





CHAPTER 6


THE MEDICAL DIRECTOR ROLE:


ANALYSIS AND DISCUSSION








The last chapter has explored two main aspects of the MD role.  Firstly it has discussed what MDs do — their role’s behaviour component.  Secondly, it has pointed out MDs’ key relationships within and outside their organisations and the expectations of their role in each relationship.  To complete the proposed MD role model (cf. Figure 4.1), MDs’ identities have to be identified.  This chapter first proposes a typology of the various identities that MDs studied in this research have assumed in various stages of their role.  For each identity, the behaviour and expectation components of the MD role are discussed.  Note that the typology attempts to summarise the current state of the MD role and not the desirable state.  Discussions regarding this latter part is in the domain of development issues, as discussed in Part III of this thesis.  The second section of this chapter draws together a set of suggestive observations concerning the MD role.  As will be shown in Part III of this thesis, these observations have important implications for issues concerning MD development.  Finally, the research findings will be used to shed light on the debates and contentions of role analysis considered in Chapter 4.


A Typology of Medical Director Identities


The most extensive study on MDs so far is the BAMM study (BAMM, 1995).  If the merit of a role characterisation depends solely on the extend of the underlying research, the characterisation of the MD role (BAMM/ATMD, 1996) is currently the “best” one available.  However, there are several weaknesses about this categorisation of the MD role.  Firstly, unless a role can be classified simply by the tasks performed — the exhibited behaviour, the ATMD/BAMM categorisation does not adequately characterise the MD role for a number of reasons.  As shown in Section 5.3.2 and Table 5.3, even for the tasks that this categorisation uses to define the MD role, different levels of “involvement” have been observed in Section 5.3.2 for the MDs who have participated in this study.  Further, by categorising only the exhibited work behaviour, this categorisation misses potentially important elements that are associated with what constitutes a role, such as the manner in which these tasks are performed, the actors to whom the MDs interact with, the expectations that MDs and the different actors have in their interactions, etc.  For understanding issues such as professional-bureaucratic tensions, these missing constituents turn out to be very important, as will be illustrated later in this chapter.  The ATMD/BAMM categorisation, perhaps by design, does not include any clinical commitment in the list of responsibilities.  However, as will be shown later in this chapter, many MDs consider having an active clinical practice essential for maintaining the credibility of their posts.  In this sense, the categorisation is at best an incomplete characterisation of the managerial portion of the MD “roles and responsibilities”.


As a result of the above concerns, a characterisation of the current state of the MD role is proposed here, in the form of a typology of various identities that MDs could assume in their role (cf. � REF _Ref380047247 \* MERGEFORMAT �Figure 6.1�).  Using the theatrical metaphor of role theory, this typology characterises the MD role through the various “parts” they play during various stages of their jobs.  At any given situation, a MD might assume one or more of these identities (and the associated role expectations) in “acting” out their role’s tasks — exhibited role behaviour.  This typology consists of seven identities:
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Figure 6.� SEQ Figure \* ARABIC �1�  Seven different identities characterise the current state of the Medical Director role.  Note that these seven identities might take different importance depending on any particular circumstance.  Note that this is a characterisation of the current state and not the desirable state, of the MD role as observed from the MDs studied in this research.


Corporate identity:  a MD is a corporate member and an Executive Director in an NHS trust.


By statue, all Medical Directors are full members of the trust board.  Of all the “involvement scores” for the various tasks in Table 5.3, being a corporate member has the highest involvement score.  This suggests that MDs do consider this identity very seriously.  MDs are expected to be working at the strategic level and avoid as much operational tasks as possible.  The responsibilities for this corporate identity include strategic planning and development, monitoring the execution of agreed policies, and ensuring the financial viability of the trust.


Leadership identity: a Medical Director is a leader in the trust.


Most of the job descriptions examined for this thesis state that MDs should lead the trust in medical education, training and development of the medical staff, academic teaching and research, manpower planning, and other medically-related fields.  Therefore, by design, leadership is expected of the MDs in these areas.  How do these expectations translate into actual behaviours for the MDs?   As remarked by many Medical Directors, “leading” does not necessarily mean being “in-charge” of these medical matters.  “Leading” means taking the initiative to administer these matters, “nudging” the medical staff along, through persuasion and personal influence (cf. Section 6.2).  As a result, a MD must have the confidence and respect of the medical staff.


Advising identity:  a Medical Director is a medical advisor.


Because the MD is often the only doctor on the trust board, they are expected to advise the board on all medical-related matters.  Outside the board, they often find themselves being asked to sit in all kinds of committees to advice these committees on anything that has to do with medical issues.  This advising identity evolves naturally since the Medical Director plays the role of “lead” doctor in the hospital.  In terms of their relationships with the Clinical Directorates and department chairs, the experienced MDs in this study have often found themselves advising on the management of individual directorates or departments.


Liaison identity: a MD is a liaison officer.


Within the trust, a MD is expected to be a liaison for the trust board to the medical staff and vice versa.  He or she is also expected to liaise between the executive management and the rest of the hospital on matters of strategic planning, resource allocation, business acquisition, and so on.  In addition, a MD is a liaison officer for the medical body to the trust board and to the executive team.  Nearly all the MDs who have been interviewed do not believe that they are doctors’ representatives (as discussed below, they do represent corporate medicine).  They merely liaise the medical opinions to the management.  Outside the trust, a MD liaises on behalf of the trust with GPs, DHAs, Universities, Royal Colleges, Community Health Councils, etc.


Representative identity: a Medical Director  is a representative of corporate medicine.


A liaison has a neutral connotation; a representative takes one side’s viewpoint in a given situation.  Even though MDs avow that their role is not a representative role for the medical body, they do admit that their medical colleagues have expectations that their MDs would voice the medical opinions at the board or executive meetings (cf. � REF _Ref385652763 \* MERGEFORMAT �Quote 3�, � REF _Ref385656557 \* MERGEFORMAT �Quote 8�).  How well MDs balance their corporate role with demands of their clinical colleagues depends on individual MDs.  At the very least, MDs in this study represent the “medical side” if not (occasionally) the medical staff (cf. � REF _Ref385775584 \* MERGEFORMAT �Quote 21�).  Outside the trust, MDs naturally become the medical spokesman for the trust outside the hospital.  Several trusts state in their Medical Director job descriptions that Medical Directors play key roles to “market [their] services to all its clients in a highly professional manner.”  Perhaps a good characterisation is that MDs represent the trusts’ corporate medicine.


Operational management identity: a Medical Director is occasionally an operational manager.


Most MDs studied in this research have minimal direct line management responsibilities other than in relatively small areas such as clinical audit, research oversight, or information management.  However, they often find themselves directly or indirectly managing the appointment of medical staff, clinical disciplinary matters, clinical risks management, and continuing professional development for the trust medical staff.  Several MDs complain that anything that has “a medical connotation, then it comes to me” (cf. � REF _Ref385741926 \* MERGEFORMAT �Quote 28�, � REF _Ref383428284 \* MERGEFORMAT �Quote 31�).


Professional identity: a Medical Director is a professional doctor.


All MDs who have been surveyed and interviewed in this research have clinical commitments on top of their managerial ones.  They are colleagues to their fellow doctors; they are physician or surgeon to their patients.  Their clinical commitments range from 10% (1 clinical session) of their total working time to nearly 100% (10 clinical sessions).  A breakdown of how MDs spend their time between their managerial and clinical commitments is shown in Figure 5.2 and Figure 5.3.  Many of them work overtime, unpaid up to two or three sessions, in their MD job in order to keep up with the work demand on them.  Nevertheless, most MDs in this study believe that being clinically active is crucial maintain their clinical credibility and the trust of their colleagues — their mutual expectations of each other.


� REF _Ref380047247 \* MERGEFORMAT �Figure 6.1� summarises the seven identities that MDs in this research currently assume in various combinations in performing their roles.  In dealing with the various groups in and out of the trust, this thesis hypothesises that a MD takes on one or more of the identities.  For each relationship, the expectations that MDs have of how they should behave differ depending on the mixture of identities.  As a result, the exhibited behaviours are likely to differ from one situation to another.  For example, the board expects a MD to look after the interest of the trust as a whole (his corporate identity).  At the same time, because he is the only doctor on the board, the medical staff also expects the MD to see the medical opinions be properly voiced (his representative identity).  How differently MDs balance these different expectations determine their individual role behaviours.


Observations and Implications of the Medical Director Role


In this section, five suggestive observations are made concerning this role.  These observations are used to provide insights regarding the debates and contentions of role analysis noted in Section 4.2.2.  In addition to shedding light on the MD role, these observations will be used to understand MD development issues in Part III of this thesis.


The MD role has been evolving rapidly


Nearly all MDs in this study agree that their role has evolved rapidly since they began their posts (cf. � REF _Ref385690683 \* MERGEFORMAT �Quote 19�).  When those in the government created the MD post by statue, no specific guideline was given on the shape of this role (DoH, 1989).  Naturally, MDs needed to created their role from scratch.  As their role adjusts to the reality of the changing health care environment, no wonder that a number of MDs interviewed have claimed that their role has “completely changed”.  When they took their posts, many were not even given a “job description”.  Most of these MDs had drafted their own job descriptions after they became MDs (cf. � REF _Ref385691034 \* MERGEFORMAT �Quote 20�, � REF _Ref383433333 \* MERGEFORMAT �Quote 38�).  In this sense, these MDs are creating their own role in the trust.  In terms of the contention in role analysis (cf. Section 4.2.2, Figure 4.2) concerning whether such an analysis should focus on an individual as an individual or as a representative, the finding for MDs here suggests that the former individual stance plays a strong part than the latter.


How is the MD post going to evolve from here?  Most MDs in this study feel that their posts will evolve much slower than they did in the past few years.  Nevertheless, many feel that the evolution will continue.  The consensus seems to be that the MD will become more strategic in nature and less operational (cf. � REF _Ref385696806 \* MERGEFORMAT �Quote 22�).


MDs work by influence not by line management


Several MDs interviewed remark that “... trying to get a bunch of consultants together is like herding cats.”  Usually being the only doctor in the senior management of an NHS trust, a MD naturally should be assigned the task of managing the medical staff.  However, as the remark above implies, doctors tend to be very independent beings and do not like being directed, never mind “managed”, by someone else (cf. � REF _Ref385739261 \* MERGEFORMAT �Quote 24�, � REF _Ref385739344 \* MERGEFORMAT �Quote 25�).  As a result, all MDs in this study indicate that their style of “managing” the medical body is based on persuasion and influence, rather than line-management (cf. � REF _Ref385739529 \* MERGEFORMAT �Quote 26�).


Furthermore, most MDs do not have budgets to administer, which is seen by some medical staff as no “real power” (cf. � REF _Ref383429346 \* MERGEFORMAT �Quote 76�).  However, as discussed in Section 5.4.1, the majority of MDs surveyed feel that “it is not important for me to have a budget” (cf. � REF _Ref385664120 \* MERGEFORMAT �Quote 13�).  Having a budgetary or direct-line management responsibility has even been considered by a number of MDs to dilute the strategic nature of their posts.  Especially since most MDs are part-time managers and part-part clinicians, having to administer budgets or line-management could put on significant strain on their workload.


Although doctors do not see their MDs are their “boss”, they do see MDs as their “voice” at the management (cf. � REF _Ref385656557 \* MERGEFORMAT �Quote 8�).  In spite of their unwillingness to be managed, doctors are willing to work with MDs to get things done (cf. � REF _Ref385740682 \* MERGEFORMAT �Quote 27�).  Nevertheless, in order for MDs to have the persuasive and influential power over the medical body, it is important that MDs have the trust and respect of the clinical staff.  As discussed in Chapter 5 and later on in this section, one practical way to attain trust and respect from the clinical staff is to for MDs to be active clinically themselves (cf. � REF _Ref385656760 \* MERGEFORMAT �Quote 9�).


Asking too much of MDs


Two MDs interviewed in this study have expressed that they are leaving their posts because their trusts are (unreasonably) expecting too much from them (cf. � REF _Ref385696949 \* MERGEFORMAT �Quote 23�, � REF _Ref383787481 \* MERGEFORMAT �Quote 47�).  As indicated in Figure 5.2 and Figure 5.3, MDs in general are working more than what their contracts require, especially on their managerial commitments.  One MD believes that although she is a part-time manager, but she is working with full time Executive Directors.  As a result, “there is an expectation that I do a full-time equivalent job ... as they all do” (cf. � REF _Ref383787482 \* MERGEFORMAT �Quote 48�).


Other MDs feel that having to overwork is nothing new to NHS doctors.  Many of their clinical colleagues regularly work more than what they have been contracted to work.  These MDs suggest that they are overworking for the good of the trust.  However, from another viewpoint, their NHS trusts are taking advantage of those overworked MDs.  Perhaps as a result of the workload of the post, the current candidate pool for the post in many trusts is not large, if there is any candidate at all.  A MD assesses this situation in the following way: “The MD is not a popular job.  It is a lot of hassle for a bit of money.  It is not a matter of ‘switching camp’.  There is no power but a lot of responsibilities.”  As will be discussed in Chapter 8 on the development of the MD post, it is important for the trust to properly support MDs and to remunerate them sufficiently.  Support can take the form of additional secretaries, deputy or associate MDs, information technology, etc.


Not providing sufficient support to the MD is equivalent to paying high premium salary to a senior manager to perform clerical or secretarial work.  In this sense, insufficient support structure for the MD role is not in alignment with the principles of efficiency and value for money espoused the NHS and the government (Ham, 1992). This practice is certain not a productive use of the doctors’ time.  Further, the health service as a whole cannot afford the premium wage for secretaries and clerks, even though these are medically trained secretaries and clerks.


Neglecting the core competencies of MD


One main purpose of clinician involvement in management (cf. Chapter 2) is to utilise the particular clinical expertise — or core competencies — that clinicians have toward better management of the health service.  These core competencies comprise of clinical knowledge and skills, credibility among clinical and medical staff, knowledge of health care trends, etc.  Yet, perhaps because MDs have evolved rapidly without systematic planning, there are a significant number of MDs who are responsible for tasks that do not align well with their core competencies.  As one MD interviewed mentioned, “My job is about paper shuffling.” Another MD mentions that her post has a “gap syndrome” — meaning that she is doing whatever is not done by other elements of the management structure.  Anything that has “a medical connotation, then it comes to me”, complains another.  A possible “cause” of the trusts’ negligence of MDs’ core competencies is pointed out by a MD interviewed (cf. � REF _Ref383431115 \* MERGEFORMAT �Quote 35�), namely that what comes natural to the management staff — finance or personnel, the doctors do not know a priori.  However, the management staff are not careful to take note of doctors’ training nor experiences while they ask MDs to take responsibilities for certain tasks.  A grave consequence of this ad-hoc design of the MD post is that MDs are not able to concentrate on any one area and possibly diluting the strategic nature of their role (cf. � REF _Ref385741926 \* MERGEFORMAT �Quote 28�).  Again, in these situations, the NHS is paying high premiums for expensive doctors to perform tasks which they are not particularly good at. This practice is certain not a productive use of the doctors’ time.  Further, the health service as a whole cannot afford this premium wage for MDs to perform these tasks which they are not good at.


In Chapter 8 and Chapter 9, these concerns will be used to shed light on issues related to MD development.


MDs need to keep their clinical practices





“There is no doubt that there is a vision that I am part of management.  Those MDs who do sit between management and being medical got it right.  And that is the importance of working clinically.  They feel that you are still in their rhythm, suffering the same sort of problem.”


— a Medical Director





None of the MDs who have participated in this study believes that their clinical practice is preventing them from being a MD.  On the contrary, as the quote above indicates, MDs feel that clinical practice is essential to their posts.  In addition to the above reason, there are several others for why MDs believe that they should keep their clinical practice during their MD tenure:


fundamental reason: continuing one’s clinical practice keeps MDs’ “fingers on the pulse” in terms of the actual clinical needs of the hospital.  Many MDs believe that this is the fundamental reason that justifies their role.


credibility reason:  clinical practice gives credibility to their post in their eyes of the medical staff.  Doctors in general do not like to be managed by people who “don’t know what the real medical problems are”.  


betrayal reason: practising MDs suffer less from the betrayal syndrome of “crossing to the other side”.  The other side refers to the management side.  One of the anathema for a doctor is to be ostracised by his or her colleagues because he or she is not being considered as a colleague, as part of the profession.  Being considered as a colleague in dealing with the medical staff is a great asset for the MDs to have.


exit reason:  nearly all the non-retiring MDs who have participated in this study will be returning to clinical practice after their contracts are finished.  If MDs do not practice clinically, after a couple of years when they return to the clinic or theatre, they might be “clinically behind” (cf. � REF _Ref384729528 \* MERGEFORMAT �Quote 61�) or worse, be “deskilled” (cf. Section 9.3.2).


This last reason has very important implication in terms of designing the MD post.  Fundamentally, doctors become doctors because they want to practice medicine.  Many MDs have no plan to keep their posts infinitum.  As a result, they have to prepare “exit paths” for themselves.  A sensible path for these MDs is to let them keep their clinical practices during their MD terms.


Role Analysis and the Medical Director


Part II has used the triad model of role in Figure 4.1 to characterise the current state of the MD role.  The characterisation of MDs using this model (cf. � REF _Ref380047247 \* MERGEFORMAT �Figure 6.1�) has been shown to provide important insights that are lacking in the current characterisation of the role (cf. Section 2.4).  The analysis of the current MD role suggests that this triad model based on a role’s associated identities, expectations, and behaviours can be extended to analyse other social roles in a systematic fashion.  With regard to the problems and challenges for role analysis considered in Section 4.2.2,  the MD role provides some interesting implications, which are discussed below.


Modality of Expectation for the Medical Director Role


As discussed in the previous section, the MD role has been evolving rapidly.  Many of the MDs in this study did not have any job descriptions for their posts when they began since “nobody knew what we were about to do because nobody had ever done it before” (cf. � REF _Ref385691034 \* MERGEFORMAT �Quote 20�).  Many of them have largely adopted a proactive attitude in molding their roles within the trusts (cf. � REF _Ref383433333 \* MERGEFORMAT �Quote 38�).  This finding suggests that the modality of expectation which generates the MD role is heavily influenced by individual preferences or attitudes that these doctors bring to their posts.  Considering from the other extreme of the modality of expectation dimension (cf. Figure 4.3, Section 4.2.2), it would be very difficult to argue that MDs’ expectations of their role are prescribed based on the findings presented here.


The Medical Director from an Individual Stance


The second concern of role analysis raised in Section 4.2.2 has to do with the individual-representative stance dimension. Although MDs in this study do feel pressure from their medical colleagues to be their representatives (cf. � REF _Ref385652763 \* MERGEFORMAT �Quote 3�, � REF _Ref385656557 \* MERGEFORMAT �Quote 8�), they understand that they are fundamentally Executive Directors and have to balance their corporate responsibilities with their colleagues’ demands (cf. � REF _Ref385948335 \* MERGEFORMAT �Quote 29�, � REF _Ref384732036 \* MERGEFORMAT �Quote 63�).  Findings in this thesis suggest that, in the case of the MDs, role analysis should focus on the MDs more from an individual stance than from a representative of a social position stance.


Critiques of Role Theories


Based on the findings of MDs, this sub-section points out weaknesses of the major orientations of role theory introduced in Section 4.4.  The MD role has been shown to be evolving in a changing NHS, far from being a stable post, as assumed by the functionalists, the structuralists, and the organisational role theorists.  MDs have been molding their roles in their respective trusts.  Both the functionalists and structuralists fail to account for this phenomenal aspects of the MD role, nor the resulting differences of  job boundaries for MDs’ role in different trusts.  For organisational role theory, it fails to explain roles that are generated by non-normative expectations (Biddle, 1986).  Being newly created, the MD role does not yet have norms of behaviour for the role-taker to observe.


The symbolic interactionists cannot resolve whether expectations are generated or followed from, or evolved conjointly with a given role (ibid.).  Findings for MDs indicates that their expectations evolve conjointly with their roles.  Instead of being passive actors in adopting roles imposed on them by others during their interactions, as claimed by the symbolic interactionists, MDs are proactive in molding their roles.  Symbolic interactionists give little attention to the effects of others’ expectations on these MDs’ behaviours.  Further, the symbolic interactionists neglects the structural constraints (such as MDs’ corporate responsibilities) upon the actors’ exhibited behaviours.


The cognitive role perspective seems to account for the findings about the MD role better than the other perspectives considered.  However, the MD role is not entirely driven by the personality of the role-taker either, as claimed by the cognitive role theorists.  MDs work by influence and not by line-management.  In order to have the power to influence, they must be trusted and respected by those they are trying to influence. In the process of gaining trust and respect, MDs do sometimes have to sacrifice their personal preference so to make their colleagues feel  that the MDs are “on their side”.


*                    *                    *


Here concludes Part II on the current state of the MD role in the NHS.  The next part of this thesis turns to development issues for MDs.  Based on the current state of the MD role depicted in the model of � REF _Ref380047247 \* MERGEFORMAT �Figure 6.1�, undesirable identities of the role will be highlighted when examining these issues.
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