



CHAPTER 8

MEDICAL DIRECTOR 

ORGANISATIONAL LEVEL DEVELOPMENT:

FINDINGS AND ANALYSES





The presentation and analysis of the research findings follow the framework proposed in the last chapter: a macro analysis at the organisational level in this chapter and a micro analysis at the individual level.  Clearly, such a demarcation is bound to involve some arbitrary judgements.  Nevertheless, the ideas regarding the organisational versus the individual divide are fairly intuitive.  The organisational level involves issues surrounding the MD post such as recruitment and selection, support, remuneration, and career succession.  Individual level issues refer to those personal issues such as personal motivations, characteristics of good candidates, effects on private practice, etc.  The main concerns at the organisational level are on developing the MD post while at the individual level, the concerns are on developing those who are MDs.  This chapter focuses at the former — the “macro analysis”.

Introduction to the Organisational Level Analysis

Recall from Table 7.2 in the last chapter the key concerns of macro analysis:

KEY CONCERNS OF MACRO ANALYSIS��structural perspective:��To identify and appraise the structural features of MD posts such as scope of the role, support, remuneration and mentorships. ��renewal perspective��To appraise career succession for MDs and possible effects of the current merit award system on the MD role.��Before addressing these concerns, it is important to identify the problems and challenges that MDs face, which are reported in the next section.  Then the concerns from both the structural and renewal perspectives of macro analysis are discussed, roughly in the same order as the issues listed in the box above.   The common thread binding these results together is the aim to elucidate organisational development needs for current and future MDs.  The final section briefly summarises these results in light of the training and socialisation processes which influence doctors’ careers.

Organisational Problems and Challenges

To identify the development needs, perhaps the most natural first step is to point out the problems facing current MDs.  In the questionnaire (cf. Appendix 3), MDs are asked to indicate the levels of difficulty corresponding to a set of problems listed.  These problems have been identified by about 200 MDs in a previous BAMM survey in 1994 in a fill-in-the-blank style.�  From this long list, the items mentioned by more than 3 MDs are short-listed to be included in the new questionnaire.  These items have subsequently been classified into organisational and individual level problems.  This chapter considers the organisational level items first, which are shown in � REF _Ref383270393 \* MERGEFORMAT �Table 8.1�.  These items fall into three main groups: (1) MD specific problem — lack of guideline and definition of the post, (2) professional related problems — medical staffing, disciplinary process, performance management and junior doctors issues, and (3) management related problems — litigation, strategic planning, change and reorganisation, service planning, trust budgeting and finance, contracting, and liaison with outside bodies.

MDs are asked to indicate along a 1 to 5 cardinal scale (where 1 = not a problem to 5 = a big problem) the level of difficulty which they feel toward each item.  The mean and standard deviation of 19 MDs’ responses are indicated in � REF _Ref383270393 \* MERGEFORMAT �Table 8.1�.   As shown in both � REF _Ref383270393 \* MERGEFORMAT �Table 8.1� and � REF _Ref383271193 \* MERGEFORMAT �Figure 8.1�, the standard deviations of the mean scores are significant.�  Several causes  can be attributed to this:

Any measure of difficulty is highly subjective.  Measuring “difficulty” on a scale from 1 to 5 is bound to be interpreted differently by different people.  The large dispersion is almost expected in any such social science study.  This does not mean that the measures cannot be interpreted meaningfully.  By comparing variables that are paired, as will be shown below, statistically significant results can still be obtained.

The aggregate scores should be split into more homogeneous groups.  As a result of viewing the results across all types of trusts and all characteristics of the MDs, the mean estimate is bound to be confounded by many intrinsic factors.  In other words, any measured effect is a result of interactions amid several underlying variables.  This issue will be addressed later in this chapter.

Sample size can be increased.  Increase in the sample size could reduce the dispersion of the estimate.  Nevertheless, this reduction is not expected to be large because of the previous two reasons.  In fact, a larger set of randomly chosen samples could increase the variability of the data.  This increase in variability is actually desirable since such a sample set could better represents the “true” population of MDs than a smaller set could.  Fortunately, such a set of over 200 MDs will be available once their responses are returned to BAMM, as mentioned in Chapter 3. �

In addition to comparing paired variables, the samples can be split along “natural” groupings such that the confounding effect is minimised.  By so doing, statistically significant inference can also be obtained.  This route can be used to identify possible factors which contribute to the problems identified.  In this chapter, these factors will be used to suggest MD development needs at the organisational level.  Before then, an illustration of a general interference procedure based on results in � REF _Ref383270393 \* MERGEFORMAT �Table 8.1� and � REF _Ref383271193 \* MERGEFORMAT �Figure 8.1� will be presented first.  In the process, setting an appropriate significance statistical level (() is also discussed.

SIGNIFICANT CHANGES IN DIFFICULTY LEVELS

To illustrate how the difficulty measures in � REF _Ref383270393 \* MERGEFORMAT �Table 8.1� can be compared in a pairwise fashion, consider the following question:

How have MDs’ attitudes toward the organisational level difficulties changed since they have taken up the post?

Statistically, this question can be posed to test whether there is a significant difference between how MDs score each difficulty item when they first started their post versus now.  Because this test is comparing the means� of the difficulty measure for a given MD between the time he or she has taken up the post and now, the test is comparing a “paired” variable.  In order to set up a statistical test for such a comparison, one needs to make the so-called null (Ho) and alternative (Ha) hypotheses:

Ho:  there is no significant difference between the estimated mean values

Ha:  there is significant difference between the estimated mean values

Using a two-tailed paired t-test on the Ho and Ha, the results are summarised in � REF _Ref383331907 \* MERGEFORMAT �Table 8.2�. The biggest mean change is that associated with lack of guideline and definition of the MD role.  The change (-1.37) represents a decrease in the level of difficulty.  i.e.  MDs in this study feel that they are able to better cope with this problem now than when they started their posts.  This finding is encouraging.  The next section examines if this finding (as well as those associated with other mean changes) are statistically significant.  The naught p-value means a rejection of the Ho, i.e.:



�

�

Figure 8.� SEQ Figure \* ARABIC �1�  Plots of the � REF _Ref383270393 \* MERGEFORMAT �Table 8.1� below (the horizontal labels are abbreviated but in the same order as the table).  The error bars bound the mean by one standard deviation each way.  The cardinal scale of the level of problems ranges from 1 = no problem to 5 = a big problem.  i.e. the large the mean value, the bigger a problem that the item is to the 19 MDs. (Refer to text to discussion concerning the significance level of these results.)

ORGANISATIONAL LEVEL PROBLEMS�when started to be MDs�now���mean�std. dev�mean�std. dev��lack of guideline or definition of MD role�3.58�1.26�2.21�1.18��medical staffing and human resource problems�3.00�1.00�2.95�1.18��disciplinary process for medical staff�2.95�1.27�2.53�0.96��performance management of medical staff�3.42�1.02�3.11�0.81��junior doctors' training and performance�2.63�0.90�2.63�1.21��dealing with litigation and complaints�2.42�0.90�2.63�0.96��strategic planning�2.63�1.42�2.37�1.26��managing change/reorganisation�2.95�1.39�2.79�1.36��service planning�2.58�0.96�2.74�1.05��budgeting and managing finance of trust�2.84�1.21�2.63�1.21��contracting�2.84�1.12�2.74�1.19��liaison with outside bodies�2.47�1.31�2.42�1.26��Table 8.� SEQ Table \* ARABIC �1�  Aggregate organisational level problems identified by 19 MDs in the questionnaire (cf. Appendix 3) for two time points: when they started their posts versus now.  These are the aggregate results from 19 MDs.  The significance level of these results can be improved by either increasing the sample size and/or by dividing the total samples into several groups each sharing distinct characteristics.  See text for further discussion on this point.

Since the MDs in this study have taken up their posts, they feel that they are able to better cope with the lack of guideline or definition of their MD role now than before.

Recall in Section 6.2 that one of the main concerns for the Medical Director role is that it is evolving too fast — which could be the main reason for the lack of guideline and definition of the post.  The finding here that the MDs surveyed have been able to better cope with this concern since they began their post is encouraging.  Nevertheless, two explanations can be attributed to this finding.  Firstly, MDs have adapted to the problem of lack of guideline and definition for their posts.  After all, their training and experience in their medical career have so far encouraged them to work autonomously, working without constraints might actually be their preference.  The second plausible explanation for the finding above is that the guideline and definition for the post have actually been clarified since the MDs in this study have become MDs.  These two explanations will be examined in light of further results in this chapter.

Similarly, the small p-value (0.09) associated with “disciplinary process for medical staff” can be interpreted to mean that MDs are able to cope with this process better than when they first became MDs.  Is the reason for this improvement due to better support or rewards for their involvement in disciplinary process?  Or is it due to individual learning or both?  Again, further results to be presented later in this chapter are required to answer these questions.  

Note that the significance level (() can be set at the usual 5% level.  This level is not specifically set here since the bulk of the questionnaires are yet to be returned for analysis.�  The significance level is kept high (( ( 0.10) in order to point out potential items that could be statistically significant in the larger set of samples.  Overall, the testing procedure described here is used throughout the next two chapters.  In order to avoid redundancy, the null and alternative hypotheses used are understood to be the same as the ones presented in this section and will not be repeated for each test.

ORGANISATIONAL LEVEL PROBLEMS�mean change�p-value��lack of guideline or definition of MD role�-1.37�0.00��medical staffing and human resource problems�-0.05�0.67��disciplinary process for medical staff�-0.42�0.09��performance management of medical staff�-0.32�0.19��junior doctors' training and performance�0.00�1.00��dealing with litigation and complaints�0.21�0.39��strategic planning�-0.26�0.31��managing change/reorganisation�-0.16�0.61��service planning�0.16�0.51��budgeting and managing finance of trust�-0.21�0.26��contracting�-0.11�0.58��liaison with outside bodies�-0.05�0.82��Table 8.� SEQ Table \* ARABIC �2�  Here are the aggregate changes in the level of difficulties that all 19 MDs have indicated for the organisational level problems.  Negative changes can be interpreted as a lessening of the level of the problem while positive changes refer to the opposite.  The figures in bold are the top two most statistically significant results.

TESTING INTRINSIC FACTORS AT ORGANISATIONAL LEVEL

Now, the sample will be split along several intrinsic factors in order to reduce the confounding effect on the estimated scores.  The set of intrinsic factors chosen here are:

AGE FACTOR:  Age is expected to influence how well MDs handle their posts since in general, age is positively correlated to maturity, level of respect from colleagues due to seniority, and management experience.  Doctors in the NHS usually do not “manage” others until they have become consultants (cf. Chapter 7; Hadley and Forster, 1994).

SEX FACTOR:  In Allen’s reports (1986, 1994), significant differences have been found between the careers of male and female doctors.  Therefore, sex is expected to influence the MD experience.

EXPERIENCE FACTOR: This refers specifically to the experience of being a MD.  It is reasonable to assume that the longer one is a MD, the more he or she knows how the post works.  Therefore, any development needs should be highly related to the number of years that one has been a MD.

TRUST SIZE FACTOR:  Large trusts and small trusts are expected to face different challenges and constraints.  It is then natural to infer that the MD experiences in trusts of different sizes are different.

The samples are only split into two groups for each factor considered in order to have a statistically significant sample size for each group.  If the sample size is greater, more splits would be desirable.  Other factors such as MDs’ specialties, locations and types of the trusts should also be relevant to the analysis.  However, they are not utilised for a practical reason: these factors are multi-categorical, splitting 19 samples among these categories could produce groups with too few samples to be statistically significant.  But, these factors will be considered for the analysis of the bulk surveys later.� NOTEREF _Ref386596163 �5�  

Four key questions will be considered in the following analyses of estimated mean differences.  These questions are shown in � REF _Ref383335104 \* MERGEFORMAT �Table 8.3�.

Table 8.� SEQ Table \* ARABIC �3�  4 key questions to be answered for each of the analyses on different “intrinsic factors” in this section.

(  For group 1: ��Is there a significant difference on how MDs score each item between the time when they first started their post and now?��(  For group 2: ��Is there a significant difference on how MDs score each item between the time when they first started their post and now?��(  Between the 2 groups when they became MDs:��Is there a significant difference on how the items are scored between the two groups of MDs?���(  Between the 2 groups now:��Is there a significant difference on how the items are scored between the two groups of MDs?� NOTEREF _Ref383337879 �6���Any significant difference should raise alert concerning potential correlation between the relevant factors and the source of the organisational level problems identified by the MDs.  In each of the following analyses, these four questions are systematically considered.

AGE FACTOR

As mentioned above, the samples are split into two groups according to age.  (If the sample size is greater, a larger number of splits could be desirable.)  The age split at 50 is chosen so that there is a statistically significant sample size for each group.�

group 1:  MDs who are > 50 years old  (12 samples)

group 2:  MDs who are ( 50 years old  (7 samples)

Two-tailed paired (for questions ( and () and unpaired (for questions ( and () t-tests are applied to the list of organisational level problems (cf. � REF _Ref383270393 \* MERGEFORMAT �Table 8.1�) for the two AGE groups.  Statistically significant results concerning the 4 questions posed above are listed in � REF _Ref383336913 \* MERGEFORMAT �Table 8.4�.

QUESTIONS POSED IN � REF _Ref383335104 \* MERGEFORMAT �Table 8.3� APPLIED TO AGE�( mean�p-value��(  For group 1 (> 50 years old): ����lack of guideline/definition of MD role

disciplinary process for medical staff

strategic planning

budgeting and managing finance of trust�-1.33

-0.58

-0.58

-0.33�0.01

0.05

0.09

0.10��(  For group 2 (( 50 years old): ����lack of guideline/definition of MD role

performance management of medical staff�-1.43

-0.43	�0.00

0.08��(  Between the 2 groups when they became MDs: � NOTEREF _Ref383337879 �6�����N/A�N/A�N/A��(  Between the 2 groups now: � NOTEREF _Ref383337879 �6�����junior doctors' training and performance

service planning�-0.77

0.87�0.12

0.11��Table 8.� SEQ Table \* ARABIC �4�  The table shows results of two-tailed t-tests on the list of organisational level problems by considering two MD groups which are split according to AGE.

Four observations concerning the results in � REF _Ref383336913 \* MERGEFORMAT �Table 8.4� are given below. These results could be used to identify areas where older MDs are likely to feel more comfortable than the younger ones do.

OBSERVATIONS BASED ON AGE��(  Among the MDs in this study who are older than 50 years old, they have found the following problems to have reduced in severity since they have taken up their posts:  lack of guideline/definition of MDs’ role, disciplinary process for medical staff, strategic planning, and budgeting and managing finance of trusts.��( Among the MDs in this study who are less than 50 years old, they have found the following problems to have reduced in severity since they have taken up their posts: lack of guideline/definition of MDs’ role, and performance management of medical staff.��(  For the list of problems considered when the posts were taken, there is no significant difference on how the younger and the older groups of MDs in this study view these problems’ levels of difficulty.��(  In this study, the younger (( 50) group of MDs has less difficulty than the older group (> 50) in dealing with junior doctors’ training and performance now.  At the same time, this younger group has more difficulty than the older group in the area of service planning.��Both groups of MDs felt that they have been able to cope with lack of guideline/definition of their role since they became MDs.  This result reinforces the aggregate findings in � REF _Ref383331907 \* MERGEFORMAT �Table 8.2�.�  Observation ( indicates that perhaps younger MDs are able to deal with junior doctors issues better than the older MDs do at present.  This could be due to the fact that younger MDs had gone through their “junior” stage more recently than the older group did.  On the other hand, the older group feels better able to cope with service planning than the younger group does.  This could be due to the more experience the older group has within the health service.�  Overall, however, neither AGE group seems to be able to cope with their post significantly better than the other group does.

SEX FACTOR

Next, the samples are split into two groups according to sex:

group 1:  MDs who are male (15 samples)

group 2:  MDs who are female (4 samples)

Two-tailed paired (for questions ( and () and unpaired (for questions ( and () t-tests are applied to the list of organisational level problems (cf. � REF _Ref383270393 \* MERGEFORMAT �Table 8.1�) for the two SEX groups.  Statistically significant results concerning the 4 questions posed above are listed in � REF _Ref383339786 \* MERGEFORMAT �Table 8.5�.



QUESTIONS POSED IN � REF _Ref383335104 \* MERGEFORMAT �Table 8.3� APPLIED TO SEX�( mean�p-value��(  For group 1 (male): ����lack of guideline/definition of MD role�-1.47�0.00��(  For group 2 (female): �����N/A�N/A�N/A��(  Between the 2 groups when they became MDs: � NOTEREF _Ref383337879 �6�����performance management of medical staff�-0.85�0.08��(  Between the 2 groups now: � NOTEREF _Ref383337879 �6�����N/A�N/A�N/A��Table 8.� SEQ Table \* ARABIC �5�  The table shows results of two-tailed t-tests on the list of organisational level problems by considering two MD groups which are split according to SEX.

Four observations of the results in � REF _Ref383339786 \* MERGEFORMAT �Table 8.5� are given below.  Note that these results are based on only 4 female MDs.  Caution should be applied in inferring from these statistical observation.

OBSERVATIONS BASED ON SEX��(  For male MDs in this study, they have found the lack of guideline/definition of MDs’ role to have reduced in severity since they have taken up their posts.��(  For the list of problems considered, there is no significant change on how the female MDs in this study view the levels of difficulty since they have taken up their posts.  However, this could be a result of the small sample size (4) in this group.��(  In this study, female MDs have less difficulty than their male counterparts in dealing with performance management of medical staff when they first took the posts.��(  For the list of problems considered in this study, there is no significant difference on how the female and male MDs view their levels of difficulty now. Again, this could be a result of the small sample size (4) in the female group.��The male MDs in this study have been able to cope with the lack of guideline/definition of MDs’ role better since they became MDs.  The lack of significance in the female could be due to the small sample size.�   Based on these observations, no significant difference in how a MALE and a FEMALE MD handles their respective posts is detected; however, as cautioned above, this observation could be a result of the small number of female MDs.  

EXPERIENCE FACTOR

Next, the samples are split into two groups according to experience of being a MD.  The split at 3 years is chosen so that there is a statistically significant sample size for each group.� NOTEREF _Ref383624040 �7�

group 1:  those who have been MDs ( 3 years (11 samples)

group 2:  those who have been MDs > 3 years (8 samples)

Two-tailed paired (for questions ( and () and unpaired (for questions ( and () t-tests are applied to the list of organisational level problems (cf. � REF _Ref383270393 \* MERGEFORMAT �Table 8.1�) for the two EXPERIENCE groups.  Statistically significant results concerning the 4 questions posed above are listed in � REF _Ref383339900 \* MERGEFORMAT �Table 8.6�.



QUESTIONS POSED IN � REF _Ref383335104 \* MERGEFORMAT �Table 8.3� APPLIED TO EXPERIENCE�( mean�p-value��(  For group 1 (( 3 years MD experience): ����lack of guideline/definition of MD role

performance management of medical staff

budgeting and managing finance of trust

liaison with outside bodies�-1.09

-0.55	

-0.45

-0.45�0.00

0.11

0.05

0.02��(  For group 2 (> 3 years MD experience): ����lack of guideline/definition of MD role

disciplinary process for medical staff�-1.75

-0.63�0.01

0.14��(  Between the 2 groups when they became MDs: � NOTEREF _Ref383337879 �6�����performance management of medical staff

budgeting and managing finance of trust

contracting

liaison with outside bodies�-0.94

-0.81

-0.81

-1.03�0.05

0.15

0.12

0.07��(  Between the 2 groups now: � NOTEREF _Ref383337879 �6�����lack of guideline/definition of MD role

contracting�-1.44

-0.84�0.00

0.15��Table 8.� SEQ Table \* ARABIC �6�  The table shows results of two-tailed t-tests on the list of organisational level problems by considering two MD groups which are split according to EXPERIENCE of being a MD.



Four observations of the results in � REF _Ref383339900 \* MERGEFORMAT �Table 8.6� are presented below.  These results could be used to identify areas where MDs’ experience plays important roles in reducing (or enlarging) the levels of difficulty among the list of problems considered.

OBSERVATIONS BASED ON EXPERIENCE��(  For those in this study with less than 3 years of MD experience, they have found the following problems to have reduced in severity since they have taken up their posts:  lack of guideline/definition of MDs’ role, performance management of medical staff, budgeting and managing finance of trusts and liaison with outside bodies.��(  For those in this study with more than 3 years of MD experience, they have found the following problems to have reduced in severity since they have taken up their posts: lack of guideline/definition of MDs’ role, and disciplinary process for medical staff.��(  The more experienced group of MDs in this study has reported less difficulty than the less experienced in the following areas when both groups first took on the posts: performance management of medical staff, budgeting and managing finance of trust, contracting, and liaison with outside bodies.��( The more experienced group of MDs in this study has less difficulty than the less experienced in the following areas now: lack of guideline/definition of MDs’ role and contracting.��Again, both groups of MDs have felt that they are able to cope with lack of guideline/ definition of MDs’ role better since they have become MDs.  Observations in ( indicate that the longer the MD experience one has, the more likely he or she would find their initial challenges easier to cope with. Observations in ( indicate that the more experienced MDs are able to cope with both lack of guideline/ definition of MDs’ role and contracting better than less experienced MDs.  These results suggest that increase in MD EXPERIENCE tends to alleviate a number of MDs’ challenges significantly.

TRUST SIZE FACTOR

Next, the samples are split into two groups according to the size of the NHS trust, which the number of beds in a trust is used as a proxy.  The split at 500 beds is chosen so that there is a statistically significant sample size for each group.� NOTEREF _Ref383624040 �7�  Other proxies such as annual budget of trust, number of staff, number of consultants, etc. can also be used.  However, in the returned questionnaires, only the “number of beds” box is completed for every MD.  In order to use all samples, only the number of beds is used as a proxy for trust size.

group 1:  MDs in trusts with < 500 beds (11 samples)

group 2:  MDs in trusts with ( 500 beds (8 samples)

Two-tailed paired (for questions ( and () and unpaired (for questions ( and () t-tests are applied to the list of organisational level problems (cf. � REF _Ref383270393 \* MERGEFORMAT �Table 8.1�) for the two TRUST SIZE groups.  Statistically significant results concerning the 4 questions posed above are listed in � REF _Ref383341718 \* MERGEFORMAT �Table 8.7�.

QUESTIONS POSED IN � REF _Ref383335104 \* MERGEFORMAT �Table 8.3� APPLIED TO TRUST SIZE�( mean�p-value��(  For group 1 (trusts < 500 beds): ����lack of guideline/definition of MD role	

disciplinary process for medical staff	

junior doctors' training and performance�-1.36

-0.64

-0.55�0.00

0.03

0.14��(  For group 2 (trust ( 500 beds): ����lack of guideline/definition of MD role	

junior doctors' training and performance

dealing with litigation and complaints	�-1.38

0.75

0.88�0.01

0.05

0.02��(  Between the 2 groups when they became MDs: � NOTEREF _Ref383337879 �6�����medical staffing and HR problems�-0.65	�0.18��(  Between the 2 groups now: � NOTEREF _Ref383337879 �6�����disciplinary process for medical staff	

junior doctors' training and performance	

dealing with litigation and complaints	

strategic planning	�0.82

1.07

1.07

-0.85�0.06

0.06

0.01

0.11��Table 8.� SEQ Table \* ARABIC �7� The table shows results of two-tailed t-tests on the list of organisational level problems by considering two MD groups which are split according to TRUST SIZE.

Four observations of the results in � REF _Ref383341718 \* MERGEFORMAT �Table 8.7� are presented below.  These results could be used to identify problems for MDs which are harder or easier to deal with in a larger trust versus a smaller trust.

OBSERVATIONS BASED ON TRUST SIZE��(  In this study, those MDs from smaller trusts have found the following problems to have reduced in severity since they have taken up their posts:  lack of guideline/definition of MDs’ role, disciplinary process for medical staff, and junior doctors’ training and performance.��(  In this study, those MDs from larger trusts have found the following problems to have reduced in severity since they have taken up their posts:  lack of guideline/definition of MDs’ role, junior doctors’ training and performance, and dealing with litigation and complaints.��(  When the MDs in this study first became MDs, those from larger trusts have less difficulty than those from smaller ones in dealing with medical staffing and human resource problems.��(  Now, the MDs in this study from larger trusts have less difficulty than those from smaller ones in dealing with strategic planning issues; however, those from larger trusts have more difficulty than those from smaller ones in dealing with disciplinary process for medical staff, junior doctors’ training and performance, and litigation and complaints.��These observations suggest that larger trusts and smaller trusts present their MDs with different challenges.  Nevertheless, both groups have indicate that they are able to cope with lack of guideline/definition of MDs’ role better since they became MDs.  Overall, MDs in larger and smaller trusts feel differently toward a number of organisational level problems.

*                    *                    *

The above results point to perhaps intuitive observations: more experienced MDs feel easier in coping with problems facing them, MDs in different AGE group and trusts of different SIZEs feel differently toward various problems facing their posts.  Nevertheless, these observations have explicitly identified problem areas which should be carefully addressed in developing MD’s post.

This section has shown that lack of guideline and definition associated with MD’ post has consistently been shown to have reduced in difficulty since MDs began their posts.  Two “explanations” have been suggested earlier.  The next section examines this problem in greater detail.

Scope of the Post

Generally, all MDs interviewed commented that their posts still lack clear guidelines and definitions.  However, as reported in the last section, MDs surveyed have reported to have been able to deal with the lack of guideline and definition for their posts better than when they began their posts.  The same feeling was reflected among the 15 MDs interviewed (cf. � REF _Ref383432768 \* MERGEFORMAT �Quote 36�, � REF _Ref383432770 \* MERGEFORMAT �Quote 37�).  In this sense, lack of guideline and definition does not present as major a concern as the other problems for MDs.�   Furthermore, a significant number of MDs interviewed feel that the lack of general guideline and definition for the post should be expected for two reasons.  Firstly, their posts have been evolving rapidly.  In addition to the changing health care environment, many of the current post-holders are the first generation MDs and they have been actively molding and defining their posts (cf. � REF _Ref383433333 \* MERGEFORMAT �Quote 38�, � REF _Ref383428095 \* MERGEFORMAT �Quote 30�).  As a result, the lack of guideline and definition is only a by-product of the evolving MD role, as observed in Part II of this thesis.  Secondly, trusts in different circumstances naturally present different challenges for MDs and therefore require different job descriptions.

In Section 8.� REF _Ref383668108 \n �2.1�, two hypotheses have been proposed for “explaining” the observed significant decrease in the level of “difficulty” which MDs surveyed have indicated for their posts’ lack of guideline and definition.  In light of the interview results, both of the hypotheses are likely to have contributed to the observed decrease.  Most MDs interviewed have a job description but with plenty of room for them to design their own job.  Many feel that because their posts are so new, the freedom to design and adapt their jobs to the organisation is essential.  Consider � REF _Ref384629185 \* MERGEFORMAT �Quote 56�, which represents the extreme responses where MDs insist on not having a job description.  These MDs have explicitly highlights their preference for autonomy over constraints of a job guideline and definition.  When asked whether their clinical training and experience had influenced their attitudes concerning job descriptions, no one dissented but a few insisted that having autonomy is inherent to the MD post (cf. � REF _Ref384629654 \* MERGEFORMAT �Quote 57�).�

Nevertheless, lack of guideline and definition for the post could pose serious problems for the post-holders.  This section considers two potential negative consequences: MDs not delegating enough and being marginalised by over-emphasising medical matters.

Not delegating enough

Through their clinical career, doctors have been trained to act more or less autonomously.  When they become MDs, one potential “danger” is for them to be involved in too many responsibilities, by habit.  Many of medical staff and management staff interviewed believe that their trusts’ MDs are not delegating enough of their operational level tasks (cf. � REF _Ref383425436 \* MERGEFORMAT �Quote 75�).  However, most sympathise with the MDs because of the amount of work expected of them.  As Executive Directors, MDs should concern themselves mainly with strategic level matters.  However, all MDs in this study have taken on much operational level tasks also.  Why are MDs involved so much at the operational level?

Even though they realise that they should be spending their time mainly at the strategic level, MDs in this study have indicated several reasons why they are involved at the operational level, perhaps excessively.  Some MDs claim that as a result of being newly created trusts, operational matters are almost expected to be inevitable even for the senior management (cf. � REF _Ref383428095 \* MERGEFORMAT �Quote 30�).  Those MDs in smaller size trusts complain that because of the limited medico-managerial resource available to the trust, they are the natural focal point for a variety of tasks (cf. � REF _Ref383428284 \* MERGEFORMAT �Quote 31�).  Others simply find operational level matters enjoyable (cf. � REF _Ref383424124 \* MERGEFORMAT �Quote 32�).

Marginalised by over-emphasising medical matters

Similar to the previous argument on potential effects of doctors’ clinical career on the level of operational level tasks they assume, it could be argued that as an Executive Director, a doctor might be tempted to be involved in too many medical matters (their own “turf”), by habit and by necessity.  The MD in � REF _Ref383428284 \* MERGEFORMAT �Quote 31� has pointed out a feeling that not only plagues those in smaller size trusts but those in larger trusts as well, namely, MDs found themselves working in everything that has a medical connotation.  Without clear boundary drawn for the post, MDs could be marginalised by being too involved in operational medical matters.  By doing so, they could dilute the strategic nature of their executive director roles.  A DPH in London commented on this point and believe it is a major issue facing the MDs he dealt with (cf. � REF _Ref383428657 \* MERGEFORMAT �Quote 70�).  Many routine MD tasks such as medical discipline, clinical audits, and consultant appointments are not “vital issues” at the strategic level and should be delegated to the clinical directorate level, or to appointed consultants.  By occupying themselves with such matters, MDs could be alienated from the important strategic trust issues such as service planning, co-operation-operations with other trusts, strategic directions, etc.  A similar view is shared by several non-MDs interviewed (cf. � REF _Ref383431835 \* MERGEFORMAT �Quote 71�, � REF _Ref383429346 \* MERGEFORMAT �Quote 76�).

MDs have a different opinions concerning these “non-vital” medical matters.  One replies, cf. � REF _Ref383428719 \* MERGEFORMAT �Quote 33�, that outsiders might not realise the importance of these medical matters.  MDs claim that they do not give up their involvement at the strategic level at all, they only work harder at the job to cover both strategic and operational areas.  Concerning their lack of budgetary responsibility raised in � REF _Ref383429346 \* MERGEFORMAT �Quote 76�, most MDs actually believe that having a budget could hinder their work by requiring them to deal with budgets (cf. � REF _Ref383429643 \* MERGEFORMAT �Quote 34�).  After all, as discussed in Chapter 5, the core competencies for doctors are in medical matters anyway (cf. � REF _Ref383431115 \* MERGEFORMAT �Quote 35�).  Besides, a few MDs claim that they enjoy performing these operational level tasks (cf. � REF _Ref383424124 \* MERGEFORMAT �Quote 32�).  One MD actually claims that “of course that DPHs think that we are too operational, they have been trained to think at the airy level.”

*                    *                    *

In the literature, there has not been any real evaluation of whether management is a sensible use of doctors’ time (Dopson, 1994).  As the discussions in this section suggest, without clear guidelines and definitions for the post, MDs could end up taking many tasks, perhaps too many for the strategic nature of their posts.  At this point, a sensible question to ask is, how are they coping with their workload?  What supports do they receive for their MD posts?  The next section turns to these questions.

Supports for Medical Directors

This section considers the support structure for MDs.  Firstly, findings on the current level of administrative and managerial supports are presented.  Then, mentorships and MD networks are discussed as potential valuable support for MDs.  Finally, speculations are made concerning the influence of doctors’ clinical career on the support they receive.

Level of Support for Medical Directors

The type of support a MD receives is hypothesised to be related to the size of the trust.�  Again, the samples are divided into 2 groups: one with < 500 beds and the second with ( 500 beds.� NOTEREF _Ref383624040 �7�  The MDs are asked to indicate whether they feel that they are receiving sufficient staff support for their posts.  Here is a breakdown of their responses:

TYPE OF MEDICAL DIRECTORS�HAVE SUFFICIENT STAFF SUPPORT�NOT HAVE SUFFICIENT STAFF SUPPORT��smaller trusts

(< 500 beds)�6�5��larger trusts

(( 500 beds)�6�2��sub-total:�12 (63.2 %)�7 (36.8 %)��From the results shown, the size of the trust (as measured according to the number of beds) is not a reliable indicator of whether the trust’s MD receives sufficient staff support.

Types of Support for Medical Directors

The next question for the MDs is what type of support they receive. � REF _Ref381526542 \* MERGEFORMAT �Table 8.8� shows the breakdown of the types of supports for MDs between those who felt they have sufficient support and those who did not, which are further grouped according to the trust size.  Larger trusts might have more resources to devote to support than smaller trusts do.  The numbers listed are the averages of each categories.

Table 8.� SEQ Table \* ARABIC �8� A breakdown of the average level (and std. dev.) and types of support for the MDs who have participated; unit is in “half-days” per week (1 full time(10 half-days).

TYPE OF STAFF SUPPORT�TRUSTS WITH < 500 BEDS�TRUSTS WITH ( 500 BEDS��(sufficient/inefficient)�Sufficient�Insufficient�Sufficient�Insufficient��Admin./Secretarial�3.2 ((3.5)�0.9 ((0.6)�6.2 ((3.4)�4.7 ((3.1)��General Mgnt�1.8 ((4.0)�0.4 ((0.5)�2.3 ((3.9)�2.7 ((4.6)��Financial�0.0 ((0.0)�0.0 ((0.0)�3.3 ((8.2)�0.0 ((0.0)��Personnel�0.2 ((0.4)�0.2 ((0.2)�2.0 ((4.0)�0.3 ((0.6)��IT�0.0 ((0.0)�0.0 ((0.0)�0.0 ((0.0)�0.0 ((0.0)��Deputy Med Dir�0.0 ((0.0)�0.0 ((0.0)�0.2 ((0.4)�0.0 ((0.0)��Even though the sample size is not large, � REF _Ref381526542 \* MERGEFORMAT �Table 8.8� shows that there are noticeable differences between those MDs who have received “sufficient” support and those who do not.  Also, between trusts of different sizes, there are also marked differences in terms of the amount of staff support for the MDs.

Medical Directors as expensive secretaries and clerks

As these results indicate, a significant number of MDs do not receive sufficient staff support.  MDs become very expensive clerks and inexperienced administrators if they have to deal with secretarial level tasks (such as filing, typing correspondence, etc.), or tasks which are outside their core competencies (cf. Section 6.2).  The “operational identity” refers to the dealing with these tasks for a strategic level post such as the MD.  If the efficiency and value for money ideals espoused by the NHS are really important to the health service, it is certainly not in the interest of the trusts to pay premium salary for MDs to work on these tasks.

Comparing how Medical Directors cope with their posts

How do the MDs who receive sufficient support versus those who don’t differ with respect to the organisational challenges they face?  The method used earlier in Section 8.� REF _Ref383683386 \n �2.2� for testing effects of intrinsic factors are used here.  Recall the key questions for such an analysis in � REF _Ref383335104 \* MERGEFORMAT �Table 8.3� and the null hypothesis in Section 8.� REF _Ref383668108 \n �2.1�, the two groups here are:

group 1:  MDs who do not receive sufficient support (7 samples)

group 2:  MDs who receive sufficient support (12 samples)

Two-tailed paired (for questions ( and () and unpaired (for questions ( and () t-tests are applied to the list of organisational level problems for the two SUPPORT groups.  Statistically significant results concerning the 4 questions posed above are listed in � REF _Ref383687531 \* MERGEFORMAT �Table 8.9�.

QUESTIONS POSED IN � REF _Ref383335104 \* MERGEFORMAT �Table 8.3� APPLIED TO SUPPORT�	( mean	p-value��(  For group 1 (insufficient support): ���lack of guideline/definition of MD role

disciplinary process for medical staff

performance management of medical staff

junior doctors' training and performance

managing change/reorganisation

budgeting and managing finance of trust�	-1.29	0.06

	-0.43	0.08

	-0.43	0.08

	-0.57	0.03

	-0.71	0.09

	-0.43	0.08��(  For group 2 (sufficient support): ���lack of guideline/definition of MD role

service planning�	-1.42	0.00

	0.50	0.11��(  Between the 2 groups when they became MDs: � NOTEREF _Ref383337879 �6����N/A�	N/A	N/A��(  Between the 2 groups now: � NOTEREF _Ref383337879 �6����junior doctors' training and performance�	1.23	0.01��Table 8.� SEQ Table \* ARABIC �9� The table shows results of two-tailed t-tests on the list of organisational level problems by considering two MD groups which are split according to SUPPORT.

Four observations of the results in � REF _Ref383687531 \* MERGEFORMAT �Table 8.9� are suggested below.  These observations could shed light how support affects the challenges facing MDs.

OBSERVATIONS BASED ON SUPPORT��(  For the MDs in this study who do not have sufficient support, they have found the following problems to have reduced in severity since they have taken up their posts:  lack of guideline/definition of MDs’ role, disciplinary process for medical staff, performance management of medical staff, junior doctors’ training and performance, managing change/reorganisation, and budgeting and managing finance of trusts.��( For the MDs in this study who have sufficient support, they have found the lack of guideline/definition of MDs’ role and service planning to be less difficult since they have started their posts.��(  For the list of problems considered when the posts were taken, there is no significant difference on how the two SUPPORT groups view these problems’ levels of difficulty.��(  In this study, the group of MDs who receive sufficient support has more difficulty than the group who do not in dealing with junior doctors’ training and performance now.��Surprisingly, observations in ( and ( suggest that insufficiently supported MDs seem to be able to reduce the difficulty of more problems than those who are sufficiently supported.  Also surprising is the observation ( (p-value = 0.01) which suggests that sufficiently supported MDs are finding dealing with junior doctors’ training and performance more difficult than those who are not sufficiently supported.�

This section has so far considered support at the administrative and managerial level.  There are other types of support for MDs.  The following briefly remark on two potentially valuable sources of support: mentors and other MDs, which will be expounded in the next chapter on Medical Director Development Needs (cf. Section 9.6).

Mentorships

Mentorship is one type of organisational support.  As Allen’s research (1986, 1994) has discovered, patrons or mentors are very much integral to the medical culture, especially in guiding young doctors along their career paths.  In this sense, mentorships can be seen as natural to the medical culture.  If this finding can be generalised to MDs, one would expect MDs find mentors helpful to their post.  Indeed, interviews in this study have indicated that MDs have in general found mentors very helpful not only for socialising them into their posts but also for guiding their roles as MDs.  

Trusts should facilitate MDs in identifying potential mentors either within the trusts or in the local region.  A healthy mentorship relationship could in turn enable MDs to contribute to the trust in a more effective manner.  Incidentally, nearly all MDs in this study have expressed interest in serving as mentors to their successors (cf. � REF _Ref383874281 \* MERGEFORMAT �Quote 55�).  Trusts should take upon these MDs’ goodwill and help establish constructive mentorship relations.

Networking with other MDs

Support from colleagues is prevalent within the medical culture.  In this sense, supports by other MDs could be considered as “natural” to doctors who take on the posts.  MDs in this study have generally found network with other MDs and medical managers helpful as a support function.  Discussions concerning networking is postponed to the next chapter.

Clearly, other types of support such as information technology, telecommunications, office space, among others are also very important structural features.  The only question here is what defines “sufficient”.  Unfortunately, this question is beyond the scope of this thesis since it is highly trust-dependent.

*                    *                    *

Although most MDs in this study felt that they were properly supported for their posts, a significant number did not share this same feeling.  If MDs have to deal with clerical or secretarial tasks, the health service certainly cannot afford the premium salary for these MDs.  Therefore, it is in the interest of the trust to play a proactive role in ensuring proper support for its MD.  In addition, insufficient support hampers how MDs in carrying out their daily tasks, which would adversely affect the trust management. Many MDs in this study have indicated that they are “overworked”.  Trusts could help to pre-empt this doctors’ “overwork syndrome” (cf. Section 9.3.2) by proactively providing and seeking support and advice for their MDs.

This chapter now turns to another important organisational feature for any post: rewards.  This topic clearly has a strong personal component in the sense that individuals feel differently toward different types of rewards.  The following section considers the organisational aspect first and relegates the personal component to the next chapter.



Rewards for Medical Directors

This section concerns the rewards for MDs at the organisational level.  The individual level reward as managerial aspiration, desire for career change, challenge, etc. will be discussed in Chapter 9.  An important digression on the merit awards for doctors is discussed below.  This digression has wide-ranging implications for selection, recruitment, remuneration and career succession of MDs.  This digression leads the discussion so far in this chapter from a structural perspective to a renewal perspective of macro analysis.

The MDs are asked whether or not they receive sufficient reward for their MD work.  Here is a breakdown of (the 19 MDs’) survey responses according to the sizes of their hospitals (size is measured according to the number of beds) � NOTEREF _Ref383624040 �7�.

TYPE OF MEDICAL DIRECTORS�ADEQUATE REWARD�NOT ADEQUATE REWARD�NO RESPONSE��smaller trusts

(< 500 beds)�6�2�3��larger trusts

(( 500 beds)�6�1�1��sub-total:�12 (63.2 %)�3 (15.8 %)�4 (21.0 %)��Here are the comments from the MDs about their rewards:

“My reward for the job is ‘headache’”.

 “I have a salary increase of 30K for the MD post but I do 50K less clinical work.”

“My merit award was granted before becoming MD.”

“Adequate sessions should be paid for workload.  My B award nominated by regular anaesthetists and not for my MD role.”

Because of the smaller number of MDs in the NOT ADEQUATE REWARD category, no separate analysis is performed of the challenges and problems faced by those who have adequate reward versus those do not.� NOTEREF _Ref386596163 �5�  Nevertheless, by qualitatively comparing the 3 MDs who have indicated NOT ADEQUATE REWARD with the other MDs, no apparent differences (or “outlier effect”) arise in terms of the types of challenges they face, nor in terms of remuneration, nor the other variables considered so far in this chapter.

The next question asked of these MDs is what kind of rewards do they receive for their MD posts?  Here is the breakdown of the 19 MDs surveyed: (clearly, a MD could have more than one type of reward)

TYPE OF REWARDS�THOSE ADEQUATELY REWARDED�THOSE NOT ADEQUATELY REWARDED�THOSE WITH NO RESPONSE�subtotal

%��salary increase�10�2�2�73.7 %��merit award�5�3�1�47.4 %��performance related pay�0�1�0�5.3 %��status increase in the organisation�1�0�1�10.5 %��job satisfaction of making a difference�7�2�2�57.9 %��other�0�0�0�0.0 %��In terms of the salary increase, there are two main types: either a cash increase on top of their salary (average increase: £ 5,000/additional management session where 1 session ( 1 half day).  Surprisingly, perhaps because of the small number of respondents in the NOT ADEQUATE category, no significant difference is observed concerning the size of the actual rewards between those who claim to have ADEQUATE and those who claim otherwise.  Clearly, larger samples are required to confirm this observation.� NOTEREF _Ref386596163 �5�

The interview results are similar to the survey results above.  Although a small number of MDs interviewed have indicated that they find the remuneration for their MD post insufficient, the majority does not have this concern.  In fact, as will be discussed in the next chapter, most MDs take on their posts not for financial gain at all.  Many claim to become MDs because of challenges the post presents and because of managerial contributions they can make.  Besides, as remarked by a MD in � REF _Ref383434467 \* MERGEFORMAT �Quote 41�, “no one can pay me enough compared to my clinical pay”, especially counting doctors’ private practice (cf. � REF _Ref383787210 \* MERGEFORMAT �Quote 46�, � REF _Ref383786526 \* MERGEFORMAT �Quote 49�, � REF _Ref383786534 \* MERGEFORMAT �Quote 50�).  For these MDs, financial remuneration can be considered to be token recognition of MDs’ contribution.

Too high a remuneration package would attract the “wrong type” of candidates.  (A MD has eloquently phrased the remuneration dilemma in � REF _Ref384645379 \* MERGEFORMAT �Quote 64�).  This is not to say that MDs should not be properly remunerated or recognised for their contribution to the trust management.  Any remuneration “below average” could make post-holders wonder how much their efforts are appreciated and valued by their trusts.  Adequacy should be judged on individual cases.  However, if MDs work far more than what they have been contracted for, that should signal to the trust that the remuneration package is inadequate (cf. � REF _Ref383787481 \* MERGEFORMAT �Quote 47�, � REF _Ref383787482 \* MERGEFORMAT �Quote 48�).  Such remuneration package could clearly compromise MDs’ performance and discourage potential candidates to the post.

During the subsequent interviews with many of these MDs, a large portion of them mentioned that their merit awards were given to them before their MD posts (a discussion of the so-called discretionary points is provided below).  If merit awards are to be used to attract candidates to the post, a more ostensible link than is currently the case should be made.  Otherwise, an alternate recognition system might be needed to recognise the managerial contribution and excellence that MDs make to NHS as a whole..

Merit awards and MD candidate pool

According to the guideline set out by the Advisory Committee on Distinction Awards (ACDA, 1996), distinction awards are used “to reward outstanding professional work of wider benefit to patient care in the NHS.”  The scheme uses a peer review system, with employer input, and supervised by the ACDA on behalf of the Secretary of State for Health and the Secretaries of State for Scotland and Wales.  The ACDA is supported by a Secretariat based within the National Health Service Executive (NHSE) and is headed by a Chairman and a Medical Director.�  ACDA makes the final award decisions.  There are 33 members of ACDA, representing the NHSE, Royal Colleges and Faculties, the Medical Research Council, general body of consultants and a few other offices.  In addition to being a recognition, merit awards come along with annual payments to the award holders, which are shown in � REF _Ref384995428 \* MERGEFORMAT �Table 8.10�.

GRADE�NUMBER OF AWARDS�% OF TOTAL CONSULTANTS�VALUE

(per annum)��	A+�	258�	1.1 %�	£51,215��	A�	891�	3.7 %�	£37,470��	B�	1,977�	8.1 %�	£21,770��Table 8.� SEQ Table \* ARABIC �10�  The numbers, values and estimated percentages of merit awards in payment in the UK as of 30 October, 1996 (ACDA, 1996).

Earning merit awards not only means financial gains, it is the closest to “promotion” for the career grade doctors.�  However, one clinical director comments that getting “too much involved” in management, such as being a MD, could actually hurt one’s chance of obtaining higher merit awards (cf. � REF _Ref383788925 \* MERGEFORMAT �Quote 77�).  This postulation is acknowledged by a number of MDs interviewed to be a real disincentive for their posts (cf. � REF _Ref383789062 \* MERGEFORMAT �Quote 52�).  Although in determining which consultants get merit awards, these consultants’ management experience should be taken into consideration.  In reality, merit awards are based principally on academic merits such as papers published, conferences chaired, theses supervised, etc. (cf. � REF _Ref383789062 \* MERGEFORMAT �Quote 52�, ACDA, 1996).  Many MDs claim that by taking on their posts, they do not even have time for their clinical commitment; there is simply not enough time to devote to serious research.  In fact, one MD interviewed claims that she is leaving her post because she is not able to conduct “enough research” while in her post (cf. � REF _Ref383790088 \* MERGEFORMAT �Quote 53�).  Several MDs interviewed expressed concerns that doctors’ managerial contribution has been deemed less highly than their clinical contribution.  They mentioned that one reason could be due to the medical culture’s bias that management is “easy” compared to medicine.  A more damaging bias could be the belief that when one becomes too “seriously” involved in management, he or she “crosses over the fence” and has switched allegiance away from the medical profession.  These biases work to discourage many doctors from being involved in management.

The establishment of the discretionary points system in 1995 has ameliorated this situation (ACDA, 1995).  The previous “C” award has been divided into 5 discretionary points, each worth about £2,160 per annum as of 30 October, 1996.  This system is created to encourage local provider input to the merit award system.  Many trusts give MDs discretionary points as reward for their posts.  Underlying many MDs’ responses during interviews, these discretionary points seem to have lost much of the sense of “promotion” or prestige associated with the ‘B’, ‘A’ or ‘A+’.  Most MDs believe that their contribution to the trust should earn them higher merit awards, “at least a B” (cf. � REF _Ref383790903 \* MERGEFORMAT �Quote 54�).

This above discussion has highlighted the importance of viewing the MD post from potential candidates’ standpoint.  The next section further considers career paths for MDs, which encapsulates the above concerns related to “promotion” in general.

Career Paths for MDs

The study of career paths for MD is crucial to the organisational renewal perspective of macro analysis.  Because the MD post is new to the medical culture, few doctors understand the career implications of becoming MDs.   How this post fits into doctors’ career clearly has a major influence on the size and quality of the candidate pool.  One major concern that MDs (and medical staff) interviewed has expressed about their posts is the lack of security compare to consultant posts.  The implication here for trust is to reduce this insecurity concern by clarifying the tenure or contract for MDs and by carefully discussing potential career paths for MD candidates.

Profiles of candidates

In this study, most MDs feel that because of the strategic nature of the post, candidates should have a senior status.  “Senior” has a dual meaning.  Firstly, candidates should be senior enough to have the confidence of his or her clinical colleagues.  After all, if the MD does not have the medical body’s confidence, how could he or she expect to persuade and to lead them?  Secondly, a candidate should be senior within the organisation in order to understand the strengths and weaknesses of the trust.  Only a thorough understanding of the trust could enable a MD to sensibly recommend and develop strategies for trust as a whole.  These two considerations lead to the deduction that MD should be chosen among the trust consultants who have both good clinical credibility and holistic understanding of the trust.  These consultants are likely to be among the senior consultants.  In general, recruiting from outside the trust should be avoided.

Desirable MD experiences

Concerning the experience of the candidates, the majority of MDs interviewed believe that a candidate should have some concrete managerial experiences on top of that from managing his or her medical engagements.  These managerial experiences could be being Clinical Directors (CDs), Chairman of MSC, associate MD, chairman of department, and so forth.  With regard to the MDs in this study, both interviewed and surveyed, all have one or more such managerial experiences before they take on their MD posts (Section 9.5.1).  They all agree that their experiences have helped their MD posts to varying degrees.  Detailed results on their individual experiences will be reported in the next chapter.

Post MD career path

After their posts, most MDs in this study have planned to either return to their clinical practice.  Several of the older MDs plan to retire after their posts.  Only two out of the 18 MDs interviewed have indicated that they plan to continue in management in other capacities such as at the regional level or as trusts’ CE.  

Opinions are split on whether it is a natural career path for a MD is to be the CE.  The majority sides on the negative side.  Nevertheless, what can be more natural for a health care organisation than to have a medical expert heading it?  Disapproval voices claim that many doctors do not have the skills that a CE’s job require (cf. � REF _Ref384633060 \* MERGEFORMAT �Quote 58�).  However, these voices have difficulty distinguishing the difference between the skills required for the MD and the CE posts, both of which are Executive Directors, members of the trust board, and strategic in nature.  Other reasons given by MDs for why they do not think CE is a natural career path for them: doctors’ unwillingness to give up their clinical practice (cf. � REF _Ref383434178 \* MERGEFORMAT �Quote 39�), distaste of the constraints around CE’s job (cf. � REF _Ref383434233 \* MERGEFORMAT �Quote 40�), the lack of rewards and security in the CE post (cf. � REF _Ref383434467 \* MERGEFORMAT �Quote 41�).

If the CE is a doctor, is there a need for the MD post?  Most MDs still believe the answer is yes because without the MD, the CE post will be overburdened.  CEs do not have the time to have their “fingers on the pulse” among the medical staff, which the MDs can easily do due to their clinical contacts.  Besides, many MDs believe that the question is flawed: there will not be a significant number of doctors who would like to take up the CE job (cf. � REF _Ref383434929 \* MERGEFORMAT �Quote 42�, � REF _Ref383434932 \* MERGEFORMAT �Quote 43�). 

Other possibilities for those MDs who would not be returning to pure medical practice include considering being non-Executive Directors (non-EDs), mentoring new MDs and other doctor-manager, among others.  The trust should try to make use of the managerial experience that MDs gain.

  Macro Analysis of Medical Director Development

This section makes use of ideas introduced in Section 2.3.2 on professional-bureaucratic conflict.  As professionals, doctors� have been trained and socialised to work more or less in an 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”.  This brief description has summarised the nature of traditional doctors’ training and socialisation process.  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.  The underlying assumption through the discussions in this chapter is that the MD post is “different” in nature from a clinical post.  Many researchers have reported evidence for this “manager-clinical role conflict” (Fitzgerald, 1994; Ottensmeyer, et al., 1991; Permut, 1989; Doyne, 1987).  In order to minimise this conflict, this chapter has identified organisational aspects of the current MD role which should be carefully evaluated (the operational and representative identities).  The following recapitulates the findings from both the two perspectives of macro analysis.  Recommendations based on these findings for developing MDs will be given in Chapter 10.

Analysing the Findings from a Structural Perspective

Nearly all MDs in this study have mentioned that their posts still lack clear guidelines and definitions, echoing findings by other researchers (Leigh, 1996; Fitzgerald, 1994).  However, some have also expressed a somewhat chivalrous attitude toward having the freedom to choose what they deem appropriate for their posts.  This thesis hypothesised that their attitude might reflect their clinical career which has trained them to work in a more or less autonomous manner.  Not being constrained by formal guideline and definition is actually preferred by many MDs.  As pointed out, there are potential hazards associated with this freedom.  MDs might take on too many operational level tasks which could be delegated.  Consequently, the strategic nature of their posts would be seriously compromised.  Furthermore, potential candidates could be discouraged from applying for the post, which has negative consequences from an organisational renewal perspective (cf. Section 8.� REF _Ref384642586 \n �7.2�).

At the same time, the trust should not arbitrarily decide for a MD what operational level tasks he or she should be involved in but it should discuss with the MD, perhaps with the help of an experienced mentor.  After all, the trust management in general does not know as much about operational medical matters as the doctors do and should let the MD have a strong input to defining his or her role.

In terms of support, this chapter has argued that the trust should proactively provide support for MDs.  Otherwise, MDs might become expensive clerks and secretaries for the trusts.  This chapter contends that doctors’ clinical training and experience predispose them to take operational level work more “naturally” than managers do.  This is the case even when they become Executive Directors (cf. � REF _Ref383428284 \* MERGEFORMAT �Quote 31�, � REF _Ref384641049 \* MERGEFORMAT �Quote 59�).  A trust can encourage its MD to develop strategic habits by ensuring sufficient support for his or her role.  Support means at least two different types.  Firstly, MDs should be well supported administratively and managerially in their daily tasks.  Secondly, MDs should be well supported by appropriate mentor relationships and networks of other medical managers.  Both types of support have been found to be helpful to the MDs in this study.

The majority of MDs in this study did not have complaint concerning their financial remuneration.  However, a significant number found their remuneration inadequate and at least two are contemplating resignation from their posts at the moment (cf. � REF _Ref383787481 \* MERGEFORMAT �Quote 47�, � REF _Ref383787482 \* MERGEFORMAT �Quote 48�).  In other words, adequacy of remuneration is what organisational psychologists term a “hygiene factor” (Argyle, 1988; Mullins, 1992) and should be assumed for the post.  Otherwise, the trust would have difficulty in finding capable candidates to be its MD.  With regard to the so called “merit awards”, many MDs and medical staff interviewed have expressed concerns about how their management involvement could affect their chances of gaining merit awards.  Many feel that “too serious” involvement could hurt them in two ways.  Firstly, management takes time away from their research and professional pursuit.  Secondly, they could be deemed by their peers as “crossing over” to the other side of management.  Although the establishment of discretionary points has alleviated this problem somewhat, the effect is minimal since most MD candidates already have at least a “C” award and the discretionary points do not apply to them.  This thesis posits that the current merit award system creates an important disincentive for potential MD candidates.

Analysing the Findings from a Renewal Perspective

Because organisational renewal refers to the continual process for an organisation to replace the older or unqualified post-holders by new ones, it is related to MD development in three important areas.  These are scope of the post, career succession and the “promotion” or recognition system.

Lack of guideline or definition for the MD post leads to serious problems from an organisation renewal perspective.  When the post is not defined well, the process for selecting the “right” candidates for the post is impaired in two respects.  Firstly, potential candidates would be more reluctant to apply for a post which has no defined boundary nor authority.  Secondly, if the nature of the post is not clear beyond being “strategic”, evaluation of potential candidates in terms of relevant experience and skills would not be as reliable as otherwise. Even if the “right” candidate has been identified, this candidate would have difficulty in preparing for the post since he or she does not know what to expect.  Therefore, although the current MDs have been able to cope with lack of guidance or definition for their posts, for effective career succession, it is important for a trust to define the boundary of the post.  Part II of this thesis as well as the recent publication (BAMM/ATMD, 1996) Roles and Responsibilities of Medical Directors could provide guidance for such an effort.�

An important issue from the organisational renewal perspective concerns MD succession. In particular, the lack of suitable candidates and post-MD career path are sources of worries for many MDs studied in this research.  This thesis has noted an indifference or negative attitude among the medical staff toward management�.  Perhaps as a result, lack of candidates for the MD post is observed.  This problem has been hypothesised to be caused by a general lack of management exposure in the current medical education and training.  A recent study of junior doctors show that a majority of these doctors have little knowledge of their hospitals’ management and have little contact with managers (Carty, et al., 1996).  Many cannot even name their own MDs nor their CEs.  The negative attitude among the medical staff toward management is likely also a result of the current medical training and socialisation processes during doctors’ careers.  Therefore, in order to address this lack of suitable MD candidates issue, an important area for careful assessment is the role of management education to medical students and trainees.  If doctors are going to be working in the internal market in their life, it makes sense to educate them about the working of this market before they become consultants.  Perhaps prospective MDs could be identified and encouraged early on in their medical training.

As reported in this chapter, doctors are concerned about the relative insecurity associated with a managerial post — what should they do after they finish (or forced to finish) the MD post?  Many MDs interviewed have indicated that this is a major reason for them not to give up their clinical posts and for not applying to be CEs.  In order for trusts to attract capable doctors to senior managerial posts such as the MD, careful career path planning with potential candidates has to be carried out.  A suggested “ideal” path for doctors to rise through “organisational vacancies” to the MD post and their career path afterward is briefly outlined in � REF _Ref384651333 \* MERGEFORMAT �Table 8.11�.  This suggested “ideal” path is synthesised from the findings and analyses so far in this thesis.

Table 8.� SEQ Table \* ARABIC �11�  A suggested “ideal” path (from an organisational viewpoint) for a consultant to become a MD is provided.  The  individual viewpoint will be considered in the next chapter.

Pre-MD preparation

The effect of the current medical education and training on doctors’ perception of management should be noted.  If appropriate, prospective candidates should be exposed to management early on in their medical training, and perhaps even during their early medical education.

MD candidates should have some management experience before becoming MD.  These experiences could be Clinical Director, chairman of department, deputy MD, etc.  Formal management training and qualification is encouraged but not necessary.

The particular specialty of the candidate should not be restricted.  However, those from specialties which require substantial fixed commitment (e.g. surgery and emergency medicine) should take note of the additional demand on their clinical commitments.  

Candidates should also discuss with both senior clinical and managerial staff concerning their future career path.  Specifically, they should design “exit strategy” for the MD post.  In other words, if they are not retiring, what they can do afterward.  If they intend to return to clinical practice, candidates should negotiate enough clinical sessions in addition to the managerial MD sessions in order not to be “deskilled” while they are not full-time clinicians.

Transition to be a MD

Once designated as the next MD, a candidate should try to shadow the current MD for a period of time (between 3 to 6 months seems to be advocated by most MDs in this study).  Shadowing not only enable the candidate to learn the different tasks involved, it also allows the candidate to start building useful relationships both within and outside the trust.  

If the candidate discovers certain skills lacking, he or she should identify and attend appropriate training courses or experiences.

Being a MD

The contract for a MD should be explicit so that a MD knows how long he or she can expect to remain in that post.  

If a development need is identified, MDs should be encouraged to engage in appropriate training programmes.

The MD should be encouraged to seek constructive mentor relationships such as with previous MDs, senior consultants, or managers for advice and support, if necessary.  

For the same purpose, he or she should be encouraged to participate in regional or national networks of MDs or medical manager groups.  

The MD should actively participate in the recruitment and selection process for the next MD and should allow a transition period for the next MD to “ease” into the post.

Post-MD Period

Previous MDs should be encouraged to become mentors to current or potential MDs.

Previous MDs could become non-executive directors or other less formal managerial advisory role so that their managerial expertise would not be wasted.

� REF _Ref384651333 \* MERGEFORMAT �Table 8.11� summarises a suggested “ideal” path for a doctor to become a MD.  The personal components related to the succession path will be suggested in the next chapter.

Although once a doctor reach consultant grade, there is no further “promotion”, the word “promotion” here assumes a different guise under the merit award system.  After becoming consultants, doctors can still be “promoted” by receiving higher merit awards.  The selection criteria of these awards tend to be “very academically based” (cf. � REF _Ref383789062 \* MERGEFORMAT �Quote 52�).  By promoting the merit award system, the medical profession is promoting certain ethos and values which discourage “serious” involvement in management for the two reasons mentioned in Section 8.� REF _Ref384648780 \n �7.1�. 

*                    *                    *

As implied by “organisational level”, the analysis here has biased toward developing the MD post while the next chapter at the individual level will turn toward issues around developing those who are MDs.

��



CAREER SUCCESSION



The question of what MDs should do after they are done with their post is often neglected in discussions concerning MD career discussion.  Careful consideration of this question is important for several reasons:



Allow the MD to anticipate

�

�  The long list of problems was compiled with the help of Tim Scott of BAMM and Susan Leigh of Middlesex University in London. 

�  The construction of the survey, sample selection procedure, and other methodological issues have been discussed earlier in Chapter 3.

�  The bulk of the questionnaires will be analysed apart from this thesis due to a sending delay in BAMM.  In any case, the methodology used here will apply directly to later analysis of the larger sample

�  A technical note: “mean” is the same as “average” when the underlying probability density functions (for difficulty measures) are the same for all MDs, which is the assumption here.  i.e. no special weightings are given to certain MDs because they are  assumed to be the same with respect to their responses.

�  As mentioned earlier, this delay is due to delays in the sending process in BAMM.  Nevertheless, the questionnaires will be analysed apart from this thesis later.

�  In terms of the actual comparison, numerical values are calculated as (valuegroup 2 - valuegroup 1).

�  This choice of the split is less than ideal: the split point is determined in order to have statistically significant number of samples in each group.  A more proper procedure for choosing the split point should probably be based on such multivariate techniques as cluster analysis.

�  However, only the older group has a statistically significant reduction in the level of difficulty associated with disciplinary process for medical staff, with associated p-value = 0.05.  The lower p-value compared to the aggregate p-value of 0.09 (cf. � REF _Ref383331907 \* MERGEFORMAT �Table 8.2�) is expected due to the exclusion of the younger group where no statistically significant change is found.

�  Note that these inferences apply to the particular AGE split (50) here.  This statement has to be tested in a larger sample set where samples are grouped differently according to a different AGE split.

�  No findings of statistical significance is likely due to the small sample size of 4 in the FEMALE group.

�  Clearly, the larger sample set mentioned earlier is required to test these results.

�  Nevertheless, as will be discussed later, lack of guideline or definition for the post presents potentially serious challenges from an organisational renewal perspective.

�  In Figure 9.1 and Table 9.1, the 19 MDs surveyed have rated “lack of autonomy” associated with their post to be about 2.0 — one of the two lowest difficulty score at the individual level.  This result suggests that one reason they feel comfortable with lack of guideline and definition for their posts is that they are comfortable with being able to do what they define themselves.

�  Recall that among the 4 intrinsic factors considered earlier, only TRUST SIZE is related to the characteristics of the trust.  Other factors such as types of trust and locations of the trusts would result in categories with statistically insignificant number of MDs.

�  Verification of and explanation for these observations definitely require further research.  With reference to the inquiry raised in Section 8.� REF _Ref383668108 \n �2.1� concerning factors affecting MDs in dealing with disciplinary process for medical staff, observations in ( and ( suggest that the level of support does not to play an important role due to lack of any significant difference found between the two SUPPORT groups.

�   This Medical Director is not related to Medical Directors of any providers. 

�   An implicit assumption in most trusts involved in this study is that in order to be a MD, a doctor has to reach career grade.  This is natural since training grade doctors have not been able to establish their clinical credibility, nor the trust of the main medical body yet.

�  Doctors from here on refer to non-public health and non-community medicine doctors.  In the context of this thesis, only these doctors in provider organisations can become MDs.

�  For advertising purpose, Part II of this thesis offers insights on the current state of the MD role which are lacking in mthe BAMM/ATMD (1996) document.

�  In particular, consider the concerns that MDs have made regarding being a MD could create hurdles for gaining merit awards (cf. Section 9.3.2)
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