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Executive Summary

Background

Medical leadership in the NHS has attracted increasing attention among
politicians of all parties. Previous studies have analysed the evolution of
medical leadership, partic  ularly since the Griffiths report of 1983, but there
is no comprehensive and up to date picture of how doctors are currently
involved in leadership roles. This study therefore fills a gap in knowledge in
an important area of health policy.

Aims

The main ai ms of the study are to provide an up to date picture of the
nature and range of medical leadership structures in NHS trusts in England,;
to analyse how different structures operate in practice and the processes at
work within these structures, for example b etween doctors, nurses and
managers; and to relate evidence on structures and processes to available
data on organisational performance.

Methods
The study uses a mixed method approach involving a questionnaire survey
of NHS trusts in England; case studies of nine NHS trusts that responded to

the survey; and the use of the Medical Engagement Scale in these case
studies to establish the extent to which doctors feel engaged in the work of
their organisations. The results of the Medical Engagement Scale are rel
to available data on organisational performance.

ated

Results

A wide variety of structures are identified including divisions, directorates

and service line approaches, sometimes in combination. Most of the case

study sites report themselves to be medicall y or clinically led with doctors
holding leadership roles at three or four levels. Triumvirates exist on paper

in most sites but in reality the duality of medical leader and general

manager is perceived to be more important. An engagement gap between
medic al leaders and their colleagues is commonly reported, though this is
seen to be part of the journey trusts are on. There are variations both

between and within trusts in the extent to which doctors feel engaged in the
work of their organisations. Trusts wi th high levels of engagement perform
better on available measures of organisational performance than trusts with

low levels of engagement.
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Conclusions

Progress has been made in involving doctors in leadership roles in NHS

trusts but the journey that starte d with the Griffiths report of 1983 is by no
means complete. Recognising the existence of variations between trusts, it

is clear that medical leaders face many challenges and occupy a relatively
precarious middle ground between senior managers and their me dical
colleagues. There are many barriers to involving doctors effectively in
leadership roles, and in most organisations a step change is needed to
overcome these barriers. This includes increasing the time commitment of

medical leaders and the proportion of doctors in formal leadership roles and

developing the culture of engagement we found in those trusts that had
progressed furthest on this journey. Further research is needed in trusts

that are recognised to be at the leading edge of performance, as wel | as to

understand the perspective of doctors who are not in leadership roles.
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1 Policy context

1.1 Introduction

The aim of this chapter is to describe the policy context which provides the
backcloth for our research into models of medical leadership and their
effectiveness. The main points made in the chapter are:

T

There have been substantial improvements in patient care in the last
decade as a result of investment and reform.

The three main elements of reform have been targets and terror,
competition and choi  ce, and clinical leadership of quality improvement.

NHS trusts have been affected by continuing organisational changes
including the establishment of NHS Foundation Trusts and the
Transforming Community Services policy.

Politicians and senior managers h ave been the main agents of change
with medical and patient leaders much less involved.

Regulation of doctors has been reformed in response to well publicised
failures in the quality of care.

Regulation of health care organisations has been strengthened and a
more systematic approach to improving quality of care adopted.

The Coalition Government elected in 2010 has introduced further
radical changes and has emphasised the need to empower doctors and
other front line staff.

Successive governments have no  t been prescriptive about models of
medical leadership in NHS trusts, and the models adopted have been a
matter for local decision.

The return of financial pressures has led to renewed interest in medical
leadership in NHS trusts, as seen in the developme nt of service line
management.

Compared with the 1980s, there is now a much stronger focus on
medical leaders improving the quality of care and not simply
controlling budgets.
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1.2 Investment and reform

The study reported here has taken place at a time of unprecedented change
in the NHS. NHS spending in England increased from £43.9 billion in 2000

to nearly £102 billion in 2010 - areal rise of over 80 per cent - and this
increased investment was accompanied by wave after wave of reform.

The result of inve  stment and reform was measurable and in some cases
dramatic improvements in patient care (1) . Waiting times for treatment in

all services fell to levels never seen before; cancer and cardiac services saw
major increases in spending and staffing linked to improvements in

outcomes; and public confidence in the NHS reached an all time high. While

not all areas of care benefited to the same extent, by the end of the decade

surv eys showed that on many indicators the performance of the NHS was as

good as and often better than that of a number of other comparable

countries (2) .

These improvements in patient care resulted from a series of interlocking

and overlapping reforms. Initially, the emphasis was placed on tying

investment to the delivery of targets such as those contained in the NHS

Plan published in 2000 (3) . Implementation of these targets was supported

by a performance management regime that left NHS managers in no doubt

what was expected of them. The r egitwase of Ot ar
described by Carol Propper and colleagues (4) ) was responsible for much of

the progress that occurred during the decade but the limits of such an

approach were also increasingly rec ognised.

Partly for this reason, increased attention was given to competition and

choice as the Labour government reversed its stated opposition to the use

of market principles in the NHS and went much further in applying these
principles than its Conserva  tive predecessors (5) . Beginning with the
framework set out in Delivering the NHS Plan  published in 2002  (6) , the
government introduced NHS Foundation Trusts, Independent Sector

Treatment Centres, Payment by Results, Practice based Commissioning,

World Class Commissioning, and changes to the regulatory regime. At the

same time the choices available to patients were progressively increased in
pursuit of the aim of creating a 6self i mprov
improvement would come from within rather than being imposed through

targets and terror.

Towards the end of  the decade, a third set of changes were introduced on

top of those already described. These changes stemmed from the NHS Next
Stage Review (7) led by Lord Darzi which placed the em phasis on improving
the quality of care to patients through measurement of performance and

transparent reporting of the results. Lord Darzi, a doctor himself, also

emphasised the need for there to be much greater clinical leadership of

service and quality  improvement. The proposals in the NHS Next Stage

Review were informed by three independent reports commissioned by the
government which highlighted weaknesses in previous approaches to
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reform and the need to engage doctors and other clinicians more effecti vely
in bringing about further improvements in care (7).

The other point to note about the NHS in the last decade is the continuing
process of organisational change affecting both ¢ ommissioners and more
importantly from the point of view of our study providers. The

establishment of NHS Foundation Trusts and the Transforming Community
Services policy meant that many providers committed substantial time and
effort to the creation of ne w organisations and mergers with others. For
Foundation Trusts this included strengthening their leadership at all levels
and their financial performance in order to become Foundation Trusts and
meet the requirements of the regulator. For providers affecte d by
Transforming Community Services, it entailed integrating new services into
their organisations and making attendant changes to their management
arrangements.

As this overview illustrates, the main agents of reform throughout this

period were politicia ns supported by senior managers, almost all of whom
came from general management backgrounds. To be sure, medical leaders
played some part in the reforms, most notably through the national clinical
directors or tsars who were appointed to take forward the development and
implementation of national services frameworks such as those for cardiac
and cancer care, but they did so at the behest of politicians and relied on
senior managers to secure implementation of their plans. It might be added
that representat ives of patients were even less well represented in the
corridors of power than medical leaders notwithstanding the political

rhetoric around choice and patient centred care.

In making this point, it should be emphasised that doctors retained
considerable influence within the NHS by virtue of their expertise and
training. The role of politicians and managers in driving reform should not
therefore be confused with these agents of change controlling decision
making and resource allocation on a day to day basi s. One of the
characteristics of professional service organisations like the NHS is the
autonomy enjoyed by the front line teams delivering care to patients, and
this continued to be a major factor in how the NHS was run throughout this
period, even if it  did not always appear to be so to the teams concerned.

1.3 Reforms to the regulation of doctors and health care
providers

Yet if clinical autonomy remained an important influence on decision making

and resource allocation within the NHS, there was increased qu estioning of
the means used to regulate standards both of the health professions and of

the organisations in which they practised. Reforms to the regulation of

doctors derived from long standing concerns about the adequacy of existing

forms of professional |y dominated regulation, illustrated by well publicised
failures such as those affecting children undergoing heart surgery at Bristol
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Royal Infirmary and the patients of Harold Shipman, a GP in the north of

England. Shipman was convicted of murdering over 200 of his patients and
his case highlighted graphically and tragically the need for more effective

forms of scrutiny of medical practice and assurance that doctors were fit to
practise.

Reform of medical regulation entailed a series of changes including

proposals to introduce revalidation and recertification of doctors, changes to

the membership of the General Medical Council (GMC) to create a smaller

council with an equal number of medical and lay members, and reform of

the fithess for practise regime to create greater confidence in its role within
the GMC. In parallel, changes were made to the processes for addressing
concerns about the performance of doctors. These changes included setting

up an Adjudicator to decide whether individual health professiona Is should
remain in practise, with responsible officers being appointed at a local level

to oversee the conduct and performance of doctors.

The regulation of health care organisations was strengthened through the
establishment of a quality regulator, curre ntly the Care Quality Commission,
to oversee and report on the performance of these organisations. The

forerunner of the Care Quality Commission, the Healthcare Commission,
published an Annual Health Check setting out the results of its assessments,

and we draw on the results of the Annual Health Check in our research (see
chapter 6). Currently the Care Quality Commission is involved in registering

health care providers, undertaking visits to assess standards, and

publishing reports based on its work.

The establishment of the quality regulator was part of a series of initiatives

to improve the quality of care set out in a policy document entitled A First
Class Service, Quality in the new NHS published in 1998  (8) . This document
foreshadowed the creation of the National Institute for Clinical Excellence to

set standards for the use of drugs and other technologies and develop

evidence based guidelines on the provision of services; the development of
national service frameworks to support improvements in care in areas of

clinical priority; and the introduction of clinical governance to ensure the

delivery of standards and improvements in quality at a local level. Chief

executives of NHS  trusts were placed under a duty of clinical governance to
signify that their responsibilities in relation to the quality of care were as

important as their responsibilities in relation to other aspects of

performance. Subsequently the National Patient Saf ety Agency was set up
to run a national reporting system to log errors, failures and mistakes and

learn the lessons for the NHS.

The other relevant development during this period was the introduction of a

new contract for hospital consultants in 2003. In r eturn for a substantial

increase in pay, consultants were required to agree job plans with their

empl oyers setting out a consultantdéds duties
programmed activities per week. The purpose of job plans is to be clear

what is ex pected of each consultant in relation to the provision of clinical
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care, supporting professional activities, additional NHS responsibilities and
external duties. Studies of the impact of the new contract reported mixed

results and little evidence that the benefits for patients were commensurate
with the additional expenditure involved.

1.4 The Coalition Government

To bring the story up to date, at the end of the decade a new Coalition

Government was elected and its programme included further radical

changes to the NHS. These changes were to be implemented in a period of

unprecedented financial constraint as the new government brought a halt to

the rapid growth of public spending in order to address the financial

problems caused by the banking crisis of 2008 and the subsequent

downturn in the economy. The i mportance of t
relation to the study reported here is that they explicitly emphasised the

need to empower doctors and other front line staff and to reduce reliance

on targets and terror.

In pursuance of this objective, Ministers announced plans to cut

management costs and make a large number of managers redundant. This

was to be achieved in large part by abolishing strategic health authorities

and primary care trusts and handing over respo nsibility for commissioning

health care to clinical commissioning groups
plans had much less to say about the greater involvement of doctors and

other clinicians in the provision of care, other than through the promise to

free clinicians from the burden of centrally determined targets thereby

allowing them greater opportunity to decide how best to improve patient

care.

The absence of plans to reform the involvement of doctors in the running of
NHS trusts is a notable example of this government (and others) standing
back when almost every other area of NHS activity seemed to be the

subject of a politically driven initiative. For our purposes, this meant that

NHS trusts were able to decide for themselves how best to involve doctors

in management and leadership roles unconstrained by central guidance.
Other bodies like Monitor, the regulator of NHS Foundation Trusts, did take
the initiative in encouraging the use of service line management (see

below) to strengthen the role of doctor s in leadership, but take up of this
approach remained discretionary. In these circumstances, it might be
expected that a variety of medical leadership arrangements would emerge
reflecting local histories and preferences, and as we shall see this was

indee d the case.

1.5 Service line management

The ending of the period of sustained and high levels of investment in the
NHS led to renewed interest in NHS trusts in engaging doctors and other
clinicians in finding the substantial efficiency savings (estimated to b e
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£20bn by the NHS chief executive) required in the period 2011 -15. This
interest stemmed from recognition, as the Griffiths report had observed as

far back as 1983 (9) , of the key role played by doctors in committing
resources through t  heir clinical decisions. Variations in these decisions

meant there were opportunities to both improve the quality of care and

release resources but this could only be done if doctors themselves were

fully involved in managing services and budgets. It was t herefore not
surprising that some of the most experienced chief executives redoubled

their efforts to strengthen medical leadership in their organisations through

the adoption of service line management and related approaches (20) .

It should be emphasised that an important difference between the 1980s

and current efforts to engage doctors and other clinicians in management

and leadership roles is the explicit focus today on quality of care as well as
finance. This shift has occurred because of increased awareness of

variations in quality of care and the development of policie S, such as those
described above, to strengthen the regulation of doctors and health care
providers. L MHS dlextCstageReview  may have been the first
major policy document to place the emphasis on quality improvement but it

was foreshadowed by A First Class Service a decade earlier and by a series
of other initiatives in the same vein. As the NHS Next Stage Review
contended, the rationale behind doctors taking on a more significant role in
leadership lay in part in evidence from high performing he alth care
organisations of the key role of medical leaders in improving the quality of

care.

The need to focus on improving the quality of care was underlined by

failures in patient care at Mid Staffordshire NHS Foundation Trust between
2005 and 2009. Thes e failures were analysed in detail in the independent
inquiry led by Robert Francis QC which reported in February 2013 . The
serious and deep seated nature of these failures led the Coalition

Government elected in May 2010 to establish a public inquiry into the role
of commissioning, supervisory and regulatory bodies in the monitoring of

care at Mid Staffordshire NHS Foundation Trust. Among other issues, the

public inquiry investigated the role of trust leaders and organisational

culture in the NHS, includin g the role of medical leaders in maintaining high
standards of patient care. The failures that occurred at Mid Staffordshire,

and the need to hold two inquiries into these failures, was an indication that
systems for improving the quality of care remained under developed.

1.6 In summary

This brief and inevitably superficial account of policy developments in the
NHS in England in the last decade provides context for our research. It
illustrates the complex nature of power and influence in the NHS with
politicians and senior managers in the lead in taking forward successive
waves of reforms to the organisation of the NHS, and doctors and clinical
teams retaining considerable autonomy in relation to day to day decision
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making and resource allocation. The interest in models of medical

leadership stems from this complexity and attempts to find more effective

ways of linking clinical decisions with decisions about the strategic direction

of NHS organisations. The fact that this remains work in progress contai ns
some clues to the story that unfolds in the pages that follow.
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2 Literature review

2.1 Introduction

In this chapter we summarise and review the literature on medical

leadership in the NHS and more generally to provide context for our

research and the empir ical findings from this research. The main points
made in this chapter are:

1 Doctors have enjoyed a large measure of autonomy since the inception
of the NHS, and only in the 1980s was this autonomy challenged.

1 The Griffiths Report of 1983 led to the introduction of general
management and attempts to involve hospital doctors in management
as clinical directors.

9 Evidence on the impact of general management found a more active
management style resulted in which managers were increasingly
involved in que stioning medical priorities.

1 The extent to which this led to a shift in the frontier of control between
managers and doctors i s disputed with the balance of evidence
maintaining that change was limited and doctors retained significant
influence.

1 The pers istence of clinical autonomy reflects the nature of health care
organisations as professional bureaucracies in which front line staff
have a large measure of control over the content of work by virtue of
their training and specialist knowledge.

1 In profess ional bureaucracies, professional s play key leadership roles,
leadership is distributed and collective in nature, and followers exercise
significant influence.

1 Organisational theorists have posited the emergence of new
organisational forms such as the ma naged professional business and
the quasi market hospital archetype, but evidence for the ascendancy
of these new forms is weak.

1 More recent empirical research into medical leadership in the NHS has
underlined the challenge of changing deeply entrenched r elationships.

1 While there are variations in the way in which clinical directorates
operate within hospitals, professional bureaucracy continues to provide
an appropriate description of how hospitals function.
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1 Doctors who move into leadership roles occupy hybrid positions and
face considerable ambiguity in discharging their functions.

1 Tribal relationships between doctors, nurses and managers persist and
are reflected in different conceptions of clinical work.

1 The rationale for involving doctors in leader ship roles, despite the
difficulties in doing so, is underlined by evidence from quality
improvement programmes showing the link between medical
leadership and organisational performance.

1 Experience in other countries points to examples of systems that ha ve
made more progress than the UK in the development of medical
leadership, such as Denmark and some integrated systems in the US.

2.2 The NHS Context

Doctors have enjoyed a large measure of freedom to practise in the way
they consider appropriate for much of the history of the NHS. As the
Department of Health put it in 1978:

6At the inception of the NHS, t he Gover nmer
intention was to provide a framework within which the health

professions could provide treatment and care for patients acco rding to

their own independent professional judgemenr

This independence has continued to be a central feature of the
organisation and management of health services. Thus hospital
consultants have clinical autonomy and are fully re sponsible for the
treatment they prescribe for their patients. They are required to act

within broad limits of acceptable medical practice and within policy for

the use of the resources, but they are not held accountable to NHS
authorities for their clini cal j udge (D&M avidedce to the
Normansfield Report: 11: pg. 424 -5)

Clinical autonomy was based on the negotiations that took place at the
formation of the NHS and the concessions the government made to the
British Medical Association to secure the support of the medical profession.
Klein has described the deal that wa s struck in the following way:

Ol mplicit in the structure of the NHS was &
and the medical profession. While central government controlled the

budget, doctors controlled what happened within that budget. Financial

power was concen trated at the centre; clinical power was concentrated

at the periphery. Politicians in Cabinet made the decisions about how

much to spend; doctors made the decisions about which patient should

get what Kkind d¢l2:pd.6lpat ment 6
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Strong and Robinson argue that as a result of this deal the NHS was

6fundament al |l y synd3cpg.l15) s inthatthe meditau r e 6

profession was able to control and regulate its own activities without

interference from politicians or managers. Harrison and Pollitt go further in

maintaining that the role of the manager until 198 2wasto actas a

di pl omat, appointed O6to provide and organise
professionals to get (14:pg.38) th their work?©o

As Klein has emphasised, the bargain struck at the inception of the NHS

was a temporary truce rather than a final settlement. The truce came under
strain in the 1980s in the face of the financial pressures facing the NHS.

This led to a fundamental reappraisal of the relationship between managers
on the one hand, and doctors and the other health professions on the other.
These issues came to a head with the publication of the report of the
Griffiths inquiry into NHS management which argued for a system of

general management to be introduced in place of consensus management.
The Griffiths report contended that general management was needed to
provide the NHS  with effective leadership and to ensure clear accountability

for decision making. The report also argued t
accept the management responsibility (hich go
pg. 18) .

To this end, a number of demonstration projects were set up to test out

what was termed d6émanagement budgetingd and in

by the resource management initiative. Building on these efforts, most NHS
hospitals implemented a system o f medical management centred on the
appointment of senior doctors as clinical directors responsible for leading

the work of different services within the hospital. Clinical directors combined

their management and leadership roles with continuing but reduce d clinical
duties. They usually worked with a nurse manager and a business manager

in a directorate management team known as a triumvirate. Clinical directors

often came together as a group with the medical director and chief

executive to advise on develop ments across the hospital as a whole. The
involvement of hospital doctors in management was influenced not only by

the Griffiths report but also by devel opments
pioneered this approach, drawing on the experience of Johns Hopkins

Hospital in the United States (15) .

Evidence on the impact of genera | management found that a more active
management style resulted in which managers were increasingly involved in
guestioning medical priorities (16) . The extent to which this led to a shift in
the frontier of control between managers and doctors is disputed with the
balance of evidence maintaining that change was limited and that doctors
retained significant autonomy and influence (13;14;17) . As Harrison
summarised the evidence:

6éalthough managers are more clearly agent s
before, and although the frontier of control between government and
doctors has shifted a little, in favour of the former, there is as yet little
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evidencethat manager s have secured greater

(17: pg. 122)

Likewise, research into organisational change concluded that m any of the

transformational changes that had been initiated were not well embedded,
and the dominance of the medical profession remained largely intact

These findings are reinforced by the review of events leading up to the
failures in paediatric heart surgery at Bristol in the 1990s which described a
hospital in which the chief executive (hi mself a doctor) delegated a large
measure of responsibility to individual doctors and clinical directors, and a
culture that emphasised the importance of clinical autonomy (29) .

This brief summary of the evidence highlights the robustness of established
relationships of power and influence in the NHS. It also underlines the
strengt h of o&étribalismé, in the face
businesslike and to bridge the divide between managers and doctors. As
Strong and Robinson concluded in their ethnographic study of the impact of

general management, the Griffiths report thr ew down a radical challenge to

the NHS, in particular a échallenge

trades kndl® pd @¥ t, butit was only a partial break w ith the past.

From this perspective, the changes initiated by the Griffiths report are best
seen as the start of a long term process of renegotiating the role of the
medical profession in the NHS. This process was to continue into the
introduction of the i  nternal market into the NHS in the 1990s and beyond,
and was therefore more akin to a permanent revolution than a sudden coup
(13: pg. 100)

To help interpret the findings of research into general management, we now

draw on the literature on health care organisations as professional
bureaucracies, as this literature provides important insights into the
challenges involved in leadership in hospitals. Having highlighted the way i
which organisational theory can help in understanding the role of doctors
and managers in health care organisations, we will then return to NHS
experience and focus more specifically on research into the role of clinical
directorates and medical leadersh ip.

In the NHS, a distinction is sometimes drawn between the role of doctors
and other clinicians in providing leadership of services and the role of
managers in supporting clinical leaders in this work. This formulation draws

attention to leadership as th e task of setting direction, determining priorities

and goals, and engaging people to deliver these goals. Management by
contrast is the means by which resources are deployed to enable goals to

be implemented. While in practice there is often overlap betwe en leadership

and management, we have used this distinction in this research.
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2.3 Health care organisations as professional
bureaucracies

In the language of organisational theorists such as Henry Mintzberg, health
care organisations are professional bureaucra cies rather than machine
bureaucracies (20) . One of the characteristics of professional bureaucracies
is that front line staff have a large measure of control over the content of

work by virtue of their training and specialist knowledge . Consequently,
hierarchical directives issued by those nominally in control often have

limited impact, and indeed may be resisted by front line staff.

In this respect, as in others, professional bureaucracies are different from

machine bureaucracies (suc  h as government departments). More

specifically, they have an inverted power structure in which staff at the

bottom of the organisation generally have greater influence over decision

making on a day to day basis than staff in formal positions of authority. It
follows that organisational leaders have to negotiate rather than impose

new policies and practices, working in a way that is sensitive to the culture

of these organisations. The following observation from a study of the impact

of business process reen  gineering in an English hospital summarises the
challenge in this way:

6Significant change in clinical domains <car
co-operation and support of clinicians ... . Clinical support is

associated with process redesign that resonates with clinical agendas

related to patient care, services development and professional

development ... .To alarge degree interesting doctors in re -

engineering involves persuasion that is often informal, one consultant

at a time, and interactive over time ... clinical commitment to

change, ownership of change and support for change constantly need

to be checked, reinforcXdgéhhdé7\wor ked uponb

Control in professional bureaucracies is achieved primarily through

horizontal rather than vertical processes. These processes are driven by
professionals themselves who use collegial influences to secure co -
ordination of work. In health care organisations, professional networks play
an important role in ensuring control and co -ordination, both within and
between organisations, alongside peer review and peer pressure. Collegial
influences depend critically on the credibility of the professionals at their

core, rather than simply the power of people in formal positions of

authority.

An important feature of professio nal bureaucracies in Mintzber
that they are oriented to stability rather than change. Not only this, but also
they are characterised by tribalism and turf wars between professionals who

often identify more strongl y isafiob, thanwithhei r & par
the organisation as a whole. Put another way, professional bureaucracies
are made up of collections of &émicrosystems?©d,
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Batalden and colleagues at Dartmouth, comprising multi - professional teams
responsible fo rday to day work  (22) .

Three implications for leadership follow. First, in professional
bureaucracies, professionals play key leadership roles , both
informally and where they are appointed to formal positions. Much more so
than in machine bureaucracies, the background of leaders and their
standing among peers have a major bearing on their ability to exercise
effective leadership, and to bring about change.

Second, professional bureaucracies are characterised by dispersed

or distributed leadership . In health care organisations, clinical
microsystems are a particularly important focus for leadership. It follows
that in professional bureaucracies there is a need for large numbers of

leaders from clinical backgrounds at differe nt levels. A focus on leadership
only at the top or most senior levels risks missing a central feature of these
bureaucracies.

Third, much of  the evidence highlights the importance of collective

leadership in health care organisations . Collective leadership has two
dimensions: first, it refers to the role of leadership teams rather than

charismatic individuals; and second, it draws attention to the need to bring
together constellations of leaders at different levels when major change
programmes are undertaken, as demonstrated by empirical research into
leadership in Canadian hospitals undertaken by Denis and his colleagues

(23) .

The large measure of control that front line staff have over the content of

work can result in professional bureaucracies becoming disconnected

hierarchies or even organised anarchies. Appointing respected and

experienced professional s to leadership roles is often advocated as the

response to this challenge. Chantler is one of the foremost advocates of this
approach, arguing that in Guyds Hospital

6By giving significant responsibility for
actually deliver ed the service, we aimed to reduce the disconnection

that occurs in hospitals, as pointed out by Mintzberg, between those at

the top who organise the strategy and those at the service end who

deliver <car e (150pg.AdE9)i ent s b

However, in itself this may not be sufficient to address th e need for control,
co-ordination and innovation. As well, health care organisations have

increasingly recognised the requirement to strengthen the role of all st aff as
followers, Silversin and Kornacki  (24) emphasise this in their work on

medical leadership in the United States by investing in organisation al

development and not just leadership development. In view of the

importance of influence and persuasion, alongside formal authority,

appointing doctors as clinical directors is unlikely to be sufficient to enable

hospitals and other health care organisations to undertake transformational

change. This conclusion is underlined in a recent review by Baker and Denis
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who argue that initiatives that focus only on individual capacities and
competencies will have limited impact (25) . Consistent w ith the evidence
summarised here, they emphasise the importance of collective and

distributed leadership in health care organisations and the need therefore to
adopt a systemic approach to change and improvement.

As a final comment on the organisational th eory literature, it is worth noting
the argument that professional bureaucracies have been superseded by

newer organisational forms. Archetype theory has been used to

characterise and compare professional organisations with very different

aims and objecti ves and analyse the ways in which decision -making and

control operate within these settings. Greenwood and Hinings (26: Pg.

1052) define an organisational archetype as 6a s
systems that re flect a single interpretive system'. Greenwood etal (27)

chart how between the 1960s and the 1990s there was a consistent picture

of the classica | professional organisation where professional experts

retained power and managers administered facilities and supported

professionals. This classical professional archetype is known in the literature

as P? and, much as in Mintzberg's professional bureaucr acy, is characterised
by little hierarchy and relatively high vertical and horizontal differentiation.

Cooper etal (28) argue that due to pressure induced by competitive

markets, and the need to adopt more corporate and managerial modes of

operation in order to increase efficiency, professional organisations have

shifted from the P 2 archetype to the  Managed Professional Business (MPB).

The MPB retains some aspects of the P 2 form, but with a superimposition of

managerial structures or business values. It is claimed that the ascendancy

of the MPB form has under mined t heodesfof ecti ven
professional organisation that may no longer fit this changing and more

dynamic environment.

In relation to health care, two archetype forms have been described,

namely the managed professional business (28) and the quasi market

hospital archetype  (29) . In both forms, it is argued that management

structures and business values have been superimposed on professional

bureaucracies and changed their nature. As we show in the next section,

the evidence for the ascendancy of new kinds of professional organisations

is weak, and it is for this reason that we have emphasised the continuing

i mportance of Mintzbergbs writings in underst
relationships in health ca  re organisations.

Part of the explanation of the persistence of professional bureaucracies can

be found in the work of Friedson (30) who contends that professional (and

especially medical) dominance in health care has been maintained by

internal di fferentiation of roles. This entai
filed doctorseptocadengapaknowl edge el itebdé of

education and research and an d6édadministrative
roles in hospitals and other health care organisations. Members of the
administrative elite occupy the hybrid roles referred to above and identify
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as much with the organisations they work in as the profession in which they
trained. The point we would add is that the size and role of the
administrative elite varies between health care systems and organisations
within these system s.

2.4 The Role of Medical Leaders in the NHS

In our summary of the impact of the Griffiths report, we emphasised the
importance of seeing the report as the start of a long term process of
renegotiating the role of the medical profession in the NHS. Subsequent
research in this area has underlined the challenges of changing deeply
entrenched relationships. While some hospitals have made progress in using
clinical directorates to engage doctors in leadership roles and to achieve
improvements in performance, other s have experienced difficulties. These
difficulties are starkly illustrated in a detailed study of leadership in an NHS
hospital in the 1990s undertaken by Bate (31) .

In this hospital, consultants did not acc ept the legitimacy of management,
and as a result were able to undermine managerial power. The hospital was
characterised by sub - cultures centred on microsystems that were isolated
from each other. This was problematic when change was attempted

involving m ore than one microsystem, as it led to tensions and often

gridlock. Doctors held power and managers became afraid to challenge
doctors lest they should face a vote of no confidence. Progress only became

possible when doctors and managers agreed to establis h a O6net wor Kk
communityd (pg. 504) in place of the system o
was seen to have been 6a failed experimentdo (
A more mixed picture emerged from a survey of clinical directorates in

Scotland conducted by McKee and colleague s (32) . This survey found wide

variations in the way directorates were constructed and conducted their

business. Three major directorate types were identified. The dominan t type

was describedas 6t r adi t i amdahis ivas characterised by a strong
focus on operational issues and limited scope for innovation and change.
Relationships between clinical directors and clinical colleagues remained
embedded in a collegiate clin ical network and were based on consensus
building and facilitation.

The second type was described as 6 manager iandwas dhdracterised

by a business oriented approach more in line with the philosophy of the

Griffiths report. Clinical directors in mana gerialist directorates had direct

links with top managers in the hospital and were better placed to influence

overall strategy and direction than those in traditionalist directorates. The

third type was described as 0 powserhar i andiavolved clinical di  rectors
working across established specialty boundaries and operating as a team

with the business manager and nurse manager.

McKee and colleagues note that the variability between clinical directorates
shows the ability of doctors to adapt managerial initi atives. More
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importantly, they emphasise the overwhelming sense of continuity rather
t han ¢ han dgewexaapled of tusts creating a new climate in which

clinical directors of the future were being spotted, nurtured or sustained 6 (p.
110). Furthermore,  clinical management was very thinly resourced, with
many directorates run on a shoestring. The minority of directorates that
were not traditionalist held out the prospect that clinicians could be
developed into innovative leaders, but for this to happen:
6Mor e, and more senior, doctors wil/ have t
get involved, the relevance of management will have to be actively
marketed and the clinical legitimacy of doctor -managers will have to
be safeguardedd (pg. 112).
This study reaffirme d evidence from the organisational theory literature
relating to the tendency of professional bureaucracies to be oriented to
stability rather than change, while also underlining the limited progress in
moving from professional bureaucracies to managed pro fessional
businesses. A similar conclusion was reached by Marnoch in his study of
clinical directorates:
6The means of controlling the operational o
doctors have advanced somewhat since the introduction of general
management in the 19  80s. Nevertheless, the Griffiths -inspired drive to
push resource -consuming decisions down to the level where they could
best be made is far from complete. A traditional centralized style of
management has been used to make the internal market work. This
form of control remains constrained in its influence over clinical
behaviour. At worst, medical directors and clinical directors will be
used as go -betweens in a familiar book  -balancing exercise that
involves closing wards periodically, not filling vacancies and cancelling

operations. At best they are the basis for a new strategically led style
of corporate manageni@Bmnpy.6l)n the NHS®6

Further confirmation of the persistence of established relationships comes

from Kitchenerdés study -mbarketrédfoemsiomNHE8 ct of quasi
hospitals (29). Dr awi ng on Mintzbergbs writings, Kit
the NHS reforms are an attempt to replace the professional bureaucracy

with the quasi -market hospital archetype. In this new archetype, the

hospital is based around clinical directorates and medical cost centres, and

a more businesslike approach to management is adopted, centred on

medical cost centres and using enhanced management information

systems. Kitchener found that in practice the impact of this new archetype

was limited and warns that:

060The fact that some hospital danatager s have &
roles within a more integrated formal struc
conflated with either a loss of their professional au tonomy or a

replacement of key elements of the PB (professional bureaucracy)

interpretive schemed (pg. 197).

E Queends Printer and C &3 Thiswdrkiwasrprodguted by Diskdsod 0O et
al. under the terms of a commissioning contract issued by the Secretary of State for
Health.

Project 08/1808/236 33



He concludes that the notion of the professional bureaucracy continues to
provide an appropriate basis for understanding the nature of hospitals a S
organisations.

Kitchenerds argument is supported in a differ
Kirkpatrick and Ackroyd (34) who take issue with those who argue that new
organisational archetypes are replacing tradit ional forms such as

professional bureaucracies in public services. Drawing on a study of the
restructuring in social services departments in the 1990s, they emphasise

the persistence of older professional values and working practices.

Kirkpatrick and Ackro  yd argue that the exclusion of organisations

representing social workers in policy development resulted in a perception

that change was being done to staff rather than with them. This resulted in
restructuring having less impact in practice than envisaged by policy
makers. These authors note that O&édesp
shifts in orientation had not occurre
tendency to defend the status quo among professional staff and a
resistance to many of the co re tenets of new managerial i smb

t e

i stro
do, addi

Primary care was largely bypassed by the changes that flowed from the

Griffiths report, and only recently have there been moves to strengthen

management and leadership in primary care. Work by Sheaff and colleague S

(35) has described the impact of these moves in primary care groups and

trusts in England. Lacking any formal, hierarchical authority over GPs,

primary care groups and trusts worked through GPs wh o took on the role of

clinical governance leads, and managers exercised influence by proxy

through these leads. Sheaff and his co -authors argue that clinical

governance leads used a range of informal techniques to implement clinical

governance inprimaryc ar e, and they use the terms O0soft
6soft bureaucracyd to describe the relationsh
studied.

2.5 Role Ambiguity Among Medical Leaders

The challenges facing clinical directors in taking on leadership roles were
highlighted in a survey of doctor -manager relationships in Great Britain by
Davies and colleagues  (36) . This survey found that senior managers such as
chief executives and medical directors were more positive about these
relationships than managers at directorate level. Among all the groups
surveyed, clinical directors were the least impressed with management and

the most dissatisfied with the role and influence of clinicians. Davies and
colleagues argued that unless the d ivergence of views they found were
addressed then it would be difficult to engage medical leaders in the
government 6s modern@B&®ati on agenda

This conclusion echoes other work which concluded that clinical directors

and other doctors in |l eadership roles occupie
the managerial and clinical communities (37) . Itis also consistent with the

research of Degeling and colleagues (38) which has described the
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differences that exist among staff groups in relation to individualist versus
systematised conceptions of clinical work, and in terms of concept ions of
the financial and accountability aspects of clinical work. Degeling and

colleagues show that:

1 General managers hold strongly systematised conceptions of clinical
work and financial realism and transparent accountability.

1 Medical managers tend to hold individualist conceptions of clinical work
and to support financial realism and transparent accountability.

1 Medical clinicians hold strongly individualist conceptions of clinical work
and are equivocal about financial realism and transparent
accounta bility.

The existence of these differences confirms the persistence of tribal
relationships in hospitals and the difficulties facing staff like doctors who go
into management roles in bridging different cultures.

On a more positive note, one of the most co mprehensive studies of medical
managers noted evidence that clinical leaders can play an influential role as
promoters of change. However, Fitzgerald and colleagues observed that,
notwithstanding the proliferation of clinical director and medical director

roles, and the establishment of the British Association of Medical Managers
(BAMM) as a professional association, clinical managers lacked a coherent
identify and accepted knowledge base. They commented that:

6Externally, there is ahmanagemenbagai ti on of «cl i
specialty, with limited opportunities or credentials I and an

unwillingness to undertake major training. Other medical professionals

do not consider clinical management to represent a medical specialty T

rather clinical managers uncomfor tably span the managerial/clinical

divide and are not full or influential members of either occupational

gr ou @49 pg.170)

In its work, BAMM has reviewed the development of medical management

roles in the NHS, and has set out a proposed career structure for medical

managers such as medical directors, clinical dir ectors and associate medical

directors (40) . BAMMG6s proposals emphasise the need
and reco gnise the part played by medical management, and to make it an

attractive career option for skilled and motivated doctors. These

recommendations underline the need to link the development of medical

leadership to appropriate incentives and career structure s. As BAMM has

argued:

6l't is essential that medical management i S
a way that will attract the strongest applicants to the posts. Currently

there are a number of major deterrents T for example the relative

difficulties in describi  ng and defining management activities. These

activities can be more difficult to define as coherent sessions than is
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the case for clinical work. The lack of a clear concept of where a
medical management career move will take the individual also proves
tobe a maj or (4B:¢g.24) er 6

BAMMOGs conclusions wer e ec howhalbedamechiefst udy of
executives inthe NHS  (41) . The study found that there was little structured

support for doctors going into leadership roles and many deterrents to them

doing so. These deterrents included the insecurity associated with being a

chief executive, pay differentials, the absence of career planning and career

pathways, and the lack of practical support in the form of coaches and

mentors. While the doctors included in the study were positive about the

opportunities available to them to make a bigger difference than in a clinical

role, theyreferredt o t hemsel ves as Okeen amateurso6é who
their job. They also reflected on the change in professional identity entailed

in making the transition from clinician to medical leader and ultimately chief

executive. Medical chief executives reported amb iguity in their roles and the

assumption of dual (and in some cases multiple) identities as they

progressed through different roles.

The findings of this study illustrate the challenges in strengthening medical
leadership in the NHS along the lines advocat ed by Lord Darzi in his report
for the last government on the reform of the NHS (7) . Darzi contended that
the NHS needed to build on improvements in care such as shorter waiting

tim es for treatment by focusing on quality of care in the next stage of

reform. Drawing on a series of papers commissioned from experts in quality
improvement from the United States, he argued that renewed efforts were

needed to involve doctors in leadership roles in order to give greater priority
to the quality of care.

One way in which this has been done is through the application of service

line management and service line reporting in NHS Foundation Trusts. In

essence, service line management has evolved from clinical directorates and
involves medical leaders working with other clinical leaders and managers in

taking control of budgets and assuming responsibility for the development

of services in different areas of clinical care. While there have been

pro mising early reports from the NHS Foundation Trusts that have

pioneered service line management, a recent review of experience in seven
organisations highlighted the tensions and challenges of going down this

route (10) .

To support more doctors to become medical leaders, the Academy of

Medical Royal Colleges and the NHS Ins titute have developed the medical
leadership competency framework. First published in 2008, the framework
applies to doctors at all stages in their careers and sets out the

competences they need as leaders. It draws on experience in other

countries and is  part of a broader programme designed to raise the profile

of medical leadership in the UK. The recent establishment of a Faculty of
Medical Leadership and Management is another step in the same direction
and is in part a response to the argument advanced b y Fitzgerald and
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colleagues about the lack of recognition of clinical management as a

specialty. Montgomeryodés work in the United St
importance of these initiatives in enabling medical leadership to become

seen as a specialty in its own r ight (42) .

2.6 Evidence from quality improvement programmes

While engaging doctors  in leadership may be important in itself, it is usually
seen as a means to improving the quality of health care. Evidence from a

number of studies shows a link between medical leadership and

organisational performance. For example, an evaluation of the in troduction
of total quality management (TQM) into the NHS by Joss and Kogan found

that the impact of TQM varied across the pilot sites. In explaining variations

in impact, the study concluded that the application of TQM to the NHS had

tobe doneinawayt hat made sense to staff and that engaged doctors fully

in its implementation (43) .

These findings were echoed in a detailed analysis of the impact of business
process reengineering (BPR) at the Leicester Royal Infirmary by McNulty

and Ferlie (44) . As in the evaluation of TQM, this analysis showed that BPR
had variable impact in the hospital, with the authors emphasising the

difficulty of implementing a program me of this kind in professional
bureaucracies. Despite the fact that there was top management support for
BPR, this was insufficient for widespread organisational change. Of critical
importance was the power of consultants in the hospital and their ability to
promote or inhibit change. Implementation of BPR had to be sensitive to the
nature of medical work, and the importance of negotiating change with
consultants.

Similar conclusions were reached by Ham and colleagues in a study of the
implementation of th e national booked admissions programme in 24 pilot
sites. The study found substantial variation in progress between the sites.

Some areas were more receptive to change than others and the most

successful pilots were those with a combination of a chief exec utive who
made it clear that booking was a high priority for the organisation and

medical champions who were willing to lead by example and exert peer

pressure on reluctant colleagues (45) .

Evidence from outside the UK confirms these findings and also emphasises

the range of factors that affect the impact of quality improvement

programmes. Blumenthal and Scheck reported on the application of tota

quality management to hospitals in the United States, drawing on the work

of various researchers to highlight the potential contribution of TQM while

also acknowledging the challenges of engaging physicians in so doing (46) .
Wal st on and Kimberleyds review of reengineer:i
summarised the facilitators of change as: establishing and maintaining a

consistent vision; preparing and training for change; planning smooth

transitions in re  -engineering efforts; establishing multiple communication

channels; ensuring strong support and involvement; creating mechanisms
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to measure progress; establishing new authority relationships; and
involving physicians  (47) .

In another review, Ferlie and Shortell (48) conclude that medical leadership

is an important but not exclusive contribution to the e ffort to lead quality
improvement in health care. They emphasise also the influence of what they
term core properties such as organisational culture, team and microsystem
development and information technology. As Ferlie and Shortell argue,

system wide qua lity improvement hinges on action at a number of different

levels T the individual, microsystem, organisational and larger system T and

is likely to result in pockets of innovation and change unless action at these
levels and in relation to core properties is co - ordinated.

2.7 Experience in Other Countries

These findings can be contrasted with evidence from other countries where
there are organisations in which doctors play a much more significant and

effective role in leadership, often in partnership with expe rienced managers.

Kaiser Permanente and Mayo Clinic are well known and extensively studied
examples from the United States (49) . Both organisations have well
developed systems of medical leadership in which there is an expectation

that doctors should take responsibility with managers f or providing services

and managing budgets and improving the quality of care. Doctors are
supported to take on leadership roles by training and development
programmes that begin on appointment and continue throughout their
careers. The role of medical lead ers is recognised and valued and is
facilitated by organisational cultures in which the importance of followership
is also acknowledged.

Closer to home, Denmark was identified in a comparative study as the

country that appeared to have made more progress t han a group of others

in developing medical leadership across a whole system of care (50) .
Kirkpatrick and colleagues (51) have compared Denmarka ndthe UK to
understand the reasons behind the differences in medical leadership in

these countries. They show that doctors have been much more reluctant to
engage in leadership roles in the UK than in Denmark, and they seek to

explain this in terms of dif ferences in the historic relationship between the
medical profession and the state, as well as differences in the policy making
process.

More specifically, the medical profession in the UK focused on maintaining
its traditional independence from the state whereas in Denmark the
profession sought to increase its power and status through collaboration
with state institutions. In relation to policy making, the consensual and
corporatist approach adopted in Denmark stood in contrast to that in the UK
where a C onservative Government in the 1980s and 1990s promulgated
reforms with little or no consultation with the medical profession. The
consequence is that medical leadership has developed further in Denmark
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2.8

than in the UK through the incorporation of doctors in to formal leadership
roles in health care organisations.

In contrast to the positive experience of Denmark and some organisations

in the United States, evidence from Australia echoes findings from the NHS.
Braithwaite and colleagues (52) have studied the introduction of clinical
directorates in hospitals extensiv ely and concluded that not all directorates
operate in the same way and that taking the benefits of directorates for

granted is premature. They found that doctors were very negative about
clinical directorates and although allied health staff and nurses w ere more
positive than doctors, they were still more negative than positive about

clinical directorates. These organisational forms were perceived to push
difficult decisions to staff and only a small number of those who took part in

the research believed  that patient care had improved as a result of clinical
directorates. Ultimately Braithwaite and colleagues conclude that

governments need to think carefully about what structural reforms can be
expected to achieve.

In summary

In summary, research into medical leadership in the NHS since the Griffiths
report highlights the challenges involved in developing the role of medical
leaders. While progress has been made in appointing doctors as clinical
directors and in establishing clinical directorates within hospitals, the
effectiveness of these arrangements is variable. If in some organisations

there appears to be much greater potential for involving doctors in leading
change, in most there remain difficulties in changing established ways of

doing thin gs and in supporting medical leaders to play an effective part in
bridging the divide between doctors and managers.

Also important is the continuing influence of informal leaders and networks
operating alongside formal management structures. Tribalism rem ains
strongly ingrained in the NHS and staff who occupy hybrid roles, like

doctors who become clinical directors, face the challenge of bridging

different cultures. Research into the impact of clinical directors highlights

the difficulties of introducing n ew ways of working into the NHS, the

strength of traditional relationships, and the orientation to stability rather

than change. The evidence also suggests that medical leadership has often

been under resourced and the incentives for doctors to become invo Ived in
management have been weak.

The findings from empirical research confirm the persistence of hospitals as
professional bureaucracies in which front line staff have a large measure of

control by virtue of their training and specialist knowledge. Contr oland co -
ordination are achieved primarily through professional networks and

collegial processes. In these bureaucracies, professionals themselves play

key leadership roles, both informally and where they are appointed to

formal positions; leadership is d ispersed and distributed; and collective
leadership is critically important. In the absence of hierarchical control,
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followership is also important in enabling leaders to function effectively, as
is the role of doctors who are leaders by virtue of their pe rsonal credibility.

In summary, there is little evidence that professional bureaucracies have
been superseded by newer organisational forms such as the managed
professional business and the quasi market hospital archetype. As Greener
and colleagues (53) have noted in a review commissioned by the SDO

programme, Oit has been noticeable that the d
manager relationships in secondary care have remained remarkably

unchanged through all the reforms in the NHS
(p. 60). I n t htene managere often regafrduddctor -managers

with suspicion...Clinicians tend to view managers as driven by political and

finan cial imperatives...Doctor  -managers regard the managerial aspects of

their role as part  -time and temporary and having little authority over their

peers who often do not regard doctor -manager roles with respect

2.9 Our research

Against this background, we now go on to report the results of our research
into current approaches to medical leadership and engagement in NHS

trusts in England. The main aims of the research were to provide an up to

date picture of the nature and range of structures of medical | eadership
through a questionnaire survey and case studies of a number of

organisations with different structures. In the case studies we focused
particularly on finding out how different structures worked in practice by
examining the processes at work with in these structures. More
experimentally, we sought to relate the evidence gathered on structures

and processes to available data on organisational performance.

Throughout the research, we were interested in understanding how far the
clinical directorate m  odel had evolved and the extent to which more recent
structures, such as service line management, had been adopted. We were
also interested through the case studies in understanding roles and
relationships of leaders from different backgrounds. Specificall y, we
investigated the existence or otherwise of the traditional triumvirate of

clinical director, nurse manager and general manager; whether there was
evidence of clinical directors and other medical leaders playing a bigger part
in leadership roles than revealed in previous studies; and variations in
practices between the organisations selected as case studies.

In so doing, our aim was to relate the data we collected to the literature

summarised in this chapter. Key questions here included: has there bee na
shift from the dominant form of professional bureaucracy to new

organisational archetypes? To what extent are the traditionalist,

managerialist and power sharing types of clinical directorates described by

McKee and colleagues still evident? And how ar e NHS organisations
supporting and development doctors to take on leadership roles?
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Equally important was our concern to draw out lessons from our research

for NHS leaders about the practical steps that are needed if the aim is to

find more effective ways of engaging doctors in leadership roles in the
future. In the final chapter of this report we therefore go beyond discussion
of the theory of medical leadership and the implications of our work for the

literature to explore its relevance for those in senio r leadership roles. Our

research is designed to contribute both to knowledge about models of
medical leadership in the English NHS, and to use this knowledge to
influence policy and practice in this area.
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3 Methods

In this chapter we provide an account of the methods employed in the

research. It explains the three different phases of the research process and

how we analysed the data generated in each phase. We encountered a
number of challenges throughout the proce ss of data collection and this has
implications in terms of the volumes of data collected and the types of

claims that we are able to make about our findings.

3.1 Mixed Methods

A mixed method approach was adopted using both quantitative and
gualitative data  in order to investigate models of medical leadership and
their effectiveness. As Tashakkori and Ted dlie (54) suggest:

6A major advantage of mixed methods researc
researcher to simultaneously answer confirmatory and exploratory

questions, and therefore verify and gener at
(pg. 15).

In our case, t he main methods employed were a questionnaire survey of

NHS Trusts in England, case studies of a sample the Trusts who responded

to the survey, and the use of the Medical Engagement Scale to understand

how engaged doctors felt in the case study sites. As T ashakkori and Ted dlie

(54) argue, mixed methods have often been used by researchers with a
practical orientation and this is very much the case in relation to this
research where we have sought to draw out implications for policy and
practice.

The research comprised three inter -related phases: the national
guestionnaire survey; in  -depth case s tudies of nine NHS Trusts; and
analysis of the relationship between the engagement of doctors in the case
study sites and various measures of organisational performance.

3.1.1 Phase One: the National Survey

Based on an extensive literature search concerning th e involvement of
doctors and other professionals in management and leadership roles, a
guestionnaire was designed by the research team that sought to investigate
the types of medical leadership structures in place in NHS Trusts in England
(Appendix 1). It  was intended that the questionnaire would give a national
shapshot of the structures of medical leadership and also provide the basis
for developing a typology which would be used to investigate different types
of medical leadership arrangements in the se cond phase of research. As
outlined in chapter 2, previous research into structures has typically either
been of single organisations or of a relatively small sample. Existing

research moreover is now fairly dated with much of this being conducted in
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the 1980s and 1990s, and the survey was therefore designed to update the
literature and also to fill a gap in knowledge.

The initial draft questionnaire was shared wi
which comprises chief executives and clinical directors of NHS Trusts across

England, a researcher and a patient representative. This group commented

on the length and format of the questionnaire and also on the specific

guestions. Following these comments the questionnaire was revised and

then piloted in a samp  le of 12 NHS Trusts to ensure its validity. Following

these responses the questionnaire was further amended, before a final

version was agreed upon.

Ethical approval for the research was obtained (REC reference number
09/H1203/65) and the project was aw arded NIHR Clinical Research Network
Portfolio status. The research sought to investigate the medical leadership
structures in NHS Trusts across England (excluding Ambulance Trusts)
meaning that 245 sites would be included in the sample and would require

local research governance approval. The documentation for research
governance approval was sent out to all sites in December 2009 and once

this had been gained a questionnaire and participant information pack was

sent to the chief executive of Trusts. Qu estionnaires were distributed and
responses received back between March and December 2010 with a series

of reminders being sent to those trusts we had not heard back from.

Questionnaires were staggered in their sending out, as they were sent to

Trusts onc e research governance approval had been granted. On return,

data were entered into an Excel spreadsheet for analysis. In all research
approval was gained for 179 sites out of the 245 approached (73%). Two

sites declined to be involved in the research (0. 1%) and 64 did not respond
to our request for research governance approval (26%). Map one reveals

the locations of trusts that granted our study research approval and shows

the sites for which no approval was received.
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Data generated by the survey were transferred to an Excel database and
coded. Those answers that generated numerical answers were afforded
categories depending on the magnitude of their answers and the free text

was coded according  to the types of themes that it generated. As this data

collection exercise was intended to be descriptive, simple statistical tests
were run on the data in order to generate a snapshot of the major features

of the trusts that responded to the survey and t heir principal organisational

units. For example, data relating to structures, staff size, budgets, number
of organisational units were correlated against one another and graphs
produced to illustrate the responses gained from questions.

3.1.2 Phase Two: Case Studies

The second phase of the research involved the in -depth exploration of 9

case study sites which were selected from those who had responded to the
survey. We say more in chapter 5 about how we sampled the trusts for this
phase of this research  but essentially we employed a purposive sampling
approach (55) . Such an approach aimed to select sites with a range of
different principal or  ganisational structures across a range of criteria such
as size, geography, trust type and budget.

A spreadsheet was created from the survey data which set out the
responding trusts by their principal organisational units along with the trust
type and an indication of whether the trust budget and staff size was
located in the top, middle or bottom third of the overall sample. Alongside

this was an indication of whether or not the trust self -rated as effective in
terms of medical engagement. Nine sites w ere selected in agreement with

the advisory group to cover the full range of structural types and other
criteria. An overview of the key features of the case study sites can be
found in Table 1.
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Table 1. Overview of key features of case study sites
Foundation Total Number Number Number of o
Total Principal Number of
Trust or of staff Number of of doctors doctors on
Case ) Budget ) Organisational principal
Trust Type non - SHA Region (total head Medical on Trust Trust
Study (£ Structure organisation
Foundation n count, not consultants Board of Manageme )
million) al units
Trust FTE) Directors nt Board
Acute ) )
A FT South West 193 3300 140 1 5 Directorate 5 Directorates
Acute 36
B FT North East 450 6582 358 1 12 Division )
Directorates
Yorkshire and
C Acute Non-FT 950 13000 714 1 1 All 5 Divisions
Humber
Acute
D Non-FT South Coast 507 8743 504 2 8 All 5 Divisions
Yorkshire and 12
E Acute FT 178 4300 223 1 14 Directorate )
Humber Directorates
Specialist o o
F Non-FT London 323 3594 249 3 6 Division 5 Divisions
Mental Health
G FT East of England 150 2000 70 2 5 Division 5 Divisions
Mental Health ] o )
H Non-FT West Midlands 140 3200 64 3 5 Service Line 5 Directorates
Mental Health
| FT North West 1315 2808 86 2 5 Service Line 4 Service Units
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Although the first phase of the project had been deemed research by NRES,

the case studies were defined as service evaluation by the same body,

meaning no additional ethical approval needed to be sought for the second
phase of the research. Contact was ma de with the research offices in each
of the sites and information was provided where required.

For each of the case study sites, contact was made with the chief executive
to discuss the research and to gain access. When this had been agreed, the
first part of the fieldwork involved interviewing board members.

Approximately five members of the execut ive board were interviewed at
each site (n=46). These interviews were tape recorded and notes were

also taken during the course of the interviews. The interviews were used to
check out the survey responses that we had received from that site and
whether there had been any changes to this since completion and to gain
more information about key areas.

The aim of these interviews was to gain a high -level insight into the
structures of the trust, how doctors were selected, prepared and developed

for leaders hip roles, how effectively management structures operated on a
daily basis, and the strengths and weaknesses of medical leadership within
the trust as perceived by interviewees. As part of this initial round of
interviews we asked interviewees to identify clinical units or sub -groups
which we could do more in  -depth work with in order to complement the
board perspective with those closely involved with the delivery of patient

care. We asked interviewees to identify clinical units that in their view
illustr ated the full range of engagement levels of doctors from those that

had well -engaged doctors to those which were perceived to be less well
engaged.

In so doing, w e were interested in exploring how and why engagement

levels varied within trusts as well as across trusts and asking board

members for their perceptions of different levels of engagement was the

starting point for so doing. It is important to note that we did not verify

boardmembers 6 percepti ons at stubkeguenthsthraugheghe ONl y
use of the Medical Engagement Scale (see below) did we collect data on the

degree to which doctors in the units concerned reported that they were or

were not engaged.

Within the units identified, we conducted approximately five interviews (see

Table 2) among arange of different professionals. We aimed to involve a
mix of doctors, nurses and managers in each of the units , although the
precise mix of individuals varied from unit to unit depending on their

particular personnel and characteristics. Most of the se interviews were
conducted on -site at the Trust, with follow up telephone interviews where
individuals were not available in person.

In total 105 interviews were conducted as part of this stage. Again all
interviews were recorded and notes taken. Fol lowing the interview the
researcher sent a summary of the interview to the interviewee for
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verification and also to invite any additional comments which had arisen
after a period of reflection.

Table 2. Individuals interviewed in principal organisational units

Case study site Number of individuals interviewed

Doctors

A Managers

Nurses

Doctors

B Managers

Nurses

Doctors

C Managers

Nurses

Doctors

D Managers

Nurses

Doctors

E Managers

Nurses

Doctors

F Managers

Nurses

Doctors

Managers
Nurses

Psychologists

Doctors

H Managers

Nurses

Doctors

Managers

Nurses

RPlW|hhlOJW | W[ O|ININ|AAO|IFRL [N INDN®WINWOJO|W WIW|d|lOIJW|OT]|O

Psychologists
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Data from the sites were analysed according to three meta -themes of
structures, processes and outcomes. The extended notes of each interview

were coded into these three meta -themes and sub -themes were inductively
generated for each of the individual sites . The thematic analysis for each of
the sites was then verified with key respondents at the sites to check their

validity and our understanding of these. A local report was produced for

each site and comments were invited from chief executives or medical
directors to check for accuracy and interpretation.

Data across the nine sites was then aggregated and the sub -themes cross -
compared to analyse the degree of overlap between the sites. A final set of
sub -themes was agreed and data generated according t o these were

compiled to compare different perspectives on these issues across the sites.
The write up of these themes were shared amongst the research team to
check their validity and interpretation.

The process of arranging interviews and access to all those that we wished
to speak to was more complex than anticipated. On the whole we found it
relatively straightforward to obtain access to executive board members and

to set up interviews. However, once units within the trusts had been

identified fr om the board interviews, we struggled in some places to engage

all the doctors, managers and nurses that we wanted to.

At several of the sites many attempts were made to chase contacts to try

and secure interviews with them and on many occasions intervie ws were
cancelled and rearranged for later dates due to issues with availability. As

Table 2 demonstrates at some sites we were not successful in securing all

of the interviews we had planned but in practice we pursued as many

interviews as possible right up to the cut off date for data collection.

The research team met regularly over the course of the project to discuss
emerging findings. This was particularly important in terms of the case

study component of the process where different researchers too k the lead
for different case study sites so that we could ensure we had consistency

over the data collection and the kinds of findings emerging from the sites.

We also fed back the major themes of the research to the advisory board in

order to check our  understanding, interpretation and presentation of the

data.

3.1.3 Phase Three: Medical Engagement and Organisational
Performance

The final phase of the research focused on the relationship between medical
engagement and organisational performance. This built o n previous studies
indicating that organisations in which doctors were in leadership roles or

where doctors reported that they felt engaged in the work of these
organisations appeared to deliver better results than organisations lacking

these characteristi  cs.
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In our study we used data on organisational performance from two

sources: the self-assessments provided in the questionnaire survey
undertaken in phase one; and routinely available data collected by the NHS
through the Healthcare Commission and Monito r. A major challenge in the
use of routinely available data is accessing a data set that applies across

the range of Trusts selected as case studies. These Trusts encompassed
Foundation Trusts and Trusts yet to become Foundation Trusts as well as
organisat ions providing different services (acute, mental health and

specialist services). In chapter 6 we discuss how we addressed this

challenge.

Data on medical engagement was obtained through the use of the Medical
Engagement Scale (MES). The background to the MES and its development
and design is discussed further in chapter 6. In brief, it comprises a series

of meta scales relating to working in an open culture; having purpose and
direction; and feeling value d and empowered. Each of these Meta scales is
then further made up by two sub -scales, one of which relates to individual
aspects of engagement and another scale relating to organisational

conditions. The MES provides an overall index of medical engagement

together with an engagement score on the three com ponent meta -scales.
The MES has been used in a large number of different NHS Trusts and is
validated as measure of engagement.

In the context of this research we used the MES in conjunction with the

gualitative research into the case study sites. The MES was sent out to all
doctors in the units on which we focused within the case studies and these
doctors were asked to report on how engaged they were using the

guestions included in the MES. Our aim was to understand how levels of
engagement varied betwee  n units within each site as well as (through
aggregating the results) how it varied between sites.

While we hoped to relate medical engagement at the unit level to measures

of unit performance, this proved difficult in practice because of the lack of
acce pted and comparable measures of performance for the diverse range of
services encompassed by the units we investigated. We therefore focused
mainly on relating the MES results for the case study sites with data on
organisational performance drawn from the two sources described above.
Variations in response rates to the MES between sites meant that this was

not possible for all of the case studies and we focus on reporting and

analysing the results for those sites where higher response rates were
achieved.

3.1.4 Bringing data sources together

In making use of data from different phases of the research, we relied on
data triangulation as a way of demonstrating that our findings are valid and

are corroborated across the diff erent methodological techniques (56) . In
doing so we are aware of the challenges of mixed methods approaches not
leastthe degree to which interpretations of O6vali ¢
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terms of qualitative and quantitative research (57) . As such, we have
followed Lather (58) i n attempting to O6consciously utild@
counter patterns as well as convergence if da

As we have explained above, the first phase of the research was intended

to map out the types of organisational structures that English trusts use.

The responses generated from the survey were then purposively sampled

to generate the nine case studies that we would investigate in the second

phase of the research. Data generated from the survey was also presented

to interviewees in the case study research to assess the degree to which

they agreed with both the organisational arrangements presented and also

the self -ratings of organisational performance. Finally data relating to t he
self -rating of performance gathered through the questionnaire survey were

used as one component of the performance dataset.

The qualitative data from the case studies were used to understand in more

detail perceptions of the structures, processes and ou tcomes of medical
engagement within the case study sites. Building on the data generated

through the questionnaire survey we delved into these issues in more detail

to understand how a range of stakeholders from different backgrounds felt

about these issu es in practice. The research team used its regular meetings

to compare and contrast the emerging findings and to relate them back to

the existing literature. These meetings were themselves an important part

of the research process and a productive way of m aking sense of data from
different sources and settings.

In the final phase of the research quantitative data was brought together

from the survey, routinely available data about the performance of the

trusts and the data generated from the MES. The self -assessment data
from the questionnaire survey was correlated with the national performance

data and the MES data to see if we could identify any links between self -
rated performance, routine data and the MES scale which measures the

degree of medical engag ement within trusts. Analysis of the resulting

patterns was further aided through the use of the case study data in order

to help explain why some of the results we were seeing may have been

produced.

3.2 Limitations

As we have indicated throughout this cha pter the collection of research
data did not always go smoothly and the project was beset by a number of
challenges.

The most important in the initial stages was the need to secure ethical

approval for the first phase of the work i.e. the questionnaire sur vey. This
meant that significant delays were added to the mapping component of the

work as we had to apply to each individual trust in England for research

governance approval. This process also added a lot more work to the
research than had originally b een envisaged. Given that not all of the sites
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granted us approval, it also meant that we did not have a complete sample

to send questionnaires to. This in turn has implications for the sorts of

claims that we can make about the data and the conclusions t hat we can
reach.

The problems encountered in obtaining ethical approval for the

guestionnaire survey can be contrasted with our ability to approach the

case study sites in the second phase without needing ethical approval

because NRES deemed the work in  volved to be service evaluation. In view
of the fact that the case studies involved face to face interviews with key
informants whereas the questionnaire survey did not, it is difficult to
understand why ethical approval was needed for the first phase and not for
the second. The work and delay that resulted required us to request an
extension of our deadline for completing the work but much more

importantly it meant that our ability to undertake the work we had hoped

to conduct in the third phase was compro mised.

During the research process we also encountered some difficulties in

securing access to case study sites and individual staff members within

these. At some sites we found it more difficult to recruit key informants to

interview than others. Althou gh strenuous efforts were made to undertake
the full number of interviews at each site, this was not possible at all and

so a cut -off date had to be applied after which we could collect no further

data. In practice this means that some trusts are better r epresented in the
sample than others.

As noted already access to performance data was a challenge for the

sample of case studies given that we incorporated a range of different trust

types. This component of the research was always intended to be

explor atory in nature , especially in relation to the performance of clinical

units within trusts and it underlines the difficulties in comparing

performance across trust types as well as within  trusts. We reflect more on
this in the chapter on performance data (chapter 6).

Similarly, as we describe in chapter 6, some sites were more responsive to
the MES than others. While at some sites we were able to garner an
extensive picture of the nature of medical engagement across the trust, at
others doctors did notre  turn the survey and therefore we were not able to
obtain an adequate understanding of engagement in the trusts concerned.
This phase of the research was most affected by the delays and work that
resulted from us having to seek ethical approval for the use of the
guestionnaire survey in the first phase.

Among other things, these delays meant that we ran out of time to analyse
in detail how data collected in the case study phase might help explain
findings from the work on medical engagement and organisatio nal
performance. To be more specific, we had intended to interrogate the case
study data for clues as to what factors might explain varying levels of
medical engagement in the case study sites.
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3.3

Often the limited response to the MES and requests for interv iews appeared
to be related to the work pressures faced by medical leaders and senior

managers. While not unexpected, this has implications for other research
commissioned by the SDO programme that requires access to people in

similar roles. The well publi  cised financial and service challenges facing the

NHS in England are likely to increase the pressures on medical leaders and

senior managers in future and therefore accentuate the difficulties of data

gathering in studies such as this.

Ins ummary

In this ¢ hapter we have  described the mixed -method approach adopted in

the research. These methods included a national questionnaire survey of
NHS trusts in England to gather data on structures of medical leadership ,
and views on the effectiveness of these structur es; indepth case studies in
nine trusts designed to understand the processes at work in these

organisations, and the relationship between doctors, nurses and managers;

and analysis of medical engagement through the MES and how engagement

is related with p  erformance in the case study sites.

As we have described, the process of data collection was not always
straightforward and delays in the process due to the need for ethical and

research governance approval for phase one of the research in particular

cause d significant delays. Despite these delays, all three phases of the
research were completed, although we experienced difficulties in

interviewing the number of key informants we had planned to and the

response to the MES was variable. Work pressures on medical leaders and
senior managers undoubtedly contributed to these difficulties in data

collection.
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4 Survey Results

In this chapter, we present the findings from phase one of our research,

involving a questionnaire survey of NHS Trusts in England . The aim of the
survey was to gather a range of information about these Trusts and the

medical leadership structures in place. The survey also asked respondents

to assess the effectiveness of these structures. The main points made in
this chapter are:

T

Trust budgets varied from £55mill to £950mill, with the majority of

trusts reporting budgets in the range of £100 -£199 million per year.
The budget range was much greater for non -Foundation Trusts than
for Foundation Trusts. Analysing budgets by Trust ty pes shows that

mental health/ partnership Trusts had smaller budgets than acute
Trusts.

The number of staff employed within Trusts ranged from 600 to 13000
(head count rather than full time employees) with the majority

reporting in the range 2000 -3999. Organisations with large numbers
of staff (defined here as 6,000 or more) were all NHS trusts rather

than Foundation Trusts. Analysing the number of staff by Trust type
shows that organisations with large numbers of staff are all acute

Trusts.

The number of medical consultants employed ranged from 30 to 714
with the majority employing between 50 and 199 consultants.
Reflecting their size, NHS Trusts typically have more consultants than
Foundation Trusts, and mental health/partnership trusts have the
fewe st

The survey asked about the involvement of doctors in leadership roles.
The number of doctors on the boards of trusts ranged from 1 to 4 with
most having only 1. There was little variation in the number of doctors

on boards when the data were analysed by trust type and whether or
not they were Foundation Trusts.

The number of doctors on the trust management board ranged from 1

to 17, the most common number being 1 followed by 8. There was

little variation in the number of doctors on management board w hen
the data were analysed by whether or not they were Foundation

Trusts. Mental health/partnership trusts had fewer doctors on the
management board than either acute or specialist trusts

Doctors are represented on a wide range of committees with Quality
and Patient Safety, Clinical Governance, and Research and
Development being most frequently mentioned
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1 There was a wide variation in how trusts were organised. Respondents
reported the use of directorate, divisional and service line structures,
sometimes i n combination.

1  When asked to identify the principal organisational units adopted, the
most common responses were directorates and divisions, with service
line being much less frequently mentioned. There was little variation
according to Trust type and whe ther or not respondents were
Foundation Trusts

9 The number of principal organisational units varied from 2 to 23 with
most falling in the range of 3 to 6. There was a tendency for larger
trusts to make greater use of divisions

1 Most trusts reported that be tween 10 and 20% of medical consultants
were involved in formal leadership roles. This showed little variance
by trust type or foundation trust status. There was a tendency for a
high proportion of doctors to be involved in leadership roles in
organisati ons that used service lines

1  When asked to identify the accountable officer within the principal
organisational units, most trusts reported that this was a clinical
director/doctor/clinical lead, followed by a general manager and a
clinician and managerj ointly. Only a very small proportion reported
that the triumvirate took on this role

1 Most trusts reported the existence of development programmes for
medical leaders and these were delivered both in -house and by
external providers. In free text responses, respondents reflected on
the difficulties of developing medical leaders, the lack of proper career
structures and some of the financial barriers that existed

1 Inresponse to a series of self -rated questions about various aspects of
performance, respondents reported doctors feeling a strong sense of
responsibility for quality, but far less so for finance. There was little
variation in relation to the principal organisational unit adopted

1 Respondents were mostly positive about the effectiveness o f medical
leadership arrangements in their trusts. There was little variation in
self assessments of performance when analysed by the principal
organisational unit adopted

1 Free text responses highlighted the challenges facing medical leaders
including lac k of support from general managers and variations in the
willingness of doctors to deal with difficult issues. These responses
also drew attention to examples of medical leaders making a positive
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difference and the likely impact of the next generation of medical
leaders

4.1 Response rate

The guestionnaire was sent out to 179 sites and 73 were returned. One
guestionnaire was returned uncompleted meaning we had 72 completed
responses (40%). The data summarised here are drawn from the 72
completed questionnaires  , although not all Trusts completed every
guestion. For each of the questions analysed, data are provided on the
number of responses received. Percentage values are reported to the
nearest whole number and so in some cases the total percentage figure
may not seem to add to 100% and this is due to the rounding of figures.

In terms of who completed the questionnaire, this was predominantly either

the Chief Executive (28) or the Medical Director (35), with a small number

(3) of other organisational respo ndents and in 6 cases it was not clear who
completed the questionnaire.

4.1.1 Responses by Region

Table 3 shows the responses received by region and shows that East of
England and the North West provided the highest number and proportion of
responses and the N orth East and South East Coast the lowest number and
proportion of responses. Map Two illustrates these completed responses by
area.
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Table 3. Responses by Strategic Health Authority Area

SHA Number of responses

East of England 11

North West 11
Yorkshire and the Humber 9
South West 9
West Midlands 8
London 7
South Central 5
East Midlands 5
South East Coast 4
North East 3
TOTAL 72
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Figure 2.  Map Two: Locations of trusts who completed and returned
questionnaire.

Location of All Respondents

E Queends Printer and Cda fThisovork was pradficedHhWSicRins@n0
et al . under the terms of a commissioning contract issued by the Secretary of State for
Health.

Project 08/1808/236 58



4.1.2 Responses by Foundation Trust Status

Of the responses gained, 38 were from Foundation Trusts (53%) and 34

were from non -Foundation Trusts (47%). These responses are illustrated

in Figure 3. Nationally there are 134 Foundation Trusts in existence at the

time of writing (discounting the 2 amb ulance trusts) which  means that this
response rate is broadly consistent with the national picture (55%

Foundation Trust nationally).

Figure 3.  Percentage of Foundation and non - Foundation Trust responses

m Foundation Trust

m Non-Foundation Trust

4.1.3 Responses by Trust Type

Responses were analysed according to the type of trust based on three
categories: Acute, Mental Health/Partnership and Specialist trusts. Table 4
illustrates that the majority of responses are from acute trusts, with just

over a quarter of responses from mental health/partnership trusts a nd a
small number from specialist trusts. These are also illustrated in Figure 4.
In terms of how representative this sample is of Trusts nationally, there is a
slight over -representation of mental health and partnership trusts,

specialist trust response s are low although representative and acute trusts
are slightly under -represented.
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Table 4. Questionnaire Responses by Trust type

% of
Number of % of total )
Trust Type national
responses responses
trusts
Acute 50 69 74
Mental health and
_ 18 25 15
partnership
Specialist 4 6 5
TOTAL 72

Figure 4.  Questionnaire responses by Trust type

m Acute

®m Mental health and
partnership

m Specialist

4.1.4 Responses by Size of Budgets

Figure 5 illustrates the responses by the size of the budgets controlled by
trusts. While the budgets varied from £55mill to £950mill, the majority of
trusts have budgets in the range of £100 -£199 million per year.
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Figure 5.

Questionnaire responses by budget size
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Analysis of budget size on the basis of whether respondents were NHS trust
or Foundation trusts shows that the budget range was much greater for

non - Foundation Trusts (Table 5). No Foundation Trusts reported a budget

over £320 mill, whilst 8 NHS Trusts re

ported budgets over this amount.

However, for both types of trust the mode lies between £100  -£200 million.
Table 5. Budget by Foundation and non - Foundation Trust type
Budget Millions Pounds
50- | 100- | 150- | 200- | 250- | 300- | 400 | 450- | 500- | 650 | 950
Trust Type
99 | 149 | 199 | 249 | 299 | 349 | 449 | 499 | 549 | 699 | 999
Foundation Trust 4 9 17 3 4 1 0 0 0 0 0
Non-Foundation Trust| 1 8 7 4 1 4 3 2 1 1 1
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Figure 6. Budget by Foundation or non
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Analysing budgets by Trust types shows that mental health/ partnership
Trusts have smaller budgets than acute Trusts (Table 6). There are only a

small number of Specialist Trusts in the sample and their budgets are also

usually small.

Table 6. Budget by Trust Type

Budget Millions Pounds

50- | 100- | 150 | 200- | 250- | 300- | 400 | 450 | 500- | 650 | 950
Trust Type
99 149 | 199 | 249 | 299 | 349 | 449 | 499 | 549 | 699 [ 999
Acute 1 13 17 5 5 4 3 2 1 1 1
Mental Health and
_ 4 6 6 2 0 0 0 0 0 0 0
Partnership
Specialist 0 1 1 0 0 1 0 0 0 0 0
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Figure 7.  Budget by Trust
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4.1.5 Responses by number of staff employed

Looking at the responses by the number of staff employed within Trusts,

there is a range of between 600 and 13000 total staff members (head

count rather than full time employees). As Figure 8 shows, the majority
have in the range 2000  -3999 staff members.

Figure 8. Responses by number of staff
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Analysing the number of staff employed on the basis of whether
respondents were NHS trusts or Foundation trusts shows that organisations
with large numbers of staff (defined here as 6,000 or more) were all NHS

trusts, and  this is consistent with our findings on the size of budgets
controlled by respondents (Table 7 and Figure 9).

Table 7. Number of Staff employed by Foundation/non - Foundation Trust
Number of | 0- | 2000 | 2000 | 3000 | 4000 | 5000 | 6000 | 7000 | 800G | 1200G | 1300G
Employees| 999 1999 | 2999 | 3999 | 4999 | 5999 [ 6999 | 7999 | 8999 | 12999 | 13999
Foundation

1 4 12 11 6 3 0 0 0 0 0

Trust

Nor- 4 1 0
Foundation| 1 7 7 6 4 2 1 1

Trust

Figure 9.  Number of staff employed by Foundation/non - Foundation Trust
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Analysing the number of staff by Trust type shows

that organisations with

large numbers of staff (defined here as 6,000 and over) are all acute Trusts
(Table 8).
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Table 8. Number of employees by Trust type
Number of | 0- | 1000 | 2000 | 3000 | 4000 | 5000 | 6000 | 7000 | 8000 | 12000 | 1300G
Employees| 999 | 1999 | 2999 | 3999 | 4999 | 5999 | 6999 | 7999 | 8999 | 12999 | 13999
Acute 2 4 12 9 5 9 4 0 2 1 1
Mental
healthand | O 4 4 8 2 0 0 0 0 0 0
partnership
Specialist | 0 0 3 1 0 0 0 0 0 0 0
Figure 10. Number of employees by Trust Type
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4.1.6 Responses by number of consultants employed

Analysis of responses by the number of consultants employed revealed a
range of 30 -714 medical consultants per Trust. Most trusts employ
between 50 and 149 consultants.
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Figure 11.

Number of medical consultants per responding trust
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Analysis of the

responses by Foundation Tru

st status (Table 9 and Figure

12) shows that NHS Trusts typically have more consultants than Foundation

Trusts.
Table 9. Number of medical consultants by Foundation Trust status
0.49 50- 100- | 150- | 200- | 250- | 300- | 350 | 500 | 650- | 700
99 149 199 249 299 349 399 549 | 699 | 749
Foundation| 5 11 9 6 4 0 0 1 0 0 0
Non-
Foundation| 2 7 9 3 3 3 2 2 1 1 1
Trust
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Figure 12. Number of medical consultants by Foundation Trust status
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Analysis of responses by type of trust shows that mental health/partnership

trusts tend to have fewest medical consultants and acute trusts the most

(Table 10).
Table 10. Number of medical consultants per Trust type
0.49 50- 100- | 150- | 200 | 250- | 300- | 350 | 500 | 650 | 700
99 149 199 249 299 349 399 549 | 699 | 749
Acute 1 11 13 6 6 3 2 3 1 1 1
Mental
Healthand| 6 7 5 0 0 0 0 0 0 0 0
Partnership
Specialist 0 0 0 3 1 0 0 0 0 0 0
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Figure 13. Number of medical consultants per Trust type
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4.2 Structures

Having set out some basic details about the response rate analysed by
different types of Trust, we move on in this section to look at the structures
of Trusts that responded to the questionnaire.

421 Medi cal Leaders on the Trustodos Board of D

Analysi s of response by the number of doctors on
Directors (i.e. the Board led by the Trust Chair), revealed a range o flto4

(Table 11 and Figure 14 ). 71% had just one doctor and an additional 22%

had 2. All of the Trusts have a Medical Director on the Board and where

Trusts had more than one doctor on their board they often had two Medical

Directors. The other types of roles for doctors on boards cited include:

91 Non-Executive Director

1 Chief Executive

9 Director of Research and Developm ent

1T Director of Childrenb6s Services
9 Director of Strategy

1 University appointed non  -executive director

1 Executive Director of Quality and Medical Leadership

i Director of Forensic Services
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9 Director of Medical Development

9 Director of Strategy and Business Development

Table 11. Numbers of doctors on Trust Board of Directors

Number of doctors on Trust
_ Responses %
Board of Directors
1 51 71
2 16 22
3 4 6
4 1 1
Total 72 100
Figure 14. Numbers of doctors on Trust Board of Directors
ml
m2
=3
m4
Analysis of numbers of doctors on the board of Directors by different Trust
types and Foundation status (Table 12 and Figure 1 5) reveals similar

patterns.
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Table 12. Number of doctors on board of directors by trust type and

foundation trust status

1 2 3 4

Foundation 27 11 0 0

Non-Foundation 24 5 4 1

Acute 35 13 1 1

Mental health

and partnership 1 ? ? 0

Specialist 2 1 1 0
Figure 15. Number of doctors on board of directors by trust type and

oundation trust status
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Non-Foundation

Foundation

10 15 20 25 30 35

40

m4

m2
ml

In terms of what support Doctors on these boards receive, there is an
average of 8.5 PAs of medical time dedicated to each Trust Board, although
the range varies from 4  -24 PAs (Figure 1 6).
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Figure 16. Number of PAs of Medical Expertise on the Board
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Number of PAs of Medical Expertise on the board
422 Medi cal Leaders on the Trustdés Management

Analysis of the numbers of

doctor s

on the Tru

the board led by the Trust CEO), shows more doctors present than on the

Board of Directors with a range of 1
doctors beyond the Medical director sit 0

-17 (Table 13). Where additional
n the board, these are typically the

Clinical Directors from across the various specialty areas within the Trust,

but also include:

1 Deputy medical directors

1 Lead consultants for Research & education
9 Divisional Directors

7 Clinical Lead for Clinical =~ Governance

1 Lead Physician

1 Director of Strategy

1 Director of Audit and Research

1 Clinical tutors

9 Director of infection Prevention and Control
9 Director of Education

1 Reps from Medical Staff Committee

9 Clinical Site Leads

E Queends Printer and

C d.8. fThisomMork was pradéiced HhMISicRins@n0

et al . under the terms of a commissioning contract issued by the Secretary of State for

Health.

Project 08/1808/236 71



9 Lead Cancer Clinician

1 Clinical Pathway Leads

Table 13.  Number of doctors on Trust Management Board

Number of doctors on Trust Number of .
management Board responses &
1 19 28
2 5 7
4 4 6
5 6 9
6 4 6
7 5 7
8 5 7
9 8 12
10 4 6
11 4 6
12 2 3
14 1 1
15 1 1
17 1 1
TOTAL 69
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Figure 17. Number of doctors on Trust Management Board
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Analysis by Trust type and Foundation status again shows similar patterns,
although mental health/partnership trusts often have fewer doctors on their
board than acute trusts.

E Queends Printer and Cda fThisovork was pradficedHhWSicRins@n0

et al . under the terms of a commissioning contract issued by the Secretary of State for
Health.

Project 08/1808/236 73




Table 14. Number of doctors on the management Board by trust type and
foundation trust status

Foundation Nor Acute Mental health and Specialist
Foundation partnership
1 11 8 9 10 0
2 4 1 2 2 1
3 0 0 0 0 0
4 2 2 1 3 0
5 5 1 5 1 0
6 2 2 3 0 1
7 3 2 4 1 0
8 1 4 5 0 0
9 4 4 7 0 1
10 2 2 4 0 0
11 1 3 4 0 0
12 0 2 2 0 0
13 0 0 0 0 0
14 1 0 1 0 0
15 0 1 1 0 0
16 0 0 0 0 0
17 1 0 1 0 0
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Figure 18. Number of doctors on board of directors by trust type and
foundation trust status
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4.2.3 Doctor involvement in multi - disciplinary committees

In Table 15 the committees that doctors are involved in across the Trust

are presented, ranked by the frequency they were cited by respondents.

With the exception of Information Governance and Finance and

Performance, the top ten are predominantly medica | and quality focused,
which is a trend that continues down the list. This table illustrates the wide
range of different committees that doctors are engaged with.
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Table 15. Committees that doctors are involved with across Trusts

Rank Committee Frequency %
1 Quality and Patient safety 44 61
) Clinical Governance (Occasionally integrated with Social 38 53

Governance)
3 Research & Development 35 49
4 Medical Education, learning advisory 33 46
5 Clinical Effectiveness and Audit 24 33
6 Risk + SUI 24 33
7 Medicines Management, Drugs, Therapies 23 32
8 Information Governance, IM&T, Caldicott 18 25
9 Infection 15 21
10 Finance and performance 12 17
11 Clinical standards / advisory group 12 17
12 Clinical Management Boardbperational board 11 15
13 Divisional meetings 8 11
14 Mental health act 8 11
15 Executive Board 7 10

Other committees include: Patient experience, Mortality review, Service
transformation, Medical Devices, Workforce, Blood transfusion, Professional
advisory group, Staff side, Diagnostic & Treatment, Resuscitation,
Safeguarding/ Child protection, Postgraduate medical education Board,
Capital Investment, Charitable funds, Foundation Trust status steering

group, Human Resources Group, Cancer Group, Netw ork wide meetings,
Medical Staffing Committee, Medical Triage Committee, Joint academic
committee, 18 week, New hospital planning, Vacancy control, Preventions
and Control, Clinical Excellence, Emergency planning, Patient Flow,
Outpatient Improvement, Staf f engagement, Nutrition, Radiation, Equality
& Diversity and Ethics.
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