

Practical Management and Leadership for Doctors (working draft, copyright (c) 2010 John Wattis and Stephen Curran, chapter 1)
Introduction:
“Begin with the end in mind” (Stephen Covey (1))
Developing management and leadership skills	
This book aims to be a practical introduction to the topic of medical management.  Our purpose in writing this is to provide an easy to use guide for doctors in any kind of management role including those preparing for their first consultant or general practice principal post. We also want to help those moving into more senior medical management posts to take stock and apply their knowledge and skills in a new setting. Our approach is rooted in our experience in various clinical, academic and management posts in the English NHS. However, in view of the constant change in this and other health systems we have sought to keep the text open to wide application. We have also been selective in our reference to the ever-developing management literature, aiming for approaches that we know from experience work in practice. Because this is a practical guide, we have included examples and exercises to support readers in applying to their own situation the knowledge and skills covered. Hopefully readers will not only increase their competence as managers, they will also increase their enjoyment.
Understanding the differences between administration, management and leadership.
 (
Administration: 
Doing routine tasks well 
Management: 
Making things happen (often complex things in complex environments)
Leadership: 
Developing shared vision and direction towards a common goal or purpose and getting the best out of people in serving that purpose.
)The distinction between administration, management and leadership is a vital starting point (Box 1.1). Confusion between them leads to wasted time and even to conflict.




Box 1.1: The distinction between Administration, Management and Leadership
Good administration is doing routine tasks well. A bureaucratic approach works well here (see later section on management cultures and cultural appropriateness in Chapter 3). Management involves making things happen even when the environment is not simple and the tasks themselves may be complicated. It requires attention to detail and often involves teamwork. Leadership means helping a group or organisation find its direction and drawing the best out of people to serve a common purpose. Leadership motivates teams to work well. 
Good administration is essential but nobody should employ an expensive doctor to do simple straightforward administrative tasks. On occasion we still hear of doctors doing their own typing or filing for lack of adequate secretarial support. (There is no problem in this for those doctors who have excellent keyboard skills and are supported by effective software and computer systems. However, too often doctors who do not have these skills are expected to act as typists when this is not a “core skill”. Lack of adequate computer systems, software and support result in the wastage of hours of expensive medical time. This can mean doctors working unpaid overtime or employers wasting medical competencies and using doctors inefficiently). 
Modern medical practice is largely delivered by teamwork and so any consultant or principal in general practice will need at least a basic level of competency in management and leadership skills. Many newly appointed consultants and principals in general practice feel they have not acquired this basic level of competency through their training which has understandably been focused on producing competent clinicians. 
Those aspiring to more senior management roles as clinical directors, medical directors, associate medical directors and managerial roles in medical education will require much more than basic competency. Until recently the development of higher levels of competency in these areas has been on an ad hoc basis; although, for example, the British Association of Medical Managers developed its own “Fit to Lead” programme with associated standards and competencies. These covered the following areas:
· Communication
· Developing People
· Developing the Business 
· Developing Self
· The wider contexts
· Quality
These areas are also covered in this book; though not necessarily in that order.
Doctors in senior management positions (such as Medical Directors), most of whom choose to continue in clinical practice, have the unenviable task of keeping up-to-date in both management and in their chosen area of clinical practice. Generally continued involvement in clinical work by doctors in senior management roles helps them to keep in touch and be seen to keep in touch with clinical reality (See Chapter 5 “People skills: iteration”). There is enormous value in senior practising clinicians being involved in management, medical education and professional leadership. In senior medical management positions the art is to design any involvement in clinical work, with the help of colleagues, in such a way that it is circumscribed so that interference, in either direction, between different roles is minimised. “Protected time” for both clinical and management roles is vital and should be recognised as such by employers.

Leadership and management can be distinguished but the relationship between them in successful organisations is close. Leadership defines direction, enables, empowers, and even inspires; but without management competency it does not deliver. The words we use to define management roles for doctors in the NHS demonstrate the complex interactions between “direction”, leadership and management:
· Medical Director (usually an executive director post)
· Associate Medical Director
· Clinical Director (often providing a lead and supported by a manager)
· Clinical Lead (not the same as clinical director or clinical leader)
· Team Leader (often the team “manager” rather than the leader)

Virtually all medical managers need also to be good leaders. But they have to work within a context of direction set by their organisation and that can sometimes cause conflict. Public service management is out of fashion at present and there is a tendency for modern management theory and practice to come from the commercial sector where the “bottom line” is the bottom line of shareholder profit. Hopefully, following the market failures of 2008, an appropriate re-emphasis on public service management and its values will eventually emerge.
Clarity about roles and what titles mean is important. If a service has a Clinical Lead and a non-medical manager; who defines the direction? (See Box 1.2)
 (
A new specialist service is set up. A service manager is appointed but the job description contains no reference to the relationship with the “Clinical Lead”. The doctor appointed to the clinical lead is unsure of his/her relationship to the manager. Normally leadership sets the direction and management achieves the desired outcomes. Here it is different. The manager is heavily “performance managed” (from above) according to national and locally determined “targets”. So what is the role of the clinical “lead”? At one extreme it could simply be to “advise” the manager about clinical issues (so why not “Clinical Advisor”) or to “lead” the clinical aspects of the service along a direction determined by others; at the other it could be to innovate and inspire and give direction to the manager and the team. This can only be resolved by careful negotiation and explicit agreement between the manager and the clinical lead. This will need to involve more senior management and take into account the views of other members of the team. Failure to resolve leads to conflict and inefficiency. 
)











Box 1.2. Conflict between management and leadership due to lack of clarity
Exercise 1.1. Using 3 columns make a list of the administrative, management and leadership components of your (“management”) job. Eliminate any tasks in the administrative column (as far as possible) by delegation to others (secretary, management assistant, personnel officer et al). If you have nobody appropriate to delegate to ask how and when such support can be developed and make it a priority. Now look at the largely leadership and management tasks that remain and put them into priority order. Decide how and when you will make time for the priority tasks. (The rationale for this can be seen in Stephen Covey’s best selling management book, “The Seven Habits of Highly Effective People” (1). This task has elements of the first three habits: being proactive, beginning with the end in mind and putting first things first). 
Core competencies of Managers and Leaders
Table 1.1 gives a list of some of the skills or competencies that medical managers and leaders need (a couple of rows are blank for you to add your own ideas):
	Management
	Leadership

	Negotiation
	Setting direction

	Change management
	Enabling

	Supervision
	Empowering

	Conflict resolution
	Involving

	Delegation
	Inspiring

	Communicating information
	Listening

	Giving feedback
	Influencing

	Dealing with crises
	Avoiding crises

	Performance management
	Leading by example

	
	

	
	


Table 1.1 Some competencies of managers and leaders
The trainee in medicine will have experience in a number of these skills. What doctor, in a modern health service, has not had to negotiate with patients and carers over treatment plans or with colleagues over on call or leave arrangements? We have all seen change managed (almost constantly in the modern NHS and not always well). All doctors in training should have had clinical and educational supervision. They will almost certainly have been involved in conflict resolution and crisis management and will have been the object of much delegation!  They may not have had so much experience in setting direction; but, if they have been lucky in their training experience, they will have been supervised by consultants who were enabling, empowering, involving and even inspiring. Inevitably they will have been influenced by the examples (not always good) of those with whom they have trained.
Many new consultants will feel that they have not had enough systematic teaching  or practical experience in these areas, though this, like the support for those taking more senior management roles, is improving.
Exercise 1.2: In two columns, one for management and one for leadership, make a list of the competencies you believe you require for leadership and management in your current role. Rate yourself on a scale of 1 (poor) to 5 (excellent) in each competency. If you have trusted colleagues you may wish to ask one or more of them to rate you, too, to get different perspectives. Consider how you can make the most of the areas you are rated highly on and determine how important it is to improve any other areas. If it is important make a plan to do something about these areas.
Achievement demands synergy between leadership and management. Wellington was a great military leader but historians attribute some of his success to attention to detail in managing the logistics of his military operations. Inspired decisions on the battlefield were supported by months of careful preparation, despite the administrative tasks imposed by the central bureaucracy against which he sometimes rebelled (Box 1.3).


 (
AUGUST 1812
Gentlemen:
Whilst marching from Portugal to a position which commands the approach to 
Madrid and the French forces, my officers have been diligently complying with 
your requests, which have been sent by H. M. ship from London to Lisbon and thence by dispatch rider to our headquarters.
We have enumerated our saddles, bridles, tents and tent poles, and all manner of 
sundry items for which His Majesty's Government holds me accountable. I have 
dispatched reports on the character, wit, and spleen of every officer. Each item and every farthing has been accounted for, with two regrettable exceptions for 
which I beg your indulgence.
Unfortunately the sum of one shilling and nine
 
pence remains unaccounted for in 
one infantry battalion's petty cash and there has been hideous confusion as to the number of jars of raspberry jam issued to one cavalry regiment during a 
sandstorm in western Spain. This reprehensible carelessness may be related to 
the pressure of circumstances, since we are at war with France, a fact which may come as a bit of a surprise to you gentlemen in Whitehall.
This brings me to my present purpose, which is to request elucidation of my instructions from His Majesty's Government, so that I may better understand why I am dragging an army over these barren plains. I construe that perforce it must 
be one of two alternative duties, as given below. I shall pursue either one with 
my best ability, but I cannot do both.
1.
To train an army of uniformed British clerks in Spain for the benefit of the accountants and copy-boys in London, or, perchance
2.
To see to it that the forces of Napoleon are driven out of Spain.
Your most obedient
 
servant, 
WELLINGTON
)



















Box 1.3 Duke of Wellington’s Despatch to Whitehall (displayed at Mirehouses, the country home of one of his descendants in Cumbria).

Starting in a new situation
In any new situation, whether on first appointment as a consultant, or as a medical manager of whatever grade, it is essential to start well. Handling transition to a role with increased responsibilities is never easy and it is always useful to make time to reflect on developing roles and responsibilities, preferably with the help of a mentor, coach or other level-headed person. Even if you have been in your current situation for some time it makes sense to reappraise the situation and to make a fresh start from time to time. Often this needs to be done after a few months spent exploring the demands and limits of the role. The areas to be appraised to achieve this fresh start can be summed up in the “3R’s”as follows:
· Roles
· Relationships
· Responsibilities 
Roles
One of the strengths of how medicine is organised is that management jobs involve continuing clinical practice (and sometimes academic and/or training roles as well). It is useful to make an inventory of key roles. See Table 1.2 for an example of key roles for a newly appointed medical director. Clarity about the key roles as they develop helps to ensure that no one area is neglected or sacrificed accidentally.  It also enables a continuing review of both the roles and the priority to be given to them. One of the authors has even, from time to time, colour-shaded his weekly programme according to the different roles over a period of a week to get a clearer idea of which roles were taking the time! Be aware, if you do this, that one of the things you may find is that roles (especially administrative roles) that are not properly your own can be stealing time and that delegation is called for.
Organisations that are run by “Boards” like NHS Trusts have a mixture of Executive Directors in roles such as Chief Executive, Medical Director, Finance Director, Human Resources Director and Director of Quality supported by Non-Executive Directors chosen for their expertise in areas like accountancy, business management, local politics etc. One of the Non-Executives acts as Chair of the Board and collectively they are responsible for providing a degree of outside scrutiny, support and common sense to guide the Executive Directors in their work and the Board in its decision making. Once decisions are made, the Board is expected to stand behind them.
	Role
	Remarks

	Medical advice and leadership to Board
	This will involve good communication with relevant medical colleagues and fair evaluation of sometimes competing priorities. It will also involve good relationships with other Directors and a recognition of what they contribute.

	Medical employment and disciplinary matters
	Here the relationship with the director of human resources, other human resources staff, the local representatives of the BMA and the doctor’s own defence union are likely to be helpful.

	Leader of team of doctors
	Mutual respect between members of the medical management team and senior colleagues is vital.

	Continuing Clinical work
	For more junior management posts clinical workload may only require minor adjustment; for the most senior posts it may have to be severely limited. In either case smooth organisation and the cooperation of colleagues is essential

	Wider responsibilities
	Some medical managers will also have roles within professional organisations of clinicians or of managers or be involved in wider health service or related work

	Other roles
	At this stage it does no harm to remind oneself of the wider roles within work (e.g. teacher, researcher) and outside of work (parent, partner, participator in recreational activities, etc)



Table 1.2: Key roles for a newly appointed Medical Director.
Figure 1.1 gives an example of how a “balance wheel” can be used to look at the different roles, for example, of a newly appointed Medical Director and how well they are being fulfilled. In this kind of a plot the subject makes a judgement about how well s/he is fulfilling each role on a scale of O (centre of circle) to 10 (periphery). Some people join the dots and make the point that if you end up with an odd shaped figure you are in for a “bumpy ride”!

In this example there are 8 radii but there can be as many or as few as the situation demands. The labels applied to each radius here are roughly the same as in Table 1.2 but note that the issues of medical employment and discipline have been separated out in the table.

 (
Medical advice to Board
)
 (
Partner
) (
Maintaining standards of Medical Practice
)

 (
Recruiting/retaining Senior Medical Staff
) (
x
x
)
 (
Parent
)


 (
Educational supervisor
) (
Leading team of Medical Managers
)
 (
Clinical Work
)


Figure 1.1 “Balance Wheel” for the Role of Medical Director
This tool can lead to a reappraisal of priorities. For example, the balance wheel above leads to a understanding that the issue of medical advice to the board needs urgent action. Recruitment and retention of Senior Medical Staff and leading the team of Medical Managers also appear to be priorities. Review of all the information in the “Balance Wheel” might lead to an action plan such as that outlined in Table 1.3.


	Role
	Action
	Timing

	Medical advice to Board
	Discuss with CEO
	today

	Recruiting/retaining Senior Medical Staff
	Discuss with Associate MDs
	Next week

	Maintaining Standards of Medical Practice
	Discuss (and if necessary develop) policies with other relevant Directors 
	Before “away day” below

	Leading team of Medical Managers
	Plan for  “away day” to develop shared vision & values
	Plan now for next month

	Clinical Work
	No action
	

	Educational Supervisor
	Explore support to trainee from another appropriate consultant
	This week

	Parent
	Get home on time
	tonight

	Partner
	Don’t neglect
	always


Table 1.3: Illustrative Action Plan that might arise from considering the issues highlighted by the “Balance Wheel” of Figure 1.1
[bookmark: _GoBack]Exercise 1.3 Make your own list of key roles. Reflect on how important each is to you personally and to the organisation you work for. On a scale of 1-10 make a judgement on how well you fulfil each of these roles (you can make a table, or use a “balance wheel” see above). Consider how you could improve your scores where necessary. This might mean reallocating time, delegating some less important tasks to others, working to get more support in a particular role or any other action for which you can take responsibility. Plan definite actions and give them timescales. Resolve to make at least one change in the week ahead and others incrementally, ideally allocating dates to start and complete each.
Relationships
Each of the roles above involves key relationships. Modern medicine is a team effort and good relationships are the foundation for effective clinical and managerial teams. Many failures in health and social services are blamed on poor communication but, as the management writer Stephen Covey (1) points out, good communication depends on trust and trust, in turn, is based on our assessment of the other person’s “character and competence”. This can be briefly expressed as a management “equation”:
Communication ~ trust = character x competence
Starting in a new job, one needs to make a list (or “mind map”) of key relationships.  These relationships will generally relate to the roles considered earlier. For example in making sure adequate attention is paid to medical opinion on the board, in the example above, the chief executive is a key relationship. Other directors with clinical responsibilities are also likely to be important in this context. In issues of medical staffing and discipline, the personnel director and any medical personnel specialist is likely to figure and so on.
What makes effective relationships at work? Here is a list that you may wish to expand:
· Mutual respect
· Shared vision (and mission)
· Shared values
· Clear definitions of roles and responsibilities 
· Flexibility (within limits)
· Integrity

Mutual respect is a great starting point but how often do we hear doctors “slagging off” managers or vice versa?  Barack Obama, in his autobiographical treatise on reshaping American politics (The Audacity of Hope (2)), stressed the importance of respecting the views of others, even when we don’t agree with them. This requires a degree of empathy, of willingness to see and acknowledge the other person’s point of view. It requires spending time finding out about their values, their understanding of what motivates people and their vision for how services should run and be developed. It emphatically does not involve the lazy prejudice of always imputing the worst motives to others. We all need to understand and respect each other’s positions. That is the starting point of good relationships. 

Within the work context, shared vision is also crucial. This does not come naturally and requires hard work. It applies at all levels. The clinical team needs shared vision. The different elements of a service require shared vision. The different parts of an organisation need shared vision. At Board level this vision needs to be a guiding principle that is genuinely shared not only by board members but by all managers, clinicians and other employees. Everyone in the organisation should be able to articulate what the organisation is there for (mission), where it is heading (vision) and how it intends to get there (values). Lack of such shared understanding leads to inefficiency and disruption within any organisation as different factions pull in different directions. When an organisation is new, shared vision can be developed by a process that involves all staff and also takes fully into account the ideas of service users. 
In practice a strong vision for future direction often comes from a chief executive or senior manager. But, however charismatic the manager, it is essential to listen to other people’s points of view and to ensure, as far as possible, that all staff feel genuine “ownership” of the vision. A doctor newly appointed to a management position needs to find out what senior managers think about the purpose and direction of the organisation. He or she may even need to help others to become clear about this.
If mission is what we as an organisation are there for and vision is about the direction we are heading in, values are about how we get there. What standards of behaviour are expected of us? Values can be expressed in an ethical code. The General Medical Council’s (GMC’s) statement on “Duties of a Doctor (3)” (Box 1.4) is at once an expression of standards and of their underpinning values. 


 (
Patients must be able to trust doctors with their lives and health. To justify that trust you must show respect for human life and you must: 
Make the care of your patient your first concern
Protect and promote the health of patients and the public
Provide a good standard of practice and care
Keep your professional knowledge and skills up to date
Recognise and work within the limits of your competence
Work with colleagues in the ways that best serve patients' interests
Treat patients as individuals and respect their dignity
Treat patients politely and considerately
Respect patients' right to confidentiality
Work in partnership with patients
Listen to patients and respond to their concerns and preferences
Give patients the information they want or need in a way they can understand
Respect patients' right to reach decisions with you about their treatment and care
Support patients in caring for themselves to improve and maintain their health
Be honest and open and act with integrity
Act without delay if you have good reason to believe that you or a colleague may be putting patients at risk
Never discriminate unfairly against patients or colleagues
Never abuse your patients' trust in you or the public's trust in the profession.
You are personally accountable for your professional practice and must always be prepared to justify your decisions and actions. 
)















Box1.4 Duties of a Doctor (from Good Medical Practice (3))
Though the GMC publishes more detailed guidance on Management for Doctors (4), this general ethical statement, with minor additions serves as a statement of values for Doctors involved in management.
Putting the patient first and wider concern for the health of the population are (or should be) what the Health Service is all about. It is not just clinicians who have an obligation to provide a good standard of clinical practice and care. Clinical Governance places that obligation on all healthcare organisations. Apart from clinical standards, management practice, too, has its standards, expressed through the duties of Corporate Governance which covers financial and other aspects of probity. Doctors who are managers, like other managers need to keep up-to-date, to recognise their limits and to “work in partnership with colleagues”, co-operating in the interest of patients (and the wider population). In some cases management concepts may be wider than clinical concepts. For example management understanding of confidentiality may also embrace concepts such as commercial confidentiality or intellectual property rights. Listening, giving necessary information, respecting employees viewpoints (though not necessarily giving every employee the primacy the patient enjoys in the management of a medical condition) and supporting employees are all useful management values. Honesty and integrity speak for themselves. 
So the ethical values of doctors and the ethical values of managers (at least in a public service organisation) can be easily aligned and compared. In commercial organisations the duty to return a profit for shareholders can appear to be in conflict with some of the other duties. This is one of the reasons that some people have reservations about the introduction of more “for profit” companies into the provision of NHS services. Clarity is essential in this situation. In medical ethics, the other values of a healthcare organisation are equally as important as (and, in the case of “putting patients first”, more important than) “duty to shareholders”.
Clear definitions of roles and responsibilities enable people to work efficiently and effectively without constantly “tripping over” invisible boundaries (see Box 1.2 above). It is remarkable how often, in a complicated organisation like the Health Service, that definitions are unclear. This can result in much wasted effort and sometimes in bad feeling!
Flexibility (within limits) is just as important as clear boundaries. Sometimes we may choose to take on extra work outside of our normal duties. However, we should always beware of unlimited flexibility resulting in overwork or lack of clear definition or of flexibility that, ratchet-like, only works in one direction!
Integrity  in the sense of being true to oneself and fair to others is an essential factor in successful management and leadership. Machiavelli’s ideas notwithstanding, people work better when they know they can trust their colleagues. The multiple roles of medical managers make integrity particularly important. Great clarity of thinking and boundary setting are needed to maintain integrity (see Box 1.5).


 (
After a meeting, a consultant “buttonholes” the medical director and asks for “a quiet word”. The medical director takes the colleague (Dr A), who is clearly angry, to a private office. The consultant asks if he can speak about a colleague (Dr B) “in confidence”. The medical director (who has been in similar situations before) reminds his colleague that confidentiality is always bounded. If he hears about anything where his duties as a doctor or as a manager require him to act, he will not be able to guarantee confidentiality. The colleague accepts this and, before the medical director can say more, launches into an account of his fury that Dr B has sent him an email concerning leave arrangements which he considers to be demeaning and bullying. Dr B has compounded this “offence” by copying the email to a several colleagues.
What happens next will depend on circumstances. If this is the first time the medical director has heard of Dr B behaving in this way she might adopt a coaching or mentoring approach to help Dr A to find a way of dealing with Dr B (with or without any intervention from the medical director.) If this is not the first time that such issues have surfaced and previous informal attempts to resolve them have failed; or if the email is so outrageous as to demand further action, the medical director needs to decide whether a more formal investigation and intervention is required. If this is the case, the medical director has maintained her integrity by reminding Dr A that confidentiality is always bounded.
) 













Box 1.5 Maintaining integrity
Responsibilities
Doctors are trained to have a clear sense of personal responsibility for patients under their care. Consultants generally feel that they have the authority (though not always the resources) in the clinical situation to discharge their clinical responsibilities. Even in the clinical situation, in complex areas like psychiatry, responsibility may be shared (again, the GMC has a document (5)). However, responsibility should never be so diffuse that nobody takes it! Responsibility for ensuring the care or treatment plan is delivered may rest with the care coordinator or the case manager and it is essential that employers take responsibility for ensuring that clinicians of all disciplines have the necessary competencies to undertake tasks that they are expected to perform. Traditionally the General Medical Council has laid on doctors the duty to ensure that anybody to whom they delegate care is competent to deliver that care. In a large multidisciplinary team this responsibility now rests with the employer. However, if doctors have doubts about the competency of colleagues, they are expected to act. 
How, exactly, to act will depend on circumstances. It may involve talking to the colleague face to face. If the colleague is from another discipline and the matter is of serious concern it may necessitate talking to a service manager, Clinical Director or a manager in that particular discipline. Doctors should always have a mentor or other trusted peer to whom they can go for support in deciding what to do if they have concerns of this nature. Ultimately they should be able to consult a medical manager and/or their Defence Organisation for support and advice. The best course of action will depend on local structures and relationships as well as upon the nature and severity of the concern. Nobody should feel alone in dealing with this kind of situation. If they do, management has failed.
When we move away from the clinical situation to the managerial situation, responsibilities, boundaries and authority are often hard to pin down. Nevertheless it is worth the effort to obtain clarity!
To roles, responsibilities and relationships we could add a fourth “r” – resources. There rarely seem to be enough to do the job as well as the well-trained professional wants. For the medical manager there is a twofold duty. First, it is imperative to make the best possible use of available resources (efficiency). Second where a case can be made for extra resources it is important to prioritise need and to make an evidence-based “business case” for the development or re-allocation of resources (equity). Simply complaining that there is not enough is inadequate.
Conclusion
In this chapter we have considered the distinctions between administration, management and leadership. We have begun to look at the competencies needed to manage and lead successfully. We have suggested a framework for evaluating the roles, relationships and responsibilities of the managerial component of any medical job. In doing this we have emphasised the complexity of the roles undertaken by medical managers and the necessity for good working relationships. In the next chapter we will look more closely at key relationships and how to keep them healthy. Later chapters will examine the impact of different management cultures and the need to be able to operate efficiently in the various cultures found in any large organisation. We will examine some of the key skills and competencies that medical managers need to develop. We will look at developing and sharing personal vision and values and at maintaining personal (including “work-life”) balance. We will examine the importance of “iteration” in developing understanding for senior managers. Co-operative ways of working and thriving in an ever-changing environment are also highlighted. Our last chapters revisit some of the earlier work on personal balance and seek to support medical managers in keeping going and knowing when to stop! 
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