





CHAPTER 4


A FRAMEWORK FOR STUDYING


THE MEDICAL DIRECTOR ROLE








Before the development of MDs is discussed in Part III of this thesis, it is important to understand what this role is and what the development needs are for the MDs.  Because the MD post was only created recently within the NHS, not much research has been conducted concerning this role.  As mentioned in Part I, current understanding of the MD role is based mainly on the tasks that MDs can do.  Part II attempts to extend this understanding to encompass a more general conceptualisation of the role.  This chapter lays the theoretical foundation for this attempt.  The next chapter presents research findings on MDs.  Chapter 6 analyses these findings using a framework based on a role model proposed in this chapter.  These three chapters in Part II of this thesis aims to elucidate the current state of MDs in the UK so that questions such as how to develop them hence can be answered in Part III.


Introduction


In analysing a problem in a coherent fashion, it is useful to select a skeleton or framework to develop the arguments.  This thesis studies the MDs with a framework built upon the role concept, which is a well established concept in social science.  Since early this century, social scientists have used this concept to explain phenomena such as individual behaviour, social interaction and societal cohesion (Linton, 1936; Parsons, 1951; Brown, 1965).  The beginning part of this chapter briefly summarises the elements of role theory and draws attention to the key debates around the study of role.  An analytical framework is proposed for studying role. This chapter ends by applying the analytical framework to account for several dominant theoretical perspectives on role.  These analyses provides a useful construct for understanding the debates within role theories.


Overview of Role Theory


This Chapter aims to construct a framework for analysing MDs using the concept of role.  Many of our everyday vocabulary are parlance of role theory.  The popularity of usage such as group norms, role conflict, role taking, role playing, and others reflects the impact of role theory in our daily lives.  Essentially, role theory concerns the pattern of behaviour which is expected of or typical of the people in a social position (Argyle, 1989). Most theorists believe that our expectations are learned through experience and that most people are aware of the expectations they hold (Zurcher, 1983).  Work roles mainly specify the requirements of the job but roles also encompass other aspects of behaviours such as one’s attitudes, beliefs, ways of behaving toward others, etc.  As intuitive as the idea of role is, theorists and practitioners continue to differ over the definitions of the role, the assumptions underlying the role concept, as well as the phenomena responsible for the roles people take (Banton, 1965; Popitz, 1972; Biddle 1986).  In fact, theorists have come up with many versions of role theory.  In a recent review article, Biddle (1986) has summarised five major approaches to studying role, which will be discussed in Section 4.� REF _Ref384794986 \n �4�.  Before introducing these five approaches, this section briefly summarises the plethora of definitions for role and draws attention to a set of key debates about role.


Definitions of Role


Some authors defines role as the characteristic behaviours enacted by a social actor (Burt, 1982; Mullins, 1993).  Others tied the concept of role to the function or script for social conduct by many authors.  For example, Bates and Harvey (1975) defines a role as “particular set of norms that is organised about a function.”   To others, role should be seen as tied to the position and can be defined as “a set of norms and expectations applied to the incumbent of a particular position.” (Banton, 1965).  For others, roles only make sense in the context of social interactions with other actors in the system (Mead, 1934; Heiss 1981; Zurcher, 1983).  Still another describes role as a “comprehensive pattern for behaviour and attitude” (Turner, 1979).  The differences in what role is might reflect the different forms of social systems that various role theory users are working in.  To researchers in psychology, business, sociology and anthropology, the scope of the social system ranges from the individual, to the familial, to the organisational, and to the societal levels.  Nevertheless, this lack of agreement on the basic question of what role means is disconcerting.  As a result, critics often question the theoretical soundness underlying much of the practical applications of this theory (Dahrendorf, 1968; Jackson, 1972; Popitz, 1972).


 “Role” is a dramaturgical metaphor.  On stage, a role is a “part” played by an actor according to a script for how the part is expected to be performed (Jackson, 1972; Biddle, 1986).  In applying to social interactions, this metaphor breaks down in several ways.  If society is the playwright, how are the script conveyed to the social actors?  How does an actor learn his or her part perfectly?  The actual performance often deviates from the script due to the ability of the social actor, his or her own interpretation of the script, the co-operation of the other social actors, and other factors.  Nonetheless, there are still three main ideas from the dramaturgical metaphor that are useful in studying social roles.  Firstly, every social actor does take up a “part” in every social interaction even though it might not be as clearly defined as a colleague, a daughter, a company president and so on.  Secondly, associated with each part are expectations about its behaviour, which might be formally written in contracts or informal and unwritten.  Thirdly, based on their expectations, a social actor “performs” the actual behaviour.  As diverse as the opinions on what role means, most social theorists agree that these are the main concerns for studying role (Allen and Van de Vliert, 1984; Biddle, 1986).
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Figure 4.� SEQ Figure \* ARABIC �1�  The triad of concerns that the role theory attempts to address (Allen and Van de Vliert, 1984; Biddle, 1986).  In this framework, any role is shaped by the interaction of a given identity, its associated expectations and the actual behaviour.  In using the role theory to study the MDs, this chapter uses this triad of concepts as the backbone of the analytical framework.


For the purpose of this thesis, a role is viewed to be shaped by the interaction of three elements a given identity or a “part”, the expectations associated with this identity, and the actual enacted behaviour, which correspond to the three concerns mentioned above. This view of role is depicted in � REF _Ref379816337 \* MERGEFORMAT �Figure 4.1�, which will be used in constructed an analytical framework for role.  Because there exists no agreements on the exact definition of role, a working definition for  “role” is proposed here to be the manifestation of the interaction of these three elements.  Note that this is not an explicit or a priori definition but an implicit one, in that role is defined by how role is exhibited, albeit in three separate parts.  The virtues of this definition are that it integrates the basic consensual components of the role theory and it offers an elegant framework for studying any particular role.


The three components of role in � REF _Ref379816337 \* MERGEFORMAT �Figure 4.1� are more precisely defined below, along with illustrations for the case of the MD:


identity:  the “part” or position adopted by a social actor in a particular social interaction.  A MD might take the identities of the “executive director” to the trust, the “colleague” to the medical staff, the “doctor” to the patients, etc.


expectation:  the script which an actor assumes to be the accepted behaviour for a particular identity.  The expectation that a doctor brings to his or her executive director identity can heavily influence how he or she views the MD post.


behaviour:  the actual pattern of actions enacted by a social actor in a particular situation.  The behaviours that MDs exhibit when faced with their patients are likely to be very different from their behaviours in the trust board room.





Problems and Challenges for Role Analysis


In his recent review article on role theory, Biddle (1986) has pointed out two main theoretical contentions within role theory.  Firstly, a major theoretical weakness of role theory can be attributed to the disagreement over the stance or scope in studying a particular role.  Should role theory focuses on the person as a representative of a social position or as an individual separately from or his or her position? Viewing a person in a role as a representative of a social position perceives a role as patterns of behaviour associated for a particular social position.  From this stance, roles are seen as fixed and do not evolve over time.  Viewing a person in a role as an individual leads one to think of roles in terms of the strategies that are adopted by a person in taking a role.  Roles are then considered to be evolving as the social actor adapts to his or her environment.  For a given identity undertaken by a social actor, these two perspectives could generate two completely different sets of expectations and behaviours. Through studying the MD role, this chapter hopes to shed light on this debate.


Secondly, theorists disagree about the modality of expectation and how it generates different roles. There are three main ways to view modes of expectations.  Firstly, expectations can be think of as prescriptive in nature and they generate norms and patterned behaviours.  Secondly, they can also be think of as personal subjective beliefs about a particular role.  As a result, various behaviours by different social actors are due to different interpretations.  Lastly, expectations can be considered as preferences or attitudes one brings to his or her role.  This last modality assumes that the social actor actively molds his or her behaviours according to different situations.  These three types of assumptions about the modality of expectation elicit different versions of role theory and different definitions of role.  Do doctors have a particular type of expectations when they take on the role of the MDs?   If so, the following study on MDs could potentially be very fruitful amid this debate.


Based on the concept of role introduced in this section, an analytical framework is constructed next in order to study the MDs systematically.  Keeping in mind the above debates on role theory, this framework is also built to facilitate unravelling the two theoretical questions raised here.  Because the role of the MD is literally created in the last few years in the NHS, whether and how this role has evolved since its inception could provide interesting evidence for proving or disapproving different versions of role theory.


�
An Analytical Framework for Studying Medical Directors


The analytical framework is shown in � REF _Ref379820370 \* MERGEFORMAT �Figure 4.2�.  A role is viewed by decomposing it into three main components: the identity or identities that an individual takes in any given social interaction, the expectations associated with the identities, and the actual behaviours.  For studying a given role, two stances one can be taken: �


representative stance: a person in a role as a representative of a social position


individual stance : a person in a role as an individual


As will be discussed shortly, the representative stance focuses attention on the role-conflicts and challenges that a role-taker have.  The individual stance focuses attention on the proactive nature of role-taking and how a social actor confronts the problems and challenges facing him or her.


Incidentally, these two stances for studying the MD role have imbedded in them how behaviours are generated by expectations of a role.  The representative stance leads one to view expectations of a role as norms, generated in a prescriptive fashion.  The individual stance focuses on the individual and the personal factors affecting how he or she behaves.  These personal factors include personality, attitudes, preferences, and subjective beliefs.  When doctors take on their MD posts, how are their expectations for their posts formed?  Since they take on the posts, how do their expectations evolve, if at all?  Research findings will be analysed in the next two chapters to shed light on these enquiries.�


In general, MDs still practice clinically.  For a part of the week when they practice clinically, the people they interact with and the tasks they perform could be very different from the other part of the week when they act as executive directors of the trust.  Based on the representative and individual stances, their behaviours can be viewed differently to yield different insights.  Each of these stances is considered in turn below.
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Figure 4.� SEQ Figure \* ARABIC �2�  This is the proposed framework to be used to analyse the MD role.  The representative perspective suggests that expectations for a role are prescribed norms while the individual perspective suggests that expectations for a role are heavily influenced by individual preferences or attitudes.  Each modality of expectation generates different identities and behaviours. 


As a Representative: Sources of Role-Conflict


From a representative stance, when a MD has his manager hat on, he� could easily experience role-conflict (Khan, et al., 1964; Daniels, 1975; Argyle, 1989).  His role is seen to have been prescribed by two different sources.  Firstly, he is an Executive Director at the trust board.  He is expected� to have the attributes of a bureaucrat. Davies (1983) and Dopson (1996) have compiled a list of these attributes, which have been summarised in Table 2.1.  Using the terminology of role theory, his identity as a bureaucrat has a set of associated expectations which are shown in Table 2.1.  This set of expectations should generate certain behaviours associated with a MD in his bureaucratic capacity.  Secondly, he is also a doctor, he is expected to uphold the medical professional values shown in the other column of Table 2.1.  For example, when a new medical service is considered to be developed, should he choose to abide by the organisational priorities agreed by the trust or to rely on his own professional judgement?  (cf. Table 2.1: LEGITIMISATION and SOCIALISATION).  Another example: being a bureaucrat, he should see his work as being interdependent on others in the bureaucracy.  However, his professional training has taught him to act autonomously.  How does he resolve these conflicts of ideologies?


When he switches to his doctor role during his clinical sessions, he becomes a professional doctor.  Now, by profession, he is expected to be autonomous in performing his medical tasks (cf. Table 2.1: TASK).  In dealing with his clients, he should place his professional judgement ahead of his organisational priorities (cf. Table 2.1: LEGITIMISATION and SOCIALISATION).  Can he so easily shed his managerial ideology during his professional practice and focus on his patients?


As an Individual: Molding of a Role


From an individual perspective, the MD role is expected to be different from one trust to another because individual MDs have different personalities, abilities and experiences.  The role is expected to evolve as a MD adapts to his or her post.  When MDs take up their identities as Executive Directors, they are not expected to comply strictly to the attributes of bureaucrats (cf. Table 2.1).  Again using the above example on developing a new medical service: a MD is expected to balance the organisational priorities against his own professional judgement and not just to choose one or the other ideologies.  His action cannot be characterised using either of the two columns in Table 2.1.  In performing his tasks, he is not expected to take on a team-work approach from the start because his training in medicine has long taught him to be autonomous.  His eventual style of working depends on how he adapts to his post.


When the MDs take up their stethoscopes or scalpels, their work habits are expected to be influenced by their managerial identity.  They might have to carry the burden of medical staffing, disciplinary, or new service development issues with them.  Their medical practices are still expected to be autonomous in nature but they might have to adjust the amount of clinical work they hold due to demands of their managerial posts.


How MDs actually perform in their posts will be discussed in the next two chapters.   Before then, the above framework is applied to analyse the main perspectives on role theory next.  When research findings will be presented in Chapter 5, implications will be drawn not only for the MD role and the key debates of role theory mentioned above, but also for comparing the following role perspectives against each other.


Applying Framework to Role Theories


A recent review article on role theory has categorised the different versions of role theory into five major orientations (Biddle, 1986).  Using this categorisation, this section applies the framework in � REF _Ref379820370 \* MERGEFORMAT �Figure 4.2� to analyse these different role theories.  � REF _Ref380139022 \* MERGEFORMAT �Figure 4.3� shows an analysis of these five approaches by decomposing them along the dimensions of modality of expectation and role stance.  Evidence from studying the MDs will be used in Section 6.3.3 to validate these different theories.
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Figure 4.� SEQ Figure \* ARABIC �3�  The five different perspectives on role theory can be viewed using this grid (based on the analytical framework proposed in the last section) along the two dimensions of modality of expectation and role stance.  This analytical framework will be used to test these different perspectives using data on MDs later on in the chapter.


Functionalist


The focus of the functionalist approach is on the individual social actors and on their conformity to norms (Linton, 1936; Parsons, 1951; Bates and Harvey, 1975).  This approach to role describes individuals as participants who occupy social positions within a stable social system. Under the functionalist perspective, individuals are presumed to have been taught their behavioural norms and they are expected to conform to accepted conducts for their designated social positions.  Therefore, a functionalist approaches studying role from a representative stance and the modality of expectation is assumed to be a prescriptive one (cf. � REF _Ref380139022 \* MERGEFORMAT �Figure 4.3�).  Their behaviours are prescribed by these shared, normative role expectations.


Structuralist


Similar to the functionalist, a structuralist role theory attempts to account for patterned behaviours for groups of individuals sharing similar social positions.  However, the structuralist focus is more on the social structures and less on the individual (Levy, 1952; Nadel, 1957; Mandel, 1983).  A structuralist would argue that sets of persons occupying given social positions accept behaviours dictated by their immediate social structures, which are assumed to be stable.  The modality of expectation for this approach is still very much prescriptive in nature.  The stance of this type of role theory still sees the social actors as representatives of their positions.  When a role is taken, that individual is presumed to accept certain patterned behaviours associated with his or her social position.


Organisational Role Perspective


From this perspective, roles are assumed to be generated by normative expectations for different social positions within (stable) hierarchical and task-oriented social systems (Likert, 1967; Kahn, et al, 1964).  However, exhibited behaviours or norms vary among individuals reflecting different organisational pressures and informal group influences.  Different sources of pressures and influences subject individuals to role conflicts, which mandate these individuals to move away from patterned behaviours or norms in order to resolve these conflicts (Van Sell, et al, 1981; Argyle, 1989).  This approach assumes that social actors are aware of different norms and accepted behaviours associated with their different roles.  Therefore, individuals are seen as superposition of different representative roles.  However, the modality of expectation is subjective in nature since the actual enacted role behaviours depends on how a social actor subjectively believes to be the optimal resolution to the various pressures imposed on them individually. 


Symbolic Interactionist


The symbolic interactionist approach posits that roles evolve through social interactions and different interpretations by social actors of their own and others’ conduct (Mead, 1934; Heiss, 1981; Zurcher, 1983).  As a results of these influences, roles reflect the pressures, norms and attitudes associated with different situations as understood by the social actors.  The stance of this perspective is more on the individual and how he or she adapt to different social environment.  The modality of expectation is subjected to the actor’ interpretations and beliefs of the nature of their interactions.  Their behaviours evolve as their expectations change over time.


Cognitive Role Perspective


The cognitive role perspective is mostly embraced by the social psychologists.  Proponents of this perspective believes that “... the personality one brings to a role determines the manner of its interpretation.  A ‘strong performance’ can accomplish some redefinition of the role.” (Brown, 1965)  They have concerned how self-expectations and expectations by others effect on actual behaviour (Biddle, 1986).  Ideas such as role playing (Moreno, 1934), group norms (Sherif, 1936), and role taking (Mead, 1934) come from this tradition.  Here, the modality of expectations is believed to be highly individual preference-based.  This approach considers a role from an individual stance.


*                    *                    *


The MD role can be studied by applying any of the above role theories.  However, this is not the approach taken here.  This chapter has used an analytical framework to consider the five main orientations of role theory.  Insights concerning the commonalities of these orientations have been gained with respect to the modality of expectation dimension and the individual-representative stance dimension.  The next chapter presents research findings concerning the MDs. The framework in � REF _Ref379820370 \* MERGEFORMAT �Figure 4.2� will be used to analyse research findings in Chapter 6.  In that chapter, implications will be drawn to shed light on the validity of the various role theories discussed in this chapter.


�   More details concerning these two stances can be found in the previous section.


� The study of MDs could be taken from another interesting perspective other than from the above viewpoints based on role.  The MD role represents a mixing of professional and bureaucratic ideologies in one single post.  Social scientists such as Parsons (1951), Davies (1983) and Abbott (1988) have long observed role-conflicts encountered by professionals in bureaucracies.  Although not extensively explored in this thesis, this conflictual theme is used to shed light on the role of the MD and the related developmental issues (cf. Table 2.1 and the discussions below).


�   “He” is used here purely for avoiding the awkwardness of usage such as “he or she”; no implication is made here concerning whether MDs should be male or female.


�  Note that being expected does not mean requiring.  The actual behaviour is individual-dependent, as discussed below.
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