



CHAPTER 5

THE MEDICAL DIRECTOR ROLE:

RESEARCH FINDINGS



Introduction



Ò ... within the medical culture, it is a new thing being a Medical Director and it is not sharply defined.Ó 

— a Medical Director



This statement has been echoed by nearly all the MDs who have participated in this research.   The MD role has changed since it has been created in 1991 and it seems to continue to evolve.  This chapter outlines the extent of the role in different types of trusts. Firstly, the tasks that MDs in this study perform is considered — the behaviour component of his role.  Secondly, the key relationships for these MDs in and out of their trusts will be discussed along with the associated expectations of the role (by the MDs themselves and by others).  These two sets of findings will be used along with analyses in the next chapter to complete a characterisation of the MD role based on the role model discussed in Chapter 4.

Backgrounds on the Medical Directors in This Study

This section provides a profile of 19 MDs who have completed the questionnaires designed for this study (cf. Appendix 3).�  These MDs are chosen from a list of about 150 MDs who have attended the 1996 National Conference for Medical Directors and Directors of Public Health in London.� The selection of 30 MDs to fill out the questionnaires is done randomly. 19 of these questionnaires have been returned eventually (63% return rate, cf. Section 3.3.2).

Personal Information

Below, comparisons are made whenever possible between the MDs surveyed and those who had participated in the 1994 BAMM study (BAMM, 1995).  The database of this latter study has been graciously made available for the present research by BAMM.  Before proceeding, a note about the methodology of the BAMM study is warranted.  In early 1994, 400 questionnaires were sent to MDs and a total of 236 were eventually returned (59% return rate).  The survey design composed of two types of questions: factual questionnaires and open-ended questions.  Note however, since the design of this previous questionnaire is largely differently from that of the one used here (cf. Appendix 3), not all items below have counterparts in the 1994 survey.

MDs’ age 

The age distribution of the MDs surveyed is shown in � REF _Ref380575049 \* MERGEFORMAT �Figure 5.1�.  The mean age of the MDs is: 51.  The skewed distribution indicates that most MDs in this study are toward the end of their working career.  Comparing with BAMM’s 1994 results, the largest age group there is between 41-50.�  The slightly higher mean age in the sample here either is due to the particular sampling of this research or that the MD population as a whole has aged since 1994.  The bulk questionnaires to be analysed will shed light on this question.

�

Figure 5.� SEQ Figure \* ARABIC �1�  Age distribution of the 19 MDs who have filled out the pilot questionnaires.

MDs’ sex 

The sex breakdown of the MDs surveyed is shown below: (the parenthesis includes the percentage of each category out of the total)

MALES�FEMALES��15 (79%)�4 (21%)��In this set of MDs, There are significantly more MDs who are male than those who are females.�  In the 1994 BAMM survey, only 13% MDs were female, which was even smaller than that in this sample set.

MDs’ clinical specialties

The MDs surveyed come from a variety of clinical specialties, as shown below:

CLINICAL SPECIALTY�NUMBER OF RESPONDENTS (%)��anaesthetics�	4	(21 %)��general medicine�	1	(5 %)��general surgery�	2	(11 %)��obstetrics/gynaecology�	1	(5 %)��orthopaedics�	1	(5 %)��paediatrics�	2	(11 %)��palliative medicine�	1	(5 %)��pathology�	2	(11 %)��psychiatry�	5	(26 %)��There are more MDs surveyed who come from two specialties than those from other specialties.  These two specialties are: anaesthetics and psychiatry.  In the 1994 BAMM survey, there were more MDs who came from psychiatry (22%) and general medicine (28%) than any other.

Years appointed to be the MDs

Note that the MD post across the NHS was only created in 1991.  Theoretically, there should not be any MDs before then.  The breakdown of the year that the MDs surveyed have been appointed to their posts is shown below:

1991�1992�1993�1994�1995�1996��2  (11%)�3  (16%)�3  (16%)�6  (32%)�1  (5%)�4  (21%)��From the breakdown of the year appointed, the MDs surveyed were appointed quite evenly starting from 1991.  The statistics here will be used later to assess how MDs feel about their posts based on their EXPERIENCE as MDs, which is calculated by subtracting 1997 from this above year of appointment.  The MDs in the 1994 BAMM research were clearly all appointed before 1994:  1989 (3%), 1990 (2%), 1991 (9%), 1992 (26%), 1993 (40%) and 1994 (20%).  Those MDs who were appointed before 1991 were likely in the shadow or MD-equivalent posts.  BAMM (1995) does not provide explanation to these MDs appointed before the first wave of trusts in 1991.

Type of contracts for the MDs

The following table shows the breakdown of the type of contract for the MD post, if any:

TYPE OF CONTRACT�NUMBER�DURATION��no contract�4  (21%)�N/A��permanent�2  (11%)�N/A��fixed for a number of years�5  (26%)�1(2 years),	4(3 years)��rolling contract�8  (42%)�1 (3 months),	3 (2 years),

2 (3 years),	1 (4 years),

1 (‘N’ years)��Those without contract does not necessarily mean that they are not paid for the managerial part of their posts.  Several of these MDs who have been interviewed indicate that they are expected to work during some of their clinical times, which are all paid.  As will be shown in Chapter 8, all MDs in this study are paid on top of their basic clinical salary, naturally.  Otherwise, recruitment of capable candidates would be hampered.  In the 1994 BAMM survey, 9% MDs did not have a contract, 16% had permanent contract, 37% had fixed contract and 38% had rolling contract, which are not very different from this sample barring those in the no-contract category.  Unfortunately, no specific duration of contracts was asked in that survey.

MDs’ time allocations

Concerning the contracted work breakdown for the MDs are shown in the left graph in � REF _Ref380578256 \* MERGEFORMAT �Figure 5.2�.  Almost no MDs work according to their contract.  The difference between the left and right hand graphs in � REF _Ref380578256 \* MERGEFORMAT �Figure 5.2� is very clear:  the MDs surveyed have reported to spend much more than their contracted management sessions on their managerial work.  The actual difference between the total contracted sessions (managerial + clinical) and the actual number of sessions that the MDs surveyed work in shown in � REF _Ref380651470 \* MERGEFORMAT �Figure 5.3�.  Tabulation of the mean working pattern for MDs in this study is shown below: (units are in half-days or sessions)

�	MANAGEMENT	CLINICAL�TOTAL��contracted work�	3.1	7.3�	10.4��actual work�	4.8	6.7�	11.4��(actual - contracted)�	+1.7	-0.6�	+1.0����

Figure 5.� SEQ Figure \* ARABIC �2�  The left hand graph shows the number of clinical and managerial sessions the MDs have been contracted for.  The right hand graph shows the actual breakdown for how the MDs spent their time between their clinical and managerial commitments.  The unit of a “session” = 1 half day.



















On average, the MDs in this study work more than their contracts required by 1 half-day.  However, by splitting the work into MANAGEMENT and CLINICAL, MDs in this study work on average 1.7 half-days more on their MANAGEMENT work than their contract required;  they work on average 0.6 half-days less on their CLINICAL work than their contract specified.  Unfortunately, in the 1994 BAMM study, no distinction was made between the contracted work and the actual work.  Only the question “How many sessions do you formally devote to management?” was asked.  The mean number of management sessions that MDs indicated for that question in 1994 was: 4.2 sessions, while the mean number of clinical sessions then was: 6.0 sessions.

�

Figure 5.� SEQ Figure \* ARABIC �3�  This graph shows the total number of contracted sessions (managerial + clinical) for the MDs surveyed and the total number of sessions that they reported to have worked in actuality.

MDs’ management qualifications 

Finally, how many MDs have received any management qualifications?  A management qualification is understood to include certificates, diplomas and degrees.  Here is the breakdown: (the parenthesis includes the percentage of each category out of the total)

HAVE MANAGEMENT QUALIFICATIONS�DO NOT HAVE MANAGEMENT QUALIFICATIONS��1 (5 %)�18 (95 %)��The one MD who have received a management qualification has an M.B.A.  Predominantly, the MDs surveyed have not received formal management degrees.  Formal management training does not include occasional management courses taken by doctors at various stages of their clinical career.  As will be shown in Chapter 9, many MDs in this study have taken short management courses both before and after they have taken their posts.  Comparing with the 1994 BAMM study, 6.4% of respondents in that study had management qualifications including MBA, MSc, Master of Public Health, etc.  Another 2% of respondents were studying for MBA degrees.  Even that study, most of the MDs surveyed did not have any formal management degrees.

Organisational Information

The previous sub-section presents data concerning the MDs surveyed.  This sub-section presents data concerning the organisations in which the MDs work.

Type of NHS trusts

� REF _Ref385993461 \* MERGEFORMAT �Table 5.1� shows the type of NHS trusts that the MDs surveyed work in.  Note that a given trust can belong to more than one type of trusts.  The breakdown shows that the number of acute trusts exceed other types.  This could be due to the particular sampling around the Oxford-London areas, in which there is a large proportion of acute trusts.  The 1994 BAMM study inadvertently did not allow for a trust to belong to more than one type of trust.  As a result the findings are not comparable with the ones here.  Nevertheless, the breakdown of the trusts in that study is: teaching hospital (15%), district general hospital (41%), specialist (7%), community unit (19%) and other (18%).

TYPE OF TRUST�NUMBER OF RESPONDENTS (%)��acute�	10	(53%)��community�	5 	(26%)��district general hospital�	2	(11%)��mental health�	5	(26%)��specialist�	3	(16%)��teaching�	6	(32%)��other�	0	(0%)��Table 5.� SEQ Table \* ARABIC �1�  Shown are the breakdown of the type of trusts which have partici-pated in the survey. (A trust can belong to more than one group here.

Sizes of the trusts

� REF _Ref380648617 \* MERGEFORMAT �Figure 5.4� displays two histograms showing the sizes of the trusts to which the MDs surveyed belong.  Note that different types of trusts are likely to have very different mean sizes (cf. BAMM, 1995).  Two measures for size have been used.  Firstly, the sizes of the trusts are measured in terms of number of beds.  Secondly, the sizes of the trusts are measured in terms of the annual trust budget.  The categories of 200-399 beds and £ 25-49 million annual budgets encompass more trusts than any other.  Because of the sample size, no breakdown is done here for the different types of trusts.� NOTEREF _Ref386547119 �4�  However, the trusts in the 1994 BAMM had mean budget and bed sizes for various types of trusts as follow:

�Teaching�DGH�Specialist�Community�Other��mean annual budget (£ mil)�£ 96.7�£ 54.3 �£ 20.0�£ 36.4�£ 50.5��mean number of beds�833�645�292�372�649��

�

Figure 5.� SEQ Figure \* ARABIC �4�  The left histogram shows the sizes of the trusts (to which the MDs surveyed belong) in terms of number of beds; the right histogram shows trust sizes in terms of annual trust budgets.

Years of gaining trust status

Earlier, the years that the MDs were appointed have been considered on page � PAGEREF _Ref380644365 �43�.  Are those years related to the years that their respective hospitals have gained their trust status?  Here is the breakdown of the year that trust status was gained for each hospital:

1991�1992�1993�1994�1995�1996��1  (5%)�4  (21%)�7  (37%)�5  (26%)�2  (11%)�0 (0%)��Note that only one trust was formed in 1991 but in the earlier section “� REF _Ref380644365 \* MERGEFORMAT �Years appointed to be the MDs�” on page � PAGEREF _Ref380644365 �43�, two MDs were appointed in 1991.  During the interview process with a few of the MDs, a few of them have counted their “shadow MD” period before their trusts were formed as the start of their MD appointment.  “Shadow trust” period could last over a year.  By comparison, the trusts in the 1994 BAMM study gained their trusts status in the following years:  1991 (10%), 1992 (23%), 1993 (37%), 1994 (29%), and anticipated trust status post-1994 (3%).

Accountability structures

In the questionnaire, the MDs are asked to report to whom they are accountable, managerially.  All replied that they are accountable to the CEs of their trusts.  One MD has a dual line to accountability to the Chairman of the trust.  An additional question is asked of them concerning their CDs.  If there are any CDs, to whom are they accountable. Here are the breakdown of their responses: (the categories are mutually exclusive categories -- any respondent falls within only one category)

	The clinical directors are accountable to: 

Chief Executive�	7	(47%)��Medical Director/Deputy Medical Director�	2	(13 %)��Chief Executive and Medical Director�	1	(7 %)��No Response�	5	(33 %)��From the MDs’ responses, two main structures of accountability for MDs have been identified.  These two are the same as the two shown in Figure 2.3.  The 1994 BAMM study shows that 56% of the trusts in that survey had their clinical directors and MDs directly accountable to the CE while 12% had their clinical directors accountable to the MDs who in turn is accountable to the CE (Scott, 1996).  The findings here support BAMM’s findings in 1994.

*                    *                    *

The background information about the MDs surveyed has been reported so far in this section.  What do MDs do in the hospital?  With whom do the MDs work with?  The following sections will provide findings concerning these enquiries.

What Do Medical Directors Do?

Referring to the model of role in Figure 4.1, the behaviour component of role is exhibited most clearly in the work that an actor performs.  This section examines this behaviour part of the MD role.  Nearly all MDs who have been interviewed believe that the managerial part of their job can easily be made a full-time post (cf. � REF _Ref385650349 \* MERGEFORMAT �Quote 1�).  This section dissects what they do — their behaviour — first by analysing the formal specifications of their posts.  Then, responses from the MDs on what they actually do will be presented.  Finally, the MD’s job will be put into an organisational context.  Along the way, the concept of “overlapping role set” will be introduced in order to understand how social actors interact with others in their work.

The Medical Director: a Job Description

Other than the legislature of the reform creating the MD as an ED, MDs in different trusts have been molded and evolved more or less independently.  Because different trusts are of different sizes and might deliver widely different services, one would expect the roles of the MDs in different trusts to be fairly different.  Not surprisingly, findings in this research reveal that the type of works that MDs indeed differ from trust to trust.  However, the similarity of their job is remarkable.  � REF _Ref380041005 \* MERGEFORMAT �Table 5.2� shows summaries of MD job descriptions for three fairly different NHS trusts, along with the hospital types and their sizes in terms of trust turnover and number of beds.

TYPE�SIZE�MEDICAL DIRECTOR JOB DESCRIPTION��URBAN MENTAL HEALTH TRUST�600 beds

£ 70 mil�“The Medical Director: 

is responsible to the Trust Board for all matters of medical policy, and for maintaining safe and acceptable standards of medical practice

advises the Trust Board on medical policy, strategy, standards and practice whilst providing clear leadership in these areas

will elicit the views of the Trust Clinical Directors, the Medical Committee and others as appropriate.”��URBAN ACUTE HOSPITAL�430 beds

£ 50 mil�“The MD will be a full member of the Trust Board and the Hospital Executive.  He/she will have equality of rights/authority and responsibilities with other executive and non-executive Trust members.  The MD will be required to give professional advice to the Trust Board on medical matters and to act as a channel of communication to medical staff across the Trust.  He/she will develop close links with Clinical Directors, chair the Surgical Board and may assist the Chief Executive with the setting of key objectives and their monitoring.  The MD will work towards the Corporate Objectives of the Trust and may be required to represent the Trust externally.”��SUBURBAN DISTRICT GENERAL HOSPITAL�470 beds

£ 45 mil�“The Medical Director:

will ensure the continuing success and development of the Trust through the achievement of Corporate and Individual objectives

will advise the Trust Board on matters of medical policy and direction, participating in the overall corporate management of the Unit and the implementation of executive decisions

should enjoy the confidence of the consultant body.  Whilst not being the representative of consultant staff employed in the Trust, the post will provide an interface between the Trust as the employer and the consultant body as a whole, enhancing the Directorate system whilst acting as arbiter should such a necessity arise. The MD will provide an interface between the College Tutors.”��Table 5.� SEQ Table \* ARABIC �2�  Example summaries of job description taken from three very different types of NHS trusts.  Although MDs in these three trusts have been created and developed independently, the similarity among the job description is remarkable.

A total of about 20 MD job descriptions have been analysed (cf. Section 3.2.3). The tasks that the MDs are designated have been found to fall into several categories.  Recall the1994 BAMM study on the MD role (BAMM, 1995), because this research is carried out with the help of the BAMM, in designing the questionnaire for the MDs (cf. Appendix 3), a categorisation of the MDs’ responsibilities used by BAMM is adopted — for validating the MD role as characterised by BAMM/ATMD (1996), which has been discussed in Chapter 2.  BAMM reports that the trust MD can be expected to have all or some of the six general areas of managerial responsibilities as shown in Table 2.2.  The responsibilities which fall outside this categorisation as reported by the MDs who have participated in the current study are shown in � REF _Ref380686391 \* MERGEFORMAT �Table 5.3�.

RESPONSIBILITIES�NUMBER OF RESPONDENTS��clinical directorate support�1��trust bed management�1��clinical effectiveness�1��policy development�1��user involvement�1��women's issues�1��research ethics�1��infection control�1��legal advice�1��SIFT�2��Table 5.� SEQ Table \* ARABIC �3�  The additional tasks and responsibilities that MDs are involved in beyond those identified by the ATMD/BAMM which are shown in Table 2.2. The MDs identify these responsibilities in their questionnaires (cf. Appendix 3) as tasks that they are partially responsible.  (NB. SIFT refers to a teaching funding scheme within NHS.) 

The Actual Medical Director Job

The job descriptions represent the organisational expectations of the MDs.  In reality, how many of the responsibilities identified in the job descriptions do MDs do?  Using the ATMD/BAMM categorisation of the MD responsibilities, a questionnaire question is put forth to the MDs about the “level of involvement” for each task (cf. Appendix 3).  MDs are asked to indicate one of four “level of involvement” for each task: FULLY RESPONSIBLE, PARTIALLY RESPONSIBLE, DELEGATED, or NOT RESPONSIBLE.  These results are tabulated in � REF _Ref380662942 \* MERGEFORMAT �Table 5.4� on page � PAGEREF _Ref380667456 �50�.�

How can the level of involvement by a MD for a given task be measured?  With the multifarious nature of the post, it is difficult to see how an accurate measurement can be given.  Here, a proxy measure is proposed: an involvement score.  The calculation of this score proceeds first by assigning points to how involved MDs think that they are.  The following points are given to each respondent in each of the following category:

FULLY RESPONSIBLE (FR)	=   100

PARTIALLY RESPONSIBLE (PR)	=   50

DELEGATED (D)	=   10

NOT RESPONSIBLE (NR)	=   0

Calculating these scores provides an estimate of how involved MDs for these tasks.  Clearly, any score can only be a proxy estimate and does not apply exactly to any MD.  Nevertheless, it is still useful to have an approximate idea for what task MDs are responsible for and what level of responsibility they have for each.

Table 5.� SEQ Table \* ARABIC �4�  Tabulated here are responses from MDs concerning what type of tasks they are full responsible for, partially responsible for, delegated or not responsible at all (cf. Table 2.2).  The score’s significance and calculation are discussed in the text.

RESPONSIBILITIES�FULLY RESPONSIBLE�PARTIALLY RESPONSIBLE�DELEGATED�NOT RESPONSIBLE�SCORE��Trust Board MemberÑCorporate�15�4�0�0�0.89��Strategic Planning�6�12�0�1�0.63��Professional Performance�������medical discipline�12�7�0�0�0.82��continuing medical education�7�9�3�0�0.62��medical staff performance monitoring�5�14�0�0�0.63��junior doctorsÕ hours�5�11�1�2�0.56��occupational health�1�6�5�7�0.24��Trust Management�������medical job planning�10�8�1�0�0.74��medical appointments�7�12�0�0�0.68��locum staffing�1�5�10�2�0.25��medical staff study leave�4�6�7�2�0.41��clinical audit�5�5�7�1�0.46��service quality assurance�1�8�6�4�0.29��dealing with litigation and complaints�1�15�2�1�0.46��information systems development�2�8�1�8�0.32��Clinical Risk Management�3�13�3�0�0.52��External Relationships and Liaison�������contracting�0�10�4�4�0.30��public relations for the trust

�0�16�1�1�0.45��ensuring proper liaison outside trust�1�15�1�1�0.48����









�

Figure 5.� SEQ Figure \* ARABIC �5�  This graph plots the involvement score for each of the responsibility for a MD as identified by ATMD/BAMM (cf. Table 2.2). These scores are tabulated in � REF _Ref380662942 \* MERGEFORMAT �Table 5.4� above.  The significance and calculation of the “involvement score” is discussed in the text.

The score given to these categories of “level of involvement” makes several heuristic assumptions concerning how “involved” each respondent is.  A FULLY RESPONSIBLE respondent is assumed to put in 100% effort.  A PARTIALLY RESPONSIBLE respondent is assumed to put in 50% effort, the other 50% is shared by someone else.  A DELEGATED respondent is assumed to spend 10% effort for monitoring and control.  A NOT RESPONSIBLE respondent has not involvement whatsoever.  The calculation of the involvement score is then:

	100 ( FT + 50 ( PR + 10 ( D

involvement score  =  ———————————————

	     100 ( ( TOTAL - NNR)



where NNR = number of respondents who have not given a valid response

TOTAL = FT + PR + D + NNR

Based on these scores, the top three tasks that MDs are responsible for are: being a trust board member (score = 0.89), dealing with medical disciplinary matters (score = 0.82) and medical job planning (score = 0.74).  These scores are expected to vary from one MD to another and the purpose of these scores is therefore not to prescribe the MD role but rather, to gain insights concerning this behaviour component of the MD role.  Surprisingly, even though the participating MDs acknowledge their trust board membership (involvement score = 0.89), they do not consider strategic planning (involvement score = 0.63) as a task that they should be as responsible for.

MEDICAL DIRECTOR’S WORK IN AN ORGANISATIONAL CONTEXT

This subsection summarises what MDs do in three different levels: the strategic, tactical, and operational levels.  This view of what MDs do will help introduce a useful typology of what MDs do in the Chapter 6.  This typology provides insights concerning the current state of the MD role.  Based on this typology, negative aspects of the role will be suggested for further development.

The concept of role-set of useful for understanding MDs in an organisational context.  It will also help to clarify the relationships that MDs have, as discussed in the next section.  Mullins (1993) defines a role-set as “the range of associations or contacts with whom the individual has meaningful interactions in connection with the performance of their role.”  Studying role-sets have been found by sociologists and organisational psychologists to be very fruitful in understanding the independence among organisational variables such as role expectations, rank, conflicts, effectiveness, and patterned behaviours (Khan, et al, 1964; Schein, 1980).

� REF _Ref380144746 \* MERGEFORMAT �Figure 5.6� shows where the MD lies in terms of the overall trust organisation.  Functionally, MDs belong to three main role-sets: the medical staff, the management staff, and the trust board (Executive Directors or EDs).  The nature of the work that they do involves much strategic as well as tactical and operational level tasks.  At the strategic level, MDs act as EDs and as full members of trust boards.  MDs are involved in issues such as the overall direction of the hospital, clinical service development, medical manpower planning and co-operation with neighbouring hospitals and GP.  The key people whom they interact with include the CEs, the other EDs, the Chairmen of the Board, and the non-Executive Directors.

At the tactical level, MDs oversee the implementations of agreed strategies, ensure that sufficient resources are available for health service delivery, co-ordinate and plan across services, among other tasks.  The key relationships for them involves the following key groups of people: the senior medical staff, the Clinical Directors, the management staff and the other EDs, particularly the CEs.

At the operational level, MDs are also practising clinicians, they continue to work with their clinical colleagues in delivering services to their patients.  Depending on the individual trust, many MDs are also directly involved in, and even line-manage the following functions: clinical audits, performance appraisals, medical staff disciplinary issues, development of information technologies, and a few other miscellaneous tasks.  The key groups of people whom they interact with at this level comprise of their patients, their medical colleagues, the ND and occasionally other groups involved in the miscellaneous tasks that MDs take on at present.  In Part III, this operational level will be closely examined in light of MD development issues.
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Figure 5.� SEQ Figure \* ARABIC �6�  Here is a schematic overlapping role sets in a “typical” NHS trust.  Several key positions are shown with respect to the various groups that they belong to.  The arrangement of the groups is such that the ones nearer to the top are involved in more strategic issues while the ones nearer to the bottom are involved in more operational issues.  The darkened role-sets represent the clinical professionals and the clear ones represent non-clinical groups.

Organisational Expectations of a Medical Director candidate

At this point, it might be instructive to consider what kind of people who the organisations expect to fill this role.   � REF _Ref380048436 \* MERGEFORMAT �Figure 5.7� lists a “candidate profile” provided by an NHS trust.  Not all trusts which have participated in this research have such a profile.  However, among the trusts which do have one, this profile is not atypical.

A MD Candidate Profile Specification

“This is undoubtedly a demanding role and requires a very special set of skills.  The MD must be able to command the respect of other physicians, particularly GPs but also hospital specialists, possess sound commercial acumen and have a keen understanding of, and affinity for, the processes of management within a corporate structure. 

“He/she will need to be a good conceptual thinker, be committed to a community-based model of healthcare that might be radically different from that in which he/she was medically trained, be both a visionary and a doer, have gravitas, standing and credibility in both the medical world and the business world, be a polished communicator and a good manager.

“He/she must understand the notoriously conflict ridden medical/management interface and have the skills to manage it productively.  He/she must be able to think laterally and enjoy challenging traditional assumptions and the status quo.  A sense of humour will be a prerequisite!

“The position undoubtedly requires someone with an abundance of energy and drive, who sees the patient as his client, and who genuinely wants the client to have the best deal. ”

Figure 5.� SEQ Figure \* ARABIC �7�  A candidate profile taken from a MD job description.  Of the job descriptions which have a candidate profile section, this is not an atypical one.

Many trusts report that they have problems recruiting “suitable” candidates who are willing to take the MD posts.  After looking as such a candidate profile as shown in � REF _Ref380048436 \* MERGEFORMAT �Figure 5.7�, one can probably see why these trust have recruitment problems.  (Clearly, this cannot be the sole reason.  Other reasons will be discussed later on in this thesis.)  To be fully qualified for such a post, that person can make very good prime minister for this country too!

Key Relationships for the Medical Director

This chapter has so far considered the MD role in terms of the type of work that MDs do — the behaviour component of the role model.  This section explores the relationships that a MD has in and out of a trust.  Through these relationships, different expectations for the MDs from various influence groups will be discussed (cf. The role model in Figure 4.1).  The key people and groups that MDs work with have briefly been introduced in the last section.   Here, these relationships will be analysed in turn.  In the last part of this section, the focus will be expanded to other key actors in the marketplace of the NHS “internal market”.





The Medical Director within the Trust: a Professional-Bureaucratic Struggle



 Ò ... you sometimes have to represent their [medical staff’s] views but you are not their representative.Ó

— a Medical Director



The MD is often the only doctor on the trust board and the executive.  In such an environment, can MDs be unbiased corporate members without significant influence due to their professional affiliation?  These questions concerning how MDs deal with plausible conflicts which arise from the professional-bureaucratic divide are examined here through the various relationships that a MD has in a typical NHS trust (cf. Section 2.3.2).  As a guide, the key people and groups whom a MD interact with are shown in � REF _Ref380770825 \* MERGEFORMAT �Figure 5.8�.
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Figure 5.� SEQ Figure \* ARABIC �8�  The key people and groups that a MD interact with within a typical NHS trust.  Note that TRUST MANAGEMENT and CLINICAL PROFESSIONALS are NOT role-sets as those in � REF _Ref380144746 \* MERGEFORMAT �Figure 5.6� but are used here to point out the potential bureaucratic vs. professional ideological divide in a mainly professional organisation.  These groups are indicated here in the same spirit as the darkened vs. clear role-sets in � REF _Ref380144746 \* MERGEFORMAT �Figure 5.6�.

Trust Board: Chairman and Non-Executive Directors

The role of the board in an NHS trust is to ensure a high level of corporate governance.   Theoretically, in the extreme case where a trust is running so smoothly that no monitoring and oversight is necessary, the board has no real function.  Concerning their role in the board, MDs are divided in their opinions.  Many believe that they have important contributions to make at the board.  A few have the opposite view that they have little to gain or to contribute (cf. � REF _Ref385652629 \* MERGEFORMAT �Quote 2�).  

The MD post straddles both the board and the executive team.  There are usually separately executive meetings chaired by the CEs which run the day-to-day business of the trusts.  The question to these disgruntled MDs is: should they be excluded from the trust boards or base their attendance on a “on-call” basis?  � REF _Ref385652763 \* MERGEFORMAT �Quote 3� a typical MD’s response.  Even though many of these MDs see little value of their attendance at the board, they feel an obligation to be there as the only doctor in the board.  There can be three interpretations of their responses here:

MD genuinely believe that medical opinions are indispensable in insuring a proper corporate governance of the trust.  

Even though there are not many issues discussed at the board that are purely medical, there are many that are medically-related.  Medical opinions at these issues are still very important.  

MD feel a professional obligation to their medical colleagues for establishing a medical “presence” at the board.

All three interpretations could have played a part for MDs.  There a few other MDs who have a different view about the board versus the executive: the board is where trust matters are really handled (cf. � REF _Ref385653099 \* MERGEFORMAT �Quote 4�).  The CEs who chair the executive team meeting has been considered by the MDs as not effective.  Again, several interpretations can be given to this view:

The board has taken a proactive approach in running the hospital and has made the executive redundant.  

The function of the board has “kicked in” to keep the trust running smoothly when the executive has malfunctioned due to the peculiar style of the CE.  

The MD has misunderstood the actual functioning of the board and the executive completely. 

Note that this latter case of a strong board and a relatively weak executive represents only several NHS trusts which have participated in this thesis.  Nevertheless, a weak executive represents a deviation from the norm and should be investigated further.

Concerning the working of the trust board, the MD works with the other board members mainly on strategic issues.  Examples of these works have been earlier on page � PAGEREF _Ref380830559 �51�.  Because the MD is usually the only medically qualified member on the board, his or her opinions on the any medically-related matters become very important.  A chairman of an NHS trust has expressed the view the working at the strategic level is “fundamentally what justifies the MD job” (cf. � REF _Ref385653930 \* MERGEFORMAT �Quote 78�).  This represents this chairman’s expectation of the MD role.  How do MDs feel about their Chairmen?  Nearly all 15 of the MDs who have been interviewed consider their relationship with the Chairman good even though a few have commented that they rarely have any need to talk to the Chairman.

Concerning the Non-Executive Directors (Non-EDs) in general, most MDs feel their relationships are “amorphous”, without much structure nor mutual expectations (cf. � REF _Ref385654201 \* MERGEFORMAT �Quote 5�).  In most trusts, Non-EDs only come to the hospital on a monthly or quarterly basis for the trust board meetings.  Nevertheless, in a few trusts, Non-EDs do get involved in the running of the hospitals.  In one trust, Non-EDs are involved in the promotion of cultural diversity.  In another, they are involved in overseeing complaints.  However, in general, MDs do not feel that they have a “substantive” relationships with these Non-EDs.

Chief Executive

The relationship between the CE and the MD has been emphasised by many MDs to be a very crucial one.  MDs work with their CEs very closely together at the strategic and at the tactical levels of the trust (cf. page � PAGEREF _Ref380830559 �51�).  What expectations do CEs have of MDs?  The one CE� interviewed consider the MD as their “lever” to working with the trust medical staff (cf. � REF _Ref385654582 \* MERGEFORMAT �Quote 72�).  Because CEs rely on the MD in dealing with the medical staff, they believe that candidates for the post must have the trust and confidence of the medical body.  In addition, they feel that only the only senior managers who are qualified and capable of dealing with medically-related matters are the MDs since others are generally lay managers.  These CEs believe this latter reason to be the raison d’être for the MD posts.

How do MDs feel about their CEs?  Most believe their relationships are “very important” and many characterise these relationships as “working well”.  A few believe their relationships to be excellent.  Only in two interview cases that MDs feel their relationships are “less than good”.  What do MDs expect from their CEs?  Many reply that they value “regular feedback” from their CEs.  Most of the current generation MDs are the first or second people to ever take up their jobs; many do not have much management background.  However, this is usually not a one way process.  A significant number of MDs feel that their CEs serve as their managerial mentors.  At the same time, many MDs feel that they often need to “educate” their CEs concerning the NHS ethos (cf. � REF _Ref385655110 \* MERGEFORMAT �Quote 6�).

Other Executive Directors

A typical NHS trust has five Executive Directors (EDs): the CE, the MD, the Nursing Director (ND), the Finance Director and a fifth Director which could be in areas such as Operations, Information Technology, Patient Services, or Estates.  Other than the CE, the MD works very closely with the ND but less so with the other EDs.   A significant number of MDs says that they have “a lot to do” with the ND and refer their relationships with the NDs “a close relationship”.  Examples of the work that they do include arranging nurses to take over some of the junior doctors’ role, dealing with complaints in the trust, internal contracting and resource allocations. Several MDs believe that the most difficult part of their jobs are in working with an executive team (cf. � REF _Ref385655455 \* MERGEFORMAT �Quote 7�).  A few MDs feel that although they have been contracted to work part-time on their posts, there is nevertheless an expectation from the other EDs that they “do a full time equivalent job” as an ED as the other EDs do (� REF _Ref383787482 \* MERGEFORMAT �Quote 48�).  This finding has important implications on development issues in Part III.

How do other EDs view the MD?  For this research, due to time constraint, only three EDs (excluding CEs and MDs) have been interviewed: a ND, a Director of Patient Services and a Finance Director.  Concerning the ND’s relationship with the MD, the ND considers as “very important” and for him, it works very well.  All three EDs expressed understanding of the demand put on their MDs (cf. � REF _Ref385655901 \* MERGEFORMAT �Quote 79�).  Although they sympathise with their MDs, do they feel that a more full-time manager should take over the MD post?  It is relevant here to recall earlier discussions which have alluded to the professional-managerial ideological divide that has been researched on by social scientists in Chapter 2 and Chapter 4.  Because MDs come from the medical side of the hospital while the other EDs are on the management side, how do the these other EDs view the management ability or acumen of their MDs?  All three of the non-CE EDs deem their MD colleagues very highly.  They agree that in order to become doctors, MDs have to be “pretty smart people” and should not have much trouble “picking up” management concepts (cf. � REF _Ref384806340 \* MERGEFORMAT �Quote 80�).

Medical Staff: Consultants and Junior Doctors

A theme that has been repeated several time throughout this thesis is that MDs are not the representative of the Medical Staff.  What do the MDs think about their relationships with their medical colleagues?  To a certain extent, MDs do feel a professional obligation of presenting the medical view to the non-medical part of the trust, as illustrated earlier the section on the Trust Board on page � PAGEREF _Ref380908081 �54�.  After all, if the MD is the only doctor in the management team�, which is frequently the case, there is inevitably a pressure on the MD to advocate their clinical colleagues’ views.  How do these MDs think their colleagues see their roles?  MDs interviewed feel that their colleagues do often consider them as “their voices” at the management (cf. � REF _Ref385656557 \* MERGEFORMAT �Quote 8�), which they consider as “natural”.  They believe that part of their role is to balance their corporate role with demands from their colleagues.

Many MDs in this study are worried about getting too “far” away from being a clinician.  Fundamentally, they argue that they are doctors and they worry that they might be alienated by their medical colleagues (cf. � REF _Ref385656760 \* MERGEFORMAT �Quote 9�).  With reference to the earlier discussions on professional and bureaucratic divide, do MDs feel that they are being alienated because they have “crossed over the fence” to management?�  MDs have in general expressed concern about this issue (cf. � REF _Ref385659019 \* MERGEFORMAT �Quote 11�).  However, most do not have problem actually working with their colleagues, which they attribute to the clinical component of their post (cf. � REF _Ref385657008 \* MERGEFORMAT �Quote 10�).  They believe that being clinically active is crucial in gaining the trust and respect of their clinical colleagues.  From the (non-management-related) medical staff’s viewpoint, they� have expressed their preference for a capable doctor to be in the MD post (cf. � REF _Ref385658205 \* MERGEFORMAT �Quote 74�).  A clinically capable MD does make these medical staff feel more comfortable.  This finding has important implications for developing MDs in Part III of this thesis.

An observation is briefly noted concerning dealing with difficult colleagues.  Although MDs do not in generally have problems dealing with their medical colleagues, most MDs in this study rank dealing with difficult colleagues among the most challenging aspects of their posts.  One reason elicited by these MDs is that in these situations, they are dealing with disciplining the colleagues whom they might be working with in the clinics or in the theatres.

Chairman of Medical Staff Committee�

The Chairman of the MSC has been discussed in several occasions so far in this chapter.  This post is the official representative of the medical staff.  How do MDs feel about this post?  Most of the MDs interviewed feel that the representative role is “nice to have” as a vent for medical opinions within the trust (cf. � REF _Ref385660112 \* MERGEFORMAT �Quote 12�).   In this sense, the Chairman of the MSC has a complementary role in the trust as to the MD.  Many of them have regular contacts with the Chairman of the MSC and describes their relationships as “very helpful to me”.  A significant number of MDs find that the Chairman of the MSC has an additional role in getting consensus among the medical staff.  On the other hand, many MDs feel that the Chairman of the MSC post as redundant.  Nearly all think that selection of consultants to this post is on a “it’s your turn” basis.  A few have expressed the feeling that the Chairman of the MSC has minimal impact on the running of their trusts.

Clinical Directors

A number of researches have already been conducted concerning the Clinical Director (CD) role (cf. Scott, 1992; Bruce and Hill, 1994; Willcocks, 1994; Walker and Morgan, 1996). Here, discussion focuses on the findings from this research concerning their relationship with MDs.  As mentioned on page � PAGEREF _Ref380911134 �47�, there are two main arrangements between the MD and the CDs in a trust.  The most common arrangement is for both the CDs and the MD to directly report to the CE.  Feelings that MDs have concerning this arrangement is mixed.  A small but significant number of the MDs interviewed believe that they would rather have the MDs reporting to them directly.   These MDs feel that if not, their posts would not have much “real” power — budgetary power, the power to allocate resources and the power to delegate.

Nevertheless, the majority of those MDs in trusts where the CDs are directly accountable to the CE feel that “it is not important for me to have a budget” (cf. � REF _Ref385664120 \* MERGEFORMAT �Quote 13�).  These MDs see their role in the trust as mainly strategic in nature and consider managing the CDs as more operational level tasks.  Nevertheless, nearly all MDs have a positive relationship with their CDs.  For those trusts which do not have Deputy MDs, a significant number of MDs have found it quite easy to delegate some of their work to the CDs.

How do CDs feel about the MDs?  Due to time constraint, only two CDs have been interviewed.  However, over half of the MDs interviewed have been CDs before they take on their current posts.  In general, CDs feel that they have good relationships with their MDs and feel the division of labour between them as positive.  They believe MDs should be more strategic and less operational.   In fact, one CD has the concern that his MD is “putting his hands into too many things” which causes him to work much harder than necessary.  On the other hand, another CD believe that without budgetary power, the MD post is “not powerful at all” (cf. � REF _Ref383429346 \* MERGEFORMAT �Quote 76�).  Whether or not the “real” power in the trust lies with the budget is a contention which requires further research to clarify.

The Medical Director in the Marketplace: a Liaison and a Representative for the Trust



Ò... they [the health authorities] are performance managing us but not supporting us in a professional way ...Ó

— a Medical Director

The creation of the internal market calls for new ways of interacting with organisations outside a given health care provider.  However, as suggested by the MD quoted above, the government and the NHS have not been proactive in clarifying how these relationships should be established, especially for the MD role in them.  This section assesses several key external groups which have potentially significant relationships with the MDs.

Health Authorities and the Directors of Public Health

The Directors of Public Health (DPHs) are the equivalent of the MDs on the purchasing side of the internal market.  The relationships between the MDs with the DPHs have generally been described by both parties to be important (cf. � REF _Ref385665416 \* MERGEFORMAT �Quote 14�).  Because purchasing and providing are about medical services, being the “lead clinicians” on either end of the internal market, the MDs and the DPHs should be working closely together to balance the purchasing and the provider sides of the equation.�

In reality, what kind of relationship exists between the MD and the DPH?  There is a wide variation.  Most MDs feel that they have a good relationship with the DPHs and consider their relationships as important in the overall contractual process.  However, a small but significant number of MDs have very negative feelings about the DPHs they work with.  Especially for the MDs in specialty trusts who have been interviewed, many of them believe that the DPHs do not understand their specialties’ needs very well.  Their sentiments are captured poignantly in � REF _Ref385665719 \* MERGEFORMAT �Quote 15� made by a MD.  This group of MDs feel that the DPH has a very shallow understanding of the actual patient needs.  At the same time, the two DPHs interviewed believe that all too often, MDs are not able to “divorce from their own specialties” in order to represent corporate medicine, which causes dilution of the strategic nature of their posts (cf. � REF _Ref383431835 \* MERGEFORMAT �Quote 71�, � REF _Ref383428657 \* MERGEFORMAT �Quote 70�).

Most MDs interviewed express sympathy for the DPHs, since they are “over as much of a learning curve over purchasing as we are over providing” (cf. � REF _Ref385665913 \* MERGEFORMAT �Quote 16�).  Fortunately, this latter view is the predominant view among the MDs interviewed.  These MDs feel that the DPHs might not know about the details of the hospital specialties, neither do the MDs know about all of these specialties.  In discussing about specific specialties, MDs would always bring along experts in these fields just as the DPH would bring along experts about contracts or infectious disease.

Medical Professional Bodies

The main professional bodies that MDs deal with are the British Medical Association (BMA) and the Royal Colleges.  The Royal Colleges interact with the MDs concerning post-graduate training, continuous medical education, and junior doctor hours.  In dealing with these Royal Colleges, the MD has several functions.  Firstly, they represent the medical staff in organising appropriate training, proper arrangements for junior doctors training,� etc.  Secondly, they are the liaison and representative for the trust as a whole in negotiating issues such as the implementation of the Calman training scheme.

The BMA is the “trade union” for doctors.  MDs usually deal with it when there is a disciplinary matter involving a medical colleague.  In a disciplinary case, the BMA is usually on the accused doctor’s side.  The interesting point to note here is that the MD, being a doctor himself, is on the other side of the table now.  The MD represents the trust in resolving these disciplinary cases, usually against the accused doctors which have the backing of the BMA.  Although it has been recently suggested that the BMA should side with the MD also since MDs are also doctors, many of who are BMA members.�

The British Association of Medical Managers (BAMM) was formed in 1991 in response to “demand from doctors in clinical management roles in the UK.”�  The aim of BAMM is to “support and develop doctors in their management and leadership roles in delivering healthcare.”� NOTEREF _Ref385670220 �14�  Nearly all MDs within the NHS are members of BAMM.  In addition, the Association of Trust Medical Directors (ATMD) is formed within BAMM to oversee programmes specifically for MDs.  ATMD and BAMM provide networks, educational programmes, conferences, newsletters and researches for members, some particularly for MDs.�  Most doctors interviewed believe BAMM is a worthwhile organisation which provides useful support and information for their role.  However, a few MDs do not believe that they gain much from BAMM (cf. � REF _Ref385670668 \* MERGEFORMAT �Quote 17�), nor interactions with other MDs in general, as discussed next.  Nevertheless, these MDs comment that if BAMM, or similar organisations, can provide events or programmes which link them outside the medical body, such as with other NHS managers or people from other industrial sectors, they might be able to gain more than what are currently available.

Other Medical Directors

In general, MDs find regular contacts with other MDs helpful.  There are three main ways that MDs interact with each other.  Firstly, they have informal contacts with other MDs whom they personally know.  A few such relationships have been considered as mentor-pupil relationships by the MDs concerned.�  Secondly, there are regional MDs’ forums where MDs in local areas gather on a quarterly or every six months’ basis to share experiences, to vent frustrations and to learn from each other.  All the MDs who are involved in such forums and who have participated in this research have found these regional forums very helpful for the above purposes.  Lastly, there is the BAMM and its affiliated ATMD, as discussed earlier.

Of the MDs who have participated in this research, a significant number do not believe that their interactions with other MDs are helpful toward their jobs (cf. � REF _Ref385672066 \* MERGEFORMAT �Quote 18�).  The main reason that these MDs put forth is that through interactions with other MDs, they only realise how frustrated others are as well.  Due to the different settings their trusts are in, solutions to problems are rarely exchangeable.  Further, one MD comments that she could benefit more from educational programmes about how to deal with non-medical staff, “not medical people since I know who they are like, I am one of them”  (cf. � REF _Ref383703905 \* MERGEFORMAT �Quote 44�).  When these comments are mentioned to other MDs during interviews, no objections are given to these.  However, these other MDs emphasises that networking with other MDs is justified even if this only has a support role.

Other Groups in the Marketplace

Other potentially significant groups for the MD in the marketplace include the GPs, CHCs, and the Public in general.  At present, MDs’ interactions with GPs are usually at contract meeting at the district level and revolve around discussions concerning the level of services to be provided, the financial transactions, service developments, etc.�  In these interactions, the MD represents the medical side of the trust.  With the rise of GP fundholders (Ham, 1992), a few MD predict that their relationships with the GPs will increase in importance in the future.

The Community Health Council (CHC) is the healthcare consumer’s “watchdog” organisation.  At present, the MDs in this study do not have direct relationship with them other than through meetings between the board and the CHC, which occurs once every 6 months to a year.  In these board meetings, MDs represent the trust on medical matters to communicate to the CHC on any relevant medical developments in the trust.

Concerning the Public in general, MDs have the function of being the spokesman for the trust on medical matters.  Occasionally, a few MDs might be asked by their trusts to communicate with the press or consumer groups.  In this role, MDs are official liaisons for the trust and representatives of the medical side of the trusts to the Public.

*                    *                    *

This chapter has so far reported various basic findings concerning the MD role.  These findings will be analysed in the following chapter for two purposes.  Firstly, these findings will be used to analyse the current state of the MD role.  The clarification of this role will provide the basis for discussing how to develop MDs in Part III of this thesis.  Secondly, these results will be used to shed light on the debates and contentions concerning the concept of role noted in Section 4.2.2.

�



APPENDIX 2

QUOTATIONS







�   The bulk of the questionnaires to over 570 MDs has been delayed within the British Association of Medical Managers (BAMM, cf. Section 3.3.2) but they will be analysed using the techniques developed in this thesis later.

�  This list was kindly provided by BAMM for this research.

�  That survey asks the respondents’ age bracket (10 years interval), instead of exact age.

�  Again, the bulk questionnaires will be examined in the coming months to verify and to add significance to this finding (cf. Section 3.3.2).

� Also, they are asked to estimate how much time is spent for each task for week.  Unfortunately, not many respondents have given an estimate for the amount of time they spent on each task.  Therefore, these results are not presented.

�  Four of the MDs interviewed had acted as CEs (or general managers) or Deputy CEs before they became MDs.  Their perspectives for the CE viewpoints are incorporated in this discussion here.

�  The management team here refers to both the Trust Board and the Executive. 

�  “Crossing over the fence” as a disincentive to the MD post will be considered in detail in Part III of the thesis.

�  Approximately six non-managerial medical staff have participated in this study, either formally in interivew settings or informally.

�  Medical Staff Committee is also known as Medical Executive Committee.

�  The Department of Health recognizes this need and has established an annual conference for MDs and Directors of Public Health.

�  This function has become increaingly important recently with the implementation of Calman training scheme, which is discussed briefly in Part III.

�  It turns out that one doctor who has suggested this to the BMA is a MD interviewee in this current study.

�  Taken from BAMM’s promotional literature (contact BAMM at 0161-491-4229 for details).

�  This present study is conducted with the assistance of these organisations.

�  Mentorships are discussed further in Chapter 9.

�  The specialists, secondary or tertiary care trusts, MDs have nearly no regular contacts with GPs.
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