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Date of Interview: January 23, 1996


�NAME�
Dr. LAST_NAME, FIRST_NAME�
�
CLINICAL SPECIALTY�
Consultant Child Psychiatrist�
�
TRUST NAME�
TRUST_NAME�
�
Q2.1�
contractual: 5 sessions medical director, 6 sessions clinical


actual: MD gets much more of the time.  I can’t say exactly how much, it varies, ... well, maybe 70%�
�
Q2.2�
I have met with all the clinical directors and representatives of the medical committees and I went through my contract, what I actually do as a medical director.  And they all agree that it is completely impossible. [Q3.2.2]


The type of work does varies somewhat from time to time.


One major area, but this is not exclusive, is things that are primarily to do with medical staffing. I am the first medical director of the trust, that was nearly three years ago.  Therefore, we have been developing a medical disciplinary procedure for our medical staff, which is quite a complex scenario.  That is still ongoing.  Now that we have this junior doctors, it is not clear.  Sickness policy.  Recruitment issues, doctors in particular.  Rewards. Occupational health. The Maudsley is a special health authority.  It is still not in the market, not until next year.  Our services are not yet purchased by purchasers, we are still purchased centrally.  It is unique.  The DoH purchased it, through the R&D contract.  We are in a period of shift from a 100% R&D contract now into more like the market.  That has meant that what we have appointed consultants for, is not necessarily for services, but perhaps for research in the past.  So that is shifting. Medical audit, doctors’ tail reports, which is about clinical directorates, job plans for consultants and that sort of things.  Management of doctors within the hospital.  I took the Calman Report, as soon as it came out, as a kind of a brief to work towards.  It has meant that I have been working on the construction of work plans, review systems in clinical directorates for each consultants, and appraisal systems, and at time with continual medical education, study leave requirements.  And that is new, that system.  The format of the job plan is an example of that.  Medical staffing: nobody else is going to do that, I dare say.


I am a full time member of the trust board.


Other things I look at include: discretionary point allocation.  So, I would be involved on this kind of thing, in discussion between the CE and the medical negotiation committee, again that is a kind of MD type function.  We’ve approximately 50 consultants and 50 honorary consultants, who are mainly in the Institute of Psychiatry.  I have been trying to sort out their honarary contracts.  It is all very time consuming.


I won’t be the MD after March and I think that the next MD will be involved in less.  Apparently, this is the kind of base that I have built up, so that new systems that I have built in don’t have to be redone.  They will be done.  But there will be other issues cropping up at the medical front.  There are other things less to do with medical staffing that I have taken on.


Something that I have spent a lot of time doing is building up the clinical directorate system.  That has also become somewhat mature, so that I feel that I have got people to hand over.HH  �
�
Q2.2.1�
I found it hard to delegate.  I do think that I have a lack of possibilities of delegation.


I have no associate MD, but I have suggested that for the next person.


I actually refused to take responsibilities for the CDs because I thought that the CDs are in charge of everything and if I am in charge of the CDs, I have day to day responsibilities for everything. Some MDs are in that position, I suspect that is probably artificial -- clinical directors are probably not really responsible for everything.  Here, they are directly responsible to the CE.  I serve as a supportive, advisory role to them.�
�
Q2.3�
Two directions:  1)  medical directors could take their role like what I am doing--in and out of it, trying to maintain a professional life for contractual reasons and 2) some other might become more full time or managerial.  A more medical-managerial position might emerge overall.�
�
Q2.3.1�
Well, it can only be that the MD be the CE and it couldn’t be vice versa.  I would have thought that it is possible.  I am not absolutely sure.  I am trying to think of what conflict of interests it might cause.  If it did, someone else from the medical staff has be appointed to represent another medical view.


If the CE is a doctor, a lot of the advantage of a MD in the board is duplicated.  The total representation of medical staff in the board is increased, that is to the interest of the medical staff.�
�
Q2.4�
Daling with difficult colleagues: it is difficult even if you have policies.  The legislation is unhelpful and confusing.


internal: improving the system, the directorates and stuff [because we started from scratch] in order to provide a better service.


external: changing nature of the contract, again our hospital is in a different position; we are just getting in the market.  Internal challenges arised from this: telling people about it, trying to get them to understand and to change their ways a bit.  That is a major major task and also to try to form alliances with our major potential purchasers.


Director of Public Health: we do have regular meetings with our major purchasers.  I attend arcidously for that very purpose--it would ease the difficulties in dealing with the external challenge.  I have tried to keep in touch with the department of public health, not just to the Director of Public Health.  These other people include the other consultants of public health.  Like the Senior Registrar of Public Health has arranged meetings.  Opportunities like that, I have tried my best to go.  


Formal mechanism is not necessary.  I don’t think that it should be formal because she is not managing us.  I think that our allegiance is to our trusts, we are not managed from somewhere else.  So, I don’t think that there should be a structure.  Now equally, if the CMO would like to meet us once a year, which he does, well I have to go.  But I don’t regard it as a line management.  Yes, NHS should facilitate and support such meetings but not through formal mechanism.


A colleague MD of mine has resigned after he found out that he has the responsibilities to report a [negligent] doctor to the GMC, their performances, and to negotiate for clinical negligence.


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.  Sort of petty things like management accounts came to me and said that you have to do a change to the budget form--adjust the budget.  Well, I said who cares.  I don’t have a business manager, clinical directors do.  I am just not going to do it.  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 their time.  There is a lot of that, which means resistance.  But it is difficult to resist.�
�
Q2.4.1�
[Dealing with difficult colleagues]  I consult with colleagues.  Our disciplinary procedure involves in the first stage formal advisory disciplinary panel, which consists of myself, chairman of the MSC, the personnel officer and somebody else.  We then consider what should be done before commiting on any action.  That is very helpful.


You can’t louge at it.  You have to talk about it and to work out the procedure, and include the personnel’s advice.


The BMA’s advice--I don’t call on them directly, the personnel officer do--can be helpful to us..�
�
Q2.4.2�
Well, I think that there are certain advantages [to being a woman MD] now that I have been through it. 


There are problems: women often find it in meetings.  They usually have to shout to be heard.  I think that it does make a difference.  For instance, in the old all-male decision making process and you are the first one into it, as a senior consultant.  Obviously, they have not seen it in years, I think that... I consider that as important, helping to open the road for other [women].  I don’t do it overtly.  Just by being there legitimize it somehow.  If there is one, then there can be more.  I think that it is our responsibility.�
�
Q3.1�
Basically, the reason why I got into the job was that I have had the most management experience in the hospital by far.


I have been clinical director of psychiatry for Kings for 4 years, CD of the children’s mental health directorate�
�
Q3.1.1�
Yes, clinical director’s experience could be useful but it is not necessary.  It may depend on the skills and experience that are around the trust.  Because I was setting up the directorate, it was helpful that I know how to do that.  But for the next MD, even if he has not been a CD, I think that would be fine.  So, I would say that it is an advantage but it depends on the degree to which the MD is expected to take on in the general management, which I have been heavily involved in.  But again, it is not absolutely essential.  It seems to me that there are a lot of duties that are moving away from the MDs.


Clinical directorate’s job involves operational management from day to day but MD’s job is strategic.�
�
Q3.2�
[I have been interested in management for a while.]�
�
Q3.2.1�
I was the most managerially competent.  Chosen by the CE.�
�
Q3.2.2�
I have met with all the clinical directors and representatives of the medical committees and I went through my contract, what I actually do as a medical director.  And they all agree that it is completely impossible.


I think that they are quite happy with me in it, which might be different from what they think of the post.  They would certainly value a medical representation on the executive board level.  I think that on the whole their attitudes are quite positive.�
�
Q3.3�
Ad hoc training.  I did not do any deliberate training.  I have done a 5 days training course for management.  All the special health authorities sent somebody down.  It was interesting. [Q3.3.1]�
�
Q3.3.1�
When I started as the MD, there were no formal training or support available anywhere.  Now there is much more.  This is sort of like you don’t know what you needed until somewhere down the line.


Ad hoc training.  I did not do any deliberate training.  I have done a 5 days training course for management.  All the special health authorities sent somebody down.  It was interesting.


I was a member of BAMM.�
�
Q3.3.2�
[Skills/knowledge that I hope to have had before I became the MD]  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.  Sort of petty things like management accounts came to me and said that you have to do a change to the budget form--adjust the budget.  Well, I said who cares.  I don’t have a business manager, clinical directors do.  I am just not going to do it.  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 their time.  There is a lot of that, which means resistance.  But it is difficult to resist.


Shadowing is important but I can’t see it happening [to the next MD].  My successor has not even been agreed yet.  But I am certainly stop doing it [in March].  That would be desirable.  It is more likely to happen that way the next time around.


I have met with all the clinical directors and representatives of the medical committees and I went through my contract, what I actually do as a medical director.  And they all agree that it is completely impossible. [Q3.2.2] 


Nevertheless, 2 people volunteered [to be the next MD].�
�
Q3.4�
[BAMM’s disciplinary advisor group]  I think that it is a good idea.  Certainly at one point, a couple of years ago, the regional Director of Public Health used to do it.  I went to get some help but I didn’t get any.  It was passed on to the local director of public health, who hasn’t had that experience.  So I think that the people who used to do that have fallen out of the system.  So, you can’t ask the older and the wiser because you don’t know where to find them.  But I think that the medical directors have built up a body of experience, then it not going to be starting from nothing.�
�
Q3.4.1�
Perhaps not.  I have been working on intelligence and imagination.  I am a child psychiatrist.  So I have to constantly work with people, with family, with negotiation, ...


Because I have been doing management for a while, I cannot say that I have picked up skills by doing this or that particularly.


But obviously, I have learned things and they have helped me to do the tasks better.�
�
Q3.4.2�
n/a�
�
Q3.5�
I won’t be the MD after March and I think that the next MD will be involved in less.  [Q2.2]


I am leaving, I think largely because other elements of the management structure, not the medical parts, have had a “gap syndrome”, which I have been filling, I think that have fed me up.  I think that I can make better use of my time if I return to clinical practice.  Things to do like information, contracting, Kotran audit, ... which need more senior managerial time.�
�
Q3.5.1�
Yes, I think that I probably would.  Basically, the reason why I got into the job was that I have had the most management experience in the hospital by far. [Q3.1]�
�
Q4.1�
I don’t think it’s adequate for the tasks that are apparently expected.  I have got a part time secretary.  I have no business manager, no managerial support.


I have no associate MD, but I have suggested that for the next person. [Q2.2.1]�
�
Q4.1.1�
Some kind of business manager or executive assistant would be an advantage, particularly with a wider roles.  The alternative is for the MD to work only with medical personnel.


An associate MD should take on some of the functions which a MD might be less interested in, take clinical audit and that kind of thing as a function, or a particular part of an organization.  There might be a particular thing which as a total function can be handed over the the deputy or associate MD.�
�
Q4.2�
Yes [it is adequate], I did negotiate extra pay.   I have forgot how much now.  There are a couple of sessions that I have not giving to my clinical work.


I think that MD should be paid on top of their basic salary because they will actually be doing more.�
�
Q4.2.1�
It is not just the salary, I think that it is the total support package, in other words how can they renegotiate their clinical time, get a locum and get them covered, as well as the support in the job.  I think that all of those are important.�
�
Q4.2.2�
There are 2 elements of uncertainty.  1) what the candidate would like to concentrate at whim.  2)  what the CE and the chairman though the MD ought to be doing.  What the next MD would like to concentrate on might be quite different from what I have done.�
�
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