
 

 

 

 

 

INCREASING PHYSICIAN ENGAGEMENT:  LITERATURE REVIEW  
A summary of evidence describes practices, processes or approaches to increasing physician engagement in 

the context of the Facility Engagement Initiative and the Memorandum of Understanding. 

 
INTRODUCTION 

All health systems face pressure to deliver quality healthcare and engage in continuous improvement while 

still containing costs. Physicians are one of the main professional groups who deliver care, and their direct 

experience imbues them with important knowledge and skills that can contribute to the capacity of 

organizations to solve problems and cope with changing demands.  While the literature about physician 

engagement shows that facilities with higher levels of engagement have better patient outcomes and greater 

work satisfaction, there is limited agreement about how best to increase physician engagement. 

 

CONTEXT 

Literature in this area is dominated by studies and commentary largely initiated from an administrative or 

leadership perspective as opposed to conceived and implemented from a physician point of view. Health 

systems are complex, however, and policies and influences on physician engagement at the facility level may 

be initiated at many points. Furthermore, this review includes international studies where health systems and 

incentive structures may differ in important ways, and results should be interpreted with this in mind.   

 

ARTICLE REVIEW   

Five main approaches to increasing physician engagement are described in articles and examples or practices 

in Table 1. 

1. Assess the problem - acknowledge and assess barriers and challenges including the socio-political 

environment as part of planning for increased engagement. The nature of the particular 

organizational context and needs are crucial to the success of efforts to increase levels of 

engagement.    

2. Develop meaningful targets and encourage participation in meeting them. Ensure feedback by 

designing processes to monitor progress toward measurable results. Shared focus on concrete goals 

that everyone involved can agree on brings people together, increases sense of agency, and 

encourages problem solving.  Positive results can be shared to reinforce progress toward meaningful 

engagement. Although it may appear that a deliberate focus on physician wellness, safety, or quality 

improvement reduces building engagement to a secondary goal, this theme is often described as part 

of making the value of engagement clear to physicians.    

3. Strengthen physician leadership and expand the role of physicians to include consideration of 

organisational goals. High-quality leadership that draws from the expertise of physicians is critical to 

employee engagement, as well as to the financial performance of the organization  

4. Use appropriate rewards and incentives. Compensating physicians for their leadership and 

participation in meetings is very important. Physicians experience rewards in many ways and some 
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incentives can be experienced as offensive or manipulative and can undermine intrinsic motivation.     

5. Align values and strengthen culture, community and communication within and across roles and 

departments. Working together to achieve a valued shared goal is an important part of building 

engagement that relies on reliable and trusting relationships and effective communication. The 

development of a culture of improvement and collaboration underpins many other processes.    

 

Although these approaches or strategies are listed here as discrete options, there is a strong argument for 

system-oriented efforts that combine multiple approaches or that consider engagement strategies in stages 

or phases at several levels in the health system. This type of thinking has been influential in planning the 

evaluation of the FEI. Cloutier et al. (2016) describe four types of institutional work–relational, structural, 

conceptual and operational–as being required in a balanced way to effect sustainable change at an 

organisational or system level.  Cloutier et al’s work has shaped the FEI evaluation design, as it serves to 

depict the type of organisational change that appears to be the target of the MOU. Three examples of 

approaches that employ a systems focus are included in Table 2.  Each of these more comprehensive 

approaches involves a rigorous assessment of the problem in its specific context as the starting point for 

deciding what is most important and to consider the optimum sequence of intervention.  

 

The literatures about distributed leadership and organizational change—which may be highly relevant to 

promoting physician engagement for the purposes of increasing the flexibility and efficiency of health 

systems—are only partially represented here. With the exception of some multi-faceted approaches, this 

review is limited to inclusion of articles that explicitly address discrete strategies or interventions to increase 

physician engagement. Studies that consider the interplay between different types of institutional structures 

and institutional work required for sustainable change were outside of the scope of this review.  
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Table 1: Summary of emerging processes, approaches and practices around physician engagement 
 
Note: The study location and classification of the evidence source are included to help interpret the nature and weight of evidence.  
Some articles are labeled with more than one descriptor. 
  

 Case study refers to studies that reported using a case study approach to systematically investigate the effects of an intervention in one 
or more cases. 

 Cross sectional study refers to quantitative analysis of survey data at a single point in time 

 Expert opinion refers to articles describing what the authors recommend based on their experience in current and previous work 
(including their interpretation of the literature).  

 Literature review refers to articles where the primary source of evidence appears to be other studies.  

 Mixed methods refer to articles describing methodological detail of both quantitative and qualitative methods. 

 Process description refers to articles that report on a specific intervention at one or more sites from the perspective of someone 
involved.  

 Qualitative inquiry refers to studies that prioritize qualitative methods in determining what to do to improve engagement. 

 Quantitative data refers to the use of quantitative tools to track change attributed to an intervention. 
 

 

Theme 
 

Emerging processes/approaches/ practices Facilitator Barriers 

1. Assess the problem:  
Acknowledge barriers and 
challenges including the 
socio-political 
environment as part of 
planning for increased 
engagement. 
 
 
 
 
 
 
 
  

Collect data to understand the challenges of physician engagement 
in the specific setting.  
Data collection efforts demonstrate management’s willingness to 
listen to physicians' concerns to build trust and to shape the 
intervention. 
Suggested processes for data collection: 

 Surveys  

 Town hall meetings  

 Radio broadcasts  

 Letters 

 Video interviews 

 Face-to-face meetings involving clinical divisions. 

 Online surveys  
 
Share data. Discuss aggregated results in dedicated forums. Spell 

Maintaining a big 
picture focus on 
patient outcomes 
 
Openness to 
reflection 
 
Naming the 
problem: “A system 
that wants only 
good news risks 
sweeping its 
problems under the 
carpet until the 
consequences can 

Lack of explicit 
strategy to engage 
physicians. 
 
Idea that engagement 
activities will be 
expensive and will 
conflict with 
organization goals  
 
Organizational 
mobility (short term 
positions and 
appointments) 
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Theme 
 

Emerging processes/approaches/ practices Facilitator Barriers 

 
 
 
 
 

out problems in a systematic, sustained fashion, to engage people 
in solving them. Systematically engage units to identify 
opportunities for improvement & local factors. 
 
Decide what engagement means in each particular setting and 
consider all of the dynamics surrounding how individuals and their 
organizations perceive engagement. 
 
Create processes to let stakeholders shape the initiative’s vision.  
Assess strategic goals, values, and objectives for alignment. 
 
Assess the context, and adjust expectations and interventions 
according to the situation, and system level. Find ways that 
engagement activities can support the organisational mission, 
vision, values, and goals (for example” “Listen Act Develop Model”). 
 
Consider:  

 “Polarity” between physicians and administration 

 Value differences between hospital-based and external 
physicians who work at the hospital. 

 The need for involvement of middle managers 

no longer be 
ignored.” 
 

Professional beliefs 
and values can 
present obstacles to a 
culture of change. 
 
Rigid boundaries in 
perceptions of 
professional 
expectations and 
responsibilities. 
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Theme 
 

Emerging processes/approaches/ practices Facilitators Barriers 

2. Develop meaningful 
shared targets and 
encourage participation 
in meeting them. Ensure 
feedback by planning 
processes to monitor 
progress toward 
measurable results.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Begin with a target clear to everyone. 
Start by setting meaningful targets and objectives that are important to 
physicians and other caregivers (e.g. patient safety. patient satisfaction, 
service quality, physician wellness, or employee work satisfaction). 
Set bold objectives for improvement  
Build engagement toward achieving the identified priority outcome.  
 
 
Suggested processes: 
--Invite physician input into specific organizational decision-making 
processes. 
--Promote programs valued by physicians and build targeted 
communication processes.  
--Gain the support of physicians and have them become leaders in the 
effort with responsibility for quality outcomes and cost 
--Ask key physicians to lead projects with specific improvement 
objective/s 
--Promote education and leverage physician champions.  
--Involve physicians in developing policies, practices and procedures 
from the early stages. 
 
Improve clarity and transparency of decision-making processes. 
 
Patient safety matters to doctors so leverage this as a strategy that can 
contribute to physician engagement in health system decision-making. 
Specific approaches include 
--Use mandatory "huddles" to discuss safety issues.  
--Meet with hospital leaders and system leaders to discuss any safety 

Availability of 
evidence to show that 
changes have 
previously led to 
improved efficiency 
and patient 
outcomes. 
 
“Physicians are data 
connoisseurs; it is 
imperative to get 
accurate data”. 
 
 
Challenge physicians: 
take advantage of 
physician’s 
competitive nature 
 
 
Leadership support 
for maintenance of 
physician 
competencies 
(provincial medical 
licensing boards, and 
governing boards)  

 

Past negative 
experiences 
with 
unsuccessful 
efforts 
 
 
Without follow 
through to 
implementation
, three distinct 
phases can be 
expected: 
enthusiasm, 
then antipathy, 
and finally 
ambivalence. 
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Theme 
 

Emerging processes/approaches/ practices Facilitators Barriers 

 
  
 

events or near misses. 
--Use physician-led chart audits. 
--Conduct patient safety walkabouts to provide frontline staff with an 
opportunity to discuss issues relating to patient safety, and other wider 
concerns, with senior leaders and managers. 
--Use the engineering science of high reliability organizations. For 
example, analyze a surgical case in which harm occurred, by considering 
issues at 3 levels:  human error, interpersonal, and systemic issues.  
 
Construct a formal physician compact: A living, breathing, dynamic 
reciprocal agreement that aligns expectations between the organization 
& physicians. 
 
Use data to show improvement, to measure progress toward the 
achievement of targeted quality outcomes. 
 
Carefully selected use of data comparisons: 
Be cautious using individual level data in the early stages. 
Start with comparisons between the system or hospital vs. national 
numbers rather than individual level performance. 
  
 
Other strategies employ individual-level data comparisons. Understand 
who excels and how they do it, and then share this information with 
other physicians in the hospital --Develop dashboards to enable doctors 
to see how their performance compares on measures such as patients' 
length of stay (door-to discharge or -admission times); exploring 
patient-experience data; and reporting on number of visits. 
Ensure physicians are involved in receiving patient feedback. 
 
The following three principles support this strategy: 

1. Addressing the psychological needs of people; 
2. Developing constructive; organisation-physician relationships 
3. Sponsoring physician leadership development. 
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Theme 
 

Emerging processes/approaches/ practices Facilitators Barriers 

3. Strengthen physician 
leadership and expand 
the role of physicians 
to include 
consideration of 
organisational goals.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Identify physician champions through open competition, proposing role 
clarity, maintaining gender balance, and developing shared 
vision/goals.  
 
Provide training in quality and effective leadership. E.g., LEAD-foster 
development of others through ongoing training, coaching and 
mentoring support toward targets. 
 
 
Create pathways (i.e. structure, process, and programs) for physicians 
to adapt to leadership roles as part of a transition plan.  
 
Use physician-manager dyads: whereby a physician leader is paired 
with a non-physician manager at each level in the organization; creating 
doctor-manager positions; and physician administration partnerships.  
 
Provide monitoring and feedback processes for leaders: e.g., 360-
degree feedback (which goes across organizational levels), annual 
surveys, and term limits for leaders. 
 
Ensure physicians receive credit for participating in processes such as 
developing standards, viewing webcasts, and accreditation related 
activities (e.g., working as a surveyor) 
 
Develop leadership processes which harness physician talents in order 
to support organizational objectives: Develop customized reporting 
formats such as a one-page analytics form inclusive of cost per 
case/diagnosis-related group per physician along with quality 
outcomes; and assessing comparative effectiveness of alternative 
clinical decisions (i.e., current, versus new products).  

Stable leadership 
 
Leadership openness to 
culture transformation  
 
Leadership that offers a 
high level of support 
and interest in opinions 
or suggestions. 

Physician 
perceptions of 
strategic 
procrastination, 
strategic 
ambiguity, and 
ignorance of 
conflicting 
signals on the 
part of middle 
management  
 
Adversarial 
physician-
management 
relations. 
 
Hard boundaries 
of professional 
identity  
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Theme 
 

Emerging processes/approaches/ practices Facilitators Barriers 

 
   

 
Win trust and reputation through open communication/feedback, 
appreciation, respect for others, interpersonal relationship, fairness in 
decision-making, innovation and commitment to resolve the 
differences.  
 
Be visible-and-available;  
Use the Listen-Act-Develop model;  
 
Provide feedback and celebrate success.   
 
Developing, monitoring and evaluating performance benchmarks (i.e. 
power of appraisal) to ensure leadership accountability.  
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Theme 
 

Emerging processes/approaches/ practices Facilitators Barriers 

4 Use appropriate 
rewards and 
incentives  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Avoid strong focus on financial incentives. Financial incentives to engage 
with programs showed mixed results. [at best] 
If financial incentives are to be used in efforts to increase engagement: 
Pay for performance or salaried compensation models are 
recommended over pay for productivity. If the latter is used incorporate 
dimensions of self-care and well-being as part of the formula to 
calculate productivity-based pay. 
Blended forms of remuneration (such as fee for service and salary) may 
be preferable to fee for service. 
 
Assign 20% of physicians' potential compensation to their performance 
against certain goals or, in many cases, on how they do as a team. 
 
 
Structure compensation to facilitate both individual and organisational 
health over the long-term. e.g.., 
Allow productive physicians to shape their work to create personal and 
professional fulfillment by allowing greater flexibility, protected time to 
pursue personally meaningful aspects of work; autonomy where 
possible; e.g. a role managing the calendar, control over workload, 
respect. 
Provide a system of incentives (and/or disincentives) to align physician 
interests with the strategic interests of the Region. 
 
Literature indicates that nonfinancial incentives are worth exploring: 
Include values based motivators as well as financial compensation; 
provide recognition for good work and for being engaged; and tie 
promotion to outcomes and participation in quality-and-safety activities 
Patient respect is noted as a motivation for participation with an 
example of recognition in the form of a Safety Champion poster in the 
hospital lobby. 
 

Internal physicians are 
typically easier to engage 
and play more significant 
roles in implementation 
policies and practices 
than external physicians. 
 
Valuing physician 
leadership,  
 
Reward collaboration, 
and communicate. 
 
Watch for conflicts of 
interest 
 
 
Personal experiences of 
professional fulfilment 
serve to reinforce 
physician engagement in 
healthcare development 
activities. 

Remuneration 
models can 
discourage 
participation in 
anything but direct 
patient care. 
 
Attaching large 
sums to single 
targets,  
 
Bureaucratic 
processes 
(hierarchical 
workplaces, poor 
organisational 
communication 
practices/conflict) 
 
Ingrained 
skepticism about 
rewards for 
spending time on 
leadership, as 
opposed to the 
evident value of 
treating patients. 
 
Absence of sincere 
efforts to address 
system-based 
issues can lead to 
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Theme 
 

Emerging processes/approaches/ practices Facilitators Barriers 

Recognize disincentives e.g. frustration from lack of uptake of ideas or 
suggestions. 
 
Reward physicians taking up leadership roles and participating in 
engagement activities. Ensure guaranteed remuneration/ salary for time 
required to build engagement. Pay physicians for their time on 
committees, and attending meetings.  
 
Redefine professional boundaries to reward physician leadership. 
Harness negotiating skills to engage clinicians in service delivery issues. 
 
Harness the love physicians have for sharing their personal experiences 
and the competitive nature that pushes them to be the best 
diagnostician, the best clinician, the best healer. One author proposes 
that physicians are best motivated by competition and by data that 
supports what is asked of them, They like to demonstrate their skills in 
solving complex problems 
 
Explain how innovations can positively impact physician resources such 
as workflow efficiency while not increasing administrative burden or 
taxing their time.  

scepticism and 
resistance. 
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Theme 
 

Emerging processes/approaches/ practices Facilitators Barriers 

5. Align values and 
strengthen culture, 
community and 
communication (within 
and across roles and 
departments). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Invest in social avenues for peer support and alliances, since spending 
time with physician colleagues alleviates symptoms of burnout and 
promotes wellbeing. Examples include: 
--Provide dedicated social space with fruit and beverages 
--Arrange meal together at restaurant in town once every two weeks 
--Sports events like charity runs. 
--Sending season’s greetings 
--Organizing physician orientation programs for newcomers. 
 
Formalize channels for two-way communication. This includes embracing 
tradition as to how physicians in the organization would effectively 
interact. Emphasis should be drawn on listening and responding, closing 
the feedback loop to confirm what actions had or hadn’t been taken and 
why. Examples include:  
--Define how quickly physician can respond to paging;  
--face-to-face meetings with senior leadership within and/between 
departments 
 
Create data sharing and/or information technology-(IT) platforms to 
foster learning environment, e.g., web-based reports on quality of care 
indicators (i.e., length of stay, waiting times, and patient outcomes).   
 
Speed-dating event whereby clinicians and non-clinicians from various 
departments participate in workshop; work with medical faculties in 
specialty areas; physician administration partnership;  
 
Make connections to see the greater context of care through regional or 
national health care system.   Examples include: Mayo clinic’s proposition 
that “the needs of the patient come first”; and using patient stories to 
galvanize doctors' buy-in. 
 
Encouraging value services, and professional fulfillment through 
leadership support and team building.  

Leadership that 
embraces 
clinicians as 
partners in the 
delivery of 
patient care.  
 

Part-time 
physicians are less 
engaged simply 
because they are 
not on site as much 
and their affiliation 
is spread across 
multiple healthcare 
organizations and 
responsibilities. 
 
 
Silos that create 
barriers to strategic 
thinking and 
planning. 
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Table 2:  Multi-faceted approaches or strategies 
This table is included to illustrate that there may be strategic benefit in considering where the facility is in the process of change and what 
opportunities are available for staged or synergistic interventions. Strategy in this form is likely to require the full participation of 
administrators/managers. 
 

 
Systemic, or phased approaches 

A Phased process Mcguire et al, 
(2012) 

 Phase One: We aimed to achieve agreement on our institutional definition of physician engagement. 
We wanted to focus on quality and use this definition to guide our work. 

Phase Two: We conducted a formal survey to measure the state of physician engagement. We identified 
our unique institutional drivers of engagement, particularly those associated with opportunities for 
improvement. 

Phase Three: Having surveyed local drivers and barriers to engagement, we adapted and refined our 
strategy. 

Phase Four: Informed by phases one, two, and three, we adopted best practice strategies that aligned 
with our objectives, and retained a focus on physician engagement in improved quality of care. 

 Phase Five: The 2009 evaluation identified clinical work processes, performance measurement, 
administrative management processes, organisational reputation, and health and wellbeing as areas 
with the greatest potential for physician engagement. 

A Multifaceted 
strategy 

Kaissi 2012 
(reporting on 
Rienertsen 
2007) 

1. Discover common purpose: improving outcomes and efficiency. 

2. Reframe values and beliefs: making physicians partners in, not customers of, the organisation, and 
promoting individual responsibility for quality. 

3. Segment the engagement plan: fine-tuning engagement to reach different types of staff and 

physicians, identifying and encouraging champions, educating leaders, developing project 

management skills and working with laggards. 

4. Use “engaging” improvement methods: using performance data in a way which encourages buy-in 
rather than resistance and making it easy for doctors to do the right thing for patients. 

5. Show courage: supporting physician leaders all the way to the board. 

6. Adopt an engaging style: involving doctors from the beginning, working with real leaders and early 
adopters, choosing messages and messengers carefully, making physician involvement visible, 
communicating candidly and often, and valuing physicians’ time by giving management time to them. 
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A Sequential 
procedure  

Shanafelt, 
2017; 
Swenson, 
2016 Listen 
Act Develop 
model at 
Mayo Clinic 
 

Four step process repeated as cycles – focused on burnout but shows benefits in building engagement 
1. Listen: 

 Understand drivers (of burnout) 

 Convene focus groups to discuss and identify unique local opportunities 

 Listen to physician’s concerns 

 Create a single meaningful actionable plan based on driver of greatest importance in data 
collection 

2. Act: 

 Empower physicians to develop and implement solutions 

 Identify physician champions and work with them  

 Assemble a multidisciplinary, fully resourced team with ample funded time for all members. 

 Find a solution or refine the process. Facilitate implementation. 

 Monitor outcomes. 

 Recognize accomplishments 

 Communicate results 
3. Develop: 

 Select and develop physician leaders in the context of the improvement work. 

 Use the Listen-Act-Develop model as part of the leadership development process 

 Support physician leadership development with action learning, coaching, mentoring, 
assessment, assignments, and thoughtful planning of goals. 

 Provide feedback to frontline leaders from the colleagues with whom they work. 

 Provide resources to help them continue to develop as a leader. 

 Provide support including executive coaching and other offerings specifically designed to 
enhance a leader's ability to engage staff and mitigate burnout. 

4. Repeat: 

 Commit to a continuous cycle of performance improvement. 

 Revisit findings from focus groups to identify the next round of improvement work related to 
drivers of engagement and burnout 
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