





CHAPTER 10


CONCLUSION








In terms of overall impact, MDs have greater potential to improve the health of their local populations through their managerial role than doctors who only practice clinically.  Through their managerial role as Executive Directors of their trusts and as members of their trust boards, MDs have influential voice in shaping the delivery of health care to the populations serviced by their trusts.  


If the MD post is designed properly and if the doctor who takes the role has been developed adequately, this MD role shall be able to add value to the health service as a whole by appropriately directing resources to advance the health status of the population served by the trust.  This thesis has identified a few key development areas for both the MD post and those who become MDs.  Recommendations have also been suggested to address these needs.  Clearly, no one single development strategy is suitable for all MDs in different trusts.  Nevertheless, a few general areas of development concerns (e.g. post-MD career path) have been found to be similar for most MDs studied in this research.  The specific development programmes have to be tailored to the particular strengths and weaknesses of the MDs, and to take into account the opportunities and threats facing the MD post and the trust at large.  By carefully addressing the development needs such as scope of the role, support structure and remuneration for the post-holders, a trust can help ensure that clinician involvement in the management at the Executive Director level makes productive use of the MD’s time.  At the same time, a well-developed MD could alleviate the concern of whether a health service can afford the premium rate for a senior manager who is by profession and by training a doctor.


This final chapter has two main goals.  Firstly, findings concerning the current state of the MD role and MD development needs are summarised.  Secondly, implications of the findings for developing MDs, the MD post, as well as organisational theories are suggested.  In the last section of this chapter, areas for further research are outlined.


What is the Current State of the Medical Director Role?


Because the MD role has been  newly created in the NHS, not much research has been conducted regarding this role (cf. Section 2.4).  Existing characterisations of the role have been found to be wanting for understanding issues related to MD development.  Based on arguments based on examining the conceptualisation of role (cf. Chapter 4), this thesis has argues that the existing MD characterisations are inadequate because they are based mainly on characterising the behaviour component of the MD role.  They have largely ignored other important constituents of a role, such as the manners in which tasks are performed, the influence and expectations of various groups on MDs, etc.  As a result, the first part of this research concentrates on investigating and clarifying the current state of the MD role.


Based on a proposed model for role, a typology has been suggested to characterise the current state of the MD role.  This typology consists of seven component identities: corporate, professional, advising, leadership, liaison, representative, and operational (cf. Chapter 6).�  The associated expectations and behaviours of each identity for MDs have been identified.  This thesis argues that the typology clarifies the MD role by making explicit the competing forces crafting the role in different situations.  For instance, when a MD is involved in a decision to expand a given clinical service, his professional identity as a doctor might make him want to expand the service so as to improve the quality of care in that service.  At the same time, his corporate identity as an Executive Director expects him to look beyond the needs of a given service to consider the overall organisational objectives of the trust first, which might even call for shutting that service if the service is not aligned with the corporate objectives.  In his advising identity to the trust board, he has to balance his professional judgement with his corporate identity in order to provide sensible advice to the board.  The other four identities of the MD role also bear with associated expectations of behaviours for the post-holder.  The challenge of the role is for the post-holder to balance these various identities appropriately based on the given circumstances.  For development purposes, this thesis has suggested that MDs should carefully assess their operational and representative identities in order to maintain their posts’ effectiveness and relevance at the strategic level.


A number of key observations have been made concerning the current state of the MD role (cf. Section 6.2).  Firstly, the MD role has been evolving rapidly.  This evidence sheds light on current debates and contentions about the conceptualisation of role (cf. Section 6.3), which will be summarised in the next section.  Secondly, MDs work by influence and persuasion and not by line management.  It is therefore important for the MDs to have the confidence and trust of the medical staff whom they work with.  Thirdly, several MDs interviewed have complained that their trusts are asking them to do too many tasks, without providing them with adequate support.  This thesis has suggested that these trusts are risking diluting the strategic nature of the MD post.  If MDs have to deal with the secretarial and clerical tasks, MDs would become essentially expensive secretaries and clerks.  In addition, an overburdened MD post would discourage qualified candidates from applying to the post.  Fourth, some trusts have neglected the core competencies of their MDs.  These competencies include their clinical knowledge, their credibility among the medical staff, the strategic nature of their post and of the post-holders, etc.  MDs should not be given responsibilities over detailed financial, personnel, or operational tasks.  Finally, this thesis has observed that many MDs in this study believe in the importance of being clinically active while they are MDs.  Several reasons have been identified.  First of all, being clinically active at an appropriate level help the MDs to keep their “fingers on the pulse” over the clinical needs of the trusts and medical staff sentiment.  Secondly, being clinically active can help avoid clinical “deskilling”.  Thirdly, being clinically active can help retain the MDs’ credibility and trusts of their medical colleagues, which is related to the fourth main reason: to avoid being labelled as “crossing over the fence” to management (cf. Section 6.2).


Implications for Conceptualising Role


The study of the MD role in this thesis has provided some important implications for conceptualising role.  First of all, the analysis of the current MD role suggests that the proposed triad model based on a role’s associated identities, expectations, and behaviours can be extended to analyse other social roles in a systematic fashion.  Furthermore, MDs in this study have largely adopted proactive attitudes in molding their roles within their organisation (cf. Section 6.3.1, � REF _Ref383433333 \* MERGEFORMAT �Quote 38�, � REF _Ref385691034 \* MERGEFORMAT �Quote 20�).  This finding suggests that the modality of expectation which generates the role is heavily influenced by individual preferences or attitudes that these doctors bring to their posts.  It would be very difficult to argue from the evidence presented that the MDs’ expectations of their role have been prescribed for them.


Finally, the study of MDs shed light on the appropriate stance or scope for role analysis —  whether a person in a role should be studied as a representative of a social position or as an individual apart from that position.  Findings in this thesis suggest that although MDs do feel pressure from their medical colleagues to be their representative on the board (cf. � REF _Ref385652763 \* MERGEFORMAT �Quote 3�, � REF _Ref385656557 \* MERGEFORMAT �Quote 8�), MDs understand that they are Executive Directors of their trusts and have to balance their corporate responsibilities with their colleagues’ demands (cf. Section 6.3.2, � REF _Ref385775584 \* MERGEFORMAT �Quote 21�, � REF _Ref385948335 \* MERGEFORMAT �Quote 29�).  The implications of this finding is that in the case of the MDs, role analysis should focus more from an individual stance than from a representative of a social position stance.


Regarding the role concept, findings in this thesis have also been used to analyse current theories about role.  Critiques have been made for the role theories based on functionalism, structuralism, organisational role, symbolic interactionism and cognitive role theory (cf. Section 6.3.3).


How should the Medical Director Post be Developed?


This thesis has hypothesised that many of MDs’ development needs can be understood from analysing issues concerning their careers.  Therefore, a framework constructed using career concepts is used to analyse the findings regarding the MD post (cf. 7.3.4).  Recommendations have been made for addressing these development needs in order to enable the MDs perform effectively and efficiently in their posts.  


Two groups of development issues have been discussed at this organisational level.  The first group concerns with organisational renewal — meaning the continual process for an organisation to replace previous post-holders by new ones.  The second group of development issues concerns with the structural features of the MD post.  In order to attract suitable candidates to take the MD role as part of their careers, and to make those who become MDs effective in their posts, the structural features associated with the post cannot be overlooked.


Organisational renewal perspective


Regarding the organisational renewal perspective, issues related to MD succession are of particular concerns.   In particular, the lack of suitable candidates and post-MD career path are sources of worries for many MDs studied in this research.  An important element which contributes significantly to the lack of suitable candidates has been hypothesised to be caused by a general lack of management exposure in the current medical education and training.  A recent study of junior doctors show that a majority of these doctors have little knowledge of their hospitals’ management and have little contact with managers (Carty, et al., 1996).  Many cannot even name their own MDs nor their CEs.  This thesis has noted a negative attitude among the medical staff toward management, which is likely a result of the current medical training and socialisation processes during doctors’ careers.  Therefore, in order to address this lack of suitable MD candidates issue, an important area for careful assessment is the role of management education to medical students and trainees.  


Concerning post-MD career path, this thesis has noted a lack of planning on this issue among the trusts and MDs studied.  First of all, MDs should have explicit contracts which indicate when they would finish with their posts so that appropriate post-MD adjustments both for the MDs and for the trusts can be arranged.  Secondly, MDs should prepare an appropriate “exit strategy” even before they become MDs so that they could be aware of what they can do when they finish (or cannot continue) their posts.  An important element of such an exit strategy is to retain appropriate amount of clinical commitment while in office. If MDs intend to continue practice medicine, they must not allow the demand of the MD post to make them clinically “deskilled”.  Therefore, appropriate support is necessary to ensure that MDs can continue their clinical practice at a suitable level.  Other reasons for keeping MD’s clinical commitment has been discussed in Section 6.2 and in end of Section 10.1.


After MDs finish with their post, they carry with them reservoirs of experience and knowledge which the health services should try to make use of.  This thesis has suggested several ways to make use of past MDs: involving them as mentors to new MDs or other clinical staff with managerial responsibilities, appointing them to be non-executive director posts to allow them to continue participating in the running of the trust in other capacities, etc.


Structural perspective


Perhaps the idea of developing the MD post is more intuitively tied to the structural perspective than to the renewal perspective.  This structural perspective concerns with organisational features associated with the MD post, three important elements of which are: the scope of the post, support and remuneration.  This thesis has found evidence that the scopes of the posts for many MDs studied in this research should be re-evaluated.  Perhaps due to their clinical training and socialisation, doctors tend to prefer overseeing details of what they are working on.  If the MD post is to be of strategic in nature, MDs should avoid as much of the “operational identity” associated with their role (cf. Section 10.1).  “Avoid” does not mean “disregard” in this context but it refers to delegation.  In order to be able to delegate properly, their support structure has to be well formed.  At the most basic level, this thesis has suggested that NHS trusts cannot afford the premium salary of MDs if these post-holders need to work on secretarial or clerical tasks.  It is therefore to the interest of the trusts to (proactively) ensure that their MDs are well supported administratively and managerially.  If the “operational identity” of the role is to remain substantial in areas such as medical disciplining and performance management medical staff, the trusts should consider appointing deputy or associate MDs to alleviate MDs’ responsibilities so that they would not be overburdened with operational tasks.


Finally, another important structural feature of the MD post concerns proper remuneration for MDs.  For a large number of MDs in this study, taking up the MD post incurs not only financial but also opportunity costs.  These costs include: loss of clinical work, research opportunities, private practice, referral patterns, etc.  It is therefore reasonable to expect that the post-holders are properly remunerated.  Otherwise, few qualified candidates would be willing to take the posts.  In addition, this thesis has noted two main barriers for MDs to be recognised of their managerial contributions, especially as related to the merit award system for NHS consultants (Section 8.5).  Firstly, the time commitment of a MD takes away opportunities for research, publications, and other “CV”-related activities which are important considerations for the awards.�  Secondly, involvement in management is felt by many doctors in this study to be less well recognised achievements as clinical or academic ones in the eyes of their peers.  In order to address this recognition concern, this thesis has suggested two routes.  Firstly, the current recognition systems such as the merit awards can be adjusted to increase the weight of managerial achievement in the consideration for the award.  Secondly, if the first suggestion is not possible, a separate recognition system in the NHS is in order to recognise the value of these doctor-managers in the overall delivery of health care in this country.


How should those who Become Medical Directors be Developed?


No matter how well designed the MD post is, if the post-holder is not well prepared, the MD role is still not able to be effective and might become irrelevant in the trust.  Therefore, the goal of development for those who become MDs is to prevent this scenario.  Again, this thesis has studied developing those who become MDs from two perspectives based on career concepts (cf. Section 7.3.4): the differential and the developmental perspectives.  The differential perspective focuses on selecting the “right” candidates for the MD post while the developmental perspective focuses on identifying inadequate skills in MDs and methods of developing these MDs.


Differential perspective


As discussed in Section 7.3.4, a differential perspective of career theory emphasises that people have intrinsically distinct personal characteristics which influence their careers.  From this perspective, addressing MD development needs is best done through recruiting and selecting good candidates in the first place.  Paralleling the findings in Atkinson (1995)’s ethnographic study of doctors, this thesis has found that older MDs (AGE) are able to cope with their role better than the younger ones. Atkinson argues that in the medical culture, senior doctors enjoy certain prerogatives over less senior doctors such as the “the right to tell stories”, “the use of maxims”,  and other discursive uses of authorities.  The increase in authority and respect which accompanies seniority perhaps enables older MDs to deal with their medical colleagues better than the less senior MDs can.  This finding is not to suggest that only senior consultants in the NHS should be considered for the MD posts.  Rather, this finding is a finding of correlation, not causation.  Furthermore, seniority cannot be the only determinant of success for the MDs since there are young MDs who are able to deal with their roles very well.�


At the same time, increase in a MD’s experience in his or her post has also been found to help a MD to deal with the role.  As one MD interviewed puts it, “The power of my post stems from being right in the past.”  As the managerial experience of a doctor increases, he or she should be able to better deal with the MD role.  Other characteristics identified for good MD candidates include the ability to adapt to the management culture and to the pace of change in the health care field.  They should be reasonably self-possessed individual who can stand up to difficult situations and personalities when representing “corporate medicine.”  Good candidates should be organisationally-oriented such that they are willing to work with people, to be able to communicate well, and to have the patience to work within the bureaucratic processes of the NHS.  Perhaps the most important attributes of good candidates are the ability to be able to think strategically and to abstract themselves from the operational side of the trusts.


Concerning doctors’ specialties, this thesis has not found relationships which clearly link patterns of MDs’ experiences to their clinical specialties.  However, doctors (e.g. surgeons) who have rigid or heavy clinical commitment are strongly advised to carefully assess the managerial demand of the post before they apply.  If they do still wish to take the posts, and if they are selected, they should carefully design the post to minimise difficulty in time management, and more serious, to avoid “deskilling”.  A proper “exit strategy” should be formulated before taking the post, as suggested earlier.


Developmental perspective


From the developmental perspective, the focus shifts from recruitment and selection of the “right” candidates to addressing management development needs.  Proper management development can lead to greater effectiveness and efficiency for the MDs within the trusts.  This thesis has found that some previous managerial experience in the capacity of Clinical Directors, Chairman of the Medical Staff Committee, deputy Medical Director, etc. is very helpful  in preparing a doctor for the MD role.  Formal training courses have been found by the MDs in this study to be desirable but not essential.  Many MDs value those courses which allow them to interact with managers from outside the NHS.   MDs in this study found that these courses were useful in the sense that they allowed MDs to “step back” and learn the lingo and ethos of management from managers with various backgrounds.  If time and resources permit, MDs should be encouraged to attend selected courses according to specific skills areas identified.  However, formal training should not be prerequisite for the MD post.


MDs in general found shadowing very helpful for learning the various skills and knowledge required of the post.  Shadowing also helps a candidate in adjusting his or her clinical commitment and working style according to the demands of the MD post.  Trusts should set-up a lead-in time of around 3 to 6 months for candidates to ease into the post.  


All the MDs in this study who are able to find good mentors have found their relationships and interactions valuable.  However, the difficulty for the MDs is in establishing such relationships.  The trusts should facilitate this process.  Earlier, this thesis has suggested that previous MDs could serve as mentors for present post-holders.  Since the post was created by statue only in 1991, there are not many retired MDs yet.  In the future, as more doctors are able to pass through this post, establishing constructive mentorships for new MDs will hopefully become easier.  The trusts could also help identify potential mentors from among senior managers or private sector industrialists.  Trusts should explore such opportunities so as to provide their MDs with adequate mentorship support, if desired by these MDs.


Lastly, networking (especially with other MDs) has been found by MDs in this study to be generally useful at a moderate level (cf. Section 9.6).  Networking refers to both with other MDs, and other relevant managers.  MDs are encouraged to be involved in their local, regional and national networks.  However, they are cautioned from expecting too much from these interactions.  Largely, the problems each MD faces are unique and would require local knowledge and customised tactics to solve.  Nevertheless, networking with other MDs, managers and clinicians can provide valuable support and sources of useful information for confronting individual challenges.


Future Works


Before suggesting areas for future work, a brief overview of what this thesis has established is useful.  How this present work will be used in the immediate term will be addressed at the end of this section.


This thesis has proposed a typology to characterise the current state of the MD role.  This typology has been constructed through careful considerations of the role concept. This thesis argues that the typology clarifies the MD role by making explicit the competing forces crafting the role in different situations, thus addressing the weaknesses in current characterisations of MDs.  Based on this understanding of the MD role, development issues associated with the role have been addressed.  This thesis has shown that the training and socialisation processes which influence doctors’ careers have importance implications for developing the MD post and for developing those who become MDs.  In contrast to the existing literature on MDs, this thesis has attempted to systematically identify MD development needs based on an analytical framework built upon career concepts.  Recommendations have been made to address these needs.


The following areas represent the prominent themes addressed in this thesis which have not yet been resolved in this research:


Post-MD career path:  Many MDs studied in this research have shown concerns regarding what they should do after the MD post.  Especially for the younger MDs studied in this research, they feel that since they are already assuming Executive Director level role, returning to full time clinical practice after being MDs is “a bit of a waste” after learning all the managerial skills in their MD posts.  On the other hand, if they remain in management, which post should they move on to?  As discussed in Section 8.6, most MDs do not believe that they should move up the managerial ladder to the Chief Executive post.  However, where else could they move to?  How should the managerial skills which they garnered be put to use after they finish with their post?


Lack of candidates for the MD post:  This issue is of major concern to many trusts studied in this research.  In addition to the disincentives for the MD post discussed in Section 9.3.2, doctors’ impression of management in general has been hypothesised to be negatively influenced by their training and socialisation processes.  A number of MDs interviewed in this study have expressed concerns that their involvement in management has created hurdles for them to gain peer recognition and higher merit awards.  This observation is one evidence from this research that support the hypothesis above that the current medical training and socialisation processes negatively affect how doctors view managerial contribution.  A more detailed research focusing on the personal factors which deter doctors from being “too seriously” involved in management is required.


Medical education and training:  Current medical education and training in this country expose little management ideas or the working of the NHS to the students and trainees, nor do the students and trainees get much contact with hospital managers until they reach career-grades.  A recent study by Carty, et al. (1996) has indicated that many doctors cannot even name the CEs or MDs of their trusts.  The government’s efforts to involve clinicians in management could be greatly facilitated if more doctors have a basic understanding of management concepts and techniques.  However, what type and amount of management are appropriate for doctors?  At what point along the medical educational and training should these management concepts and techniques be introduced?


Appropriate support structure for the MD:  This thesis has suggested that it is to the interest of both the trust and the post-holder to ensure that the MD post is well supported administratively and managerially.  How should “well-supported” be quantified?  How much support is enough?  What organisational constraints are important to consider in designing the support structure to the MD?


Suitable level of operational involvement for MDs:  As an Executive Director, the MD should be involved principally at the strategic level management, which means that MDs should avoid as much of operational level responsibilities as possible.  However, since MDs’ core competencies lie in their clinical knowledge, not making use of them in areas such as disciplining of medical and clinical staff, appointments of new consultants, contracting, etc. is not making maximum use of their core competencies.  What type and amount of these medically-related operational responsibilities is appropriate for the MDs without diluting the strategic nature of their posts?  Is it appropriate to involve them at these operational level tasks?


Recognising the managerial contribution of the MD:  The conditions for conferring recognition upon medical staff in this country are deeply entrenched in the medical culture.  If more doctors are to be involved in management, especially at the senior management level, the traditional perception of reward and status within the medical culture has to be remolded.  Systems for recognising doctors such as the merit awards and their effects on the managerial endeavour of the medical staff have to be carefully examined and appropriate adjustments be made.  Attempting to change a well-established culture is never a simple task.  If clinical involvement in management is valued by the health service, such a change is essential.  The challenge is in identifying how to implement such a change.


Difference in the experiences of male and female MDs:  Allen’s reports (1988, 1992) have indicated that the career experiences of male and female doctors have some significant differences.  Perhaps due to the smaller number of females MDs who have participated in this study, little differences have been found concerning their managerial experiences vis-à-vis those of the male MDs.  If future research does indicate significant differences in the two groups’ managerial experiences, the findings will have important implications for the development issues considered in this thesis.





In the immediate term, the present work will be used to form the basis upon which the bulk set of the questionnaires sent to over 570 MDs via the BAMM’s distribution system will be analysed.�  Most of the analytical techniques developed in this thesis can be directly applied to this larger survey set.  In fact, if the unexpected delay in BAMM for the sending of this bulk did not occur (cf. Section 3.3.2), this larger corpus of questionnaires would have been analysed in this thesis.  Extension of the analysis to this larger set of questionnaires will be used to verify and to add statistical significance to the findings and inferences made in this thesis.


Since this work is collaborated with BAMM, BAMM is intending to adopt part of this work into a MD-development guideline document so as to make the findings in this work available to the NHS staff and trusts who are interested in MD development issues.





�



�  Note that these characterise the current state of the MD role, as observed from the MDs who have participated in this study, and not the desired state. 


�  The discretionary point system does alleviate some of these concerns; however, many eligible MD candidates would have already be senior enough to have at least a “C” (cf. Section 8.5), in which case, the discretionary system has no effect.


�  This inference is based on observations by the colleagues of a young MD who has been interviewed.


�  These MDs should cover nearly all MDs in this country.  In this sense, this survey will be the most extensive study on MDs conducted so far.
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