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Background 

o  It has long been argued that the NHS 
traditionally represents an example of a 
professional bureaucracy, where doctors 
have a high degree of control and 
autonomy over their own actions 
(Mintzberg, 1979).  

o  Involving clinicians in managerial decision-
making has therefore become a persistent 
theme, not just in national, but also 
international health systems (Ham & 
Dickinson, 2008).  



Background 
o Post Griffiths, the main organisational mechanism for 

management at the clinical level in hospitals has been 
the Clinical Directorate (as they are also becoming in 
other countries).  

o CDs are aimed at directly engaging doctors in the 
management process and have resulted in the 
creation of the hybrid ‘doctor-manager' . 

o New types of management arrangements (e.g. Service 
line reporting) being introduced – what impact have 
these had on medical leadership? 





Previous studies of CDs 
o  Studies of CDs reveal remarkable amount of continuity 

and lack of change.  
o  McKee et al, 1999 – traditionalist, managerialist, 

power-sharing 
o  Kitchener, 1999 – ‘the fact that some hospital doctors 

have accepted medical manager roles within a more 
integrated  formal structure should not...be conflates 
with either a loss of their professional autonomy or a 
replacement of key elements of the PB interpretive 
scheme’ 



The objectives of the research 

o To provide an up to date picture of the nature 
and range of medical leadership structures in 
NHS trusts in England;  

o  to analyse how different structures operate in 
practice and the processes at work within these 
structures, for example between doctors, nurses 
and managers;  

o and to relate evidence on structures and 
processes to available data on organisational 
performance. 



Methodology  

o Research is split into 3 phases: 
 

– National survey 
– Nine in-depth case studies  
– Exploratory performance measures 
 

o Survey completed over Jan 2010-Dec 2010 
o Case studies Jan 2011-November 2011 



Survey results 
o  Wide variation in how trusts were organised.  
o   Principal organisational units - directorates and divisions, 

with service line being much less frequently mentioned.  
o   Most trusts reported that between 10 and 20% of medical 

consultants were involved in formal leadership roles.   
o  Responsible officer doctor or general manager (or joint).  

Triumvirate very small proportion. 
o  Doctors feel a strong sense of responsibility for quality, but 

far less so for finance.   



Case study findings (1)  
o  Medically /clinically/managerially-led or aligned structures 
o   Doctor leadership roles at three or four levels with the middle 

or meso levels usually being seen as the most important.  
o  Triumvirates existed on paper in most sites but the duality of 

medical leader and general manager was perceived to be more 
important in practice 

o  Stability in structures and key personnel is important  
o   Medical directors usually committed at least half of their time to 

leadership roles and clinical directors committed 20 per cent of 
their time.  Clinical commitments important for credibility.   



Case study findings (2) 
o  Training and development of doctors for leadership roles 

receiving increasing attention.   
o   Competition for leadership roles was often limited and in 

some cases non-existent. 
o   ’Engagement gap’ between medical leaders and their 

colleagues 
o   Medical leaders faced many challenges in taking on their 

roles. 
o  Slow down decision making through medical leadership but 

a price worth paying in relation to the ownership that was 
gained as a result. 



Links to organisational performance 
o  Identified a relationship between medical engagement and 

trust performance but limitations to the analysis 
o   Analysis of the relationship between medical engagement 

and performance in clinical units and subgroups is much 
more challenging because of the lack of accepted 
measures of performance at this level 

o   Nevertheless, relationship between unit performance as 
perceived by board level and the MES results at this level 



Some progress made but further to 
go still... 

o  Much variation around the country and within trusts. 
o  An armada not an aircraft so distributed leadership is important.   
o  Differentiation between the ‘administrative elite’ and the ‘rank and 

file’ 
o  New organisational archetypes have not supplanted the 

professional bureaucracy as the dominant form in the NHS. 
o  Move away from ‘traditionalist’ and ‘managerialist’ structures to 

‘power sharing’ 
o  Doctors  going over to the ‘dark side’   
o  Lack of clear career structures for doctors taking on these roles, 

financial disincentives and absence of appropriate training, 
development and support 



Implications for the NHS   

o Proportion of doctors involved in leadership 
needs to increase as does time commitment.   

o Well functioning teams crucial  
o Medical leadership is crucial for quality and 

performance.   
o Training and support needed (for doctors and 

managers) 



Any questions? 


