



CHAPTER 2

BACKGROUND MATERIALS






This chapter paints the contextual picture for the rest of this thesis.  Since the private health sector is very small in this country, the main focus of discussion in this thesis would be on the public sector, particularly the National Health Service (NHS).  In many NHS trusts�, Medical Directors (MDs) are usually the only doctors at the hospital board level. In this sense, they epitomise the efforts for involving clinicians in management.  Section 2.1 first considers issues surrounding the involvement of clinicians in management.  Then, the recent developments in the British health care scene is sketched.  Those developments for involving clinicians in management are specifically noted.  In Section 3.3, the concepts related to professionalism is clarified. The MD in the UK is a relatively recent phenomenon.  There is a dearth of research and literature on MDs, and most concern the American setting.  The last section summarises these literature and points out the gaps in the current understanding of this MD role.

Involving Doctors in Management

Since the beginning of the NHS in 1948, doctors have in some sense been involved in management.  As mentioned in Chapter 1, Medical Superintendents were doctors who combined their clinical works with permanent management posts.  Until the reorganisation in 1974, many government authorities had doctors as Medical Officers of Health which are similar to the general managers in today’s trusts (Harrison and Pollitt, 1994).  Other doctors became “accidental part-time managers” in their capacities as directors of clinical programmes or by virtue of their seniority.  In addition, senior doctors in specialties such as pathology or radiology traditionally need to manage various non-medical staff in their departments and to co-ordinate with other departments in dealing with their patients.  Are these doctors’ involvement in management insufficient or inappropriate such that there are various recent efforts to involve them further?  Before answering this question, a more fundamental question needs to be addressed: why should doctors, and more generally clinicians, be involved in management?  Proponents of clinician involvement in management (CIM) claim that:

Doctors make most of the decisions for the commitment of resources within the hospitals.  It is reasonable to conclude that control of costs must involve their co-operation (Griffith Report, DHHS 1983; Bruce and Hill, 1994).

Bringing doctors “on board” managerially can be used to break down barriers between professional groups and hierarchies.  This is achieved through removing the feeling of separateness that doctors might have toward management (Dicken, et al., 1990).

CIM helps to clarify goals and objectives among members of the service provider (Walker and Morgan, 1996).

A hospital can gain better budgetary control through improved ability for planning, with clinicians’ co-operation (Heyssel, et al., 1984; Walker and Morgan, 1996).

CIM helps to decentralise the decision making process, leading to increased flexibility and faster response time (Dicken, et al., 1990).

As will be discussed in the following section, these reasons, among others are the raison d’être for the creation of CDs and MDs within the NHS.�  Recent development in many hospitals’ management structures have facilitated CIM.  The following two sub-sections briefly describes two extreme ends of management structures for hospitals: the traditional function-professional structure and the clinical directorate structure.  The recent evolution in terms of hospital management structure has been from the former to the latter (Harrison and Pollitt, 1994).

The Traditional Functional-Professional Structure

Traditionally, many hospitals were managed in a centralised style.  Clinical departments controlled staff appointments, beds and clinical services; the central administrations controlled planning and budgets and were responsible for the financial performance of the hospitals.  A medical advisory structure elects medical representative from among the consultant body for the hospital management (Dicken, et al., 1990).�

A typical traditional hospital arrangement is shown in � REF _Ref385501225 \* MERGEFORMAT �
Figure 2.
1
�.  Two key features of this arrangement can be observed by Harrison and Pollitt (1994).  Firstly, different professions are managed along different lines of accountability.  Secondly, in the case of doctors, accountability flows from the top — the Medical Executive Committee — to the rank and file doctors.  For the non-medical professions, the management hierarchy directors accountability to the unit general managers.  However, for the doctors, “... representative accountability in the medical discipline moved in the opposite direction, fragmenting out to the individual clinicians who occupied a collegial or peer relationship between themselves based upon personal power rather than managerial authority” (Packwood, et al., 1992).  Such a traditional hospital structure makes managerial control of doctors difficult and creates barriers for the integration of services (Harrison and Pollitt, 1994).  When compared with the clinical directorate model, the advantage of CIM in such a traditional hospital is hampered by the inverted accountability for the medical discipline.

The Clinical Directorate Model

The clinical directorate model originates from Johns Hopkins Hospital in the US (Heyssel, et al., 1984) and the model is sometimes referred to as the “Johns Hopkins Model”, which is similar to the one shown in � REF _Ref385501476 \* MERGEFORMAT �
Figure 2.
2
�.  In such a model, a hospital is divided into a number of clinical units or directorates, each grouping one or more similar specialties together. Each clinical directorate is managed by a management team headed by a doctor, and typically consisted of a nurse director and an administrator (Harrison and Pollitt, 1994).  This clinical team has a budget and is accountable for the direct costs and resource allocations within the directorate.  The hospital becomes a kind of a holding company for a series of such clinical directorates. Smith and Chantler (1987: 14) summarises the aim of such a model:

... to reconcile clinical freedom with management authority and accountability ... the consultants agreed to accept a system that sought to equate power with responsibility. In return for the freedom to manage their own affairs, they had to accept responsibility for the financial consequences.

In light of this argument, this clinical directorate model can be used to be an explicit instrument for directly involving clinicians in the management of a hospital (Corbridge, 1996).  Within the NHS, Guy’s Hospital in London is the first to adopt such a model specifically aimed at reducing operating costs.  As commented by Harrison and Pollitt (1994: 92), “Although there seems to be little systematic evidence available, it seems clear that the clinical directorate model, or some variant of it, has become the preferred mode of organisation of acute� hospital units in the NHS.”   At present, some NHS hospitals still operate under the traditional functional-professional structure.�  To focus the discussion in this thesis, the emphasis will be on MDs in those with clinical directorate model.  As will be discussed in Chapter 3, nearly all trusts (over 20) which had been visited for this thesis have a clinical directorate model, or its variants.  In order not to over-generalise findings, this thesis focuses the discussion on MDs within the clinical directorate structure.  The following section sketches the historical context surrounding the creation of MDs as a statutory board member in the self-regulating hospitals: NHS trusts.
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Figure 2.� SEQ Figure \* ARABIC �
1
� The traditional functional-professional structure in hospitals, where arrows indicate the direction of accountability.  (Original source: Packwood, et al., 1992).







�







































Figure 2.� SEQ Figure \* ARABIC �
2
�  A typical clinical directorates in the NHS, where arrows indicate directions of accountability (Original source: Packwood, et al., 1992).

Historical Context

A number of observers have commented on the distinctive character of the British public sector since the rise of the conservative government in 1979 (Ashburner, et al., 1994; Ferlie, et al., 1996).  The following features have been used to describe this “New Public Management” in the British public sector:

Many nationalised industries have been privatised, leaving the UK public sector with nearly no direct economically active organisations.

There have been a number of attempts to create quasi-markets within different parts of the government.  Previously line-managed organisations are separated into competing entities on the provider side, which is linked to the purchaser side through contractual arrangements.

Relative performance is assessed more openly and is subjected to more central monitoring than before.  As a result, there has been increased emphasis on the use of comparative performance indicators, and the development of enhanced cost, information, and audit systems.

There has been a shift of focus from maintenance management to the management of change.  Accompanying this shift is the desire for more “visible, active and individualistic form of leadership” (Ferlie, et al., 1996).

As will be discussed below, these observations characterises much of the NHS development since the rise of the conservative government in 1979.

Patients First

The first major policy document issued by the new government in 1979 was entitled Patients First, which seized upon the recommendations of the Royal Commission on NHS set up the previous year for evaluating the state of the NHS.   This policy paper proposed the abolition of the Area Health Authority — the middle tier between the RHA and the DHA — and a greater delegation of management responsibility to the hospital unit level (Ham, 1992).  However, this latter effort to decentralise control was short lived.  In the ensuing several years, the Parliament exerted pressure on the government to abandon the decentralist approach in order to improve central monitoring of the service.  Responding to this pressure, a new planning process was introduced in 1982 mandating RHAs and DHAs to design strategic plans over a ten-year horizon and implementation plans over a two-year horizon (Baggott, 1994).  In 1983, with the appointment of the Griffith management inquiry, the government took a further step away from the decentralist approach.

Griffith management inquiry

Up to the publication of the Griffith Report (DHHS, 1983), clinicians were involved in the management of the hospitals mainly through the “cogwheel system” (Ham, 1992).�  Under this system, clinicians in related specialties were grouped into divisions.  These divisions then formed a medical executive committee to examine hospital services.  This committee operated in parallel with the formal management team in the hospital (cf. � REF _Ref385501225 \* MERGEFORMAT �
Figure 2.
1
�).  The management style of this period was characterised by “consensus management”, which was introduced in the earlier 1974 NHS re-organisation.  At each level of the NHS, management teams consisting of representatives from finance, nursing, medicine and administration ran the day-to-day operation of the health service.  Because every member has the power to veto, decisions usually emerged through negotiation, bargaining and agreements among the team members (Baggott, 1994).  Griffith’s report was highly critical of this management style and attributed it as the cause of the absence of clear lines of responsibilities within the NHS.  The report also found an absence of clear objectives within the NHS and a failure by the service to monitor its performance.  In addition, the report found the blurring of responsibilities between the DHSS and the NHS undesirable, especially with the frequent interference by the DHSS into the detailed affairs of the health authorities.  A number of recommendations were made by the report, the prominent ones are:

Replace “consensus management” by “general management” across the service.  At each level, a general manager should be appointed to be responsible for “planning, implementation and control of performance”.  The report claims that such a management system would clarify responsibilities for carrying out policies, for providing better leadership and for enhancing the motivation of the staff.

At the national level, two boards are created within the DHSS.  The Health Service Supervisory Board (HSSB) is responsible for policy-level matters while the NHS Management Board takes on the management of the NHS.

The report recommends the development of management budgeting at the hospital unit level.  The report urges that financial budgets and resource allocation should be directly related to clinical workload.

More generally, the report exhorts involving doctors in management and budgeting.  Griffith terms doctors as “natural managers” for the health service.

The government accepted Griffith’s evaluations and set out to implement the recommendations in the report.  By 1986, new general managers had been appointed at each level of the NHS (Baggott, 1994). Several studies have indicated that the introduction of general managers did not achieve the full effect that the Griffith Report claim (Williamson, 1990; Baggott, 1994; Bruce and Hill, 1994).  As Baggott concludes, “... the power of the medical professionals in determining priorities at a local level remains formidable.”  Most general managers, knowing that they could not overrule the doctors, adopted a consensual approach in decision making, relapsing back to the pre-Griffith system.

Resource Management Initiative (RMI)

The next major attempt to bring doctors into management is the launch of the RMI in six pilot sites in 1986, which were expanded to encompass the entire NHS in 1989 (Ham, 1992).  The RMI consists of two main components: (1) A management structure which explicitly gives clinicians responsibility for budgets and integrate them into the hospital decision-making process.  Many trusts adopt the clinical directorate model or its variants (cf. � REF _Ref385501476 \* MERGEFORMAT �
Figure 2.
2
�) as a result.  (2) The development of an information system for monitoring cost-effectiveness of services.  The pilot sites had experienced a number of difficulties in implementing RMI, as pointed out by an influential evaluation report of the initiative by researchers at Brunel University (Packwood, et al., 1991).  The report found no conclusive evidence of benefits in terms of patient care in these sites.  At the same time, the report indicates the cost of implementing the scheme to be twice as high as anticipated.

Working for Patients and an internal market

Before the completion of the RMI evaluation study, the government’s White Paper Working for Patients was published in 1989, incorporating Resource Allocation into the “internal market” espoused in the White Paper (Cm 555, 1989).  Through RMI scheme, information on the costs of clinical activities can be provided for performance monitoring across the NHS.  The haste involved in the publication of this White Paper was precipitated by a series of financial crises facing a number of NHS hospitals during the winter of 1987/8.  These crises prompted a Prime Minister’s review of the NHS, which eventually led to the publication of Working for Patients in 1989 and the passage of the NHS and Community Care Act in 1990.  This act became the legislation which blanketed much of the recent NHS reform splitting the health service into two parts: the purchasers which include the DHAs, GPs who form fund-holding practices and private payers and the providers which include the hospitals directly managed by the DHAs, self-regulating hospitals and community units, and private and voluntary suppliers (Gladstone, et al., 1995).  Interactions between the purchasers and the providers are mainly through contracts or service agreements which set out prices, volume and quality of services.  The reform aims to create an internal competitive market which stimulate providers to increase their efficiency in providing quality services.  In such a market, the private and public sectors of health care would merge, in the sense that health authorities are free to choose providers in order to meet the needs of their resident populations.  Much literature has been devoted to analysing the various facets and impacts of these reforms, which would not be repeated here (cf. Ham, 1992; Gladstone, et al., 1995; Bull, 1996).

Self-regulating trusts and Medical Directors

Of particular concern to this thesis is the establishment of “NHS trusts”, which are separate self-regulating legal entities within the NHS (DoH, 1989).  The formation of these trusts occurred in three main waves starting in 1991.  At present, nearly all NHS hospitals and community health services have attained trust status (Baggott, 1994).�  The reforms also created the MD role:

“Each NHS health trust will be run by a board of directors with non-executive chairman and an equal number of executive and non-executive directors ... The executive directors will include the general manager of the hospital, a medical director (who might also have clinical responsibility if desired), the senior nurse manager and the finance director” 

(DoH, 1989: Par 3.1, 3.4).

The trust board has a strategic role in planning and overseeing the operation of the trust.  The executive directors and other senior managers executive undertakes the day-to-day management of the trusts.  Being both a board member and an executive director, MD is involved at both of these levels of management.  With regard to the code of behaviour for the board of directors (therefore the MD), the government decrees that: 

“Since each NHS health trust will be constituted as a corporate body, the principles of corporate, rather than personal, responsibility and liability will apply to the members of the board of directors ... in addition, executive directors will also have individual rights and responsibilities as employees”.	(DoH, 1989: Par 3.6)

The corporate element stressed by the government is important for the MD role.  Findings to be presented later in this thesis indicates that MDs in general recognise its importance.

Key Concepts and Debates Concerning Professionalism

MDs are by training doctors but their role in their organisations is Executive Directors at the strategic level.  Many social scientists have written on conflicts that could arise as a result of placing professionals in bureaucracies (Daniels, 1975; Davies; 1983; Abbott, 1988).  What happens when a professional is integrated into the bureaucracy?  The MD case represents such an experiment and this thesis represents an assessment of the consequences.  In such an assessment, it is important to clarify what a profession is.  First of all, one must appreciate the difference between the collective referred to by the term profession, and the individuals referred to by the term professionals.  As pointed out by Becker (1970), the concept of a professional has always been an ambiguous one, and that of a profession is “in the eye of the beholder” (Ferlie, et al., 1996).  The last part of this section describes the contention that a profession is an anachronistic concept.

Current Conceptualisation of Professions

A profession is not a static and isolated concept.  The general agreement among those studying professions is that the meaning of a “profession” varies across time and location (Starr, 1982; Abbott, 1988; Hafferty, 1988).  Professions must be considered as a dynamic concept in a given social context. Starr (1982) illustrates this point clearly through the development of surgeons as a profession.  In the early 19th century, English surgeons were also barbers and had very low social standing.  As the surgical profession has developed through the past hundred years, surgeons belong to one of the most respected professions in the English society today.  The conceptualisation of a profession depends on the approach taken for studying professionalism.  Several major approaches have been developed by social scientists, which are briefly described below.

Functionalist and Taxonomist

The functionalist theorists attempt to characterise a profession by drawing out its binding and distinguishing features (Parsons, 1951; Abbott, 1988).  These theorists fall into the general taxonomic tradition which defines a role by listing the representative traits of a given group.  This tradition has often been criticised for the subjective nature in the selection of features (Saks, 1983; Ferlie, et al., 1996).  Often, the traits are prone to be defined by the profession itself and neglect the historical development of different professions.

Symbolic Interactionist

A second group of theories arise from studying the interactions of between professionals and other elements of a social system (Mead, 1937; Abbott, 1988).  These symbolic interactionists considers symbols as important elements in defining a given social role.  For example, doctors are stereotypically associated with white coats.  Although this approach to studying profession starts to question why professional work has become the way they are, it fails to explain why some professionals have become more powerful than others.  In fact, this approach does not account for why some occupations have yet to be professionalised (such as management, cf. Abbott, 1988).

Capitalist Agency Theorist

Another approach to studying professionalism is based on Marxist ideas.  The capitalist agency theory postulates that all professionals are political suspects and trained servants of the capitalist elite (Navarro, 1978; Saks, 1983).  Doctors represent part of the ruling class and contribute to capital accumulation by treating symptoms of a capitalist society such as alienation and diseases generated as a result of capitalist exploitation.  Criticisms of this approach are plenty: this approach cannot explain the difference in status and power among different professional groups.  Further, it does not take historical evidence into account at all.  Again referring to surgeons, they are used to have the social status of barbers in the 19th century English society (Starr, 1982).  Barbers were certainly no noblemen.

Closure Theorist

Perhaps the most convincing among theories on professions is the closure theory (Jamous and Peloille, 1970; Parkin, 1979).  After an extensive review of the literature, Crompton (1990) argues that a profession is better understood as a mode of control rather than an occupation.  This approach studies professions from the angle of occupational monopoly.  It focuses on the strategies that different professions use to gain closure and control of their trade, and the defensive tactics during periods of change.  This approach can be used to account for differences in the relative power among different professions through analysing the historical development of the extend of occupational closure and control.  Nevertheless, this approach ignores individual motives and considers a profession as a set of individuals who are all conspiring to gain professional closure and control.  As a prospective medical professional, I cannot image wedding myself to this monopolising machination.

*                    *                    *

Although the current approaches to studying professions provides different insights, each fails to satisfactorily account for certain aspects.  However, across these various approaches, there are a set of commonly agreed themes: a profession exercises a degree of control over a set of expert knowledge; a profession sets training standards and control entry into the profession; to a certain degree, a profession exercises a certain monopoly of practice over their “trade”; members expect to have certain amount of autonomy over their work; finally, members of the profession relate to each other on a collegial basis. (Abbott, 1988; Ferlie, et al., 1996)

The Professional-Bureaucratic Conflict

Parsons (1951) was probably the first social scientist to recognise that the authority of expertise constituted a problem for a bureaucratic organisation.�  The core of the issue concerning professional-bureaucratic conflict concerns the sources of power for professionals and for bureaucrats.  Bureaucratic power derives from positional power, while professional power derives from expert power (
Daniels, 1975; 
Davies, 1983
; 
Dopson, 1996).  These two sources of power can be seen as representing different modes for controlling behaviour and action.  These modes of control could be through socialisation, performance evaluation, training, etc.  � REF _Ref386268637 \* MERGEFORMAT �
Table 2.
1
� summarises a list of attributes associated with these two groups which potentially give rise to conflicts between them (Davies, 1983; Dopson, 1996).

�BUREAUCRAT�PROFESSIONAL��TASK�partial and independent with other�autonomous; complete sole work��LEGITIMISATION�following rules; based on positions�doing what is to the best of his professional knowledge��COMPLIANCE�supervised, based on rules�socialised, based on autonomy��SOCIALISATION�within the organisation�within a profession��CAREER�vertical or lateral move within the organisational hierarchy�often no further career steps after reaching a certain level (“career grade”)��PERFORMANCE EVALUATION�organisational evaluation�peer evaluation��TRAINING�short and usually within the organisation; a specialised skill�long and mostly outside the organisation; a total skill��Table 2.� SEQ Table \* ARABIC �
1
�  Different characteristics of a bureaucrat versus a professional is shown.  Summarised from Davies (1983) and Dopson (1996).

The relative power between the professionals and bureaucracies has often been used as a lever for studying the emergence of doctor-managers in the health-care industry (Ferlie, et al., 1996).  Here, two concepts are relevant: professional dominance and professional autonomy.  As Ferlie, et al. put it, professional dominance Òrefers primarily to the collective dominance of the profession over other relate professions an over patients or consumersÓ.  Even though empirical research in the public sector is lacking, there is little doubt that the medical profession has maintained its professional dominance better than other professions such as teaching.  Nevertheless, there is evidence that this dominance is being eroded through the public sector reforms in the UK (
Larkin, 1988).

One defining characteristics of professions is that members enjoy a degree of autonomy over their work (cf. � REF _Ref386268637 \* MERGEFORMAT �
Table 2.
1
�).  Elston (1991) summarises the classifications of autonomy into three main forms: political autonomy, economic autonomy and technical autonomy.  In the context of professions, political autonomy refers to the right of the profession as the official experts in making policy decisions; economic autonomy grants a profession to self-determine its remuneration; technical autonomy allows a profession to set its own standards and to control its performance.  The introduction of doctor-managers is in one sense an attempt to preserve the autonomy of the medical profession over their work.  However, it could also be interpreted as an insidious attempt to control professional doctors.  Until now, clinical freedom has prohibited the pure managerial staff to directly deal with issues such as professional performance evaluation and assurance, clinical workload for consultants, inequity in the distribution of work for junior doctors.   With doctor-managers, this prohibition is removed.  On the other hand, the use of professionals in bureaucracies to control other professionals can also be interpreted to represent a fundamental challenge to the collegiality assumption of equality of all professionals (Fitzgerald, 1994).

Profession as an Anachronistic Concept

As discussed in this section, the conceptualisation of a profession is ambiguous and elusive.  Perhaps as a result, many recent literature steers away from the traditional study on professions.  Scarborough (1995) claims that the important issues no longer concern the position of professions or professionals, but rather, the management of expertise in general.  Many popular business books have been written on using knowledge workers for competitive advantage (Porter, 1985; Prahalad and Hamel, 1990; Senge, 1991).  At the same time, there is also an explosive increase in the bodies of knowledge which rightfully claim their own specialists.  Nevertheless, these newer expertise have not developed along the lines of the traditional, historically established professions.  (An often quoted example of this is the ÒprofessionÓ of management.)  Ferlie, et al. (1996) suggest the explanation that the social and political conditions are not different from the past.  Nowadays, these conditions make the process of establishing the boundaries of body of expertise and group control over set of knowledge impossible or unacceptable.  This argument implies that the conceptualisation of profession is not only time-dependent but also constructed by social and political ideologies.

Gibbons, et al. (1994) raise further scepticism on the concept of profession by presenting a thesis concerning Òthe new production of knowledgeÓ.  He argues that new knowledge production today (Mode 2) is not the same as the past (Mode 1).  In the past, knowledge and its problems were defined and accumulated by professionals and were based on well-defined principles and disciplines.  Nowadays, knowledge is produced in context — across different disciplines and through heterogeneous interaction across different “professions”.  Management is a prime example for this point.  As a result, professions can no longer be satisfactorily understood as occupational groups.  “Profession” is an anachronistic concept since professions can no longer be created.  Nevertheless, as mentioned earlier, few could deny the claim that doctors today as a group can still be characterised as a profession, although their power in this country might be waning (
Larkin, 1988
).

What is known about Medical Directors in the NHS?

Perhaps due to the recent nature of the MD role within the NHS, there has not far been much systematic research regarding this role.  Much of the existing literature on “medical directors” concerns the American setting (Brady and Carpenter 1986; Ottensmeyer, et al., 1991; Permut, 1989; Doyne, 1987).  Due to the different health care environment, the findings in those studies have to be applied cautiously in this country.  In addition, the “medical director” term in these American literature is often the equivalent of “clinical directors” in the NHS terminology.  

Concerning MDs within the NHS, the regulations establishing NHS trusts specify that one of the five trust Executive Directors must be a doctor, who is usually called the Medical Director (DoH, 1989; Dawson, et al., 1993).  However, no specific guidance about the role is given by the government.  In a recent British Association of Medical Managers (BAMM) conference�, the MD role was found to be “ill defined, multifaceted and 
multi-disciplinary
” (Newman, et al., 1996).  Attempts have been made to define the MD role by several professional organisations, which include the BMA (CCSC, 1993), BAMM, et al. (1996), and BAMM/ATMD (1996).  The BAMM, et al. (1996) report “Principles into Practice” purports that: 

The medical director’s central role is to advise on overall clinical practice and to monitor medical performance.  Other responsibilities include overseeing the pattern and process of audit ... managing contractual arrangements ... leading on restructuring ... act as facilitator and give support to clinical directors ... strategic planning ... developing corporate objectives ...

The point that this quote is trying to make is that these guidances on the MD role tend to be vague.  They suggest the boundary of what a MD can do rather than to define the MD role.  One might argue that due to the different circumstances facing different trusts, this is the best that the MD role can be “defined”.  This thesis argues that a better characterisation of the MD role can be constructed by considering more carefully the conceptualisation of “role”.  Part II of this thesis is devoted to this endeavour.

Perhaps the most extensive study on MDs so far is the British Association of Medical Managers (BAMM) study carried out in 1994.  This study is based on extensive surveys and views of about 250 MDs throughout the NHS.  The results of this study have been published in the document “Medical Directors: the Key to the Future?” (BAMM, 1995).  Unfortunately, this document is mainly a listing of the survey results and interview summaries.  However, based on this 1994 research,  Scott (1996) posits that MDs should be “a corporate player, not representative role.”  Also based on this 1994 research, Newman, et al. (1996) identify a few features of the MD posts which make the job a “mission impossible.”   These negative features include: unclear job specification, MDs’ inadequate understanding of the breadth of the job, insufficient support, and lack of proper training.

In 1996, ATMD published the document “The Role and Responsibility of Medical Directors” (BAMM/ATMD, 1996), which is a condensation and extension of the research findings published in BAMM’s 1995 report.  Being partly sponsored by BAMM, this present study represents a further continuation of these efforts into studying the MD development issues.  The rest of this chapter summarises the current understanding of this MD “role”.  In addition to the literature on MD quoted above, other currently available are: Baker (1994), Flux, et al. (1994), Lugon, et al. (1994), Turner, et al. (1995), Turner-Warwick (1995).  The scarcity of research is probably a result of the recent nature of the MD role in this country.  Furthermore, these literatures do not address the MD in systematic manner and the impression they leave is that the MD role varies widely and there are much development to be done for the post.  This thesis attempts to address these weaknesses by studying MDs using frameworks based on careful conceptualisation of role (Part II) and career (Part III).
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� Two models of relationship between the CE and the MD that are often used in the NHS.  CE=Chief Executive, MD=medical director, CD=clinical director (Adapted from Scott, 1996).

The Medical Director within the Management Structure

In the NHS today, the MDs fit into two main management structures with respect to their line of accountability, shown in � REF _Ref376415477 \* MERGEFORMAT �
Figure 2.
3
�.  These structural relationships assume that the trusts are operating under a clinical directorate system, which has been discussed earlier.  The first of the two models shown in � REF _Ref376415477 \* MERGEFORMAT �
Figure 2.
3
� shows that the MD, along with the CDs, are directly accountable to the CE.  This structure of relationships has been found to exist in over half of all NHS trusts today (BAMM, 1995).  The second of the models in � REF _Ref376415477 \* MERGEFORMAT �
Figure 2.
3
� shows the MD to be the immediate superior of the CDs while he or she reports directly to the CE.  About 10% of all NHS trusts operate using this model (ibid.).  Other trusts have variations of the two models shown.  An example of such variation is: instead of having one MD, a trust could have several MDs, each accountable for different groups of clinical directorates and corporate responsibilities.�

Medical Directors as a Corporate Member

As a member of the trust board, the medical director is fully responsible for all aspects of the trustÕs affairs.  He or she also takes on responsibilities related to their clinical expertise such as medical disciplinary matters, clinical risks management, clinical audits, and continual professional development for the trust medical staff.  MDs are primarily Executive Directors and members of the trust board.  They are not created to be just representatives of the medical staff at the management, as emphasised by Scott (1996).  The Chairman of the Medical Staff Committee (MSC) serves the representative role.  The MD and the Chairman of the MSC serve complementary roles within a given trust.   Indeed, ATMD/BAMM emphasises that the medical director takes on Òfull managerial accountability for his or her areas of responsibility, rather than merely advising the board of the views of medical staff.Ó

The MD is a recent phenomenon within the NHS.  Its role has been evolving rapidly since 1991 when the first wave trusts have created this MD role.  As a result, any attempt to characterise this role is bound doomed to be only a snapshot of the role at a given time.  Being aware of this constraint, BAMM/ATMD has attempted to draft a “boundary” around the MD role instead of characterising the role precisely.  Their categorisation of the MD role is summarised in � REF _Ref385601611 \* MERGEFORMAT �
Table 2.
2
�.  

AREAS OF RESPONSIBILITIES�EXAMPLE TASKS��Trust Board Member--Corporate Role�shares the boardÕs responsibility for the strategic direction, the quality of service provided and the financial well-being of the trust

provides leadership for the trustÕs medical professionals

has a responsibility for service policy developing��Strategic Planning�works with other executive directors to develop a trust strategy for clinical practice development

takes broad responsibility for the trustÕs R&D

advises the board on clinical practice issues and political factors that have implications for the trustÕs ability to meet its contracts, that may affect the financial viability of the trust, or that may generate an adverse image for the trust��Professional Performance�medical discipline

continuing medical education

performance monitoring of trust medical staff��Trust Management�medical job planning

clinical audit

information systems development��Clinical Risk Management�development of a trust clinical risk management strategy

negotiation of structured settlements

provides input on claims management and the negotiation of structured settlements��External Relationships and Liaison�contracting

public relations for the trust

liaison with GPs, purchasers an other medical bodies��Table 2.� SEQ Table \* ARABIC �
2
�  A categorisation of the medical directorÕs (managerial) responsibilities into 6 general areas is shown.  The Association of Trust Medical Directors (ATMD) has put forth this categorisation in its recent publication The Role and Responsibilities of the Medical Director (BAMM/ATMD, 1996), which is summarised here.

The ATMD/BAMM characterisation divides the MD role into six areas of responsibilities.  As the document claims, a given MD can be expected to assume all or some of the six responsibility areas.  The ATMD/BAMM research into the MD role in the NHS is the most extensive one that this thesis has been able to locate.  If the merit of any categorisation is based solely on the extend of its underlying research, this categorisation is the best one available so far for this role.

Nevertheless, as will be discussed in Part II of this thesis, this characterisation is found to be inadequate for the purpose of this thesis.  It is based solely on categorising the tasks that MDs perform.  Unless a role can be satisfactorily understood from studying only the work that a social actor performs, this characterisation misses large portions of what constitutes a role, such as the manner in which these tasks are carried out, the expectations of the MDs and those around them concerning their relationships, etc.  For the MD role, these other constituents of the role are particularly crucial for understanding issues such as the professional-bureaucratic tensions, the manner through which these doctors overcome their lack of formal managerial training, among others.  Because of these shortcomings, a new categorisation of the current state of the MD role will be proposed in Part II (cf. Figure 6.1)  In Part III, the proposed categorisation will prove to be valuable in understanding MD development issues.







�  NHS trusts are self-regulating hospitals or community centre.

�  The medical profession’s political pressure to the government for a voice at the unit management board has also been attributed to be a major factor for the creation of the MD post at the board level.

�  This management structure has often been referred to as the “cogwheel” system (cf. Section 2.� REF _Ref386474546 \n �
2
�).

�  Acute hospitals refer to the prototypical hospitals that most people think of.  Other types of “hospitals” include the long term community health services, mental health centre, hospices, etc.

�  Two trusts which participated in this research fall in this latter category.

�  The name of this system is derived from the cover design of three reports published by the DHSS between 1967-1974.

�  All health services studied in this thesis are all NHS trusts.

�  Parsons’ argument draws on the work of Max Weber on bureaucratic organisation.  However, as pointed out by Dopson (1996), Parsons might have misinterpreted Weber’s work since Weber did not argue for a conflict.

�  This conference was titled “Crafting the future: shaping tomorrow’s NHS”, which was held in Brighton, May 1996.

� The Birmingham Heartlands Hospital NHS Trust is an example where there are three medical directors, one accountable for the trustÕs medical management, one to the surgical management and the last one to the clinical service.  Source: talk given by Dr. Rowlan Hopkinson, (clinical service) medical director of this trust, uring the BAMM conference on ÒTrust Medical Director —  making sense of the jobÓ, October 18, 1996 in London Langham Hilton Hotel.
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