





CHAPTER 1


INTRODUCTION





Introducing the Medical Directors


The cost of health care has increased dramatically and is now taking over 6% of the gross domestic product of the UK (Ham 1992; Harrison and Pollitt 1994).  As medical advances make more diseases and illnesses easier to cure, people’s expectations of the health care that they receive have correspondingly increased.  Many of these new advances call for expensive pharmaceuticals and equipment.  Modern medicine has also spawn diverse specialties, sub-specialties and techniques, each of which requires specially trained staff and contributes to the rising national health care spending.  Last but not least, the aging population in this country calls for more resources from the health service.  In the political climate of restrained public spending, managing today’s NHS is an arduous task.  In response to these challenges, the British government has initiated a series of reforms in the past decade aimed at radically changing how NHS has been operating.  In this new NHS, resources flow from purchasing organisation to providers only if the providers provide the services wanted by the purchasers.  This separation of the purchasers of health services and the providers created a so-called internal market, in which providers compete with each other for purchasing contracts.  The purchasers’ formulas for deciding on whether to buy or not to buy from a particular provider depend on factors of the quality, accessibility, cost effectiveness and appropriateness to the populations of the services provided.  How are providers reacting in this new world order?  Encouraged by the government, many providers make a further attempt to involve doctors not only in the operational management of their services, but also at the strategic level.  Legislature enacted in 1990 mandates an NHS trust� to have one of its Executive Directors at the trust board to be a doctor, who is usually called the Medical Director (DoH, 1989).


Motivations for Studying Medical Directors


In most NHS trusts, Medical Directors (MDs) are usually the only doctors who are Executive Directors (EDs) and board members.  However, most doctors do not have any formal training in management.  Does management at the ED level represent a productive use of doctors’ time?  Conversely, can a health service afford the premium rates for largely inexperienced managers?


Clinician Involvement in Management


Conventional wisdom argues that clinician (particularly doctors) involvement in management (CIM) is good for the health service (Disken, et al., 1990; Corbridge, 1995).  After all, clinicians are the principal agents who make decisions in relations to the commitment of resources in any health service.  Naturally, in order to deal with problems such as inefficient allocation of resources and overspending in areas not aligned with the service’s strategies, active participation by the clinicians in the service’s management is required.  Within the newly created NHS trusts, MDs represent the effort to involve doctors at the strategic and tactically level of running the health service.  In light of the questions above concerning doctors as inexperienced managers, is the MD role achieving the aims set out by the proponents of CIM?  Or do MDs represent the excess of the NHS: overpaid but unqualified or misplaced managers?  


A distinguishing feature of the recent health care reforms in the UK is the emphasis on CIM.  However, CIM in the NHS is not a new concept.  Earlier in this century NHS hospitals were run by doctors in the Medical Superintendent role, which had responsibilities for all aspects of hospital administration (Disken, et al., 1992).  In this sense, Medical Superintendents were the “lead” doctors.  Analogously, the MDs in today’s NHS trusts are also “lead” doctors.  What is the difference between the Medical Superintendents of the past and the MDs of the present, and how different are the style of CIM espoused by the two eras’ NHS?  A MD describes the Medical Superintendent in the following way:


“The medical superintendents ... were the chief doctors in the hospitals.  But the real doctors, the really good ones, they became the professor of endocrinology, or became extremely successful gynaecologists, amputationists;  many of them are the great names in medicine.  But who was managing the hospital at the time?  The medical superintendents of the time were the displaced doctors from the Indian subcontinent that came across to this country because they got no other work to do.  Becoming a medical superintendent is a second rate status.”


Concerning the MDs in the NHS,  he says the following:


“If you now sort out people to be the MD of hospitals, you have got to go into that job from the top.  You don’t come into that job from being a nobody.  You come into the job because you know what the business is, you know what your colleagues do, you know what your colleagues think, you can kick them at their balls if necessary because you know better where their balls are than they do.  Then, you can be a MD.”


These remarks are the views of one MD, but they (especially the latter quote) are not too different from those made by other doctors who have participated in this present study.  One generalisation is certain: MDs do not have the same role in today’s hospitals as the superintendents did before.  If CIM is the goal of the recent health care reform, could the Medical Superintendent role replace the MD role just as well?  Why are NHS trusts today not using the Medical Superintendent model to involve clinicians in management?


These  questions suggest that CIM is a general concept but there are very different ways to implement this concept.  What are the distinguishing features that make the MDs today conceptually different from the Medical Superintendent role?  Perhaps due to the recent nature of the MD role in this country, there has not been much research about this role.  After reviewing the current literature on MDs, Part II of this thesis attempts to clarify the MD role.  The aim of this thesis is to assess the current state of the MD role and to systematically identify development needs both for those who become MDs and for the post itself.  Once the MD role is clarified, these development needs will be discussed in Part III of this thesis.


In addition to MDs per se, motivations for this thesis also stem from the theoretical aspects of organisational studies.  In particular, two areas considered in this thesis are: the study of role and the professional-bureaucratic conflicts.


The Role Perspective


Due to its intuitive appeal, the “role” concept has been used by social scientists ranging from psychologists to sociologists to study a variety of social phenomena, the scopes of which extend from the individual level to the society at large.  Its wide usage has also prompted different disciplines to propose different versions of role theory, each claiming to guide the understanding of role at different level of study.  As a newly created role within the NHS, the MD provides an interesting case study for studying how a role evolves from its inception, if there is evolution at all.  This thesis proposes a framework for understanding the conceptualisation of role, which is then applied to study the MD role.  This framework will be used specifically to address two contentious issues concerning the role concept: the modality of expectation which generates role, and the appropriate stance for role analysis, both of which are discussed in Chapter 4.


Professional-Bureaucratic Conflicts


The study of MDs could be taken from the perspective of professional-bureaucratic divide.  The MD role represents a mixing of professional and bureaucratic ideologies in a single post.  Social scientists have long observed role-conflicts encountered by professionals working in bureaucratic organisations (Parsons, 1951; Daniels, 1975; Abbott, 1988).  As professionals, doctors have been trained and socialised to work in a more or less autonomous manner.  Their training is aimed at “total” skills so that in their routine works, they do not need to depend on others.  Their work is legitimised by their professional knowledge and is accountable to their profession.  Through the early years of their career, their aim is to rise to the career grade level, after which there is no further “promotion”.  In contrast to doctors, managers are expected to work in teams and their work is partial and dependent on others.  Their work is legitimised by their positions and their accountability is to the organisations. As Executive Directors, MDs are both senior managers and (usually) senior doctors.  How do MDs resolve the potential conflict arisen out of their professional training and ideologies, if these conflicts exist at all?  Their MD experiences offer valuable opportunities for understanding these professional-bureaucratic conflicts.


Contributions of this Thesis


With regard to MDs per se, this thesis hopes to contribute in two main ways.  Firstly, a typology is proposed to characterise the current state of the MD role.  Existing characterisations of the MD role have been based on observations of what MDs can do.  Because different MDs have different responsibilities in different trusts, these characterisations have been found to be at best “boundaries of the MD job” (BAMM/ATMD, 1996).  As a result of this difficulty to specify the MD role, few general statements can be made concerning the development needs of MDs at present.  The proposed typology is constructed by analysing the MD role using a framework based on role theory.  Undesirable features of the MD role are then identified and recommendations are made for developing the role.  The analysis of the MD role is also used to shed light on several contentions and debates concerning the conceptualisation of role.  Theoretical implications for the conceptualisation of role are suggested.


The understanding of the MD role can be seen as a prerequisite for the main aim of this thesis: to assess the development needs of MDs.  “Development” has a dual meaning here. Firstly, it refers to the MD post.  Since MDs have only been recently created, how their posts could develop and adjust to the changing health care environment should be of important concern to both the trusts and the post-holders. Secondly, “development” refers to developing those who become MDs.  No matter how well developed the MD posts are, if those who take the posts are not prepared well enough, the effectiveness and relevance of the MD role would be seriously compromised. The chief proposition here is that many of these development issues are tightly-linked to the career development of doctors.  Part III of this thesis constructs a framework based on the conceptualisation of career and uses this framework to systematically analyse the MD development needs.  Through the discussions concerning MD development issues, this thesis also aims to examine the professional-bureaucratic divide which has been attributed to conflicts which arise through placing professionals in bureaucracies (Daniels, 1975; Davies, 1983; Abbott, 1988).  Through this line of discussion, this thesis hopes to address the issue of whether or not management at the Executive Director level represents a productive use of doctors’ time.  At the same time, whether or not a doctor in a senior management role creates value for the health service as a whole.


A Manual for this Thesis


In order to clearly present findings concerning both the current state of MDs in the NHS as well as their development needs, a two-parts approach is adopted for the organisation of this thesis: (1) the current state of the MD role and (2) MD development.  Because this organisation is slightly unconventional, this section attempts to provide a “user’s manual” to the various parts of this thesis.  An illustration of this organisation is shown on page ii (before the content page).  The two main parts mentioned above are preceded the introductory Part I and followed by the concluding Part IV.  Part II presents results concerning the present state of the MD role.  Part III forms the core findings regarding developing the MD posts and those doctors who become MDs.


The introductory Part I is divided into three chapters.  The present chapter provides an overview of the study of MDs, its motivations, aims and the overall organisation of this document.  Chapter 2 presents the background materials relevant to this thesis.  Note that specific “literature reviews” of materials concerning Part II and Part III are provided in the beginning of those parts and are not repeated in Chapter 2.  The last chapter in Part I presents the methodology used for this research.


Part II concerns studying the current state of the MD role in the NHS.  As mentioned above, this thesis approaches studying the MD role based on examining the conceptualisation of role, the theories of which are discussed in Chapter 4.  A framework is then proposed in that chapter.  Based on this framework, findings are presented in Chapter 5 concerning the current state of the MD role.  Finally, Chapter 6 analyses the findings using this framework.  A typology of the various identities that current MDs assume is proposed in that chapter to characterise the current state of the MD role.


Based on findings regarding the current state of MDs, Part III moves on to examine MD development issues.  This thesis hypothesises that many of these issues can be understood through examining the socialisation process which shapes doctors’ careers.  Chapter 7 first reviews the theories of career as well as the traditional doctors’ career structure.  A framework is then constructed based on career theories to examine MD development needs.  This framework is composed of two main parts: a macro and a micro analyses.  The macro analysis concerns with organisational level development of the MD post, which is presented in Chapter 8.  The micro analysis concerns with individual level development of those who become MDs, which is presented in Chapter 9.


Finally, Part IV summarises the analyses and discussions in the thesis and concludes the thesis by suggesting implications of the findings.
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APPENDIX 2


QUOTATIONS








Quotations by Medical Directors


Quote � SEQ Quote \* ARABIC �1� (ref. 8.3)


“Because this is a new trust, the first few years are very much concerned with getting the day-to-day running of things right, getting the recruitment, ... into a stable position.  And now, I think that we have to have a more strategic outlook on things.”





Quote � SEQ Quote \* ARABIC �2� (ref. 8.3, 8.7.1, 9.3.2)


“Well, this is a relatively small hospital.  Therefore, in some respects, there are not many people to cover the same areas.  There is nobody else to do it.  If it has a medical connotation, then it comes to me.”





Quote � SEQ Quote \* ARABIC �3� (ref. 8.3)


“Yes I know that it is important to delegate the operational level matters but I enjoy dealing with the operational issues myself.”





Quote � SEQ Quote \* ARABIC �4� (ref. 8.3)


“What are considered ‘marginal’ by outsiders are crucial matters in the trust.  If I don’t do medical discipline, who will?  Besides, I still carry on debates with the Chairman or the Chief Executive on how to develop relationships with GPs, build cooperations with nearby trusts, work within the national NHS, etc.”





Quote � SEQ Quote \* ARABIC �5� (ref. 8.3)


“I have the Clinical Directors who have budgets.  There are four Clinical Directors, they have all got a budget.  I don’t think it is important for me to have a budget.  I am a Medical Director on the board level, they aren’t on the board.  I make suggestion to how their budgets are to be handled if their budgets look as though it is not going right.  They report to the Chief Executive in this instance.  I am quite happy about that.  I rather that they do not report to me because my freedom of action is actually greater.”





Quote � SEQ Quote \* ARABIC �6� (ref. 8.3)


“Small things which they assumed you know how to do but you don’t have the faintest idea and actually don’t want to know how to do.  For example, changing budget forms.  What happens in the NHS hospital management all the time are obvious to them.  But these are things that most doctors haven’t even heard of and don’t need to know about.  It is a load of administrative rubbish.  And we shouldn’t be asked to do.  It is a waste of their time.”





Quote � SEQ Quote \* ARABIC �7� (ref. 8.3)


“Since I have started as the Medical Director four years ago, the job has changed out of recognition, completely changed.”





Quote � SEQ Quote \* ARABIC �8� (ref. 8.3)


“When I first started, nobody knew what we were about to do because nobody had ever done it before ... nobody was able to write a job description at that point because nobody know what they are going to do.  There was some talk about medical staffing and other areas like that.  Since the last two years, other areas have been developed into the role: R&D, indemity insurance changes, risk management, disciplnary matters, etc.  As a job, it has grown enormously.”





Quote � SEQ Quote \* ARABIC �9� (ref. 1.2, 8.3)


“I have no expectation of the post at all when I started.  I just went forward.  It was sort of like cutting into the jungle.  I had a go and it became what it is.”





Quote � SEQ Quote \* ARABIC �10� (ref. 8.6)


“I opted for the Medical Director, rather than the Chief Executive because I do not want to give up my clinical work.”





Quote � SEQ Quote \* ARABIC �11� (ref. 8.6)


“I find much of what the Chief Executive needs to do is highly constrained and unsavory.  I prefer to have the freedom of my post.” 





Quote � SEQ Quote \* ARABIC �12� (ref. 8.5, 8.6)


“The Chief Executive job is not for me because of three main reasons.  Firstly, no one can pay me enough compared to my clinical pay.  Secondly, I still have a chance to get an A+ merit award.  Thirdly, I still have the security of tenure in my consultant post.”





Quote � SEQ Quote \* ARABIC �13� (ref. 8.6)


“... I think that it is very unlikely that you are going to have enough doctors who are willing to be the CE.  To have that model has got to be little more than a rarity, at least in this country ... I certainly wouldn’t.   If I do it [the Medical Director] for long, a lot of the advantage of being a bridge between consultants and management would disappear.  It is the understanding of the patients’ needs ... that makes doctors tick really.”





Quote � SEQ Quote \* ARABIC �14� (ref. 8.6)


“I think that there is a strong possibility that many people who had been Medical Directors may well look at it as a natural progression for them to be in — the Chief Executive.  I had done it; I did it for 6 months while my CE went on maternity leave.  And although I enjoyed it, I wouldn’t do it permanently, not unless I was going toward the end of my career and I knew that I would never go back to clinical medicine.”





Quote � SEQ Quote \* ARABIC �15� (ref. 9.6)


“I am working with people who are not Medical Directors.  I want to know how [other] directors work and I want to know how other people work but not medical people because I know who they [medical people] are like, I am one of them.  I am not learning anything from them, I knew what they are like.  You do it in another way, you can use peer group meetings as we do with our [regional] Medical Director quarterly meeting, and for that function, I think that it is ideal.”





Quote � SEQ Quote \* ARABIC �16�  (ref. 9.6)


“I don’t even find other MDs helpful in dealing with disciplinary issues because each is so different from the others and highly dependent on the particular characteristics of each trust.”





Quote � SEQ Quote \* ARABIC �17� (ref. 8.5, 9.3)


“Because I am slightly senior, I have got one of these distinction awards.  And if I didnÕt have that, I wouldnÕt think that I am being properly remunerated [managerially].”





Quote � SEQ Quote \* ARABIC �18� (ref. 8.5, 8.7.1, 9.3)


“I was trying to talk to my executive colleagues, the chief executive in particular, that one session a week is insufficient for the amount of work that I am doing.  And I was not getting any acceptance of that.  They were expecting me to work during my free time.  I did it the past four years because I was interested, because I enjoyed it.  But I don’t like being taken for granted forever.”





Quote � SEQ Quote \* ARABIC �19� (ref. 8.5, 8.7.1, 9.3)


“... I have a 5 sessions commitment and all of them [the other Executive Directors] are full time.  But nevertheless that there is an expectation that I do a full time equivalent job as the medical executive director as they all do.”





Quote � SEQ Quote \* ARABIC �20� (ref. 8.5, 9.3)


“All of my orthopaedics colleagues can earn far more than what I current earn.  What I currently earn, I choose to earn myself.  That is my business and I am quite happy with it.  I have my own attitude on what an adequate salary is.  I have no complain whatsoever.  But now through private practice, they can earn huge sums. ... They get obsessed and sometimes they have two layers of negative attitudes.  They say that they have two properties to paid for in mortgage, or they have just emerged from huge debts, or they have huge ambitions, or they have too many children who they would like to educate privately, or whatever. ...  I am not going to read people’s mind but I know!”





Quote � SEQ Quote \* ARABIC �21� (ref. 8.5, 9.3)


“By becoming a Medical Director, one’s private practice has to to substantially reduced.  That is why many Medical Directors come from specialties where private practice is less prevalent such as anesthetics or pathology.”





Quote � SEQ Quote \* ARABIC �22� (ref. 9.3)


“Part of my deal as well is that I would only do it [Medical Director] if I can retain my private practice.”





Quote � SEQ Quote \* ARABIC �23� (ref. 8.5, 8.7.2, 9.3)


“The potential barriers to merit awards created as a result of involvement in management is a real disincentive.  The reason is that merit awards are based on CVs, very accademically based.  By becoming a Medical Director, one does not have a lot of time to do research.  Those who want to do it for the challenge of what the post presents.”





Quote � SEQ Quote \* ARABIC �24� (ref. 8.5, 9.3)


“I am returning to academic medicine in a few months time because I cannot get enough research done in this post.  As a professor, I am supposed to do research.”





Quote � SEQ Quote \* ARABIC �25� (ref. 8.5, 9.3)


“I think that being a MD should at least help me get a higher merit award like a ‘B’, after all that I have contributed to the trust.”





Quote � SEQ Quote \* ARABIC �26� (ref. 8.4)


“I think that I probably would end up being his mentor because within the culture, it is a new thing being a MD and it is not very sharply defined.  The new MD would probably quite often ask me what I should do with this or that.”





Quote � SEQ Quote \* ARABIC �27� (ref. 8.3)


“I don’t have a job description and I insisted that I do not need a job description.”





Quote � SEQ Quote \* ARABIC �28� (ref. 8.3)


“What can attract consultants to the job?  What is going to attract consultants to do the job is the belief that they can choose.  Very simple.  If they think that they would be just a process man for the job, then they wouldn’t want to do it and they would be bored and they would think that it is a wast of time.”





Quote � SEQ Quote \* ARABIC �29� (ref. 8.6, 9.3.1)


“Only 4 percent [of doctors] have the strategic sense to be able to really manage, and medicine as a profession hasn’t recognise what it is that actually has that vision, what makes a real manager, somebody who is a proper director who doesn’t care a damm what people are doing.  What they do today is important, they are as good as they are going to be tomorrow because your history doesn’t matter.  So what you do tomorrow is more important than what you are doing today ...  you set them an objective for what services will be like in 5 years time.   Only 4 percent can do that, who can actually set a strategic commitment.  If the doctors are not going to set the strategic direction, who is going to do it?”





Quote � SEQ Quote \* ARABIC �30� (ref. 8.7.1)


“[The support for my post] it could be strengthed somewhat.  Probably in a small place like this, it would be hard to justify very much extra support.  I think that there should be a fairly formalised secretarial/business support role, somebody who can manage your diary as anything else, telephone calls, getting back to people.  Otherwise, you spend a lot of time doing purely secretarial/clerical work.  I can use somebody who can do my filings.  But here it would be hard to justify a vast amount of separate support just for the Medical Director.”  





Quote � SEQ Quote \* ARABIC �31� (ref. 9.3.2)


“There is no doubt that there is a vision that I am part of management.  Those Medical Directors who do sit between management and being medical got it right.  And that is the importance of working clinically.  They feel that you are still in their rhythm, suffering the same sort of problem.”





Quote � SEQ Quote \* ARABIC �32� (ref. 9.3.2)


“Because I came into be the Medical Director fairly maturely.  I sort of been there and seen that and done most things clinically.  But if I wasn’t in that stage, then I think that I’d quickly start feeling that I was losing my skills and so on.  ... I get a little bit worried that if I carry on like this for another 3 to 5 years that I would be clinically behind my peers.”





Quote � SEQ Quote \* ARABIC �33� (ref. 9.3.2)


The big problem with clinicians is that if they are maximally committed to full time or part time jobs, they got to give up half or more of their clinical time to this role.  And they donÕt like doing that for a number of reasons, because you lose your catchment of clinicians, you lose your clinical work, your referral patterns, you lose private work, and you lose a lot of the research and the other aspects of your work that you like to do because you simply donÕt have the time to do it.  And I think that it is something of a problem, a big problem, for good, for what I would call, good medical directors to come on board.  Just because someone is prepared to give their time to do the job doesnÕt necessarily mean that they going to do it.  You ought to try to identify people who think that they are going to contribute to it and see if you can develop them.  But they donÕt necessarily want to do it if it involves a big part of their time. So that is where the dilemma lies.





Quote � SEQ Quote \* ARABIC �34� (ref. 9.4.3)


“First, make sure that the personality of the person [potential Medical Director] fits with the role that he or she is going to play.  So you want somebody who is very clinically credible so that he or she is respected by their medical colleagues for the traditional role that they play as a consultant.  Then they’ve got to have a willingness to look at new ways of doing things, totally new roles, a lot of learning.  But they have got to be reasonably self-possessed people.  They cannot be easily upset by outside circumstances and they have got to stand up strong enough to some extremely difficult personalities.  Consultants as a bunch are widely different in their personalities and their attitudes and you have got to be able to adapt to the people you are dealing with.”





Quote � SEQ Quote \* ARABIC �35� (ref. 8.5)


“It would be for professional reasons that one would do the job.  But if the job pays nothing, then those professional reasons will be subjugated to materialism.  And if the job is paid too much, then the wrong people will come to do the job.  And if the job is pitched at the right value, then that would get the right people.”





Quote � SEQ Quote \* ARABIC �36� (ref. 9.6)


“Formal training in management is preferable but not essential.  They need some basic financial training, but not to any depth.  They just need to be able to understand it.  You need some understanding of HRM, employment, recruitment, interview techniques, negotiation techniques, business management in its broadest sense, project management probably ... I suspect that you need a background knowledge of a great many things and to some extend, you choose for yourself the ones that you find interesting and would like to develop.”





Quote � SEQ Quote \* ARABIC �37� (ref. 9.6)


“The one major irritation with courses is that they are too long.  People in management, consultants, think that they canÕt talk about anything in less than a day, and they canÕt do anything significant in less than two, and anything serious has to take five days.  Maybe it is something to do with the medical mentality that drives them to distractions to sit for half of a day talking around a subject which they feel should have been done in an hour.  That is how they are.  If they make shorter and sharper courses to doctors to obtain these skills,  they would have a better remit.  Maybe 2 or 3 days is sufficient instead of 5.  The other irritation is that there are so many of them that you donÕt know which one to choose.  There is no advice [on that].”





Quote � SEQ Quote \* ARABIC �38� (ref. 9.6)


“I think that it is essential to have some shadowing because unless you are involved, there is no way that you are able to see what work you are taking on.  Most of the work of a MD is fairly isolated in a lot of respect.  You are dealing with a lot of different bits and none of my consultant colleagues would know the range of things that I do.  Shadowing is necessary, minimum of three months, to get any grasp at all and to be able to pick up the threads, to keep the continuity going.”





Quote � SEQ Quote \* ARABIC �39� (ref. 9.6)


“Shadowing is important but I can’t see it happening to the next MD since my successor has not even been agreed yet.  But I am certainly stop doing it in two months’ time.”








Quote � SEQ Quote \* ARABIC �40� (ref. 9.6)


“The lead-in time’s minimum should be 6 to 12 months.  I had one month.  That is why I did not have enough time to pick up these other issues.  And very often it does work that wor.  There should be given enough time in a succession scheme to allow the candidate to do two things: 1) to build up their management skills and 2) in order to cope with changes in their clinical work which have to be done as a result.”





Quotations by Directors of Public Health


Quote � SEQ Quote \* ARABIC �41� (ref. 8.3)


“Medical Directors become marginal figure in the corporate trust because they focus too much on the medical nitty-gritties such as medical audit, disciplinary issues, medical appointments, etc.  They don’t get on the business side of the trusts and therefore have little real power in the management executive and board.”





Quote � SEQ Quote \* ARABIC �42� (ref. 8.3)


“For Medical Directors, a representative role for the whole trust should be taken early on in their posts.  The difficulty is that they are all too unwilling to divorce from their own specialities.  In order to have an effective role in the trust, they should not represent just their specialties.”





Quotations by Chief Executives





(from Chapter 4, 5, and 6)


Quotations by Medical Staff


Quote � SEQ Quote \* ARABIC �43� (ref. 8.3)


“Our Medical Director works very hard, probably too hard.  He has his hands into everything.  I think that is his biggest problem.”


— a Clinical Director





Quote � SEQ Quote \* ARABIC �44� (ref. 8.3)


“The Medical Director is not powerful at all, one with a lot of responsibilities but without real power.  The power, in the form of budget, lies in the Clinical Directors’ posts.”


— a Clinical Director





Quote � SEQ Quote \* ARABIC �45� (ref. 8.5, 9.3)


“ ... getting too much involved in management could actually hurt your chance of gaining higher merit awards ... ”


— a Clinical Director





Other Quotations





Quote � SEQ Quote \* ARABIC �46� (ref. 9.6)


“In order to be doctors, they have to be pretty smart people.  For them, picking up finance skills is not as difficult taking into account how quickly they can learn.  So, we have no trouble communicating once that initial learning curve is over.”


— a Finance Manager
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�   NHS trusts are self-regulating hospitals or community care units.  These are discussed in the next chapter.
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