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ABSTRACT

Current national health care issues of affordability, quality, and accessibility have prompted
the development of Accountable Care Organizations (ACOs) and Patient-Centered Medical
Homes (PCMHs). Components of ACOs and PCMHs call for increased capacities in areas of
teamwork, engagement, and physician leadership skills and behaviors. Three hundred sixty
degree feedback evaluation processes have been established in corporate environments
as effective for increasing capacities in these areas. Recently, health care organizations
have begun to adopt the use of such tools with positive outcomes. This article presents

a case study of the development and implementation of a 360-degree evaluation process
at a family medicine clinic. We also discuss the challenges, successes, and lessons learned

Used initially in corporate settings, these
processes recently have been adopted by
healthcare organizations!® as the leader-
ship development of physicians is recog-
nized as critical to organizational effec-
tiveness.

In our clinic (in which the first author
is a practicing physician and the second
author was the consultant for this pro-

cess), we had additional motivation for

along the way.

INTRODUCTION
A growing body of research demonstrates the significance of
physicians’ interpersonal skills in relationship to improved
patient experience,! treatment effectiveness>3 and a culture
of safety.4 Additionally, interpersonal skills are recognized as
playing a significant role in team cohesion!s and leadership
development,©8 both of which are components of the success-
ful development of PCMHs and ACOs.>12 For example, the
National Demonstration Project, which studied 36 primary
care practices transitioning to the PCMH model, noted that
integral to the transition are the physicians’ capacity to com-
municate well and to develop trust among staff.13

Three hundred sixty degree evaluation processes increasingly
are recognized as being effective in developing positive leader-
ship behaviors, 415 especially when combined with coaching.16
Positive leadership behaviors (for example, approachability and
respect) in turn are shown to enhance team cohesion, physi-
cian and staff engagement,and an improved culture of safety,
all three of which correlate to decreased frequency of errors.17:18
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implementing a 360-degree evaluation

process: the atmosphere in our medical

practice did not allow for safe and pro-

ductive process improvement communi-
cations between clinical and office staff. For example, a sched-
uling request made by a provider to an office staff member
could result in a cascade of negative interactions, the repair of
which consumed valuable time and energy.

In light of the perceived power imbalance and hierarchy
typically found in health care organizations, our provider group
decided it would be best for us to assume primary responsibil-
ity for these communication obstacles. Moreover, we thought
the process might help us discover “blind spots” in our personal
communication and practice habits.

A desired outcome was visible progress toward the creation
of a “coaching culture”20 in which levels of trust and communi-
cation would allow for respectful, productive coaching—both
spontaneous and scheduled—to support achievement of orga-
nizational goals. The ideal environment would be one in which
a staff member or allied health provider would feel safe provid-
ing ongoing feedback to the provider team, and in which the
provider receiving the feedback would be able to accept and
integrate it in the spirit of continuous improvement and both

personal and professional growth.

BACKGROUND

This case study was conducted in a family medicine clinic in a
rural central Wisconsin community, part of a large, integrated
health system serving a tri-state area. The clinic is staffed by 6

full-time family physicians and 2 associate mid-level providers.
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Table 1. 360-degree Evaluation Questions; Multisource Feedback Survey Questions

meetings. The consultant spent approxi-

1. When this provider interacts with you at work, he/she always shows respect for you as a member of our

health care team.

2. He/she provides compassionate care to every patient.

3. This provider supports your own professional growth as a member of our health care team. Examples:
he/she encourages you to learn new skills, helps you understand treatment plans, or includes you in

quality improvement initiatives.

4. This provider has demonstrated his/her willingness to listen to feedback and to change and improve
their practice habits as part of a culture of practice enhancement and innovations. Here we are most

interested in the provider’s willingness to listen and change when appropriate.

5. This provider regularly gives positive feedback and recognition to those with whom he/she works.

6. This provider is an excellent clinician. He/she practices quality medicine through the use of evidence-

based medicine and the most up-to-date practice recommendations.

7. This provider’s work habits support the success of the team by being timely, efficient, and available to

meet the needs of our patients and fellow team members.
8. Would you refer your family or friends to this provider?

mately 80 total hours on each annual
process. The administrative leadership of
the clinic served as a champion for the
process, encouraging trust and participa-
tion from staff.

While a number of “off-the-shelf”
360-degree evaluation tools with stan-
dardized questions exist, our practice
decided to develop a unique feedback
process that used our organizational val-
ues as the benchmark for measurement
and evaluation. When providers join our
practice, they are asked to sign a “values

»
compact,” a document that spells out

Each question had a 5-point Likert scale and a space for comment.

system-wide, agreed-upon organizational

values as outlined below. Developing and

Providers range in age from 35 to 55 years, with a similar
number of males and females. Years in practice range from 3
to 27. The 42-member support staff consists of allied health
providers including nurses, laboratory and radiology staff, and

business office personnel.

METHODS

In this study, a 360-degree evaluation is defined as a perfor-
mance evaluation of providers (physicians and associate provid-
ers) that focuses on interpersonal and communication skills and
which is completed by all clinic staff and the providers them-
selves. Although not included for this specific process, evalua-
tions also could have been requested from patients, suppliers,
and referring physicians.

There was initial apprehension that using a 360-degree eval-
uation process in an environment where tensions already existed
might aggravate rather than improve negative behaviors and rela-
tionships. Therefore, the provider team decided to partner with
an external consultant?! possessing expertise in organizational
development and leadership coaching, who worked directly
with the lead physician. The use of an external consultant pro-
vided a sense of objectivity and trust in maintaining anonymity
with regard to the provider feedback (ie, the external consultant
was not perceived as being embedded in the culture and politics
of the organization). The consultant developed the evaluation
survey in partnership with the lead physician and with input
from the provider team. The consultant gathered, analyzed, and
delivered the feedback data. During year 1, the consultant pro-
vided professional development on coaching skills. During year
2, the consultant provided the feedback to each provider during
one-on-one coaching sessions and facilitated group processes/

using a tool based on longstanding orga-
nizational values served the dual role of educating staff about
those values and reinforcing them.22
The organizational values measured in this process were:
e teamwork
o efficiency
* compassion
* support of team members
* quality of care
* respect

* willingness to change

The survey was administered in 2009 and 2010 using Survey
Monkey (www.surveymonkey.com). The survey tool provided
anonymity, analysis, and reporting of data. The survey con-
sisted of 8 questions (Table 1) and used a 5-point Likert scale.
Providers were established as a separate response group from
the rest of the staff. Participation in the process was voluntary.
Precautionary measures were taken to maximize internal valid-
ity including evidence of temporal precedence and no plausible

alternate explanations for the results. (See Results).

Year 1
The survey response rate was 75% (6/8) for the provider group
and 81% (34/42) for the staff group. Individual feedback, along
with blinded aggregate data, was given to each provider in writ-
ing. Within 2 weeks of receiving feedback, the providers par-
ticipated in a professional development session facilitated by
the consultant during an annual retreat in which training was
provided on coaching and communication skills. Providers were
not asked to share their feedback with one another, although one
provider did so in the spirit of fostering an open group dynamic.
Participants generally felt the first years feedback was
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“benign” in nature. Providers’ ratings were fairly high and there
was little specific feedback, either positive or negative. Upon
reflection, the provider team concluded that staff training was
needed on how to deliver useful feedback. They also concluded
that the benign feedback was likely due to a lack of trust in
the confidentiality, anonymity, and usefulness of the process.
Although providers expressed disappointment in the lack of
specificity, they agreed that an important and unanticipated
need for this first year was to establish a sense of trust in the
process. After the retreat, the provider team agreed to imple-
ment the process the following year and also to modify the
survey for year 2 by including comment fields after each ques-
tion. Unfortunately, due to the relative lack of feedback from
year 1, providers found it difficult to develop and implement
action plans.

The provider team followed up with staff members via
e-mail, describing the process outcomes, thanking them for
their participation, and letting them know that the feed-
back was important to providers continued professional

development.

Year 2

In year 2, the response rate was 86% (5/6) for the provider
group and 83% (35/42) for the staff group. The quality
of feedback in year 2 differed from that of year 1 in that it
was more specific and included negative as well as positive
responses. Therefore, the feedback was delivered to providers
during individual coaching sessions. Following the individual
sessions, the provider group held a 2-hour, off-campus session
facilitated by the consultant, with the objectives of transpar-
ently reviewing the results and having an opportunity to receive
and provide peer coaching. Although names were assigned a
code to blind results, all providers were able to see their own
results with comparative data for the provider team as a whole.
Each provider was given an opportunity to address concerns
regarding his or her own or the group results. The consultant’s
presence during this session was necessary to establish a safe
environment and to guide providers as they practiced a sup-
portive coaching style of feedback with their colleagues.

The consultant used the guiding principles of Coachlnc
(www.coachinc.com) as the basis for her work with the provid-
ers. For example, instead of “telling a partner what we thought
they should do better,” providers were encouraged to ask the
partner how he/she might envision a different approach to a
difficult conversation with a staff member. Or they might ask
the partner to recall a time when he/she successfully navigated
a difficult conversation to build a positive relationship with a
coworker.

This session was instrumental not only in developing and
practicing coaching skills, but also allowed for the development

Figure 1. Provider Improvements on Core Values

Percentage of staff members who saw, in connection to
this process, any changes for the better in physician
behaviors around the core values:

@ willingness to Change

O Respect

M Quality of care

M Support of team members
B Compassion

I Efficiency

M Teamwork
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Figure 2. Staff Evaluation of the Process.

67% felt valued and heard
through the process

71% agreed that being part of the process made them
feel like a valued part of a high-functioning team

77% agreed that the process contributed to the
leadership development of the provider team

0% 20% 40% 60% 80% 100%

of individual action plans. For example, one provider chose to
form an alliance with a receptionist to provide real-time feed-
back on his communication with reception staff. This alliance
provided coaching to the provider, as well as an opportunity to
transform the power imbalance that traditionally exists between
support staff and physicians.

As with year 1, providers followed up with staff via e-mail,
again thanking them for their participation and explaining how
the feedback was delivered to the physicians and how it was
used during the facilitated session and in the development of

action plans.

RESULTS
Following the completion of the second year of the 360-degree
evaluation process, the campus achieved the highest score
within our entire system on a culture of safety survey, rank-
ing nationally in the top 10%. There is no statistical evi-
dence establishing a direct correlation between the 360-degree
evaluation intervention and the culture of safety survey score.
However, anecdotal evidence points to the 360-degree evalu-
ation process as being a significant factor contributing to the
clinic’s high culture of safety scores.

Also following the second year of implementation, staff
members were asked how they perceived provider behavior

changes with regard to the core values that were measured by

VOLUME 111 e NO. 1 35



Table 2. Year-Two Process Evaluation Survey Questions

1. | believe this survey process has contributed to the leadership development
of our physician team.

2. By being part of this process, | feel like | am a valued member of a highly
functioning team.

3. This survey asked the right questions and has allowed me to give the kind
of feedback to the providers on our team that | think is valuable.

4. What other questions should have been asked?

5. How can we improve this process for next year?

Questions 1-3 included a 5-point Likert scale and space for comments.
Questions 4-5 included only spaces for comments.

Figure 3. Samples of 360-degree Feedback Results
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the 360-degree evaluation (Figure 1). Additionally, staff mem-
bers were asked to evaluate the process (Table 2 and Figure 2).
Below are staff comments from the process evaluation:

“I really did feel that [the process] made a difference.
Some of the providers that had been more difficult to

work with really seemed to change. It was great!”

“This was helpful to some who did not realize how they
were coming across, and they are making an effort to

improve that.”

“While this is a new process and we have not used the
results as fully as we might have, just being part of a
team that is willing to do this type of hard stuff is very

satisfying and makes me proud.”

DISCUSSION

Opver the course of 2 years, the use of a 360-degree evaluation

process with providers at a family medicine clinic produced

positive outcomes for both providers and staff (Figure 3). Our
key recommendations for a successful process are as follows:

* Readiness and preparation:

1. Achieve initial consensus from all providers and local
leadership.

2. Train providers in facilitated coaching.

3. Develop a locally relevant survey tool, approved by
providers.

4.  Keep staff informed, assure confidentiality, and build
trust.

* Make participation voluntary.

e Use an external consultant/coach. An experienced facilita-
tor/coach from outside the organization will help providers
receive, frame, and learn from negative feedback.

* Develop action plans. Encourage providers to develop action
plans to address “opportunities for improvement” identified
within their results.

* Follow up with staff. Feedback will contribute to staff sat-
isfaction. For example, staff reported high satisfaction with
feedback about the development of providers™ action plans,
and they appreciated acknowledgement that their survey
responses had been heard.

Lessons Learned for Future Reviews

o Staff support and training. It would have been helpful to
provide staff training on how to provide instructive feed-
back and coaching. While our efforts have made significant
strides in equalizing feelings around power differentials and
have improved communication, such training might have
decreased staff discomfort with giving performance reviews
to providers.

* Action plans. It would have been helpful to build in follow-

up and accountability to ensure successful completion.
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Some providers’ action plans were quite successful. Others
would have benefited from a third party (clinic manager or
outside facilitator) to provide additional support.

Future Steps

The providers have agreed to undertake this process for 1
additional year. There is some interest in moving from a retro-
spective, 360-degree evaluation process to a process that inte-
grates an Appreciative Inquiry?3 approach. The former tends to
focus on areas that are not working well, whereas Appreciative
Inquiry is based on the assumption that inquiring about exist-
ing strengths, successes, values, and dreams can in itself cause
transformation.24 While this study focused on providers, in
the future it may also be beneficial to provide feedback and
development for nonprovider staff. Moreover, as trust and con-
fidence in this process grows, it may be beneficial to consider
integrating both physicians and staff members into an over-
sight team.

CONCLUSION

ACOs and PCMHs are two key initiatives being touted as solu-
tions to some of the challenges faced by the US health care
system, with physician engagement seen as critical to their suc-
cess. Based on the results of the post-process survey, our clinic
found that implementing a 360-degree evaluation process led
to increased team cohesiveness and improved physician leader
behaviors.

Acknowledgments: The authors wish to thank Deborah T. Sugerman,
Raintry Salk, PhD and Kem Gambrell, PhD for their assistance with this
manuscript.

Financial Disclosures: Leanne Hedberg Carlson was a paid consultant
for the case study reported in this paper.

Funding/Support: None reported.

REFERENCES

1. Riess H, Kelley JM, Bailey R, Konowitz PM, Gray ST. Improving empathy and rela-
tional skills in otolaryngology residents: a pilot study. Otolaryngol Head Neck Surg.
201M;144(1):120-122.

2. Baggs JG, Schmitt MH, Mushlin Al, et al. Association between nurse-physician
collaboration and patient outcomes in three intensive care units. Crit Care Med.
1999;27( 9):1991-1998.

3. Shortell SM, Zimmerman JE, Rousseau DM, et al. The performance of intensive
care units: does good management make a difference? Med Care. 1994;32( 5):508-
525.

4. Leape L. Is hospital patient care becoming safer? A conversation with Lucian
Leape. Interview by Peter |. Buerhaus. Health Aff (Millwood). 2007;26(6):w687-696.
5. Hern T, Talen M, Babiuch C, Durazo-Arvizu R. Patient care management teams:
improving continuity, office efficiency, and teamwork in a residency clinic. J Grad
Med Educ. 2009;1(1):67-72.

6. Schwartz RW, Pogge C. Physician leadership: essential skills in a changing envi-
ronment. Am J Surg. 2000;180(3):187-192.

7. McAlearney AS, Fisher D, Heiser K, Robbins D, Kelleher K. Developing effective
physician leaders: changing cultures and transforming organizations. Hosp Top.
2005 Spring;83(2):11-18.

8. Taylor HA, Greene B, Filerman G. A conceptual model for transformational
clinical leadership within primary care group practice. J Ambul Care Manage.
2010;33(2):97-107.

9. Zaccaro SJ, Rittman AL, Marks MA. Team leadership. The Leadership Quarterly.
2001;12(4):451-483.

10. Nguyen J, Choi B. Accountable care: are you ready? Healthc Financ Manage.
2011;65(8):92-100.

11. DeMuro PR. 7 strategies for success in governing an ACO. Healthc Financ
Manage. 2011;65(5):78-82.

12. Fink JN, Hartzell ST. From acquisition to integration: transforming a hospital into
an ACO. Healthc Financ Manage. 2010;64(10):90-98.

13. Nutting P, Crabtree B, Miller W, Stewart E, Stange K, Jaén C. Journey to the
patient-centered medical home: a qualitative analysis of the experiences of prac-
tices in the National Demonstration Project. Ann Fam Med. [serial online]. July 2,
2010;8(S1):545-S56.

14. Luthans F, Peterson SJ. 360-degree feedback with systematic coaching:
Empirical analysis suggests a winning combination. Human Resourc Manage.
2003;42(3):243-256.

15. Seifert CF, Yukl G. Effects of repeated multi-source feedback on the influence
behavior and effectiveness of managers: A field experiment. The Leadership
Quarterly. 2010;21(5):856-866.

16. Glenys D. A “360” degree view for individual leadership development. Journal
of Management Development. 2009;28(7):581-592.

17. Kiinzle B, Kolbe M, Grote G. Ensuring patient safety through effective leadership
behaviour: A literature review. Saf Sci. 2010;48(1):1-17.

18. Wong CA, Cummings GG. The influence of authentic leadership behaviors

on trust and work outcomes of health care staff. Journal of Leadership Studies.
2009;3(2):6-23.

19. Campbell J, Narayanan A, Burford B, Greco M. Validation of a multi-source feed-
back tool for use in general practice. Educ Prim Care. 2010;21(3):165-179.

20. Toto J. Untapped world of peer coaching. T+D [serial online]. 2006;60(4):69-70.
Available from: Academic Search Complete, Ipswich, MA. Accessed September 16,
20M.

21. Overeem K, Wollersheim H, Driessen E, Lombarts K, et al. Doctors’ percep-
tions of why 360 degree feedback does (not) work: a qualitative study. Med Educ.
2009;43(9):874-882.

22. Graber D, Kilpatrick A. Establishing values-based leadership and value systems
in healthcare organizations. J Health Hum Serv Adm. 2008;31(2):179-197.

23. Moore M. Appreciative inquiry: The why: The what? The how? Pract Dev Health
Care [serial online]. 2008;7(4):214-220. Available from: Academic Search Complete,
Ipswich, Mass.

24. Reiser S. The ethical life of health care organizations. Hastings Cent Rep.
1994:24(6):28.

VOLUME 111 e NO. 1 37



advancing the art & science of medicine in the midwest

WMJ (ISSN 1098-1861) is published through a collaboration between The Medical
College of Wisconsin and The University of Wisconsin School of Medicine and Public
Health. The mission of WM. is to provide an opportunity to publish original research,
case reports, review articles, and essays about current medical and public health
issues.

© 2012 Board of Regents of the University of Wisconsin System and The Medical
College of Wisconsin, Inc.

Visit www.wmjonline.org to learn more.




