, staff turnover and satisfaction are
significantly improved.

Important questions for providers to consider in
examining their practices include:

e Where is your practice on this tier continuum?

e What do you want for yourself, your patients, and your
staff?

e Does the idea of leading a team instead of doing it all
yourself appeal to you?

e What skills do you possess now and what new learn-
ing would have to occur to move to a higher level of
function?

e How would your income and that of your practice change
during and at the conclusion of this transition?

On the next few pages, these questions are addressed
and resources identified to assist the provider take the next
steps in making these changes. This transformation to a
higher level of practice is vital for the sake of the practice,
the patients, and the health care system. The speed of
this transformation will determine whether primary care
will serve as the foundation for health care and support
patient-centered comprehensive care, thus leading effective
change in the health care system, or become irrelevant. Will
primary care remain mired in the status quo that results in
poor patient outcomes and the most expensive health care
system in the developed world?* The choices ahead are
becoming clearer. What is not clear is which path primary
care in the US will follow. Each practice tier is described
in detail below.

Tier | practice

Based on historical precedent and the current reimbursement
system, the majority of primary care has a distinctly
20th-century feel. The patient experience allows for
5—15 minutes with a doctor after having checked in and
waited for 10—-60 minutes for the “appointment” (see Table 2).
Preparation for the visit and follow-up afterwards are incon-
sistent and often absent, resulting in very low adherence to
the recommendations that the physician makes during the
appointment. Prevention guidelines are often ignored or
neglected, resulting in screening and immunization rates far
below those of other developed countries.

The patient’s role has a distinctly passive nature as the
process of describing the signs and symptoms leads to a
diagnosis, a prescription, and, often, curt and hard to under-
stand instructions. The general mood of the office is often
hectic. The choice for the physician is to reduce the patient
volume, resulting in lower compensation, or to continue to
push through the challenges and maintain an often ineffec-
tive, hectic pace.

4 submit your manuscript

Dove

Journal of Healthcare Leadership 2013:5


www.dovepress.com
www.dovepress.com
www.dovepress.com

Reinventing your primary care practice

Dove

(panunuo))

*JOYIne puodas ayl

Wo.j 3|qE|IBAR S| puB UONN|OAD 9210kJd paemo) dods sl B 9q UBD UOIEN|BAS SIY| YIMO.3 10} Sea.e 2] AJauspl 03 pue ‘SUORIUNS A3USLIND 31 IS1 YDIYM Ul SUILLISISP 03 9o1deJd B Isisse 03 A9Ans & padojaAsp aAey sJoyane 9y | 930N

S110}49 JJBIS WO} 9NUSAS. Sulppe ‘sausired aJow jo a.ed ay3
Supuanjjul ‘aued Jusied 108UIp JO SINOY JIM3) Ul PAAJOAU|
Suisea.oul Jo 9|qerg

Mo
SUOIIdUNY PUE SO [BIIA IO}

Japiroad uo Suniem jou ‘aAndeo.d pue passmoduwig
Jageurw 95noead Buoaas usyQ IuswaSeuew

pue Juawadedus jo [9A3] Y31y ‘Yeas pauresy AlysiH

.[loM se 1sn[ op ued aAisuadxa/paleonpa ssa)

‘95]9 2uUOBWOS 18yl SulYIAUER Op JSASU, SpMINIE [elsuad pue
. 2sudd|| Jo doa,| a3 1e 1€ 01 pasemoduws ‘eaed/eduslIadxe
quaned jo s1oadse Ao Joj 9|qisuodsau ‘paure.y ssouD)

Juswadeuew uonejndoy

J1UlD Y3 U0, SUDJIOAA

Pa922ns 03 sAem pulj 01

SJOP|OY|EIS JBYI0 YIIM SuDIOM WIsAs 3y Jo  JoIBDID),
sonoeud ur padeSus pue pasamodwy

Ajpuaisisuo)
Apusisisuod

Ajpuaisisuo)

Ajpuaisisuod)

N30 suonduny e

9Jnsul 01 Wa1sAs JuepunpaJ Yaum paziueso AysiH
ssajuadey

ysiH

AjInjaued padeueyy

a3euUBW O] S|OO) PUB ADIAPE UBAID) Juaned pagedus ‘DAnde
uo spuadap a.ed [eay dIUOJYD {9.4BD PaIaIUSd-IUSNEY

AjInjaued padeueyy
AjInjaued padeueyy

Suiyoeay/dnousyfenpialpul uo 3uipuadap ajqeliep
aJedaud 03 1Is1A au040q Sunsaw wes |

HEIS WodJj anusAaJd uo asuelad

pue uonessjap pasea.du|
S|qelIeA

3|qelIeA
d|qelIeA

3|qeLIeA

3|qelIeA

uonisue.y uj
uonisue.) uj

3|qeLIeA
S|qelIeA

3|qeLIeA

3|qelIeA

3|qeLIeA
S|qelIeA

3|qelIeA
ssajuaded AjSuisea.ou)

3|qelIeA
3|qelIeA

S|qelIeA

3|qeLIEA

3|qelIeA

saINuIW G|—§

SMISIA 910J2q SqB| — [BWlUll]

SPUD>99M I0/pue
*J93| “J3]|JBD ‘SINOY B0W SUBIOAA
Aed swoy e swes 10y Jop.Jey SUDJIOAA

ydiH

paJamodwasip ‘pajeaisn.y pue panjeAlapun
Ja8euew
9o115e.d [9A3] JOMO| YIIM UDYO ‘Yjels JoMma

sJ49323yd aunssaud
POO|q US1JO SIUEISISSE [EDIPAW ‘MOYS 32
SUN. J01D0P ‘92140 >2Bq/221YJ0 U0 d11dadg

Auadun ays jo Auuedh ],
Ul Y3 Ui, SUDIOAA
saliasnpul [eonnacew.ieyd ‘@due.nsul

‘lendsoy — wiaasAs ay3 Jo WNDIA, USYQO
INO pauJng Udlo ‘paIsneyxa ‘pajeJisn.y

Ajpaey
Apaey

Apary
Apary
pajy/passado.d aq o3 suaded;siueyd jo

S)[JBIS ‘DAIDBDU AIDA ‘POSSaIIS pUE dIDUS.I
Jaded uayo

umouw|un
umouun

aAIssed A|je1auan)

JUL1SISUODU|
JUDISISUODU|

saInuIW G|—§
auou 031 /I

9NUBA3J JO 324n0g
pus.1 [eJSUSD)
onuaAly
JaAouun ]

spnime jeig

Juswadeuel

310y

saAndadsaad pue sajou yeis
JUSWISeUBW JO [9AST

sndo4

uoneudLIO
Spmme [eJsuan)

9aAdadsaad s apiroad

Suiessaw Jayro pue

21U0JY ‘@ANUBAR.d YoBa.INO pajRWOINY

jusned o) SUOIIBPUSWILIODSI 948D DJUOIYd

10 9ARURARId UO UoREWLIOJUI 948 JO JUlog

Ols 1., syuaned Ajnuspi pue uonewioul

juaned malAau 01 sjodor04d parewolny
uonEWL.IOMUI [BIDUBULY PUE [BD1UI]D 10} S|ErIod BuljuQ

uoneziuedio WO
SpJ023./s910N
juswaSeurwW UojEWLIONU]
uondeysnes Jusned
soueldwod/eduaaypy

aJed ya[eay u sjoy
9JoJ sjusijed

dn mojjo4

Ainunuo>

ueisAyd yaim awi )
uone.Jedaiy
9dualiadxa jusneyd

€ 4911

Tl

1 4911

sJan 92noeud ul dduBWIONR] T dlqeL

submit your manuscript

Journal of Healthcare Leadership 2013:5

Dove


www.dovepress.com
www.dovepress.com
www.dovepress.com

Conard and Courtney

Dove

Table 2 (Continued)

Tier 3

Tier 2

Tier |

Exploring risk and/or gain share methodologies, looking

Variable

Fee for service

Payment methodology

for innovative ways to get paid for performance

by insurance companies, employers, and others
Significantly lower with multiple revenue streams

Consistently
Entire staff involved and representing office

Less dependent on physician

Variable
Variable

Physician may be in social or service groups

High, dependent on physician
Rarely

Rarely

Presence of “mailbox $”
Community involvement
Primary involvement
Corporate outreach

Financial risk

Consistently involved in education and/or service

of local corporation/organizations

Variable

Patient outcomes

Measured, reported, and reviewed

Variable

Limited data

Quality care metrics

Targeted and ongoing accountability, use of clinical guidelines

Targeted groups and goals, proactive outreach

Variable

Inconsistent focus

Quality improvement

Variable

Individual patient focus only

Limited education

Population management
Empowered patients
Team approach

Coordinated

Knowledge, ability, and action for self-management

Variable

Planned strategies, evaluation of practice/team effectiveness
Meeting responsibilities/accountability
Top of license

Energized
Innovative

Variable

Low level

Variable

Little support

Empowered members

New member roles
Shared resources

Variable

Rigid/narrow roles

Appropriate roles

Information technology in the form of an electronic
medical record may be used, helping with the organization
and flow of information. This relieves the frustration and
confusion somewhat, but at the cost of having added expense
for computers, software, and maintenance fees. Many
physicians have chosen not to make this commitment, either
because of the significant change that it would require, or a
distrust of the cost, complexity, and computer skill level they
and/or their staff possess.

Physicians in a tier 1 practice often wonder what happened
to the dream of being a “Marcus Welby” to those whose lives
they have been entrusted. Those having practiced for over 30
years will recall a time when all of the services offered by a
primary care practice, including laboratory tests, X-rays, and
physical therapy, were paid for. The ability to generate income
from services outside of evaluation and management (basic
visit) codes led to financial reward and often a more realistic
practice pace. However, over the last 10 years, the ability to
perform these services has been limited or eliminated and
the stress to increase patient volume has accelerated. The
unrelenting need to move from one examination room to the
next, without slowing, to cover the practice overheads has
resulted in a high level of fatigue and burnout.

Primary practice staff are faring little better as the stress
of the pace and complexity of the office often falls to them
to work out and operate. Very dependent upon the guidance
of the physician, staff find themselves constantly caught
between accomplishing tasks and waiting for the physician
to review results, return calls, and see patients. This physician
bottleneck leads to a hurry up and wait period, followed by a
rush to keep up, followed by hurrying up to wait again.

Financial tension in a practice often results in a need to
keep salaries at a minimum, so trained, experienced staff
members often leave for other offices, for a few dollars
more per hour pay, when they become able to function at a
higher level. Some staff members remain out of loyalty to the
physician and patients. However, this situation can eventu-
ally wear thin, when a staff member’s personal, financial,
or family needs increase. In most instances, these situations
lead to high staff turnover, resulting in further challenges in
terms of continuity and quality of care.

From a revenue perspective, the medical director and staff
have to work harder to take home the same pay. Increases in
reimbursement are uncommon, and rarely keep up or exceed
the ever-increasing cost of living. Opening earlier, staying
later, and opening on weekends become necessary, further
adding to the frustration that things cannot continue for the
long run in the same way.
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The financial risks to physicians in primary care are huge.
One large mistake or misstep could spell financial ruin and
lead the practice to shut its doors. Buying a $50,000 per
provider computer system, paying the staff what they com-
mand in the marketplace, or taking a loan to prop up cash
flow for the short run can precipitate a crisis months to years
later, requiring restructuring, joining a hospital or clinic, or
occasionally bankruptcy. In any case, the consequences to
the physician can be traumatic during a time when significant
effort has not paid off, leading to physical and emotional
exhaustion. In conclusion, while the tier 1 practice is the most
common, it is no longer a viable alternative for the future.
With increasing pressure over the next decade, the solo practi-
tioner hanging out a shingle and making a living will be seen
only in rural communities or with those urban practitioners
just trying to hang on until they are ready to retire.

Tier 2 practice

Perhaps the most challenging practice is one that has seen
a new future and is migrating its operations from a tier 1 to
the tier 3 practice (see Table 2). The significant challenge
is to evolve the roles of the staff and the physician leader,
and to incorporate new technological tools to rebuild and
change everyday methods of practicing medicine. During
this transition, it is common to see vacillation from the old
way, to the new way, and back to the old way again, several
times per day. This inconsistency leads to frustration, both
for the person trying to build the new habits and for the
coworkers. Initially, everyone tries to function in the new
way. However, when the clinic becomes very busy, inevitably
things default to the old familiar operational styles. Shifting
to re-embrace the new way of thinking and performing is
the true challenge. Some have equated this experience to
a pilot, flying a plane at 40,000 feet with a limited crew,
trying to bring on new technologies, operating procedures,
and re-engineering everyone’s roles, in a very tight financial
environment, all while continuing to fly! Little wonder many
fail in making the transition.

The keys to success at this point in the journey of trans-
forming the practice are patience and continually refocusing
on the vision that all are committed to achieving. Continuing
to take “baby steps™ is essential. It is in the small steps that
resistance is overcome and progress is made.

In developing any new skill, a journey is involved.
This includes moving from “unconscious incompetence”
(“I did not even know I had a problem™), to “conscious
incompetence” (Wherein one now recognizes the problem, but
has not figured out the solution), to “conscious competence”

(which is reached when solutions are figured out but signifi-
cant energy is expended to prevent falling back into conscious
incompetence), and finally to “unconscious competence”
(mastery, where one functions without effort).°

Most clinicians have long mastered unconscious compe-
tence with their tier 1 practice habits. In fact, almost every
habit has been rehearsed and mastered to the degree that it
seems almost effortless. Learning new processes and practice
methods can represent extreme challenges even to the most
committed medical director, but change is possible and,
indeed, many clinicians have been successful. As many prac-
tices are purchased by larger networks and hospitals, more
practices will begin operating at tier 2 on the way to tier 3.

Tier 3 practice
A tier 3 practice is an early 21st century example of the best
in primary care (see Table 2). Many of the new approaches
will be accelerated by anticipated and much needed changes
in health care reimbursement. However, maximizing practice
revenue in the current system in a tier 3 practice is feasible
and has been achieved by the first author in consultation
with other practices. The tier 3 practice has developed to
empower patients and staff who use technology and new
strategies to achieve desired outcomes. Patients will have
their clinical needs managed by their team in new ways.
Patients can be involved in face-to-face visits, group visits,
and/or electronic visits. Much of their care will be man-
aged via technology to promote quick access, user-friendly
interactions, and convenience. The old days will be gone
in which every patient will need a request processed only
through the physician for a decision. If the nation’s current
challenge concerning the availability of registered nurses is
addressed successfully, they will assume major new roles
in primary care, assisting the team to manage the health
needs of the population served. Health educators, health
coaches, medical assistants, and other team members will
also become integral to the tier 3 practice. Population man-
agement will result in prevention and chronic care outcomes
being achieved regularly as creative strategies to educate
and support patients to achieve health goals become com-
monplace. Computer dashboards will provide staff with
up-to-date summaries of the overall patient population and
subgroup health status indicators. It will be possible to drill
down into the data to identify specific patients in need of
contact and support.

High-risk patients will be monitored in their homes via
telephone to determine their status. For example, patients
with congestive heart failure can be followed daily through

Journal of Healthcare Leadership 2013:5

submit your manuscript 7

Dove


www.dovepress.com
www.dovepress.com
www.dovepress.com

Conard and Courtney

Dove

self-report phone keypad input to identify early signs of
worsening and to institute early intervention protocols.

Patient outcomes will reflect higher quality as clini-
cal status is assessed and monitored, permitting earlier
intervention. Clinical guidelines will be consistently
implemented to improve care and prevent inadvertent
omissions. Sicker patients will receive more intensive
care because they will have longer visits or more frequent
follow-up by appropriate staff members. Low-risk patients
with minor illnesses, such as upper respiratory infections
or urinary tract infections, will have many needs managed
electronically.

Staff will be supported in teams to assume more active
roles in helping patients. They will be more fulfilled as they
become accountable for new ideas and help to design new,
creative strategies to improve care. Nurse practitioners and
physician assistants will provide special leadership in the
practice and will institute and accomplish practice goals in
population management, quality, and practice financials.
Indeed, many practitioners and physician assistants will
lead practices as MDCEOs, and others will be present in the
majority of primary care practices.

In time, the MDCEO will have successfully altered the
vision and strategy of the practice, created an empowering and
collegial culture, developed and supported effective teams,
and begun to practice 21st century medicine. The result
will be maximizing the “triple bottom line” of increased
quality of care, improved patient outcomes, and greater
financial success.
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Summary

In summary, the MDCEO is a system of thinking, leader-
ship, and specific practice strategies designed to empower
and create a proactive, highly efficient way of practicing
primary care that includes and empowers the entire staff. It
requires fundamental change in the physician’s traditional
role and style of practice. Based on the authors’ experiences
with over 150 practices, including 350 primary care physi-
cians and 150 practitioners and physician assistants, the
ability to transform a practice using vision, technology, and
new approaches can transform a stressful and often negative
situation to one of higher quality and better compensation,
with genuine excitement and enjoyment.
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