





CHAPTER 3


RESEARCH METHODOLOGY








The aim of this thesis is to study the role of MDs in order to identify development areas both for the post and for those who become MDs.  This chapter discusses the methodologies used to achieve this goal through four interrelated stages of the research.  The first stage concerns with defining the research agenda.  Secondly, the research focuses on clarifying the current state of the MD role.  The third stage shifts to gather information concerning MD development.  Lastly, data and findings are analysed to infer on the general state of the MDs in the NHS.


Defining the Research


The selection of the research topic can be described as a gradual process of narrowing down from my personal interest in the health care field in general.  This section briefly describes this process.


Initial Conception of the Research


I have a strong personal interest in the health care field.  A major reason why I came to Oxford is to learn about the management of health services and the effects of the recent health reforms in this country.�  When I was searching for a suitable research topic, naturally, I started searching in this area.


More specifically, I wanted to find a topic that could help me understand the management of the health care provider organisations since I will be likely pursuing career in them.  Initial literature search using the facilities� around Oxford revealed a variety of topics concerning management of health care providers.  However, I came to realise that the effects of the “internal market” reform in the UK is just beginning to crystallise into recognisable forms.  Within the past several years, nearly all NHS providers have been forced to abandon their previous assumptions of income and resources from the central NHS office to embrace the new world of competition within the quasi-market.  Different managerial strategies have been adopted to meet the new challenges.  However, a common theme nearly universally adopted across the NHS is the involvement of clinicians in management (CIM) (cf. Section 2.1).  Studying CIM is an area which might have potential impact on my future career also. As a result, I decided to research on strategies for involving clinicians in management.


Preliminary Research and the Medical Director


Having decided on studying CIM, I went through three main routes to understand this area better. I first tried to bring myself up-to-date with regard to the literature and press in this area.  Other than the Oxford area facilities mentioned earlier, I made several uses of the King’s Fund Library in London, which is probably the largest health care resource centre in the UK.  To my dismay, the amount of literature regard CIM is enormous.  I was very fortunate to come to know a number of NHS doctors, medical trainees and students in and around the University.  Through informal conversations with them I was able to gather from these (present and future) front-liners of the British health service about the current stage of the health reforms and the effects of clinician involvement in management, especially in the University of Oxford’s affiliated hospitals.  Nevertheless, I was still not able to pinpoint a specific area about CIM which is manageable within the scope of my M.Phil. thesis and which I was particularly interested in.


Lastly and most importantly, I was able to attend a national conference early last year on “Principles into Practice: the Involvement of Clinical Staff in the Management of NHS trusts”, sponsored by the British Association of Medical Managers (BAMM).�  In addition to learning various CIM strategies currently adopted in different NHS trusts across the UK, I was fortunate enough to get in contact with a few MDs with whom I was able to interview later, and staff of BAMM.  Through the conference,� I was particularly struck by the importance of the MD role.  Post the conference, I contacted BAMM� and expressed to its staff my research interest.  To my delight, Tim Scott (senior fellow) and Dr. Jenny Simpson (Chief Executive of BAMM) were interested to assist me in my effort.  Further discussions with BAMM revealed that it had conducted a study on the MD role in 1994, which has be discussed in Chapter 2.  Due to the recent nature of the MD role in the NHS, this study was the most extensive at that point.  After examining their results, and discussing them with my thesis supervisor, I recognised a need to evaluate how to develop doctors for this senior management role as well as to assess how to develop this post itself.


Why then is my title “Developing Medical Directors in Clinical Directorates?”  As my research progressed later, I discovered that although some NHS trusts might insist that they do not operate under the clinical directorate system, most of them operate using the clinical directorate principles of (1) delegated budgets to individual clinical groups, (2) participation of the lead clinician in the setting of priorities, targets, and the allocation of resources.  Therefore, to avoid making a generalisation not warranted outside the clinical directorate model (cf. Section 2.1), the title of this thesis is as is.  Nevertheless, as Harrison and Pollitt (1994:92) has pointed out, “... it seems clear that the clinical directorate model, or some variant of it, has become the preferred mode of organisation of acute hospital units in the NHS.”


Research Methodology


Since the MD is a relatively recent phenomenon and that it has evolved more or less independently from one trust to another, the MD role varies widely across the NHS.  Therefore, I feel that it is important for my research to obtain as many perspectives and opinions about the role as possible.  Only by thoroughly understanding how far this role has come and a well-informed assessment of its current state would this research be able to uncover knowledge which can be generalised, and to intelligently suggest areas of uncertainty in the findings.  Two overall strategies are therefore adopted for this endeavour.  Firstly, I intend to use a multi-method approach to gain various perspectives on the current state of the MDs in the NHS.  By so doing, I would like to achieve triangulated observations, i.e. “the combination of methodologies in the study of the same phenomenon” (Denzin, 1970).  As pointed out by Gill and Johnson (1991), such a multi-method approach could improve the validity and reliability of the resulting inferences.  The methods adopted in this thesis include: analysis of MD job descriptions, attendance of three MD-related conferences, communications with other researchers in the field, review of relevant literature, a case study, a nation-wide survey through the British Association of Medical Manager (BAMM)’s distribution network,  formal and informal interviews of MDs, Directors of Public Health, other medical and managerial staff, and site visits to nearly 20 NHS trusts across south of England.  Each of these items will be discussed in this chapter.


My second general research strategy is to sample the opinions of as many individuals who are or are related to MDs as possible.  Since the MD role varies widely across the NHS and that it has been evolving rapidly (cf. Section 6.2), I feel that a varied set of opinions is necessary to ensure robust and generalisable observations.  Given the time and resource constraints for my thesis, survey seems to be the answer.  However, getting access to the over 500 MDs in the UK is a big challenge.  Fortunately, I was able to convince the BAMM to administer a survey that I designed, with minor changes, through its distribution network to over 570 MDs across the UK.  The only unfortunately accident is an unpredicted three-months’ delay within BAMM’s bureaucracy.  Nevertheless, this thesis is still able to use a preliminary set of returned questionnaires for analysis.  The results of the bulk of the questionnaires will be analysed after the submission of this thesis using the analytical techniques developed in this thesis.  To echo Bynner and Stribley (1978)’s advice on sound research methodology, research instruments should be selected to balance the qualitative and quantitative nature of the data.  Survey research tends toward the quantitative end of this spectrum.  To address the need for increasing the qualitative data available, I chose to formally interview 18 MDs, 2 Directors of Public Health, and 14 other medical and managerial staff.�  These interviews are conducted in a semi-structured style.  Details of these interviews will be discussed shortly.  Given the travel grant that I was able to obtain from the Marshall Scholarship Commission and the time constraint of this thesis, the number of interviews conducted was deemed sufficient for the scope of this thesis.


A comment is warranted here concerning the general research approach adopted here.  Since the current literature does not provide much information for this MD role, I consider it appropriate to approach researching MDs from an inductive angle (Gill and Johnson, 1991).  More specifically, the inferences in this research are developed incrementally based on empirical observations made during each stage of the research process.  The methodological tradition that perhaps best describes the approach taken here is grounded theory (Glaser and Strauss, 1967).�


Initial Research on the Medical Director Role


Once my thesis topic had been set, I needed to find out what the current state of the MD role is before embarking research on issues related to MD development.  Four methods have been chosen for this stage of research, and one addition method (a case study) was made available unintentionally. This section describes these five components which form the initial effort for clarifying the MD role.�


Literature Review


A search of the literature on MDs, and CIM in general, was performed.  Important sources of references and articles include the library facilities around Oxford mentioned earlier, King’s Fund Library in London and electronic searches through MEDLINE and BPI-CD-ROM.�  Most of the existing literature on MDs refer to the American setting.  These US materials generated useful ideas about MDs in this country, especially since the clinical directorate model has been used in the US for nearly two decades now (Heyssel, et al., 1984).  Nevertheless, while addressing some issues relevant to MDs in this country, these materials tend to reflect the unique health care features in that country.  These features include the American insurance-based health care system, the competitive nature of health care provision, the increasing influence of Health Maintenance Organisations (HMOs) and managed care services, etc. (Brown and McCool, 1987; Ottensmeyer, et al., 1991).  In addition, the American MDs are often the equivalent of Clinical Directors in the NHS terminology.  For these reasons, these literature is inadequate for understanding the MDs in this country.


Perhaps due to the recent nature of the MD role in the UK, only a few references have been located concerning this role, the most extensive of which include: BAMM (1995), ATMD/BAMM (1996), Scott (1996) and Leigh (1996).  On the other hand, as mentioned before, the body of literature on CIM in general is large.  Many of the ideas put forth in this related body of literature are relevant in the MD case. Nevertheless, the scarcity of existing research on MDs contributes to an incomplete characterisation of the MD role (cf. Chapter 4) and made this current study difficult to proceed.  Specifically, the current analyses of the MD role have tended to over-focus on what MDs do and neglected the other dimensions of their role such as the manner in which they interact with others, their expectations of their role and others’ expectation of the MDs, etc.�  As a result, in designing the field work for this research, I also tried to investigate the MD role (cf. Part II).


Conferences on Medical Directors


One important way to understand current issues about the MD role and the challenges faced by doctors in the role is to attend gatherings of MDs.  In addition to the conference on CIM mentioned earlier, I attended two conferences on MD-related issues during the autumn of 1996 with the help of BAMM.  The first one is a BAMM conference on “Trust Medical Directors — Making Sense of the Job” in October, 1996.  The second is an NHS Executive sponsored National Medical Directors and Directors of Public Health Meeting in November, 1996.  In addition to gaining valuable insights about the current state of the MD role during these conferences, I had been able to informally talk with participants, most of whom are MDs, and made a useful contacts for my later stage of interviews and surveys.


Analysis of Medical Director Job Descriptions


I was able to obtain a set of twenty MD job descriptions from the MDs whom I met and from BAMM.  Job descriptions represent the formal expectations of the MD role and analysis of which is clearly important for comparison with the real MD experience.  Analysis of these job descriptions are performed by noting the commonalities and differences in the responsibilities expected of MDs.  The sample size of twenty is small enough to use simple listing and grouping of responsibilities for this purpose.  Although useful ideas regarding the current state of the formally specified MD role were generated, as I found out later, these ideas often do not reflect the actual MD role.


Communicating with other Researchers


As mentioned before, I had been fortunate to be able to get in touch with Tim Scott and Dr. Jenny Simpson of BAMM, who have recently completed an extensive study on the MD role (BAMM, 1995; ATMD/BAMM, 1996).  Communication with them had provided valuable information about how to proceed with my research.  In addition, through Tim Scott, I was able to contact Susan Leigh and Karin Newman of Middlesex University Business School, which are currently starting to study MDs (Leigh, 1996).  Through discussions with these researchers, although I was able to familiarise myself with the current understanding of the MD role in the UK, I felt that I still was not able to have a complete picture of the MD role in order to identify its strengths and weaknesses.�  As a result, part of my field work has incorporated the motive to clarify the MD role, the results of which is presented in Part II.


A Case Study in Managing Medical Innovation


The above four strategies were initiated specifically for understanding the MD role.  This sub-section describes a case study which was not originally intended for studying MDs per se.  However, because of the access that I had been able to gain to the management and medical staff through this case study, I was been able to investigate these staff’s views on CIM and specifically on the MD role in their trust, which turn out to be relevant to the purpose of the research for this case study — studying managing medical innovation.


This case study is performed in the nearby Oxford Radcliffe NHS Trust.�  For my part, I had interviewed 7 management staff and 7 medical consultants.�  These interviews were carried out in a semi-structured format, akin to the “standardised open-ended” interview structure (Patton, 1990).  When permitted, all interviews had been recorded and notes were taken during the interviews.  Interesting quotes were noted during these interviews and copied verbatim from the tape after the interviews.  The opinions of and responses from these hospital staff have proved to be valuable for understanding the issues relevant to this thesis.  Some of their quotes will be used later in this thesis.


Further Research on Developing Medical Directors


Based on the initial stage of research above, further focused research is devised specifically to learn of the weaknesses and strengths of the MD role in order to shed light on issues related to MD development.  Three main constraints limited the extend of my research.  Firstly, MDs are all busy executives and there is only one MD per NHS trust.�  As a result, scheduling site visits and interviews had to be planned early.  Secondly, with limited travel grants which I had been able to obtain from the Marshall Scholarship Commission, I could not travel too far away from the Oxford region too many times.  Lastly, the time constraint on my M.Phil. thesis — one year from the definition of the topic to the submission of the thesis — further restrained the extend of my research effort.


Quantitative and Qualitative Research Instruments


These three constraints suggest the use of surveys as an efficient and economic way to sample as many experiences and opinions as possible.  At this point, it is worthwhile to mention the importance of complementing quantitative research by qualitative research, as stressed by sociologists such as Bynner and Stribley (1978) and organisational researchers such as Gill and Johnson (1991).  As a research instrument, especially as used in this current study, surveys tend to rely on quantitative information.  In order to balance the research results, it is important to also conduct qualitative research such as personal interviews, informal communication with relevant subjects, or ethnographic techniques.  Therefore, besides the surveys, additional formal interviews and site visits were deemed necessary.  In addition to the 14 interviews that I have done during the case study mentioned above, I have arranged to interview 18 MDs and 2 Directors of Public Health, which are discussed further in the sub-sections below.  Initially, I had planned to shadow the MDs who I have also arranged for formal interviews in order to gain ethnographic data about their roles.  Unfortunately, only one such arrangement was successful and it was for only one afternoon.  The results of this single shadowing are reported along with the interview results in this thesis.�


Medical Director Survey Questionnaire


In order to sample as wide a range of MD experience as possible, a postal survey is perhaps the most economically feasible method.  As a research instrument, a properly designed questionnaire cab provide both quantitative and qualitative information for comparing MD attributes across different NHS trusts settings (Gill and Johnson, 1991).  A potential pitfall for surveys is ensuring a representative sampling of the respondents.


BAMM turns out to have a database of over 570 MDs, which cover nearly all MDs in the UK.  When I talked to BAMM about my intention to send questionnaires to study MD development issues, I was overjoyed when Tim Scott (senior fellow of BAMM) told me that BAMM was willing to distribute my questionnaire through its distribution system to all MDs in its database as well as data entry of the returned questionnaires into a database.  However, one caveat was attached: that BAMM could add in questions that they are particularly interested in.  At the same time, Susan Leigh (research fellow) in Middlesex University Business School is also interested in working with me and BAMM in designing the questionnaire.  After discussions with her, I incorporated her interest into the questionnaire.  This initial design of the questionnaire was piloted to two MDs whom I met earlier during earlier conferences.  Their suggestions were noted and the revised questionnaire (cf. Appendix 3) was submitted to BAMM.  The design of this questionnaire is discussed in Appendix 2.


Originally, BAMM intended to send the questionnaire during November of 1996.  However, due to bureaucratic circumstances which were not clear to me, the distribution was delayed till mid-February of 1997.  Being aware of the difficulty in BAMM, I contacted BAMM to obtain permission to distribute the questionnaire (cf. Appendix 3) to a smaller set of 30 MDs so that I can use these preliminary results for my thesis work.�  19 questionnaires were returned (return rate = 63%), which is very satisfactory considering that MDs are busy executives and clinicians.�  Results from this smaller set of questionnaires are analysed in this thesis.  The larger survey set will be analysed later using the techniques developed in this thesis to verify and to add statistical significance to the findings in this thesis.  BAMM has expressed interest in using my findings to establish guidelines for developing MDs and publish the results.


Formal Interviews and Site Visits


In addition to the 14 interviews of medical and management staff of Oxford Radcliffe NHS trust during the case study mentioned above, I have arranged to interview 18 MDs and 2 Directors of Public Health (DPHs).  The 2 DPHs were interviewed after I had already interviewed nearly half of the MDs.  At that point, I realised a gap in my understanding of the involvement of MDs in the trust contractual process and the relationship between these two “lead doctors” on either side of the provider-purchaser split.  As will be noted later, the interviews with the DPHs have proved to be very informative.  Due to the three constraints mentioned earlier in this section, these interviewees are all located near the Oxford-London region.�


These interviews took over four months to carry out.  Each interview took between forth minutes to over ninety minutes long, depending on the time availability of the interviewee.  A sample interview schedule is shown in Appendix 4.  Notes were taken on the schedule during all interviews.  When permitted, each interview was taped.  In the first half of these interviews, all taped conversations were transcribed verbatim.  A sample interview transcript is shown in Appendix 5.  During this initial phase, I found these transcripts to be very useful to refine my understanding of the MD role and development issues.  However, as the interview process progressed and as I understood the issues better, instead of transcribing the interviews in whole, I noted on the interview schedule relevant or interesting points which I would later return to copy verbatim from the tape.  


The format of the interviews also evolved as more was learned about MDs.  The majority of interviews were carried out in a “standardised open-ended structure” (Patton, 1990: 289), as illustrated by the interview schedule in Appendix 4.  Sequences of questions for the interviewees were determined before the interview and approximate time stamps were noted for the major division in the interview.�  Because MDs and DPHs are busy executives in their organisations, keeping my interviews within the time duration agreed beforehand was felt not only to be courteous, but also important for leaving a professional impression. The time stamps were used to help me keep track of the pace of the interview.


Toward the last few interviews, I had already formulated ideas concerning the MD role and development issues.  The structure of the interviews with MDs took an “interview guide approach” (Patton, 1990: 289).  During these interviews, an outline of the topics and issues to be discussed were prepared in advance while the exact sequence and wording of the questions were guide by the interview.  This latter approach allowed me to fill in gaps in my understanding which the interviewees brought up (such as NHS consultant merit award systems, SIFT, Culyer research scheme, etc.).  In addition, I was able to bring my formulated ideas to the discussion, thereby receiving feedback from the MDs about the generalisability and validity of my inferences.


Analysis of Data


This section explains the general approach to the analysis of survey data.  Detailed methods for data analysis are presented in Part II and III of the thesis.  The bulk of analysis lies in examining the survey and interview data, and this section focuses on the analyses of these data.  Other sources of data such as from the conference notes that I have taken, trusts’ organisational literature, MD’s curriculum vitaes, etc. are also used for the thesis but “analysis” of these data involves little more than listing down important ideas or concepts.  The omission of these methods does not imply that these data are not useful.


Once the questionnaires were collected, their responses were entered into rows in a spreadsheet in the following manner, one row per respondent:


numerical responses (e.g. AGE):  the actual numerical value is entered into a spreadsheet cell.


categorical responses (e.g. CLINICAL SPECIALTY): categories are coded into whole numbers and then entered into a spreadsheet cell.


TRUE/FALSE responses (e.g. ADEQUATELY REWARDED?):  TRUE is coded as 1 and FALSE is coded into 0 and then entered into a spreadsheet cell.


open-ended responses (e.g. COMMENTS): the entire comment is entered into a spreadsheet cell.


Unlikely entry (such as “0” AGE) was eliminated through visual inspection of the responses.  A number of MDs had attached their complimentary slip (with their own signatures) on the returned questionnaire, therefore enabling identifying them from the questionnaire.  In one of these cases, the MD who had not filled in his AGE turned out to be among one of those whom I arranged to interview later.  As a result, I was able to ask the respondent whether he minded telling me his age (tactfully), which he did.


The particular spreadsheet package� that I used come along with a statistical analysis pack.  Other than simple statistical routines such as mean, variance, and count, it conveniently comes along with histogram, t-test, and (2 test.  Once the data was entered, analysis of the data became very straightforward, as will be discussed in details in Chapter 5, 8 and 9, which would not be repeated here to avoid redundancy.


The second major analysis was that of interview data.  Each interview was guided by an interview schedule which is also used for note taking during interviews (cf. Appendix 4).  As a result, in addition to the taped conversations,� over 100 pages of notes also form part of the interview data.  As the research progressed, relevant and interesting points and quotes were collected into computer files.  As more and more points and quotes had been collected, these are separately categorised into different areas such as personal development, post development, awards/recognition, etc.  These categorised interview data had greatly facilitated the construction of the analytical frameworks proposed in Chapter 4 and Chapter 7.  In addition, the categorised quotes had proved very valuable in terms of illustrating important ideas and arguments throughout the analysis stage.  These quotes form the corpus of Appendix 1.





�  I am actually taking a two-years leave from a doctorate programme in medical science in Harvard Medical School/MIT in the US, where health care reform is one of the currently most debated topic.


�  These facilities include the Templeton and University College libraries, the Radcliffe Science Library, and the Cairns Library in the Oxford Radcliffe NHS trust.  In addition to the cataloguing systems in these facilities, I used computerised searches through MEDLINE (US) and Business Period Index (BPI)-CD-ROM.


�  A doctor in the Oxford Radcliffe NHS Trust informed me of this conference.  Incidentally, he turns out to be the MD of the trust.


�  My impression was very much shaped through two workshops that I attended.  The presenters in these two workshops included two MDs.


� BAMM has recently formed the Association of Trust Medical Directors (ATMD), whose members now include most of the MDs in the UK.


�  Their trusts locate in or around the following cities: Banbury, Birmingham, Bristol, Cambridge, Headington, London, Milton Keynes, Oxford, Reading, and Warwick


�  However, one could argue that by starting out assuming that there are development needs for MDs already violate the principles of grounded theory.  At the same time, I would argue that the formulation of the hypothesis that there exist MD development needs is based on observations of the NHS environment, current literature, and the political context.  Clearly, the contention here borders on the metaphysical and will not be pursued further.


�  As will be discussed in Part II, this initial research grew to be a substantial part of the analysis in this thesis due to an insufficient understanding of this newly created role in the literature.


�  See Footnote � NOTEREF _Ref386093796 �2�.


�  A notable exception is Scott (1996), which has elaborated on the importance of the corporate nature of the MD role, as opposed to the representative nature, and the consequences on MD behaviours and role expectations.


�  Specifically, the current understanding of the MD role have tended to over-focus on what MDs do and neglected the other dimensions of their role.


�  Out study was intended for a case study competition.  Unfortunately, the details of the case are confidential to this trust and cannot be expounded here.


�  Again, due to the confidential nature of this study, the positions of these staff cannot be revealed.


�  In most NHS trusts, this is the case.  However, in one trust that I have visited, there are actually three MDs.


�  Several quotes in Appendix 1 come from this afternoon’s observations.


� This smaller set of 30 MDs were taken randomly from BAMM’s database for the ((150) MDs who had attended the NHS Executive sponsored National Medical Directors and Directors of Public Health Meeting in London, 1996.


�  Strategies for obtaining this high return rate are discussed in Appendix 2.


�  Refer to Footnote � NOTEREF _Ref386538238 �6� for the locations of these interviews.


� Note the time stamp on the right hand margin of each major section in the interview schedule shown in Appendix 4.


�  Microsoft-EXCEL.


�  Only one interviewee out of 34 did not wish to have the interview recorded.
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