



CHAPTER 9

MEDICAL DIRECTORS

INDIVIDUAL LEVEL DEVELOPMENT:

FINDINGS AND ANALYSES



Introduction to the Individual Level Analysis

The development challenges at the organisational level are inter-linked with the ones at the individual level.  This interdependence has been noted in the last chapter in areas such as the scope of the MD post.  Organisational challenges will surface again at the individual level.  Recall from Table 7.2 the key concerns of analysis at the individual level:

KEY CONCERNS OF MICRO ANALYSIS��differential perspective:��To identify and appraise challenges facing recruitment and selection of MDs.��developmental perspective:��To identify and appraise necessary skills or preparations among MDs, both before and after they take on their posts.��The organisation of this chapter parallels that of the last chapter.  Naturally, to identify development needs, the problems and challenges that MD face at the individual level need to be first pointed out.  Then the motivations for doctors to be MDs are considered.  Techniques which had used to prepare for the MD post are next reported.  In Section 9.� REF _Ref384722345 \n �4.3�, the management development needs in terms of specific skills as identified by the MDs themselves are reported, along with an evaluation of the various development techniques.  The final section briefly summarises the results presented.  The aim of this chapter is to elucidate the individual development needs and techniques for MDs.

Individual Problems and Challenges

Organisational level problems and challenges facing MDs have been examined in the last chapter.  This section turns to the individual level problems and challenges.  The list of individual level problems are identified in the same way as the organisational level ones (cf. Section 8.2).  These are listed in � REF _Ref383346086 \* MERGEFORMAT �Table 9.2�.  Discussions concerning the significance level and the statistical considerations of these results have already been discussed in Chapter 3 and Section 8.2, which are not repeated here. 



MDs are again 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 each item is to them. � REF _Ref383347431 \* MERGEFORMAT �Figure 9.1� plots the means and standard deviation of the difficulty measures for these individual level problems.  Inferences can be drawn from � REF _Ref383347431 \* MERGEFORMAT �Figure 9.1� and � REF _Ref383346086 \* MERGEFORMAT �Table 9.2� concerning how MDs feel that they are coping with the individual level problems listed.

Significant Changes in Difficulty Levels

A similar set-up as in Section 8.2.1 is considered concerning how MDs deal with individual level problems.  Concerning the results in � REF _Ref383346086 \* MERGEFORMAT �Table 9.2�:

How did MDs’ attitudes toward individual level difficulties facing them change since they began their posts?

The null (Ho) and alternative (Ha) hypotheses are identical to those in the last chapter:

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

Ha:  there is significant difference between the estimated mean values

Again, two-tailed paired t-tests are used here to test whether there is a significant difference on how MDs score each difficulty item between the time when they first started their post and now. The results are summarised in � REF _Ref383349737 \* MERGEFORMAT �Table 9.1�.  Statistically significant changes are:�

Since they began their posts, the MDs surveyed had been able to better cope with managing the dual role of a clinician-manager, gaining acceptability and trust of colleagues, and their financial ability.

Similar to the organisational level findings in the last chapter, two general explanations can be put forth here concerning these findings.  Firstly, the 19 MDs surveyed had only felt easier in accepting these individual level problems but had actually not gained any skills for dealing with them.  Secondly, the MDs had in fact gained the confidence and learned the skills in dealing with these problems.  Results to be presented in this chapter will be used to shed light on these two “explanations”.

INDIVIDUAL  LEVEL PROBLEMS�	( mean	p-value��lack of autonomy�	0.11	0.68��dealing with difficult medical colleagues�	-0.16	0.53��gaining acceptability and trust of colleagues�	-0.63	0.02��managing the dual role of a clinician-manager�	-0.47	0.02��time management�	-0.05	0.77��financial ability�	-0.47	0.05��lack of feedback on job performance�	0.00	1.00��inadequate financial reward�	0.16	0.27��impact on family�	0.00	1.00��impact on career�	0.26	0.66��Table 9.� SEQ Table \* ARABIC �1�  Here are the aggregate changes in the level of individual difficulties that MDs surveyed have indicated.  Negative changes can be interpreted as a reduction in the difficulty level while positive changes refer to the opposite.  The figures in bold are the top three most statistically significant results.

�

�

Figure 9.� SEQ Figure \* ARABIC �1�  Plots of the � REF _Ref383346086 \* MERGEFORMAT �Table 9.2� below (the horizontal labels are abbreviated but in the same order as the table).  The error bars bounds 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 MDs.�

INDIVIDUAL  LEVEL PROBLEMS�when started to be MDs�now���	mean	std. dev�	mean	std. dev��lack of autonomy�	1.95	1.18�	2.05	1.35��dealing with difficult medical colleagues�	3.16	1.17�	3.00	1.11��gaining acceptability and trust of colleagues�	2.42	1.12�	1.79	0.85��managing the dual role of a clinician-manager�	3.53	1.26�	3.05	1.18��time management�	3.63	1.07�	3.58	1.17��financial ability�	2.68	1.34�	2.21	1.08��lack of feedback on job performance�	2.37	1.12�	2.37	1.07��inadequate financial reward�	2.16	1.26�	2.32	1.38��impact on family�	3.26	1.52�	3.26	1.52��impact on career�	2.53	1.26�	2.79	1.36��Table 9.� SEQ Table \* ARABIC �2�  Aggregate individual level problems identified by 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.� NOTEREF _Ref383770358 �2�

Testing Intrinsic Factors at Individual Level

In this sub-section, the samples are split along several intrinsic factors — MDs’ age, sex, and experience, and the trusts’ size — in order to reduce the confounding effects on the estimated scores.  Justifications concerning the choice of these factors have been presented in Section 8.2.2 and would not be repeated here.  The four questions for analysing statistical significance listed in Table 8.3 will again be discussed here at the individual level.  The aim here is to raise alert concerning potential correlation’s between the relevant factors and the source of the individual level problems encountered by the MDs.

AGE FACTOR

Just as in Section 8.2.2, the samples are first split into two AGE groups as followed:

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 individual level problems (cf. � REF _Ref383346086 \* MERGEFORMAT �Table 9.2�) for the two AGE groups.  Statistically significant results concerning the 4 questions posed above are listed in � REF _Ref383350595 \* MERGEFORMAT �Table 9.3�.

QUESTIONS POSED IN Table 8.3 APPLIED TO AGE�( mean�p-value��(  For group 1 (> 50 years old): ����managing the dual role of a clinician-manager

financial ability�-0.58

-0.42�0.05

0.10��(  For group 2 (( 50 years old): ����gaining acceptability and trust of colleagues�-1.14�0.03��(  Between the 2 groups when they became MDs: �����inadequate financial reward�0.88�0.09��(  Between the 2 groups now: � NOTEREF _Ref383771283 �3�����time-management

inadequate financial reward�0.89

1.08�0.07

0.06��Table 9.� SEQ Table \* ARABIC �3�  The table shows results of two-tailed t-tests on the list of individual level problems by considering two MD groups which are split according to AGE.

Four observations of the results in � REF _Ref383350595 \* MERGEFORMAT �Table 9.3� are suggested below.  At the personal level, younger MDs feel that some problems are more difficult to deal with than the older ones do.

OBSERVATIONS BASED ON AGE��(  Among the MDs in this study who are older than 50 years old, they have been able to better cope with managing the dual role of a clinician-manager and financial ability since they began their posts.��(  Among the MDs in this study who are less than 50 years old, they have found it easier to gain acceptability and trust of their colleagues since they have taken up their posts.��(  In this study, the younger MDs have found it more difficult to accept the inadequate financial reward associated with their posts than the older ones did when they began their posts.��(  Now, the younger MDs in this study find it more difficult to deal with time-management and also the inadequate financial reward associated with their posts than the older ones do.��Interviews with the younger MDs indicates that they are more likely to find it difficult to gain acceptability and trust of colleagues.  Observations in ( shows encouraging signs that these younger MDs have been able to deal with this problem better at present than before.  However, observations in ( and ( indicates that younger MDs in this study feel less comfortable than the older MDs in accepting inadequate financial reward.  Through interviews with MDs, a plausible explanation for this age differential emerges: older MDs tend to have higher merit awards and or larger private practices than the younger doctors do (cf. � REF _Ref383787210 \* MERGEFORMAT �Quote 46�).   These extra remuneration is likely to make the senior MDs less susceptible to a feeling of inadequate financial rewards.  Perhaps more importantly, by involving as a MD, the younger doctors incur several opportunities costs: loss of potential clienteles for private practice, loss of time for research, loss of referral patterns, and most serious of all, potential medical “deskilling” (cf. � REF _Ref383789062 \* MERGEFORMAT �Quote 52�, � REF _Ref383790088 \* MERGEFORMAT �Quote 53�, � REF _Ref383790903 \* MERGEFORMAT �Quote 54�).  These issues will be discussed further in Section 9.3 as disincentives for the MD posts.

Overall, the results here indicate that older MDs in this study felt more comfortable in coping with several personal level problems better than the younger MDs did.

SEX FACTOR

As mentioned before, the samples are split into MALE and FEMALE groups:

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 individual level problems (cf. � REF _Ref383346086 \* MERGEFORMAT �Table 9.2�) for the two SEX groups.  Statistically significant results concerning the 4 questions posed above are listed in � REF _Ref383358033 \* MERGEFORMAT �Table 9.4�.

QUESTIONS POSED IN Table 8.3 APPLIED TO SEX�( mean�p-value��(  For group 1 (male): ����gaining acceptability and trust of colleagues

managing the dual role of a clinician-manager

financial-ability

impact on career�-0.67

-0.60

-0.47

0.33�0.04

0.01

0.09

0.06��(  For group 2 (female): �����N/A�N/A�N/A��(  Between the 2 groups when they became MDs: � NOTEREF _Ref383771283 �3�����N/A�N/A�N/A��(  Between the 2 groups now: � NOTEREF _Ref383771283 �3�����time-management	�0.85�0.09��Table 9.� SEQ Table \* ARABIC �4�  The table shows results of two-tailed t-tests on the list of individual level problems by considering two MD groups which are split according to SEX.

Four observations of the results in � REF _Ref383358033 \* MERGEFORMAT �Table 9.4� are suggested below. A caution should again be noted here: no significant change for the female group could be a result of the small sample size (4) in the group and not due to no real change.



OBSERVATIONS BASED ON SEX��(  For male MDs in this study, they have found the difficulties associated with gaining acceptability and trust of colleagues, managing the dual role of a clinician-manager, and financial ability to have reduced in severity since they have taken up their posts.��(  For the list of problems considered in this study, there is no significant change on how the female MDs view the levels of difficulty since they have taken up their posts.��(  In this study, there is no significant difference between the female and the male group concerning the list individual problems when they became MDs.��(  Now, female MDs in this study are found to experience more difficulty in terms of time management than their male counterparts.��Through interviews with female MDs, no explicit explanation has been found for to account for the female MDs’ difficulty in coping with time management.  Perhaps a separate research to the sexual influences on the MD post is warranted.  Overall, results in this study do not indicate a sexual differential in the levels of difficulty in dealing with personal level problems.

EXPERIENCE FACTOR

Similar to the last chapter at the organisational level, the samples are again split into two groups according to EXPERIENCE:

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 individual level problems (cf. � REF _Ref383346086 \* MERGEFORMAT �Table 9.2�) for the two EXPERIENCE groups.  Statistically significant results concerning the 4 questions posed above are listed in � REF _Ref383358554 \* MERGEFORMAT �Table 9.5�.

QUESTIONS POSED IN Table 8.3 APPLIED TO EXPERIENCE�( mean�p-value��(  For group 1 (( 3 years MD experience):����managing the dual role of a clinician-manager�-0.55�0.05��(  For group 2 (> 3 years MD experience): ����gaining acceptability and trust of colleagues

financial-ability�-0.88

-0.88�0.06

0.06��(  Between the 2 groups when they became MDs: � NOTEREF _Ref383771283 �3�����lack of feedback on job performance

inadequate financial reward�0.88

1.24�0.10

0.05��(  Between the 2 groups now: � NOTEREF _Ref383771283 �3�����dealing with difficult medical colleagues

inadequate financial reward�-0.86

0.97�0.08

0.15��Table 9.� SEQ Table \* ARABIC �5�  The table shows results of two-tailed t-tests on the list of individual level problems by considering two MD groups which are split according to EXPERIENCE of being a MD.

Four possible inferences of the results in � REF _Ref383358554 \* MERGEFORMAT �Table 9.5� are suggested below.  These inferences could be used to identify areas where personal difficulty could arise with increasing experience for the MDs.



OBSERVATIONS BASED ON EXPERIENCE��(  For MDs in this study with less than 3 years of MD experience, they have managing the dual role of a clinician-manager to be easier since they have taken up their posts.��(  For MDs in this study with more than 3 years of MD experience, they have found gaining acceptability and trust of colleagues and coping with their financial ability easier since they have taken up their posts.��(  The more experienced group of MDs in this study has more difficulty than the less experienced ones in the following areas when both groups first took on the posts: lack of feedback on job performance and inadequate financial reward.��(  Now, the more experienced group of MDs in this study has less difficulty than the less experienced in dealing with difficult medical colleagues but they have more difficulty than the less experienced in accepting inadequate financial rewards.��The more experienced MD group surveyed had more difficulty accepting the inadequate financial reward associated with their posts than the less experienced did.  These results here suggest a perhaps obvious finding: remuneration for MDs should be tailored individually and be upward adjusted as the MD gains more experience in his or her post.  ( and ( indicates that the more experienced MDs feel more at ease than the less experienced in dealing with difficult medical colleagues.  (Recall from the AGE analysis, no such difference is found.)  The natural inference is that the unpleasantry in dealing with difficult colleagues improves with experience.

TRUST SIZE FACTOR

Finally, the samples are split into two groups mentioned earlier according to the size of the NHS trust, as proxied by the number of beds in a trust:�

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 individual level problems (cf. � REF _Ref383346086 \* MERGEFORMAT �Table 9.2�) for the two TRUST SIZE groups.  Statistically significant results concerning the 4 questions posed above are listed in � REF _Ref383359277 \* MERGEFORMAT �Table 9.6�.

QUESTIONS POSED IN Table 8.3 APPLIED TO TRUST SIZE�( mean�p-value��(  For group 1 (trusts < 500 beds): ����dealing with difficult medical colleagues	

gaining acceptability and trust of colleagues	

managing the dual role of a clinician-manager	

financial-ability	

impact on career	�-0.45

-1.00

-0.55

-0.73

0.36�0.05

0.01

0.05

0.07

0.10��(  For group 2 (trust ( 500 beds): ����N/A�N/A�N/A��(  Between the 2 groups when they became MDs: � NOTEREF _Ref383771283 �3�����financial-ability

inadequate financial reward	

impact on family�-0.97

-1.14

-1.10�0.10

0.03

0.14��(  Between the 2 groups now: � NOTEREF _Ref383771283 �3�����gaining acceptability and trust of colleagues

impact on family�1.23

-1.10�0.00

0.14��Table 9.� SEQ Table \* ARABIC �6�  The table shows results of two-tailed t-tests on the list of individual level problems by considering two MD groups which are split according to TRUST SIZE.

Four observations of the results in � REF _Ref383359277 \* MERGEFORMAT �Table 9.6� are again suggested below.  These results could be used to identify differences in the types of personal problems for MDs in different trusts.

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:  dealing with difficult medical colleagues, gaining acceptability and trust of colleagues, managing the dual role of a clinician-manager, and their financial ability.  However, they have found it more difficult to deal with their posts’ impact on their careers.��(  In this study, those MDs from larger trusts have no significant change in their view concerning the list of personal problems considered.��(  When the MDs in this study first became MDs, those from larger trusts have less difficulty than those from smaller ones in terms of their financial ability, their acceptance of the inadequate financial reward and the posts’ impact on their families.��(  Now, the MDs in this study from larger trusts have less difficulty than those from smaller ones in accepting their posts’ impact on their families; however, those from larger trusts have more difficulty than those from smaller ones in gaining acceptability and trust of colleagues.��Two plausible “explanations” can be speculated concerning these differences.  Firstly, as reported in Section 8.4 and Table 8.8, MDs in larger trusts tend to have more staff support than those in smaller trusts.  As a result, larger trusts’ MDs should be able to delegate more of their workloads.  The ability to delegate might enable the MD to manage their posts easier so that they are less likely to have to sacrifice their personal time.  Secondly, larger trusts have larger candidate pool to recruit MDs.  As a results, these trusts could choose MDs who are more suitable organisationally — at east with finance, dealing people, bureaucracy, etc. — than smaller trusts could.  With the additional benefit of better support than in smaller trusts, larger trusts’ MDs are able to better cope with the demands of their posts than those in smaller trusts can.  At the same time, with reference to (, MDs in larger trusts feel more difficult in gaining acceptability and trust of colleagues could also be due to their organisationally-oriented nature as perceived by their colleagues.  As suggested in the last chapter, these MDs could be considered as “crossing over the fence”.  More discussion of this as a disincentive will be presented in the next section.

Motivations for Medical Directors

The last section has pointed out individual level problems faced by MDs.  The next few sections examine research findings which could shed light on the factors which could point to the sources of these problems.  This section reports findings concerning incentives and disincentives for becoming MDs.

Reasons for choosing to be a Medical Director

Do MDs always want to be involved in management?  From a pure differential perspective, the response is affirmative to this question.  This section presents findings which could potentially suggest whether doctors can be developed for management or whether the only hope for getting good MDs lies in recruiting the “right” doctors.

In the questionnaire, MDs are asked why they have taken up their posts.  The results from 19 MDs surveyed are tabulated in � REF _Ref383784395 \* MERGEFORMAT �Table 9.7�.

REASONS�NUMBER OF RESPONDENTS�PERCENTAGE��bored with clinical practice�1�5.3 %��status or financial gain�0�0.0 %��wanted to have more influence and power�4�21.1 %��wanted to make a difference managerially to the hospital’s operation�8�42.1 %��saw a need for clinician involvement in management of the trust�17�89.5 %��medical director represents the next level of career advancement�3�15.8 %��cannot keep up with ever advancing clinical knowledge and skills�0�0.0 %��forced into the post�3�15.8 %��other�4�21.1 %��Table 9.� SEQ Table \* ARABIC �7�  Shown are reasons given by 19 MDs for becoming MDs.  Naturally, each MD could have more than one reason for their choice.

The “other” reasons given in the questionnaire responses for choosing to become MDs (cf. � REF _Ref383784395 \* MERGEFORMAT �Table 9.7�) include the following:

“I was the Chief Executive.  I would continue influencing at the strategic level.”

“wanted a challenge.”

“serendipity.”

“asked to do it — nobody else keen.”

During interviews, a few MDs offered their explanations for why certain MDs feel being “forced” into the MD posts.  On the whole, if the candidate pool is small and a candidate is the most managerially qualified in their trusts.  Medical peer pressure worked to “convince” the candidate to take the post.  These MDs surveyed worried that under such circumstances, the MD post could turn into a rotation style system.  Fortunately, only a minority of MDs surveyed were in this situation.

The majority of the 15 MDs interviewed tend to give the following three reasons for becoming MDs during the interviews in this study:

wanted to make a difference managerially to the hospital’s operation 

saw a need for clinician involvement in trust management

for the challenge of the MD job

When pressed further what they mean by “the challenge of the job”, a few admitted that they are finding their clinical practice “less than challenging” or that they wanted “to do something different”, but no one admits that they are “bored with clinical practice”.  In contrast to the survey results in � REF _Ref383784395 \* MERGEFORMAT �Table 9.7�, of the 15 MDs interviewed, no one mentioned “MD represents the next level of career advancement” or “wanted to have more influence and power” as one of their reasons for taking up their posts.

Schein’s career anchor (1980) concept is useful for discussing motivations for doctors moving into management.�  Recall that this concept supports both the differential and developmental perspectives of micro analysis.  In other words, doctors can be seen to value certain sets of career anchors (such as valuing technical skills) while managers value another set (such as valuing people or managerial skills).  Through their careers, doctors might “discover” that they actually uphold managerial career anchors also (or instead).  This discovery could lead to a change in their career path from pure clinical practice.  For illustration, this career anchor transition is depicted in � REF _Ref384723555 \* MERGEFORMAT �Figure 9.2�.  How frequently does this transition occur among doctors?  A MD comments that not many doctors fall into this category, perhaps around four percent (cf. � REF _Ref384633060 \* MERGEFORMAT �Quote 58�).  Characteristics of these doctors are discussed further in the next section on Recruitment and Selection.

The three main reasons provided above for why MDs took their posts could be interpreted as part of the “discovery” process.  For those who became MDs “for the challenge of the job”, they implied that they did not find their clinical work as challenging as what they MD post seemed to offer.  In other words, at the moment when they were deciding on whether to take the post, they “discovered” that they actually also valued what an Executive Director posts had to offer.  For those who “saw a need for clinical involvement in trust management”, they must have also found that they valued the chance to be involved in management.  For those who went as far as to “want to make a difference managerially to the hospital’s operation”, they had discovered through their clinical work that they were capable to do managers’ jobs.  In these cases, MDs can be described to have found hidden interest (or career anchors, cf. Schein, 1980) which serve to guide them being involved in management, even taking on an Executive Director post.  In other words, if no perfect MD candidate is found, a trust can still develop good MDs given the right development programmes and the right organisational support.  � REF _Ref384723555 \* MERGEFORMAT �Figure 9.2� illustrates a possible transition from a pure professional doctor’s career anchor set to that of an able medical manager.�

Transition from doctors to medical managers

� EMBED Word.Picture.6  ���

Figure 9.� SEQ Figure \* ARABIC �2�  An illustration of the valued Òcareer anchorsÓ (Schein, 1980) for doctors (left box) and for medical managers (right box).

Disincentives for the Medical Director Post

So far in this section, reasons for why doctors become MDs have been examined.  This sub-section considers potential disincentives which could discourage potential MD candidates from applying to the post.  Clearly, there are other reasons for why doctors do not want to become MDs such as lack of interest in management, lack of skills, etc.  However, only those reasons associated with potential MD candidates are discussed here.

Financial and opportunity costs

The majority of the 15 MDs interviewed adamantly believe they have not taken their posts for financial reason (cf. � REF _Ref383787210 \* MERGEFORMAT �Quote 46�, � REF _Ref383434467 \* MERGEFORMAT �Quote 41�).�  In fact, most asserted that there is a financial disincentive for becoming MDs.  Either one of the following reasons were often given for this disincentive:

MDs need to work more than their contracted managerial sessions (cf. � REF _Ref383787481 \* MERGEFORMAT �Quote 47�, � REF _Ref383787482 \* MERGEFORMAT �Quote 48�), often forcing the post-holders to sacrifice personal life or clinical commitments.

The opportunity costs due to loss of clinical clientele, referral patterns and loss of private practice are often considerable (cf. � REF _Ref384731468 \* MERGEFORMAT �Quote 62�, � REF _Ref383786526 \* MERGEFORMAT �Quote 49�, � REF _Ref383786534 \* MERGEFORMAT �Quote 50�)

To reduce this disincentive, remuneration package for MDs should be carefully designed along with the post-holders.  Concerning private practice, several MDs suggested that the reason why there are many MDs who are pathologists or anaesthetists could be that these specialties have little if any private practices (cf. � REF _Ref383786534 \* MERGEFORMAT �Quote 50�).  One potential solution to this disincentive is to build into the MD contract leeway for doctors’ private practice.  This has been found to work for at least one MD (cf. � REF _Ref383787916 \* MERGEFORMAT �Quote 51�).

 “Crossing over the fence”

As a culture, doctors deplore management as a necessary (sometimes unnecessary) evil.  Many MDs interviewed mentioned that one potential reason deterring doctors from seriously involved in management is the fear of being seen as “crossing over the fence” to the management side.  “People go to medical schools because they want to become doctors, not manager,” a senior consultant exclaimed during an interview.  To overcome this negative bias by the medical body, many MDs interviewed stressed the importance of keeping an active clinical practice (cf. � REF _Ref384727675 \* MERGEFORMAT �Quote 60�).  It is easier to accept a MD who also practices clinically as someone who understands the doctors’ problems than one who is never seen except with the Executive Directors.

Overburdened post

As seen in several occasions in this thesis, MDs tend to work very hard, often overburdened.  Possible reasons have been suggested, which include: MDs are not adequately supported; undefined post leads MDs to be involved in anything with “a medical connotation” (cf. � REF _Ref383428284 \* MERGEFORMAT �Quote 31�); doctors’ clinical careers have trained them to be involved at the operational level.  As a result, as a few doctors remarked, they find working at the level comfortable and even “enjoy” these tasks (cf. � REF _Ref383424124 \* MERGEFORMAT �Quote 32�)

The last chapter recommends the trust to proactively provide proper support so that the MDs could delegate, as much as possible, these tasks.  Results in section 9.� REF _Ref384728494 \n �2.2� has indicated that MDs (usually in larger trusts) with adequate support tend to handle their posts better than those with less support.  This inference is perhaps intuitive or obvious.  Nevertheless, a significant number of trusts still do not provide adequate support for their MDs (cf. Section 8.4 and � REF _Ref384641049 \* MERGEFORMAT �Quote 59�).  Not only are these MDs more likely to under-perform due to their overburdened posts, potential candidates are less likely to want to apply for such posts.

Potential “deskilling”

Even though the MD post is part-time in most trusts, MDs in this study inevitably worked more than what they had contracted to do (cf. � REF _Ref383787482 \* MERGEFORMAT �Quote 48�).  Many MDs point to the danger of being overburdened by the management of the trust and neglect their clinical commitment, which could lead to losing skills (cf. � REF _Ref384729528 \* MERGEFORMAT �Quote 61�).  As a professional doctor, “deskilling” further creates in the mind of the medical body of a MD who has “crossed over the fence” of management.  Therefore, in addition to keeping their “fingers on the pulse” over medical matters, MDs should keep their clinical practice to prevent damaging deskilling.  Keeping up with their clinical practice is one component of the “exit strategy” mentioned in Section 8.7.2 and Table 8.10.

Hurdle to merit awards

Being a MD as a hurdle to getting merit awards has already been discussed in Section 8.5 and 8.7, which would not be repeated here. This thesis posits that the current merit award system creates an important disincentive for potential MD candidates.  Means of removing this hurdle is in the domain of national policies.  Possible means for addressing this disincentive include: increasing the “weight” for management involvement in consideration for merit awards, or creating a separate recognition system for medical managers.

Being the Medical Director again

Given the disincentives of the posts, do MDs regret their decisions to have become MDs?  A breakdown of 19 MDs’ responses is shown below: (in parenthesis is shown the percentage of the responses in that categories)

YES�NO��18 (94.7%)�1 (5.3%)��Is there any “outlier effect” on other findings as a result of the MD who answers NO?  Goodness-of-fit tests can be set-up to answer this question.  But with only 1 such sample, the result would not be statistically significant.  Nevertheless, by casual comparison with other MDs, this singular MD’s other responses do not have any exceptional quality.  Therefore, until a larger set of samples is available, no goodness-of-fit test will be performed.

Based on these responses, nearly all of the 19 MDs do want to become MDs if they were to choose again.  Perhaps their reasons for becoming MDs override the disincentives associated with their posts.  However, their responses could also be post-hoc reasoning of their own decisions.  Clarification of the true explanation would probably require in-depth longitudinal studies of those who become MDs.

Recruitment and Selection of Medical Directors

Recruitment and selection (R&S) is an important consideration from the differential perspective of micro analysis.  The claim is that only the “right” candidates can make good MDs.  This section first reports the current process of R&S.  Then potential characteristics of desirable candidates are explored.

Method of Medical Director selection

Here are the breakdowns on how the 19 MDs were selected by their respective trusts:

SELECTION METHOD� NUMBER OF RESPONDENTS�PERCENTAGE��by the board (or trust chairman)�13�68.4 %��by the CE (or general manager)�8�42.1 %��by the medical staff�9�47.4 %��planned career succession by the trust�1�5.3 %��other�0�0.0 %��A few MDs have commented that their answers are based on “influences” and not on the formal nomination and approval process.  In the interviews with many MDs, the “influence” of the medical staff is taken very seriously by the board and the CE in selecting candidates.

Reasons for being recruited and selected

Here are the breakdown of the reasons that the 19 MDs think they were recruited and selected:



REASONS� NUMBER OF RESPONDENTS�PERCENTAGE��most qualified managerially�9�47.4 %��most senior clinician� 1�5.3 % ��most respected in the trust�7 �36.8 % ��planned career succession by the trust�1�5.3 %��personal connection�0�0.0 % ��no one else was available�10�52.6 %��other�3 �15.8 % ��The “other” reasons include the following:

“acknowledged by other clinicians as interested/hopefully trusted”

“Job as held by predecessor was unworkable (and I am the most qualified managerially)”

“No one else applied!”

The number of MDs who responded “no one else was available” testifies the general size of the candidate pools in most trusts.  One could argue that if the most “qualified” consultant applies for the job, that might discourages others from applying.  From interviews with MDs, this latter case is generally not the case.  Nevertheless, what determines a candidate as being “qualified”?  The next sub-section considers some desirable attributes of a good MD.

Characteristics of good Medical Directors

From the differential perspective, recruiting and selecting the “right” MD is the key to ensuring successful MDs.  How should a trust select its MD?  The literature has provided several detailed studies such as those by Ottensmeyer, et al. (1991) and Brown and McCool (1990) for American MDs, which do not have the same role as the British MDs.  In addition, the British MDs have been recently created in the unique medical setting here.  Therefore, the American findings should be viewed with caution.  This sub-section does not aim to list ad nauseum an exhaustive list of all desirable characteristics of good MDs for the British NHS, which requires further substantial research.  Rather, this sub-section aims to point out a few salient characteristics which this research have suggested to be desirable.

Based on the experience of 5 female MDs interviewed and 4 female MDs surveyed, Section 8.2.2 and Section 9.� REF _Ref384739617 \n �2.2� have tentatively reported that the SEX of the MD has not been found to have big influences how that a MD handles his or her post.  However, more senior MDs (AGE) seem to be able to handle their posts better than the younger ones.�  The more EXPERIENCE a doctor has being a MD, the better he or she seems to be able to handle the post.  The MD should be respected and trusted professionally as a clinician.  He or she should be willing to adapt to the management culture, which some MDs in this study have found to be quite different from the professional culture they are used to.  A good candidate should exhibit characteristics that are organisationally-oriented, examples of which include: willingness to work with people, good communication skills, the patience to work through the NHS bureaucratic processes, etc.  A candidate should be able to abstract from operational level tasks to be able to think strategically and be willing to distance himself or herself from any particular specialty.  He or she should be reasonably self-possessed since the MD sometimes has to face difficulty situations and personalities when representing “corporate medicine” as a whole in this trust (cf. � REF _Ref384732036 \* MERGEFORMAT �Quote 63�).  As a result of the demand of the post, doctors from certain specialties such as surgery should think carefully about their career path before they apply for the post.  Trusts should avoid recruiting from outside the trust.  Not only would such a move be “a bit of admission of failure for the trust”�, a MD recruited from the outside might experience difficulty in being accepted by the trust medical body.  Also, he or she might have a steep learning curve to climb over in understanding the trusts’ strengths, weaknesses and available opportunities.  These characteristics will be further discussed in Section 9.� REF _Ref383767982 \n �7�.

In general, candidates should be aware of potential sacrifice being a MD has toward his or her clinical commitment and private practice.  Appropriate “exit strategy” and career plan, adequate support, and remuneration package should be carefully discussed before a candidate is chosen as a MD.  Preparation for the MD post is further discussed in the following section, which turns from the differential perspective of micro analysis to a developmental perspective.

Preparations for the Medical Director Post

A differential theorist would claim that what makes a good MD depends entirely on the inherent characteristics of the individual.  Preparation or training does not do much to help a wrongly selected MD.  However, a developmental theorist would argue differently.  Using Schein’s career anchor concept (1980, cf. � REF _Ref384723555 \* MERGEFORMAT �Figure 9.2�), he or she would argue that through proper preparation or training, a doctor could uncover hidden abilities or inclinations which could guide him or her well in the MD post.  Discussion related to this debate has been given in Section 9.� REF _Ref384743885 \n �3� on MDs’ motivations.  This section focuses on the specific preparations that MDs in this study have undergone.

The MDs were asked whether they were adequately prepared for their posts.  A breakdown of the number is shown in the right-hand column of � REF _Ref384742253 \* MERGEFORMAT �Table 9.8�.  The MDs who have responded that they were not adequately prepared for their posts give the following reasons:

“Too busy in other positions to give up time.”

“Role of post unclear — locally and nationally.”

“Aims unclear.”

“poor clarification of the role per se.”

“Naive about extent of post.”

“No experience or knowledge on role of Board member.”

“Career plan could be helpful.”

“How do you prepare for the role!”

“No one knew what were involved.”

 “Because no one can be adequately prepared.”

There are significantly more MDs in this “inadequately” prepared set (13) than those in the “adequately” prepared set (6).  Naturally, this result begs the questions of what preparation these MDs have had and what other preparation they would like to have.  The results of these inquiries are next reported.

Previous management experience

Naturally, how well prepared a given person is for a post depends on what kind of relevant experience that person has before taking on that post.  The 19 MDs are asked to indicate whether they have had any management experience before they became MDs.  Previous management experience has been suggested to include: CD, Chairman of the MSC, Associate MD, and others (cf. Appendix 3).  A breakdown of the responses is shown in � REF _Ref384742253 \* MERGEFORMAT �Table 9.8�.   Nearly all MDs in this study had some kind of management experience before they took on their posts.�

TYPE OF MEDICAL DIRECTORS�HAVE MGNT EXPERIENCE�NOT HAVE MGNT EXPERIENCE���prepared for the post�6�0�6 (31.6%)��not prepared for the post�12�1�13 (68.4%)��sub-total:�18 (94.7 %)�1 (5.3 %)���Table 9.� SEQ Table \* ARABIC �8�  Shown is a breakdown of the 19 MDs surveyed according whether they have previous management experience and whether they feel prepared for the MD post

The next question that the 19 MDs are asked to indicate is the precise management experience they had.  � REF _Ref385043436 \* MERGEFORMAT �Table 9.9� shows the breakdown of their different management experiences.  Interestingly, many of the respondents who felt that they are not adequately prepared have been CDs before.  This observation suggests that the MD role and the CD role are different in terms of the nature of their work.

TYPE OF MGNT EXPERIENCE�NUMBER OF RESPONDENTS WHO FELT PREPARED�NUMBER OF RESPONDENTS WHO FELT NOT PREPARED��associate MD�1�0��medical staff committee� chairman�2�4��clinical director�4�10��chairman of department�2�0��other

— member of District Health Authority

— Chief Executive�

— medical staff committee member

— chairman of ethics committee

— private industry

— DMC representative�

1



2

1



0



0

0�

1



0

0



1



1

1��Table 9.� SEQ Table \* ARABIC �9�  This table tabulated the type of management experiences that two different groups of MDs have had before they took on their posts.  The first group consists of those who felt they were prepared and the second group consists of those who felt they were not prepared.

The MDs surveyed are further asked to indicate whether they believe their management experiences have helped them, hinder them, or no effect on their MD post.  Here is the breakdown of their responses:

TYPE OF MEDICAL DIRECTORS�HELP�HINDER�NEITHER��prepared for the post�6�0�0��not prepared for the post�11�0�2��sub-total:�17 (89.5 %)�0 (0 %)�2 (10.5 %)��In light of these results, one still cannot deduce any significant correlation between the type and amount of management experience to whether or not a MD feels adequately prepared for his or her post.  Attempting to unravel the relationship between adequacy of preparation and the types and amount of preparation, MDs surveyed are asked to indicate any other types of preparations they have.  The results are reported separately for those who feel “adequately” prepared and those who do not in the following two sub-sections.

Methods of preparation: the “adequately” prepared Medical Directors

The MDs who have received adequate preparation are also asked to rate the usefulness of each type of preparation.  This usefulness rating ranges from 1 to 5 where 1=not useful to 5=very useful.  The breakdown of the methods used by those 6 MDs who believe they have had adequate preparation is shown in � REF _Ref381373850 \* MERGEFORMAT �Table 9.10�.

Table 9.� SEQ Table \* ARABIC �10�  Methods of preparation used by the 6 MDs who believe that they have had “adequate” preparation for their posts.

METHODS�NUMBER OF RESPONDENTS�USEFULNESS RATING��I had no deliberate preparation other than the experience that I had from my clinical training and practice.�2�N/A��formal career succession training

— “had been a clinical director”�sub-total:	1

�average: 	5.0

................. 5.0��mentoring (by:)

— “Professor in my field”�sub-total:	1

	�average: 	5.0

................. 5.0��training courses (individual courses follows:)

— “Oxford Templeton mgnt. training”

— “15 management courses”

— “King’s Fund 3 days course”�sub-total:	3



�average: 	4.7

................. 5.0

................. 4.0

................. 5.0��networking (channels are:)

— “meetings”

— “Oxford regional meetings” 

— unspecified�sub-total: 	4

	

	

	�average: 	4.8

................. 5.0

................. 5.0

................. 4.5��self-development (methods are:)

— “leading & attending conferences”

— “Previous work in management”�sub-total: 	2

	

	�average: 	4.5

................. 5.0

................. 4.0��other

— “Conferences and meetings of Medical Managers”

— “Previously been the Chief Executive of the hospital”�sub-total:	2

	

�average: 	5.0

................. 5.0

................. 5.0��From these survey results, no clear “must-do” preparation is found.  When asked “what other preparation would you like to have had?”, this group of “adequately” prepared MDs responded:

“In medico-legal aspects of medicine and other related subjects i.e. BMA, GMC, etc.”

“Contact with other people in similar post.”

“More experience.”

Methods of preparation: the “inadequately” prepared Medical Directors

Although this section considers MDs who report they do not have adequate preparation, studying what they have had could help to shed light on the “minimum bound” of what is “adequate” preparation.  The usefulness rating used here is defined in the previous sub-section.  The breakdown of the methods used by those 13 MDs who believe they have not had adequate preparation is shown in � REF _Ref385007567 \* MERGEFORMAT �Table 9.11�.

The responses of these “inadequately” prepared MDs for the question: “what other preparation would you like to have had?” are:

Table 9.� SEQ Table \* ARABIC �11�  Methods of preparation used by the 13 MDs who believe that they have had “inadequate” preparation for their posts.

METHODS�NUMBER OF RESPONDENTS�USEFULNESS RATING��I had no deliberate preparation other than the experience that I had from my clinical training and practice.�8�N/A��formal career succession training

— “shadow previous MD for 6 months”

— “deputy MD 1 year — artificial”

— “deputy MD 6 months”�sub-total:	3

�average: 	2.5

................. N/A

................. 2.0

................. 3.0��mentoring (by:)

�sub-total:	0

	�average: 	N/A

��training courses (individual courses and comments:)

— “general mgnt course, Ashridge—1 month”

— “Oxford regional course”

— “various King’s Fund”

— “various BAMM”

— “health economics in Aberdeen U — 1yr”

— “decision making in Open U — 1 yr”

— ”communication skills — 2 days”

— “merit for senior doctors in Canterbury U — 2 weeks”

— unspecified courses — “they introduce ideas but insufficient depth”�sub-total:	9



	�average: 	3.9



................. 4.0

................. 4.0

................. 3.0

................. 4.0

................. 5.0

................. 4.0

................. 5.0

................. 3.0

................. 3.0��networking (channels are:)

— “neighbouring trusts — has been main source of support”

— “BAMM” 

— “BAMM and regional office — unpredictable” 

— “Their situations were not usually generalisable”

— “MDs”�sub-total: 	5

�average: 	3.6

................. 4.0

................. 5.0

................. 2.0

................. 2.0

................. 5.0��self-development (methods are:)

— “reading”

— “involvement in medical politics as clinical director”�sub-total: 	2

�average: 	4.0

................. 4.0

................. 4.0��

“How to cope with an evolving role.”

“Clarification of the role of Board member.”

“More specific discussions re above: medical director post.”

“2-5 days introductory course/seminar [for the post].”

 “More time.”

“Specific MD training/course(s).”

By comparing the survey results in � REF _Ref381373850 \* MERGEFORMAT �Table 9.10� and � REF _Ref385007567 \* MERGEFORMAT �Table 9.11�, no clear difference emerge between the “adequately” prepared group and the “inadequately” prepared group.  Clearly, comparing across different MDs’ preparation is bound to gloss over the quality and nature of their individual experience.  Therefore, the observations should not be compared at all.  On the other hand, a possible explanation of the observations that they support the differential perspective in that no preparation could help those “wrongly” selected MDs.  While this is plausible, considering the two tables more carefully: are the MDs in the two groups inherently different?  Each group has two female MDs.  The other “intrinsic factors” associated with the two groups are shown in � REF _Ref384746214 \* MERGEFORMAT �Table 9.12�.  

INTRINSIC FACTORS�

(or characteristics)�RESPONDENTS WHO FELT PREPARED�RESPONDENTS WHO FELT NOT PREPARED���	mean	std. dev.�	mean	std. dev.��AGE� NOTEREF _Ref384786372 �15��	56.5	4.2�	48.4	7.2��MD EXPERIENCE (years)�	3.3	2.1�	3.3	1.5��TRUST SIZE (beds)�	500	265�	529	339��sub-total number of MDs:�6   (2 females)�13   (2 females)��Table 9.� SEQ Table \* ARABIC �12�  A breakdown of the “intrinsic factors” among the two groups of MDs: one group who claims to be “adequately” prepared for their posts and the other “inadequately” prepared.

� REF _Ref384746214 \* MERGEFORMAT �Table 9.12� indicates that the only significant difference between the group that feels “adequately” prepared and the “inadequately” prepared one is that relates to AGE.�  As discussed in Chapter 7, within the medical culture, seniority plays an important factor for determining respect by other doctors.  Not only do older doctors have more clinical experience, as Atkinson’s ethnographic work (1995) indicates, older doctors have more “right to tell stories ... use of maxims ...” and other discursive uses of authorities.  In this sense, the difference in AGE observed for the “adequately” prepared and “inadequately” prepared groups could be partly due to the influence of the medical bestowing respect and deference to senior doctors.

Comparing the other characteristics of the MDs such as the degree of their ability to communicate, their level of self-possession, their willingness to adapt to the managerial culture, etc. is outside the scope of this work and would probably require a substantial research.  This present study has indicated an increase in likelihood of feeling prepared for the MD post from older doctors (( 50) than from younger doctors (< 50).  Nevertheless, most the MDs interviewed claim that they could have benefited from some management training or development.  Even those who believe that “good managers are born, not trained”, believe that certain abilities can be learned.  The follow section reports findings on specific skills that MDs in this study have identified to be useful for their posts, as well as on the techniques used for obtaining these skills referred to in this section.

Medical Director Development Needs

The MDs surveyed are next asked: “When you started as the MD, to what extent could you have benefited from the following areas of management development?”  (cf. Appendix 3) Their responses are in the form of a score measuring “the appropriate level of benefit” of these areas of management development, which ranges from 1=not beneficial to 5=very beneficial.  The results are shown in � REF _Ref383409111 \* MERGEFORMAT �Table 9.13� and � REF _Ref383407763 \* MERGEFORMAT �Figure 9.3�.

As discussed earlier in Section 8.2.1, the standard deviations of the mean measures based on a 5-point cardinal scale is expected to be large.  This does not invalidate the statistical significance of the results.  In fact, many of management development needs were frequently mentioned by MDs interviewed.� Dealing with difficult people and time management were nearly always mentioned, which indicate that development programmes for MDs should heed these two areas carefully.  The following sub-sections consider the techniques of development that MDs have used.

MANAGEMENT DEVELOPMENT NEEDS�	mean	std. dev��dealing with difficult people�	3.53	1.02��time management�	3.53	1.31��managing change�	3.42	1.35��risk management�	3.32	1.11��motivating people�	3.21	1.36��negotiation skills�	3.16	1.07��financial management�	3.16	1.30��stress management�	3.05	1.22��project management�	3.00	1.05��managing strategically�	2.95	1.08��management of external relations�	2.95	1.13��personnel management�	2.84	0.90��communication skills�	2.74	1.05��working in teams�	2.21	0.98��Table 9.� SEQ Table \* ARABIC �13�  Tabulation of the MDs’ management development needs, which are the same results as those plotted in � REF _Ref383407763 \* MERGEFORMAT �Figure 9.3�. The scores ranges from 1=not beneficial to 5=very beneficial. 

�

Figure 9.� SEQ Figure \* ARABIC �3�  Shown here are the management development needs that 19 MDs have identified which they believe could have helped them when they started their posts. The error bars indicate one std. dev. about the mean scores (NB. 1=not beneficial to 5=very beneficial).

Training courses are desirable but not essential

An often prescribed “treatment” to the identified management development needs is training courses.  For instance, clinical directors (Newman and Cowling, 1993) and medical consultants (Cowling and Newman, 1993) have been reported to find these courses “tentatively useful”.  Similarly, MDs in this study did not object to training courses in general (cf. � REF _Ref381373850 \* MERGEFORMAT �Table 9.10� and � REF _Ref385007567 \* MERGEFORMAT �Table 9.11�).  Most had the opinions that training courses are desirable, but not essential.  Most believed that the skills taught in these courses could be “picked up” on the job. These skills include finance, employment, recruitment, business management, etc.  One MD mentioned that there are actually many skills required of MDs, but MDs only “need to be able to understand them” not master them (cf. � REF _Ref384884191 \* MERGEFORMAT �Quote 65�).  Unless a MD aims to continue onto a CE or full time managerial post, such formal training is not necessary.�

In general, training courses can be classified into two types.  The first type targets not only at medical managers but also managers from outside the health care field.  The second type targets medical managers per se.  Concerning the first type, several MDs in this study complained that these courses tend to be too long, and not generally applicable to the health care setting (cf. � REF _Ref384884191 \* MERGEFORMAT �Quote 65�).  Nevertheless, MDs in this study found that these courses were useful in the sense that they allowed MDs to “step back” and learn the lingo and ethos of management from managers with various backgrounds.  In general, MDs did not believe theses courses to be essential for their posts at present.  Concerning the second type of training courses, some MDs interviewed did not believe them to be useful (cf. � REF _Ref383703905 \* MERGEFORMAT �Quote 44�), others found them helpful but not essential.  In terms of developing MDs, if time and resources permit, MDs should be encouraged to attend selected courses according to specific skills areas identified.  However, formal training should not be prerequisite to the MD post.

Shadowing MD is highly desirable

Nearly all the MDs interviewed had commented that a lead-in time for a new MD during which he or she can shadow (or partially assume responsibilities of) the present MDs is highly desirable (cf. � REF _Ref384884804 \* MERGEFORMAT �Quote 67�, � REF _Ref384884815 \* MERGEFORMAT �Quote 68�, � REF _Ref384884817 \* MERGEFORMAT �Quote 69�).  The majority of MDs in this study had the opinions that 3 to 6 months should be ideal.

Two main reasons can be attributed to the importance of a proper lead-in:  ( MDs noted that the best way to learn the various skills and knowledge required of the post is through shadowing (cf. � REF _Ref384884817 \* MERGEFORMAT �Quote 69�, � REF _Ref383431115 \* MERGEFORMAT �Quote 35�, � REF _Ref384894017 \* MERGEFORMAT �Quote 66�).  Many MDs remarked that their medical training and experience� had taught them that learning by actually observing and doing has been found by MDs to be much more preferable to learning through theorising or taking courses.  ( The second reason is that during the shadowing period, a doctor can adjust his or her clinical commitment and working style appropriately (cf. � REF _Ref384884817 \* MERGEFORMAT �Quote 69�).  This second reason feeds back to an important concern raised in the last chapter: design the post to avoid “deskilling” the MDs.

If shadowing is so desirable, are all trusts implementing this device as part of the transition for new MDs?  Excluding those MDs in this study who are the first to take the posts, a significant number expressed regret that shadowing had not been planned for mainly for logistic reasons.  The biggest logistic reason is the inability to identify a suitable candidate before the present MD leaves his or her post (cf. � REF _Ref384884815 \* MERGEFORMAT �Quote 68�)

Good mentorships are hard to establish

Although only one MD surveyed had indicated the use of mentorship (but its usefulness rating = very useful; cf. � REF _Ref381373850 \* MERGEFORMAT �Table 9.10�), a number of MDs interviewed had managed to establish mentors for the posts.  These MDs remarked that good mentors are difficult to find.  They have identified mentors from among senior consultants, CEs, other MDs, etc.  Relationships with mentors could involve regular meetings to informal gathering over meals.  Mentors have been found to be helpful at both personal and organisational level.  Especially for doctors new to management, good mentors are found to be very helpful for informal feedback on performance, for understanding the management or bureaucratic ethos, for dealing with personal problems such as stress or time management.  More practically, mentors could suggest ways for dealing with difficult colleagues, litigation, incompetent doctors, etc.

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 is encouraged at a moderate level

Generally, MDs have found networking through local, regional or national MD organisations to be helpful as a support function.  Through discussions, seminars, and conferences organised by these organisations, MDs have been able to share their problems and learn from each other.  However, a few but significant number of MDs have commented during interviews that talking with other MDs only made them realise that others are suffering the same problems but not much else.  For peer support and review purpose, MD meetings are ideal (� REF _Ref383703905 \* MERGEFORMAT �Quote 44�).  However, in dealing with the day to day running of the hospital, even in such issues as disciplinary issues (� REF _Ref383704138 \* MERGEFORMAT �Quote 45�), networking with other MDs is found to be less helpful.

*                    *                    *

Overall, doctors in this study do not find the skills identified for their management development worrying.  In fact, most believe that they should be able to learn the skills easily.  The staff whom the MDs work with have a similar opinion, by referring to the argument that in order to be doctors, these people have to be intelligent (cf. � REF _Ref384806340 \* MERGEFORMAT �Quote 80�).  Nevertheless, the ability to learn quickly does not obviate opportunities to learn.  Properly designed development programmes should be designed addressing the concerns that MDs had identified, which is discussed in the next section.

Micro Analysis of Medical Director Development

This section further analyses the findings in this chapter from the two perspectives of micro analysis.  The influences of doctors’ career and of the embedding medical culture on MD development are explicitly noted.

Analysing the Findings from a Differential Perspective

As discussed in Chapter 7 (cf. Table 7.2), the key concerns of the differential perspective of micro analysis revolve around recruitment and selection (R&S).  The challenges of R&S lie in identifying good candidates to be MDs and attracting them to the post.  The findings in this chapter provide clues and guidelines for addressing these challenges.

MDs in this study note that the major recruitment problem in their trusts is in finding suitable candidates.  What characterises good MD candidates?  Atkinson’s (1995) work is relevant here for shedding light on a few characteristics suggested by the findings in this chapter.  His ethnographic study of doctors reveals that senior doctors enjoy certain prerogatives over the less senior doctors in areas such as “the right to tell stories”, “the use of maxims”,  and other discursive uses of authorities within the medical culture.  “Medical talk” constitutes as well as reflects the seniority and authority among medical collegial interactions.  Keeping this study in mind, relevant characteristics of MD candidates suggested in this chapter are shown in � REF _Ref386602501 \* MERGEFORMAT �Table 9.14�.

Table 9.� SEQ Table \* ARABIC �14�  Below is a set of characteristics which have been identified in this chapter to have importance influence on how a MD cope with the post. 

RELEVANT CHARACTERISTICS OF MEDICAL DIRECTORS��AGE:  The more senior MDs have been found to be able to better handle several personal level challenges than younger MDs do.  Drawing upon Atkinson’s work, part of the basis of this observation could be due to the enhanced authority associated with senior doctors as compared to less senior ones.    ��EXPERIENCE:  For the MDs in this study, the longer they are in their posts, the easier they feel toward dealing with difficult colleagues.  In this sense, experienced MDs, ceteris paribus, are better MDs than less experienced ones.  However, the more experienced also find inadequate awards harder to accept.  Rightfully, increase in experience should call for increase in remuneration.  An additional reason could be that, from a career viewpoint, the longer a doctor is a MD, the more likely he or she would incur opportunities costs (e.g. losses of private practice, research opportunities, chances for merit awards, worse of all: medical skills).  These additional costs should be addressed in remuneration packages by the trusts.  Otherwise, these trusts risk losing experienced MDs.��RESPECT AND TRUST:  MDs in this study believe that a good candidate should have the respect and trust of the medical body.  Naturally, without the respect and trust, any MD would have great difficulty in dealing with the medical staff.  One MD remarks that one way to gain respect and trust is “to have been right before”, i.e. to have sufficient EXPERIENCE.  From discussion on AGE above, such a candidate is likely to come from the senior medical staff.��ADAPTABILITY:  Adaptability is a fairly self-evident attribute.  The management culture is quite different from the medical culture most doctors are used to (cf. Table 4.1).  A candidate should be able to adapt to the bureaucratic mentality and working style in order to work effectively as a MD.��ORGANISATIONAL-ORIENTATION:  This follows from the ADAPTABILITY attribute.  Desirable characteristics include: people skills, communication abilities, working in teams, negotiation skills, etc.��STRATEGIC THINKING: by statue, MDs are Executive Directors at the trust board.  As such, MDs must be able to work and think strategically.  Often, doctors’ clinical careers have trained them to work at the operational level in their specialties.  Good MDs have to be able to abstract themselves from this level and represent corporate medicine of the trust as a whole.��SELF-POSSESSION:  Good candidates have to be reasonably self-possessed since MDs are often required to stand up to some difficult situations and personalities.  MDs cannot be easily upset by outside influences.��WITHIN TRUST:  Candidates should avoid recruiting MDs from outside the trust.  Candidates from within the trust have much shallower learning curve for understanding the strengths, weaknesses and opportunities facing the trust than candidates from outside do.  In addition, candidates from outside a trust need to establish (from scratch) their credibility and trusts among the medical staff.��SPECIALTIES:  This study does not indicate the need to restrict MD candidates to certain specialties only.  However, doctors (e.g. surgeons) who have rigid or heavy clinical commitments should realise the management demand of the MD post and carefully design the post to minimise difficulty in time-management and more seriously, “deskilling”.  A proper “exit strategy” should be planned.��From the differential perspective, simply identifying good candidates (selection) are not enough.  Attracting them to the MD post (recruitment) is equally important.  Many trusts involved in this study have difficulty in recruitment, pointing to the importance of addressing the disincentives of the posts.�  This chapter has identified the following disincentives for becoming MDs, as well as recommended possible remedies.  These are shown in � REF _Ref386602662 \* MERGEFORMAT �Table 9.15�.

Table 9.� SEQ Table \* ARABIC �15�  Listed here are important disincentives for doctors to become MDs.  Possible remedies for these disincentives are also suggested.

MEDICAL DIRECTOR DISINCENTIVES AND POSSIBLE REMEDIES ��financial and opportunity costs:  By taking on the MD post, many doctors incur both financial and opportunity costs.�  Remuneration package should therefore be carefully designed individually in order to diminish this disincentive.��“crossing over the fence”:  Doctors who are taking on “serious” management role risk being labelled as “crossing over” from the medical to the management side, thereby leading to collegial exclusion.  Keeping an active clinical commitment as a MD is essential for dispelling this disincentive and for easing doctors’ post-MD career path.��overburdened post:  MDs are often working much more than their contracted sessions.�  The trusts have an obligation for ensuring sufficient support for the post so that MDs could delegate as much operational level tasks as possible.  Reducing the overburden of the post is important not only for guarding the strategic nature of the post but also for preventing MD “deskilling”.��potential “deskilling”:  Many MDs point to the danger of being overburdened by the management of the trust and neglecting their clinical commitment, which could lead to losing skills. Therefore, the MD post should be designed to keep doctors’ clinical practice, as a part of an “exit strategy”.��hurdle to merit awards:  Currently, the merit award system has built-in disincentives for becoming MDs (cf. Section 8.5, 8.7).  Possible means for addressing this disincentive include: increasing the “weight” for management involvement in consideration for merit awards, or creating an equivalent recognition system for medical managers.��Analysing the Findings from a Developmental Perspective

Complementary to the differential perspective for understanding development of MDs is the developmental perspective.  Instead of emphasising the importance of R&S, the developmental perspective focuses on improving a given doctor in a particular trust so that he or she can be the best MD he or she can be.  An important question this chapter attempts to address is whether a doctor can learn to develop managerial orientation, on top of their professional orientation (cf. Section 9.� REF _Ref384979158 \n �3.1�).  Using Schein’s (1980) career anchor concept, this chapter has reported findings which suggest that some MDs do “discover” concealed interests or career anchors when they have decided to be involved “seriously” in management (cf. � REF _Ref384723555 \* MERGEFORMAT �Figure 9.2�).  In other words, if no perfect MD candidate is found, a trust can potentially still develop good MDs given the right development programmes and the right organisational support.

The key concerns from a developmental perspective revolves around identifying and appraising the necessary skills or preparations for MDs, both before and after they take on their posts.  Necessary skills have already been addressed from the differential perspective.  In terms of preparation, this chapter has reported findings which suggest recommendations for various techniques to prepare and to develop in the MD post.

Table 9.� SEQ Table \* ARABIC �16�  Listed below are recommendations concerning various techniques to prepare for and to develop in the MD post.

PREPARATIONS AND DEVELOPMENTS FOR MEDICAL DIRECTORS��Management experience is good:  Nearly all MDs in this study have found previous management experience helpful for their posts.  These experiences include: CD, Chairman of MSC, Chairman of Departments, Associate MD, etc.  Candidates should be encouraged to gain as much management experience (and learn the managerial ethos) before applying for the MD post.��Older MDs feel more prepared:  Similar to the observation made from a differential perspective, older MDs have been found to feel more prepared for their posts (cf. � REF _Ref384746214 \* MERGEFORMAT �Table 9.12�).  In terms of MD development, perhaps younger doctors should first aim to develop clinical credibility, respect and trust of their colleagues before taking on the MD post.��Training courses are desirable but not essential:  In general, MDs in this study do not object to formal training courses but they do not believe them to be essential.  If time and resources permit, MDs should be encouraged to attend selected courses according to specific skills areas identified.  However, formal training should not be prerequisite to the MD post.��Shadowing MD is highly desirable:  MDs in general found shadowing very helpful for learning the various skills and knowledge required of the post.  Shadowing also helps a candidate in adjusting his or her clinical commitment and working style according to the demands of the MD post.  Trusts should set-up a lead-in time of around 3 to 6 months for candidates to ease into the post.��Good mentorships are hard to establish:  Good mentors are difficult to identify.  However, those with good mentors found their relationships very helpful at both personal and organisational level. Trusts should facilitate MDs in identifying potential mentors either within the trusts or in the local region.��Networking is encouraged at a moderate level: As a support function, MDs have found networking with other medical managers (especially MDs) useful for sharing experiences and problems.  However, MDs should not have too high expectation from network in helping to address concerns specific to their own trusts.  Nevertheless, MDs should be encouraged to join such networks.��*                    *                    *

From both the differential and developmental perspectives, findings suggest that the current state of the MD post in general has still much to develop.  This observation should not be surprising since the MD role has been evolving rapidly in the past several years.  Recall that this observation is one of four main cautions raised in Chapter 5 concerning the MD role.  The other three are: asking too much of MDs, neglecting the core competencies of MDs, and MDs need to keep their clinical practices.  Findings in this chapter suggest that in order to avoid asking too much of MDs, trusts should ensure proper support and remuneration for the post-holders.  For addressing neglecting their core competencies,  MDs should not be overly involved at the details of trust operations.  If MDs found that they are asked to do more than they can handle, they should request for deputies or associates in order to delegate their works.  Finally, MDs need to keep their clinical practices not only because their unique role requires a “finger on the pulse” feel of the medical staff and matters, they need to avoid “deskilling”.  This last point links to the career succession for MDs: if they are going to return to clinical practice after being MDs, they should be able to  (1) keep their medical skills and  (2) not be considered by their colleagues as having “crossed the fence” over to management.
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In Part II of this thesis, several observations have been made what MD do in the trust.  The key observations relevant to identifying the weaknesses of the current posts are:

The MD post has been evolving rapidly

Asking too much of MDs

Neglecting the core competencies of MDs

MDs need to keep their clinical practices



the MD role is evolving, in assessing the development needs, individual cases should be considered separately

inside the trust: clinical role is important!  MD need to keep a clinical side

amount of work is too much for most MD --> support structure for the post has to be improved

the core competencies of doctors have to be taken into consideration in designing the work package/portfolio

candidates: not representative but be able to withstand medical staff pressure and yet be able to represent them “First make sure that the personality of the person fits with the role”.  [BT. Q3.3.2]

 outside the trust: relationships of MD and the Director Public Health need to be improved



��

�

�  In � REF _Ref383349737 \* MERGEFORMAT �Table 9.1�, the significance level can be set at the usual 0.05.  However, for the rest of the chapter, statistical significance level is kept at around 0.10 for the same reason as that presented in Section 8.2.1.

� The statistical significance and interpretations of these results have been discussed in Section 8.2.1.

�  Recall (Footnote 6 in Chapter 8) that in such comparison between two groups each with different sizes, the actual difference is taken as (valuegroup2 - valuegroup1)

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

�  Uses of other proxies such as annual budget of trust, number of staff and number of consultants have been discussed in the last chapter, leading to the use of this particular proxy here.

�  Discussions concerning career anchors can be found in Chapter 7.

�  Career anchors have been discussed in Section 7.3.3.

�  Contrast this interview finding with earlier survey findings reported in Section 9.� REF _Ref385043358 \n �2.2� with regard to < 50 years older MDs and the more experienced MDs, the MDs in the majority include both those < 50 years old and those with ( 3 years MD experiences.  Perhaps in a face to face situation, MDs are less likely to report financial concerns. 

�  Also refers to � REF _Ref384746214 \* MERGEFORMAT �Table 9.12� on page � PAGEREF _Ref384787448 �132� for further analysis of the AGE versus how well MDs handle their posts.

�  This is a direct quote from a MD interviewed.

� Although a larger sample size is necessary to accertain any correlation between management experience and adequacy of preparation, it is worthwhile to note that the one MD who did not have any management experience beforehand does fall into the latter group of not feeling prepared for the post (cf. � REF _Ref384742253 \* MERGEFORMAT �Table 9.8�).

�  Recall that the Medical Staff Committee is synonymous with Medical Executive Committee.

�  The previous name of the Chief Executive during the 1980’s is General Manager.  One respondent has worked as a General Manager for 4 months.

�  The selection of these intrinsic factors have been discussed in Section 8.2.

�  The p-value associated with a two-tailed unpaired t-tests related to AGE comparison here is: 0.01, meaning statistically significant at 1% level.

� Nonetheless, a  larger set of samples is required to accertain the ordering of the management development needs for all MDs across the UK.

�  Discussions concerning post-MD career path, especially becoming CE, can be found in Section 8.6.

�  One MD commented that learning by doing is superior should be “common sense”, not just lessons doctors learn through their training.  However, if this is “common sense”, many executives and managers must all be fools in attending the plethora of “Senior Management Programmes” or “Advanced Management Programmes” offerred by numerous educational institutions around the world.  Perhaps a better characterisation of these courses is that they are “complementary” to learning by doing (action learning).

�  The other major reason for the recruitment problem could be that, as mentioned by a doctor, “people go to medical school to become doctors, not managers.”  Addressing this concern would require fundamental changes in the medical education curriculum.

�  cf. Section 9.� REF _Ref384973993 \n �3.2�.

�  As mentioned before, one possible reason could be that doctors’ careers have trained them to be involved at the operational level.  Even as Executive Directors, a few MDs feel that because they “enjoy” the operational tasks (cf. � REF _Ref383424124 \* MERGEFORMAT �Quote 32�) and spend much time at this level.  Proper support and delegation are key here.
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