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Chapter 1

Introduction

Increasing demands on health care pose ongoing challenges
to the health care profession worldwide. Health care manag-
ers are called upon to develop new competencies in various
domains of their professional practice. Managing and leading
health care teams is one of these domains. Management and
leadership competence has not traditionally been mandated
in undergraduate medical curricula, however increasingly
professional medical associations are taking up the challenge
of preparing physicians for leadership and management.

Despite lack of formal training, doctors are often invited
to take on leadership and management roles in health care.
In Australia the Royal Australasian College of Medical
Administrators (RACMA) estimates more than 4,000 doc-
tors in public hospital settings are working part time in medi-
cal management and clinical leadership roles without
necessarily having undergone formal training [1]. Global
debate has recently focused on the role of doctors not only to
participate in but to lead the required development and
transformation of the health services [2], as well as how best
to prepare future medical leaders [3].

In 1963 the Royal Australasian College of Medical
Administrators (RACMA) was established as a college for
doctors in senior public sector leadership roles, such as medi-
cal superintendents and heads of health services in Australia.
The College was recognised by the National Specialist
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2 Chapter 1. Introduction

Qualification Advisory Committee in 1980 as the appropriate
examining body for the new specialty of medical administra-
tion [4]. Since then the College has expanded to include
Fellows in Hong Kong and New Zealand [5, 6]. The College
now has a well-established training program for doctors spe-
cialising in health services management and leadership [4].
The training program has evolved and continues today to be
accredited by the Australian Medical Council (AMC) and the
Medical Council of New Zealand. In Hong Kong the special-
ity is known as Administrative Medicine and training is
offered through the Hong Kong College of Community
Medicine within the Hong Kong Academy of Medicine. The
RACMA Medical Leadership and Management Curriculum
Framework (Fig. 1.1) provides the basis for the specialist
training programs offered by the College.

In the United Kingdom by 1997 the British Association
of Medical Managers was well established with 800 mem-
bers and the Scottish Intercollegiate Initiative in Medical
Management was well underway [7]. Lord Darzi’s High
Quality Care for All: NHS next stage review [8] recom-
mended a mindset change viewing the clinical leader using
a “practitioner, partner, leader” model. Similarly other
National Health Service in the UK (NHS) and General
Medical Council (GMC) publications, for instance
Tomorrows Doctors [9], redefine the role of doctor reflect-
ing an international trend to interpret the role more broadly
and to include management and leadership as part of this. In
2007, the NHS Institute for Innovation and Improvement
was given responsibility for leadership development and
building leadership capacity across the NHS. Key amongst
the projects that followed was the Enhancing Engagement
in Medical Leadership Project to develop and promote
medical leadership engagement across the UK. In conjunc-
tion with the Academy of Medical Royal Colleges a Medical
Leadership Competency Framework (MLCF) was pro-
duced [10]. The MLCF provides a structure for the leader-
ship development of medical students, trainees and qualified
doctors.
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Figure 1.1 RACMA medical leadership and management curricu-
lum framework (Reprinted with permission from Royal Australasian
College of Medical Administrators)

In Canada the LEADS Framework similarly aims to
align and consolidate the leadership competency frame-
works and strategies that are found in Canada’s health sec-
tor [11]. The LEADS Framework, now widely adopted in
Canada is a reflection of the key knowledge, skills and atti-
tudes required to lead at all levels of the health care setting.
The framework consists of five domains: Lead Self, Engage
Others, Achieve Results, Develop Coalitions, and Systems
Transformation [12].

In 2012 the World Federation for Medical Managers
(WFMM) was established [13] and the same year commenced
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a comparative analysis of the training programs delivered
under the auspices of its members (USA, Canada, Hong
Kong, South Africa, Australasia, Sri Lanka, Israel, UK and
Italy). The early findings of this international group have
identified training programs across the globe ranging from
the formal accredited specialty programs of the RACMA in
Australia, NZ and Hong Kong, to those professional develop-
ment programs auspiced for delivery by professional associa-
tions for doctors in management (such as the American
College of Physician Executives (ACPE)) and Canadian
Society of Physician Executives (CSPE). In South Africa and
Sri Lanka and Israel management programs for doctors are
emerging as academic programs delivered by universities and
recognized in employment.

There is now increasing evidence to support the impact of
leadership training programs on physicians’ knowledge, skills,
attitudes, behaviours, and outcomes [14-16]. Since the Royal
College of Physicians and Surgeons of Canada defined the
managers role as one of seven key competencies in the
CanMEDS framework needed for medical education and
practice [17], management education in health care has
become a consideration in most medical education programs.
However, despite these initiatives doctors in training still do
not feel fully prepared in terms of perceived leadership com-
petencies [18, 19] suggesting not only room for improved cur-
riculum design to ensure preparedness but also a role for
current senior medical managers and leaders as teachers.
Medical leaders are well placed to ensure not only a work cli-
mate in which education, training and research can flourish but
also to take some responsibility for teaching discipline specific
competencies related to medical management and leadership.

The following text describes key medical management and
leadership competencies using a case based approach. The
text and supporting case studies illustrate theoretical and
practical aspects of management and leadership in the health
care setting.
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Chapter 2

Professional Leadership
and Management in Medicine

Abstract As health care leaders, doctors need to be strategic
leaders demonstrating the ability to anticipate, envision and
to empower others to create change. Within this context
health care leaders need to demonstrate awareness of ethical
and professional issues in managerial decision making.

Keywords FEthics ¢ FEthical decision making e
Professionalism ¢ Emotional intelligence ¢ Continuing pro-
fessional development

Professional Leader

Across the globe medical managers are being asked to under-
take a challenging yet pivotal role, in demonstrating effective
leadership to bring about real improvements in clinical care
and health management in health care services. As health
care leaders, doctors need to be strategic leaders demon-
strating the ability to anticipate, envision and to empower
others to create change [1]. Strategic leaders need to be
able to determine the strategic direction of the organisation,
develop its human capital and sustain an effective organisa-
tional culture. Within this context health care leaders need
to demonstrate awareness of ethical and professional issues
in managerial decision making. Ethical leadership creates a
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work environment in which ethical behaviours are rewarded
and in which all people are treated with dignity.

The relevant competencies, i.e. knowledge skills atti-
tudes and behaviours required of professional leader
include:

e Implementing management decisions which are ethi-
cally appropriate

e Consistently acting with integrity and accountability

e Demonstrating respect for professional, legal and
ethical codes of practice

e Demonstrating maintenance of professional compe-
tence and lifelong learning such as participating in
peer review and audits

e Demonstrating willingness to accept constructive
feedback

e Demonstrating a balance between personal and pro-
fessional priorities

e Recognising other professionals in need and respond-
ing appropriately

e Demonstrating emotionally intelligent leadership
and reflective practice

e Demonstrates knowledge of current leadership the-
ory and reflects this in practice

One of the key distinctions identified in the literature is
the distinction between leadership and management.
Leadership is about setting direction and influencing and
motivating others to achieve change. Management on the
other hand, is concerned with assembling and organising
resources to achieve organisational goals. The current litera-
ture sees leading and managing as separate but complemen-
tary activities.

To effectively lead in health care, the modern health care
leader should have knowledge of current leadership frame-
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works and theories as they pertain to everyday practice. The
National Health Service (NHS) (UK) Leadership Qualities
Framework is an evidenced based leadership framework cre-
ated following substantial research targeting the specific
needs of the health care environment. In Canada the LEADS
Framework similarly aims to align and consolidate the lead-
ership competency frameworks and strategies that are found
in Canada’s health sector.

Leadership theories have developed through four distinct
phases. In the first half of the twentieth century the trait theo-
ries prevailed. These theories tried to identify intellectual
emotional physical and other personal traits which appeared
to differentiate between successful and unsuccessful leaders.
Trait theories however showed no consistent pattern of pre-
dicting effective leadership performance and it is now recog-
nised that leadership is a far more complex phenomenon and
not just based on traits. (Nonetheless it is worth noting that
trait theory has had a recent resurgence of interest with
Goleman’s work on emotional intelligence [2]). From the
1950s onwards the focus of leadership theories moved away
from personal traits to behavioural theories. Blake and
Mouton explored concern for task and concern for people
along the X and Y axes of what they called a “managerial
grid” [3]. The underlying premise of this and other models is
that leadership behaviours can be consciously selected and
modified at will. Behavioural theories of leadership nonethe-
less failed to identify the sorts of behaviours that worked in
particular situations. This aspect was further developed by the
contingency or situation theories of leadership. Hersey and
Blanchard’s situational leadership model [4], for example
asserts that the leader needs to adapt their leadership style
depending on the competence and commitment of their fol-
lowers. Fiedler’s contingency model [5] specifies that perfor-
mance is contingent upon both the leaders motivational
system and the degree to which the leader controls and influ-
ences the situation. Contingency variables in this model
include leader member relations (that is trust confidence and
respect that followers have for the leader); task structure
(that is the extent to which a task performed by employees is
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routine or non-routine) and position power (that is the extent
to which the leader has reward, coercive and legitimate
power for hiring firing and promotion). Fiedler’s contingency
model uses the least preferred co- worker (LPC) scale as a
measure of leadership style. It indicates whether a leader
describes their least preferred co-worker in negative or
positive terms. Low — LPC leaders tend to be task oriented,
that is the focus on improving relationships with subordinates
is only after they are assured that tasks have been completed.
High — LPC leaders first concentrate on establishing good
relationships with their subordinates and then focus on task
completion. Since the 1980s the focus of leadership theories
has shifted to consider how leaders can best manage the con-
text of continuous change.

Change is an ongoing process within most healthcare set-
tings. The health care leader needs to be familiar with theo-
ries of organisational change [6, 7] as well as practical
approaches to dealing with resistance to change [8].
Transformational leaders release human potential by empow-
ering others. New leadership constructs such as ‘authentic
leadership’ [9, 10] claim a global ethical meltdown in leader-
ship calling for leadership that is both ‘authentic’ and ‘posi-
tive’. Researchers and academics cite several components to
authentic leadership including self- awareness, self- develop-
ment and a positive moral perspective.

Self Awareness and Reflective Practice

Self-awareness is at the core of personal and professional
development. Being able to recognise one’s skills, strengths
and weaknesses, as well as the impact one has on those
around helps develop leadership potential. Self-awareness
includes a recognition of individual strengths and weak-
nesses, as well as a high level of self-concept and a stable
sense of self knowledge and self belief [11]. The literature on
authentic leadership suggest the importance of transparency
in expressing emotions and feelings to others, whilst at the
same time regulating such emotions to minimise displays of
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inappropriate or potentially harmful emotions [12]. Emotional
Intelligence is the ability to understand what you are feeling
and why, and to perceive emotions in others. Leaders with an
internal focus of control are aware of how they impact on
others, both positively and negatively [13]. The ability to rec-
ognise and regulate this information in productive ways is
important in the delivery of health care in highly complex
organisational structures.

Soliciting feedback from those we trust is an important
means of increasing self-awareness. Although feedback is
normally understood to mean a formal process that happens
infrequently, it can be more effective if delivered more infor-
mally and frequently. Self-reflection also helps ensure actions
taken are evidence based. There are many ways to reflect,
some of these include — journal writing; ‘thinking out loud’;
recording reflections on a tape or meditation. Maintaining a
journal is a particularly useful way to become more aware of
one’s own practice, recognize patterns of events and individ-
ual response to these. Journaling can also help identify learn-
ing needs and enable linkages to be made between theory
and practice. One outcome of the reflective journal may be a
Personal Development Plan (PDP). The latter is designed to
enable the health care manager with the help and support of
a mentor to assess his/her own effectiveness in the current
role, identify future goals and set objectives to improve cur-
rent performance. Developing a PDP consists of conducting
a personal evaluation, meeting with a mentor to discuss a
plan and continuous review. The sorts of considerations such
a plan may contain might include a reflection on the skills,
knowledge and personal qualities required for the current
role (which do you possess/in which areas would you like to
improve/what additional skills do you feel you need to help
realise your future aspirations?). In articulating goals it is
important to make them specific, measurable, appropriate,
realistic and time-bound.

Reflecting on one’s own performance (rather than some-
one else’s) requires personal insight; the skills of self-
assessment and the ability to accept and act upon feedback
from peers. Reflective observation is described as the second
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stage of the Lewin/Kolb learning cycle [14]. Kolb suggests
that there are four stages which follow from each other.
Concrete experience is followed by reflection on that experi-
ence on a personal basis. This may then be followed by the
derivation of general rules describing that experience, or the
application of theory to practice (Abstract Conceptualisation),
and then to developing ways of modifying the next occasion
of that experience (Active Experimentation). Schon (1983)
suggested that the capacity to reflect on action in order to
seek continuous improvement is one of the defining charac-
teristics of professional practice [15]. Evidence of reflective
practice as health care leaders includes participation in self —
directed learning such as peer review and audit. Professional
leadership also requires the demonstrated ability to accept
constructive feedback and the preparedness to change behav-
iour as appropriate, based on such feedback. Porter-O’Grady
and Malloch [16] suggest leaders increase their self-aware-
ness by asking themselves the following simple questions on
a daily basis: What difference did I make today? Who did 1
affect? What opportunities did I miss? What do I need to
change?

In their original discussions on authentic leadership,
Luthans and Avolio [10] identified that authentic leaders
display confidence, optimism, hope and resilience. These
capacities often spring from a balance between our profes-
sional and personal lives. The key to managing oneself, one’s
job and one’s life is about understanding oneself and setting
priorities. A quote from British (Canadian-born) physician
and mentor Sir William Osler over a hundred years ago cap-
tures the importance of achieving that essential balance:

While medicine is to be your vocation, or calling, see to it that you
have also an avocation — some intellectual pastime which may
serve to keep you in touch with the world of art, of science, or of
letters. Sir William Osler, from After Twenty-Five Years, in
Aequanimitas.

Underpinning most leadership constructs is a requirement
for a strong moral and ethical framework. Medical practitio-
ners are expected to act at all times within the ethical and
professional code set out for the profession. As medical
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managers there is a need for heightened awareness of the ethi-
cal issues in managerial as well as clinical decision making.
Specific areas of competency include an understanding of
medical ethics, awareness of conflict of interest, recognising
one’s own strengths and weaknesses, understanding the legal
and ethical responsibilities of a medical practitioner and con-
sistently acting with integrity. The professional medical
manager is also required to be capable of identifying breaches
of professionalism in other colleagues and responding to these
appropriately. Where there is concern in relation to potentially
unsafe systems, the medical leader must act to prevent any
immediate risk to patient safety by taking appropriate action.

Making Sense of Our World

A key aspect that influences interaction with others and may
affect communication with colleagues and patients is how we
make sense of our world. Heider [17] claims there is a strong
need to understand events in the world around us by attribut-
ing them to people and/or the environment. He argued that
we make continual causal analyses about other’s behaviours
where the behaviour is either attributed to the person’s dis-
position or external situational factors. Attributions are only
inferences and therefore prone to bias. Chris Argyris devel-
oped the ladder of inference in 1990 as a tool to understand
the thinking process and help us understand how and why we
think as we do about an issue [18].

There are several questionnaires and self-discovery
tools to help the medical manager inform this process
including the Myers Briggs Personality Questionnaire [19];
Belbin’s Team Type Questionnaire [20] and Learning Styles
Questionnaire [21]. Perhaps the most widely used test for typ-
ing personality in organisational settings today is the Myers-
Briggs Type Indicator (MBTT) [22]. This instrument is based
on the concept of psychological type developed by Jung in
the 1920s. From Jung’s work Myers and Briggs identified four
basic aspects of personality: where we get our energy, what
we attend to, how we make decisions and how we operate in
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the world. Most sit at any point between the two extremes
on these dichotomies. The Extraversion-Introversion dichot-
omy; the Sensing—Intuition dichotomy; the Thinking—Feeling
dichotomy and the Judgment—Perception dichotomy. Using
this inventory individuals can be classified on either end of
the four dichotomies, giving 16 possible psychological types
which indicate where preferences lie. The types are desig-
nated by the appropriate letter from each dimension: e.g. an
ESTJ is an Extroverted, Sensate, Thinking Judger, while an
INFP is an Introverted, Intuitive, Feeling Perceiver. Whilst
the MBTI has become a very popular staff development
tool, caution is needed in interpretation. Although we do
tend to have a natural preference for one or the other end
of the dichotomies, we can all demonstrate some of the eight
preferences at different times. The Myers-Briggs indicator is
therefore best viewed as a useful adjunct to help team mem-
bers in the workplace understand how we may view the world
a little differently from others, thereby facilitating team work
and avoiding potential conflict.

In summary leadership in health care requires strategic
vision, professionalism, high levels of self-awareness and
commitment to ethical practice. Leadership also requires
commitment to fostering a culture in which all people are
treated with dignity and respect.

Case Study 1

You are new to this regional hospital and have recently
accepted a new post as Director of Clinical Training. As part
of this portfolio you are responsible for all junior doctor edu-
cation and training matters as well as maintaining your clini-
cal portfolio (as an Emergency Physician 3 days a week).
You are heartened by the welcome you have received from
the CEO and Director of Medical Services (DMS). As you
take up residence in your new office you see posters along the
corridor as you approach the Clinical Training Unit supporting
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family friendly policies and the safe working hours campaign
for junior doctors. After the first month has passed you begin
to notice an increasing trend of being “copied in” on emails
from the CEO and the DMS pertaining to a wide range of hos-
pital management issues not just junior doctor matters. This is
also occurring after hours, on weekends and when the CEO is
travelling. Many of the emails sent from her Blackberry© are
being responded to by other colleagues before the next work-
ing day and you feel obliged to do the same. You also observe
a habit of setting early morning or late afternoon meetings.
You are committed to supporting a safe culture amongst
junior doctors and this was particularly emphasised at your
selection interview but you feel this is now at odds with the
behaviour you yourself are beginning to demonstrate.

As a New Member of the Executive Team,
How Will You Manage This Situation?

Consider the following.

e What is the local culture at this hospital?, i.e. the sets of
values, beliefs and behaviours that govern particular
behaviours. Why is this so?

¢ Authentic leadership relates to the alignment between
internal values and external behaviour. What are your
values?

¢ How might this work practice impact on your vision for
safe practice amongst junior doctors? What message does
it send?

e Are the CEQO’s values consistent with her own actions?
How might you explore this? Is there a possibility she may
be unaware of the mismatch?

¢ Discuss with other colleagues. Is this a practice of respond-
ing to emails and meeting scheduling which is new or has
it become entrenched? Do others share your concerns?

¢ Consider how to prepare the case for change.
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Remain politically astute. What is happening inside the
organisation/team? What can and cannot be achieved, set-
ting appropriate priorities and timelines.

What things can you do each day to encourage your own
reflectivity?
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Chapter 3

The Effective Medical
Manager

Abstract The effective medical manager is expected to plan
and manage organisations and the people within them utilis-
ing available resources appropriately. The medical manager
brings clinical input to organisational decision making.

Keywords Organisational behaviour e Prioritising tasks
Manage time effectively e ‘Systems approach’ to man-
agement ¢ Health financing models ¢ Human resource
management

Effective Management

The effective health care leader is expected to plan and man-
age organisations and the people within them utilising avail-
able resources appropriately. The role of the medical manager
is to bring medical input to organisational decision making. It
is expected that the doctor has expert knowledge of the
health care system organisation and funding and can manage
in order to produce the best results for patients, doctors and
other staff. It is also expected she/he will understand the rel-
evant jurisdictional health care systems and be familiar with
national health and funding priorities.

G. MacCarrick, Medical Leadership and Management: 19
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The key relevant competencies, required of an effec-
tive medical manager include:

e Demonstrates a knowledge of organisational
behaviour

¢ Demonstrates effective management within a busi-
ness environment

¢ Demonstrates the ability to prioritise tasks and man-
age time effectively

¢ Identifies and understands all interrelated processes
in a ‘systems approach’ to management

¢ Understands health financing models

e Develops and implements budgets for decision
making

e Implements appropriate human resource manage-
ment strategies including recruitment, allocation and
monitoring of human resources

¢ Understands the principles of preparing and critiqu-
ing business cases, audits, financial statements and
cost benefit analyses

e Understands the principles of allocating finite
resources appropriately

The health care system organisation is a complex one.
In the last decade the increasing demands on health care
delivery across the globe have had significant impact on the
structure of health care systems and strategies for care
reform. Increased consumer expectations and the demand for
cost effective and efficient health care by health care funders
coupled with government demand for increased accountabil-
ity and transparency have contributed to this [1]. Over the
last two decades, a range of policy initiatives have also been
introduced to improve accountability of health care organisa-
tions and these have included a more managed approach to
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health care and a range of initiatives to address concerns over
patient safety and reducing clinical error.

Service Planning

Hospitals usually operate within a network delivering a range
of health services provided by either the hospital and/or a
variety of health care centres or units. Hospital services are
typically grouped around the following: inpatient; outpatient;
emergency; community; mental health; aged care; public
health and health promotion. These health care facilities vary
in terms of service capabilities and include community health
centres, regional hospitals, tertiary hospitals and specialised
health services. Typically each jurisdiction has a health ser-
vices plan which provides overarching direction and guidance
detailing proposed reforms, strategies for funding and the
necessary infrastructure, workforce and assets to deliver these
reforms. Health services plans ensure that the services deliver
according to demand and make effective use of available
resources. The medical manager is expected to participate in
health services planning, providing overarching direction to
departmental plans. As such the medical manager will need to
be cognisant of the service capability of his/her organisation
and be familiar with strategies for funding, workforce plan-
ning and infrastructure. Service delivery also needs to be
aligned with legislation, regulations, standards, policies and
frameworks, and relevant medical college training standards.
In addition to service planning medical managers are typi-
cally involved directly with capital infrastructure planning
and development, for example providing support to districts
and departments undertaking local or specific planning proj-
ects. Such support can include careful consideration and
advocacy for dedicated space for clinical training require-
ments (such as Clinical Skills laboratories or affiliated uni-
versity teaching space) as well as clinical service delivery.
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Human Resource Management

Human Resource Management (HRM) functions are an
integral part of the medical manager’s role. Guest describes
HRM as comprising a set of policies “designed to maximise
organisational integration, employee commitment, flexibility
and quality of work” [2]. Progressive HRM relies on active
staff participation and heavy investment in training and
career development as well as flexible work patterns. HRM
to be effective needs to be strategic and linked to the overall
strategy of the organisation.

A thorough understanding of theoretical underpinnings of
productivity and work motivation [3-7] will help the medical
manager guide job design and planning. Essentially staff sat-
isfaction is a multidimensional construct [8] and needs to be
fully understood by the medical manager. If employee perfor-
mance and valued rewards are linked in some way, work moti-
vation and improved productivity can be expected to follow.
Ideally work should be designed such that staff are utilising
their knowledge and skills; have the necessary information
to be able to fulfil their jobs; have had appropriate training
and development; have the opportunity to enhance existing
skills; are able to anticipate problems and participate in the
solution and are encouraged to participate in decision making
processes. All of these aspects will determine how employees
perceive and perform their work and interact with other work
colleagues. These factors will also impact upon recruitment,
appraisal, reward (i.e. remuneration) and development.

Although in most health care settings many aspects of
recruitment and selection are delegated nonetheless the
medical manager needs to be familiar with the relevant pro-
cesses for the associated tasks such as identifying need for a
vacant position, advertising, seeking approval to fill positions,
forming interview panels, shortlisting, selection processes,
criminal history checking, completion of selection reports,
referee reports and relevant health checks (including vacci-
nation requirements). The manager should also be familiar
with the processes for appointing emergent short term place-
ments, for example using locum agencies.
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A particular consideration for the medical manager is the
global nature of the medical workforce. When appointing
international medical graduates a series of additional checks
are generally required. Typically the medical manager
becomes involved in decisions such as whether the position is
deemed necessary in the first place and whether the particu-
lar post is recruitable locally prior to advertising overseas.
Sufficient time must be allowed for the completion of the
necessary processes for overseas appointments. This can take
several months and includes checking certified copies of
Curriculum Vitaes, medical degrees and proof of identity.
Confirmation of language proficiency is also an additional
concern for the medical manager.

An important aspect of HRM for the medical manager is
credentialing and defining scope of clinical practice. In most
jurisdictions registered medical practitioners require periodic
peer review of their credentials and scope of clinical practice
by a relevant committee. Credentials represent the formal
qualifications, training, experience and clinical competence of
the medical practitioner and scope of clinical practice (also
referred to as ‘clinical privileges’) that a practitioner may
exercise at a specific facility. Health care facilities have a legal
responsibility to ensure the safety and quality of the health
care provided by employed medical practitioners and it is
typically the role of the senior medical manager to oversee
this. The rapid expansion of clinical services, potential proce-
dures and medical equipment makes it even more important
to safeguard patients from any associated risk.

Credentialing policies and practices are subject to natural
justice and should be fair and transparent. Credentialing
should be informed by the respective service’s health services
strategic plan (as above) and therefore be reviewed regularly
as service demands change over time. The medical manager’s
role specifically is to ensure that a credentialing and scope of
clinical practice process is in place in her/his jurisdiction and
maintain and retain appropriate records.

In terms of remuneration, salary levels are typically defined
within the instrument of an award, however medical manag-
ers should be familiar with the relevant entitlements for their
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staff. This includes pay scales and allowances. In addition the
manager needs to be fluent in relevant employment condi-
tions such implementation of flexible and improved work-
ing initiatives such as family friendly provisions; job sharing
arrangements and medical fatigue risk management. Regular
consultation with staff as well as exit surveys conducted on
termination of employment, are a useful way to identify views
about conditions of employment including training opportu-
nities, remuneration and benefits. Such feedback can assist in
design and implementation of improvement strategies.

Performance Management helps ensure employees have
clear objectives and work expectations with plans for self-
development. An integral part of every medical manager’s
responsibility therefore is to meet regularly with staff and
identify performance objectives as well the support required
to achieve these objectives. Performance appraisal and devel-
opment is usually mandated for all employees except those
on short term and temporary contracts. A typical perfor-
mance appraisal and development cycle consists of drafting
an initial agreement which sets out performance targets and
professional development needs; supporting performance
and developmental activities over time, making adjustments
to performance targets if appropriate, followed by perfor-
mance and appraisal and review. The latter consists of an
examination of progress against developmental activities and
setting out performance goals for the next review cycle.

In recent times there has been significant development in
the field of monitoring the performance of doctors by regula-
tory bodies such as Medical Councils which have the respon-
sibility of monitoring the performance of doctors within their
jurisdiction. In the United Kingdom, the General Medical
Council (GMC) has introduced a process of regular revalida-
tion for doctors by a responsible officer. Typically the respon-
sible officer will be a senior medical manager in the
organisation in which the doctor works. As part of this pro-
cess active clinicians must secure a continuing licence to
practise on the grounds that they have demonstrated they are
“up to date and fit to practise” medicine [9]. Senior medical
managers are expected to be involved in this process of
revalidation and have oversight of it. Multisource feedback
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has been increasingly used to provide valuable information
about doctors’ performance. The process consists of obtain-
ing feedback from subordinates, peers, and supervisors as a
means by which managers might encourage improved perfor-
mance. Multisource feedback has become a central compo-
nent of most models of revalidation. Care must be taken
when interpreting multisource feedback. Recent studies
highlight the need for guidance for doctors when collating
appropriate samples of feedback from colleagues and
patients, and, importantly, the need for guidance for those
responsible for interpreting and responding to feedback on
doctors’ professionalism [10-12].

As part of this process the medical manager should be famil-
iar with the processes in place to address ongoing poor perfor-
mance, serious issues and misconduct. The principles guiding
identified poor work performance include early intervention,
provision of appropriate training and associated resources
to support the employee, monitoring of performance and
provision of constructive feedback and counselling. The key
is constructive feedback. There is now convincing evidence
that systematic feedback delivered by a credible source can
change and improve clinical performance [13].

If these measures fail then action should be taken which is
based on procedural fairness, objectivity and accountability.
In some situations it may be necessary to formally investigate
and at times disciplinary action is required. Such circum-
stances would include criminal activity or use of substances
adversely affecting the practitioners’ clinical competence;
misconduct or absence without approval of leave.

Medical managers have a responsibility to know their legal
obligations to employees. An important consideration when
rostering doctors for example, is the legal obligation to pro-
vide a safe system of work including safe work scheduling.
The relevant Occupational Health and Safety Acts will
describe employers’ responsibilities in this regard. Increased
awareness of the effects of fatigue for instance has necessi-
tated several initiatives to ensure patient safety by creating a
more sustainable workforce. Doctors are particularly prone
to fatigue. Hospital and community based practice often
necessitates shift work and extended hours to maintain
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service provision, however it is now well recognised that dis-
ruption of circadian rhythm can exacerbate the effects of
fatigue. Studies have shown that performance impairment at
18 h of sustained wakefulness is equivalent to a blood alcohol
concentration >0.05 % [14, 15]

Apart from the implications for safety and quality, fatigue
can also contribute to poor morale, absenteeism and sick
leave. Addressing medical workforce fatigue has become an
important priority for many hospitals and the medical
manager plays a key role in this.

The manager has a responsibility to institute and uphold
relevant policies with respect to fatigue awareness and to be
familiar with resources available to assist with risk assess-
ment. Several research groups have developed models for
estimating the work-related fatigue associated with shift
work. One of these models, the Fatigue Audit InterDyne
(FAID), can be used to quantify the work-related fatigue
associated with any duty schedule using hours of work as the
sole input [15].

Managers and Funding

Medical managers require an understanding of the health
funding models such as Activity Based Funding which oper-
ate in many jurisdictions. These are designed to ensure that
distribution of health care resources is more efficient, effec-
tive and equitable in relation to population health needs and
activity. Case-mix (CM) measurement for example catego-
rizes patients according to perceived need for service or
resource use. The aim of CM measurement is to develop an
equitable distribution of resources across a particular client
group. One of the earliest approaches for grouping patient
was developed in the acute care sector and uses primary diag-
nosis as the main method of classification. These groups,
known as Diagnosis-Related Groups (DRGs), categorize
patients into unique groups that share similar processes of
care and would be expected to receive a similar set of services



Time Management 27

or interventions [16]. With the introduction of newer funding
models it is important to capture all activity.

Medical managers who have oversight of clinical data
collection must ensure it is clear, comprehensive and con-
cise. Funding models may contain funding incentives and
disincentives (penalties) such as incentives for timely submis-
sion of clinical coding and data reporting and penalties for
late submission of coded data. To be effective the medical
manager needs to be familiar with these internal processes
and advise staff accordingly. Managers also need to be
familiar with their local budget process. The aim of the bud-
get process is to provide budget certainty for budget holders
through the full allocation of known resources in advance. If
additional funding is required the usual process is to submit
a business case. Business cases should be specific about what
the requested funding is to be used for. Linking the case with
existing service related plans, it is important to detail how
the funding proposal will deliver on current priorities. The
proposal should also identify any links to identified health
reform agreements and associated targets. Costing assump-
tions should make clear how the costs were derived (e.g.
numbers of new staff or building or refurbishment required).
A well- developed business case will typically include perfor-
mance targets to measure the effectiveness of the initiative
and will identify outputs under the relevant business fund-
ing model. It is important to consider the timing of funding
submissions. For example the requested funds will need to be
cash flowed across the appropriate number of years if it is a
multi-year proposal.

Time Management

Effective time management is an essential tool of the success-
ful medical manager. Common time wasting activities include
unscheduled meetings, interruptions, telephone calls, lack of
planning, crisis management and insufficient information to
complete a task. As a medical manager it is key to allocate
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sufficient time to plan. Reflecting on objectives and goals will
ensure they remain SMART [17], i.e,, Specific; Measurable;
Attainable; Realistic and Time-bound. When George Doran
first documented the SMART acronym in 1981, he intended
the term specific to refer to targeting a specific area for
improvement; measurable to suggest an indicator of progress,
assignable to specify who will do it; realistic to refer to what
results can realistically be achieved given available resources
and time-related to refer to identifying when the results can
be achieved.

Scheduling regular ‘blocked time’ without interruptions in
the daily calendar of a manager will ensure more is accom-
plished. Avoiding tight scheduling will increase efficiency. A
well briefed executive support officer to manage the daily
calendar will ensure allocation of time for outside meeting
activities such as accumulating paperwork and mail. A dedi-
cated support officer can also assist with research and prepa-
ration of rough drafts of reports if correct delegation is used.

In summary, the medical manager makes regular decisions
about allocating finite resources. The ability to prioritize tasks
and effectively manage time and to actively engage col-
leagues, patients and carers as integral participants in the
decision-making process is critical. Oversight of an effective
human resource management strategy will ensure integra-
tion, commitment, flexibility and quality of work.

Case Study 1

You have recently commenced as Director of Medical
Services of a rural hospital and this is your first rural posting.
Towards the end of the Welcome Reception held at the
nearby township‘s main hotel, the hospital’s only specialist
Urologist, has asked to meet with you urgently the following
day to discuss renewal of her contract. You try to remain
friendly and in the spirit of the evening however she remains
insistent and monopolizes your attention. The CEO finally
succeeds in ‘extricating’ you from the situation and promises
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to apprise you of the situation in the near future, “when you
have had time to settle in”. You decide to tidy a few last min-
ute things in the office on the way home and whilst there pull
out the Urologist’s contract in advance of the next morning’s
meeting. You discover that the same Urologist has had
several email discussions with your predecessor regarding
renewal of her contract which is due to expire in under a year.
It appears no conclusion had been reached. You also find no
evidence of any performance management or evidence of
any credentialing committee having been convened to
oversee an escalating number of new procedures being car-
ried out by this urologist. At the meeting the following day
you advise the Urologist of the need for more time to con-
sider her request. She expresses her displeasure saying she
understood from your predecessor that her re-appointment
was a ‘matter of course’. Pushed by her abrasive attitude you
finally allude to the possible need to review scope of practice
given the large number of new procedures being carried out.
She becomes irate threatening to withdraw her service to the
hospital in advance of her contract term and insisting she
wants to take this matter further to the CEO and the Board.

What are the issues here?

How will you manage the situation in the short term?

In the long term?

Consider the following:

e This is your first ‘assignment’

e Take time to collect the facts, what can you ascertain about
what has been agreed to in the past, how much still rele-
vant? Was there potential for misunderstanding? Obtain
the CEOs input.

e Was performance review done in the past?

e What information available for e.g. patient complaints,
compliments, audits, morbidity and mortality outcomes,
past credentialing processes etc.?

e How to align appointments process with hospital’s service
plan

e Manage threat to withdraw services — raises potential for
breach of contract
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e What legislation concerning employment and industrial
law do you need to consult?

e What arrangements are currently in place at this hospital
for credentialing and are these policies being adhered to?

e If poor compliance with the credentialing policy is it due
to technical issues such as inadequate IT systems such as
easily searchable databases, lack of consistent templates
and processes or is it a change management issue

e Document the entire process carefully

Case Study 2

You are the Director of Medical Services of a large teaching
hospital that provides general and specialty medical and sur-
gical services. It is the regional hub for cardiothoracic surgery,
neurosurgery, neonatal intensive care and high risk obstetrics.
You have just met with the Dean of the affiliated medical
school as part of your regular partnership agreement stake-
holder meetings. Towards the end of the discussion, when the
others have left the meeting room the Dean mentions a
“rather sensitive matter”. Medical students on the surgery
rotation have consistently expressed concerns in the end of
term evaluations that the Deputy Head of Surgery is often
vague and confused during the tutorials and seems to be ‘get-
ting worse’. He recently tripped whilst delivering a lecture,
narrowly missing the lectern then left the lecture hall without
explanation and did not return.

You immediately check the surgeon’s file and see he is due
to retire in a year, after 30 years of loyal service to the hospi-
tal and the medical school. You discuss the case with the
Head of Surgery who assures you that the doctor is just “get-
ting on” but is still a good clinician and he is happy to let him
continue his regular list as long as the senior registrar is avail-
able to assist, when one is available. He acknowledges he has
heard the students’ complaints but cannot assign anyone else
to the teaching role as he is chronically short-staffed. The
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Head of Surgery has made no effort to investigate or act on
previous complaints.

What are the key issues?

How will you manage this situation?

Consider the following:

e Meet again with Dean to establish the facts

e Ascertain details of relationship with the Medical School,
and shared responsibility for performance management of
staff member

¢ Potentially impaired medical practitioner

¢ Patient safety

¢ Performance management system

¢ Performance management of Departmental Head

¢ Seek HR advice

¢ Procedural fairness and natural justice

¢ Role of HOD, care not to usurp the HOD’s role however
if no action forthcoming consider setting up meeting with
Deputy Head of Surgery with HOD to discuss

e Audit of patient charts

e Review policy for performance management of medical
staff

e Implement training for clinical directors and senior staff in
performance management

e Review of clinical director’s effectiveness, performance
and training

e Investigate options for wellness program for medical
practitioners

Case Study 3

You are the director of Clinical Training at a regional hospi-
tal. A junior resident approaches you for support and to dis-
cuss his upcoming appearance before the coroner’s Court. As
the junior resident discusses the case in which he was directly
involved, it becomes obvious that he has been working
unusually long shifts. The resident also advises that he has
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heard the Medical Association have been invited to give evi-
dence at the proceedings. You feel certain that the issue of
safe working hours at your hospital will be considered as part
of the hearing.

What are the key issues?

How will you manage these in the short term?

In the long term?

Consider the following:

e manage confidentiality issues

e support for junior resident, a first appearance at the
Coroner’s Court can cause significant distress

¢ involve senior executive in review of safe working hours at
your hospital

e cducation and training around workplace occupational
health and safety

¢ identify champions of safe working hours campaign

e raise awareness of adverse consequences to patients and
staff as a result of fatigue

e Consider models for estimating the work-related fatigue
associated with shift work at this hospital

e Anticipate Medical Association response to hearing

e Prepare to manage media
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Chapter 4

Expertise in Medical
Management

Abstract Medical managers are uniquely placed combining
medical expertise and management skills to allow a deeper
understanding of the complex organisation of the health care
system. Key amongst the roles of the expert medical manager
is the commitment to design and delivery of effective corpo-
rate and clinical governance systems.

Keywords Problem solving ® Local and international health
care systems ® Corporate and clinical governance systems
e Medico-legal aspects of practice ® Disaster management
response

Knowledgeable Expert

Medical managers are uniquely placed to bring a clinical
background and understanding to bear on the challenges
that face health services organisations. Combining medical
expertise and management skills allows a deeper understand-
ing of the complex organisation of the health care system
in order to produce optimal results for patients, their carers
and staff. The health care manager needs wide knowledge of
the local, national and international health issues and fund-
ing priorities as well as the relevant legislation pertaining to
these. In addition she/he will be expected to be familiar with
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the advantages and disadvantages of new health technolo-
gies, understand the principles of disaster management, be
familiar with the medico-legal aspects of clinical practice and
be capable of coordinating reviews of health services. Key
amongst the roles of the expert medical manager is the com-
mitment to design and delivery of effective corporate and
clinical governance systems.

The relevant competencies required of the knowl-
edgeable expert include:

e Demonstrate ability to combine and reconcile medi-
cal expertise and management skills in problem
solving

e Demonstrate an understanding of best practice
in local and international health care systems

e Demonstrate an understanding of relevant legisla-
tion pertaining to health care for example privacy,
mental health, employment and industrial
legislation

e Construct, implement and evaluate effective corpo-
rate and clinical governance systems

e Recognise and anticipate relevant medico-legal
aspects of practice

e Formulate an appropriate disaster management
response plan

Clinical Governance

Clinical governance is a systematic approach to maintaining
and improving the quality of patient care. Defined as “a sys-
tematic and integrated approach to assurance and review of
clinical responsibility and accountability” [1], its purpose is to
optimize patient outcomes. Clinical governance requires health
services to assume the same ultimate responsibility for the
oversight of the safety and quality of clinical care as they do for
financial and business outcomes. The term “integrated
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governance” has emerged to refer to the combined
responsibilities of corporate and clinical governance duties [2].

The need for effective clinical governance in health care
has been the subject of significant debate for the past two
decades. Since the early 1990s, a number of high profile
inquiries and royal commissions have identified significant
deficiencies in health care governance systems and processes
across the globe. Key inquiries have included Winnipeg
Health Sciences Centre (Manitoba Canada) [3], Bristol
Royal Infirmary (UK) [4], King Edward Memorial Hospital
(WA, Australia) [5], Campbelltown and Camden Hospitals
(NSW, Australia) [6] and Bundaberg Base Hospital
(Queensland, Australia) [7]. All of these investigations identi-
fied a number of underlying themes including the failure of
senior management to respond to important safety and qual-
ity issues when serious and avoidable adverse events took
place in their institutions. In addition typically a culture
which did not support open disclosure prevailed. Other con-
tributing factors included poor communication strategies;
inadequate credentialing and ineffective clinical and corpo-
rate governance.

The economic burden of preventable adverse events is
now well documented. In 1992 the first Quality in Australian
Health Care Study estimated that adverse events were asso-
ciated with up to 16.6 % of hospital admissions, subsequently
suggesting that nearly half of those events may have been
preventable [8]. By 1995 that figure had been revised to
10.6 % [8]. It is now generally accepted that up to 10 % of
hospital patients may suffer an adverse event. This is based
on the original methodology used in the Harvard Medical
Practice Studies [9] and repeated in Australia (1992), New
Zealand, United Kingdom and Canada (1998).

The Harvard Medical Practice Study identified that of
the hospital admissions associated with adverse errors,
13.6 % led to death and 2.6 % to permanent disability. Drug
complications were the most common single type of adverse
event (19 %). The Institute of Medicine Committee on
Quality of Health Care in America released a report in 1999
To Err is Human. Building a Safer Health System [10],
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estimating that 98,000 Americans die annually due to pre-
ventable medical errors, the majority of which are due to
system problems rather than poor performance by individu-
als. The cost of treating adverse events is significant. In one
Australian study the total cost of adverse events in their
dataset represented an additional 18.6 % of the total inpa-
tient hospital budget [11].

In the United Kingdom the Bristol Royal Infirmary
Inquiry (1998) alerted the public to the inadequate standard
of care being delivered in paediatric cardiac surgery cases [4].
Included in the nearly 200 recommendations was the need
for ‘all healthcare professionals’ to undergo appraisal, con-
tinuing professional development and revalidation to ensure
that healthcare professionals remain competent to do their
job. Other specific recommendations included in the review
were that any unit providing open heart surgery on very
young children must have two surgeons trained in paediatric
surgery who must undertake a minimum number (between
40 and 50) of open heart operations a year; that the local
research ethics committee’s permission be sought before any
clinician undertakes a new invasive procedure; that doctors
must adhere to the principles of open disclosure; that peri-
odic revalidation be compulsory for all healthcare profes-
sionals and a national reporting system and database of
sentinel events be established.

The main focus of clinical governance is on accountability
for care and is based on the principles of high standards of care
and transparency. Underpinning clinical governance systems is
effective education and training of staff, regular clinical audit,
research and clinical risk management. Effective clinical gov-
ernance requires strong clinical leadership at every level but
particularly on the part of the senior medical management.

The effective health care manager must be ever vigilant
regarding potential risk. Defined as ‘the chance of something
happening that will have an impact upon objectives’ AS/
NZS ISO 31000:2009 [12], risk can impede an organisation’s
objectives of delivering safe, high quality health care services.
Some examples of risk which health care managers are
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expected to contend with on a regular basis include risks to
the availability and quality of patient care, risks to workforce
such as the ability to recruit specialist staff, the risk of natural
disasters and the risks associated with infection control. Risk
management is about putting in place effective processes
and structures directed towards managing adverse effects.
Integrated risk management is about the systematic applica-
tion of these processes and structures, both clinical and non-
clinical at all levels within the organisation.

Most healthcare managers will be expected to maintain a
risk register and oversee risk management processes based
on effective communication, risk identification and analysis
evaluation and treatment. Managers should be cognisant of
an integrated risk management approach when allocating
funds, establishing new or modifying existing services and
during the management of incidents. Risk management
requires regular review and monitoring and is best done
using a team-based approach.

The rationale for reporting incidents to improve patient
safety is the belief that safety can be improved by learning
from incidents and ‘near misses’. Investigation of critical inci-
dents was first used in the 1940s by Flanagan [13] as a tech-
nique to improve safety and performance among military
pilots. Since this time the aviation industry has been used
extensively to draw parallels with patient safety. Incident
reporting systems in health care should be based on a clear
understanding among clinicians about what should be
reported and how the reported incidents will be analysed and
ultimately lead to changes which will improve patient safety
[14]. A useful framework described by Vincent and col-
leagues [15], has been designed specifically for health care
and incorporates elements of Reason’s model for organisa-
tional accidents [16]. As with other contemporary models of
risk management Vincent and Colleagues’ model is based on
a comprehensive understanding of accident causation, with
greater focus on pre-existing organisational factors that pro-
vide the conditions in which errors occur [17], rather than
merely focusing on the individual who makes the error.
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TaBLE 4.1 Framework as proposed by Vincent and colleagues [15]
for analysing critical incidents in the health sector

Institutional context: Economic considerations; regulations;

clinical negligence schemes

Organisational and management factors: Financial resources
and constraints; organisational structure; policy standards and
goals; safety culture and priorities

Work environment: Staffing levels and skills mix; workload
and shift patterns; design, availability, and maintenance of
equipment; administrative and managerial support

Team factors: Verbal communication; written communication;
supervision and seeking help

Team structure: Individual (staff) factors; knowledge and skills;
motivation, physical and mental health

Task factors: Task design and clarity of structure; availability
and use of protocols; availability and accuracy of test results

Patient characteristics: Condition (complexity and seriousness);
language and communication; personality and social factors

Vincent and colleagues’ framework places patients and staff
at the first level within the hierarchy, with team factors and
working conditions in the middle and institutional factors at
the top of the hierarchy (see Table 4.1). Every element of the
hierarchy potentially contributes to potential error. The
advantage of such a framework is that the emphasis is on
examining every level within an organisation, focusing inter-
vention at multiple levels rather than focusing on just one
aspect of the organisation. For example in the past a narrow
single level approach may have been to enhance staff educa-
tion to reduce error, ignoring factors such as patient factors,
team culture, skill mix or economic constraints [14].

The health care manager has a lead role in planning,
implementing, managing and evaluating patient safety
initiatives and programs to prevent and address patient harm.
A Clinical Incident is regarded as any event or circumstance
which has actually or could potentially, lead to unintended
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harm to a patient. Clinical incidents include adverse events,
in which harm was actually caused, or Near Miss, in which no
harm was caused.

In Australia, the Severity Assessment Code (SAC) matrix
assists staff to prioritise and classify incidents and provides a
method for quantifying the level of risk associated with an
incident by giving the incident a numerical rating (Table 4.2).
Management of the incident depends on the level of risk that
the incident poses to a patient or patients and/or to the
healthcare organisation.

The systematic process for identifying the factors contrib-
uting to adverse patient events is referred to as Root Cause
Analysis (RCA). RCA is simply a determination of what hap-
pened, why it happened and how it could be prevented. The
organisational level to which an incident must be notified
and the timeframe in which this must occur, i.e. the escalation
process, is usually specified in each jurisdiction. For example
SAC 1 events typically require full escalation whereas SAC
2 & 3 events do not require escalation outside the district
or local area network. The medical manager typically plays
a significant role in overseeing this process within his/her
institution.

Managing Complaints

Complaints management is a regular part of the health care
manager’s role and is one mechanism through which adverse
events may come to the attention of staff. It is important to
recognise that consumer feedback, both positive and nega-
tive, is essential in order to provide quality health care ser-
vices that meet all stakeholder needs. The key principles
underpinning an effective complaints management process
include accessibility, responsiveness, open disclosure, and
accountability. Typically most organisations will have a
Complaints Coordinator to facilitate the management of
complaints and ensure the complaint management process is
efficient and effective.
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TaBLE 4.2 Severity Assessment Code descriptors used in Queensland
Australia [18]

SAC 1includes all clinical incidents/near misses where serious
harm or death is/could be specifically caused by health care

rather than the patient’s underlying condition or illness.

SAC 2 includes all clinical incidents/near misses where
moderate harm is/could be specifically caused by health care
rather than the patient’s underlying condition or illness.

SAC 3 includes all clinical incidents/near misses where minimal
or no harm is/could be specifically caused by health care rather
than the patient’s underlying condition or illness

Example Event List (SAC 1)

Maternal death or serious morbidity associated with labour or
delivery

Medication adverse event leading to the death of patient
reasonably believed to be due to incorrect management of
medications

Intravascular gas embolism resulting in death or neurological
damage

Procedures involving the wrong patient or body part resulting
in death or likely permanent harm

Retained instruments or other materials after surgery requiring
re-operation or further surgical procedure

Haemolytic blood transfusion reaction resulting from ABO
incompatibility, resulting in death or likely permanent harm

Suspected suicide of a patient receiving inpatient health care

Complaint management options include resolution at the
local level, mediation or referral to another agency. Wherever
possible, complaints should be resolved at the point of service
delivery in a timely fashion. Most organisations will stipulate
compliance with notification timeframes providing time for
data collection, investigation, developing an action plan and
communicating with relevant parties.

If a clinical incident has occurred that results in harm to a
patient while receiving health care then open disclosure
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should take place [18]. Open Disclosure generally has two
aspects. Clinician open disclosure is the informal process
where the treating clinician informs the patient that an inci-
dent has occurred, expressing regret for the harm caused or
adverse outcome, whereas formal open disclosure, is the
structured process to ensure communication between the
patient and/or family, senior clinicians and the organisation.
Key elements of the process include a factual explanation to
the patient as to what occurred and the potential conse-
quences as well as the steps being taken to manage the event
and prevent recurrence.

Managing Disasters

Disaster Response Management is a feature of the health
care manager’s expert role. An emergency is an actual or
imminent event which endangers life and/or property requir-
ing a coordinated response. A disaster is a serious disruption
to community life which exceeds the usual capacity of local
resources and which requires a significant coordinated
response to help the community recover from the disruption.
A serious disruption is typically defined as: (a) loss of human
life or illness or injury to humans, (b) widespread or severe
property loss or damage and/or (c) widespread or severe
damage to the environment. The key elements of disaster
emergency response are preparedness, prevention, response
and recovery [19,20]. In terms of preparedness, once a hazard
analysis of the local community has been undertaken arrange-
ments can be put in place to deal with future potential threats
according to the following principles:

1. Organisation: Disaster response Management needs to be
supported by an organisational structure so that future
responsibilities for prevention, preparedness, response and
recovery can be established.

2. Command and control: It must be clear to all involved in a
disaster who is in control and what the organisational com-
mand structure within each agency is. This is typically spec-
ified in legislation and in the local disaster plan.
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3. Coordination and support: The disaster plan will stipulate
the authority and responsibility for assembling resources
which are required.

4. Information Management: Appropriate communication
networks need to be established in advance.

5. Timely activation: Activation of the disaster plan should
take place in a timely fashion.

6. An effective disaster plan

Once an emergency is realised the duty medical director
typically assesses the situation, determines if it is a disaster,
notifies his/her chain of command and media officer, consults
the State emergency plan and alerts key contact officers.
If the situation meets the definition of a disaster then he/she
establishes the emergency operating centre, (EOC). The
EOC is the control facility responsible for carrying out the
principles of emergency or disaster management. The EOC
should be of adequate size, location and access — typically
encompassing a debriefing room conference room and suffi-
cient amenities including catering and parking. The facility
also requires sufficient supplies such as telecommunications,
IT support and consumables.

Following every disaster response plan is a period of
recovery management, which must also be planned for.
A number of concepts provide the basis for effective recov-
ery management and these include: community involvement;
management at the local level; a community-based approach;
empowering individuals and communities; planned and
timely withdrawal; flexibility adaptability and responsiveness;
and coordination and integration of services including appro-
priate resourcing arrangements. Experience has shown that
the recovery phase is most effective when individuals and
communities actively participate in the management of their
OWn recovery.

In summary, medical managers must possess a defined
body of expert knowledge, skills, and professional attitudes,
which are directed to ensuring the delivery of effective and
safe patient care. The manager applies these competencies



Case Study 1 45

to collect and interpret information, analyse and synthesise
investigations and make appropriate decisions. This is done in
partnership with patients, other health care providers and the
community. As the scope of the manager’s expertise is broad,
ranging from oversight of clinical governance to disaster
response management, the manager also needs to recognize
the limits of their own expertise, knowing when to seek appro-
priate advice from other health professionals.

Case Study 1

You are the Director of Medical Services for a 200 bed
regional hospital. There are several Visiting orthopedic sur-
geons and one full time staff specialist Orthopedic surgeon.
The staff specialist is very close to retirement. He comes to see
you to report a higher than normal rate of post — operative
infection following elective hip replacements. Most of the hip
replacements at the hospital are done by the four visiting sur-
geons who attend different theatres on different days. The
staff specialist comes to you and says that the standard of care
by the surgeons is “going downhill” and there are too many
post-operative infections. He also adds that “this is what you
can expect with the new policy of employing part-time visiting
staff (at the expense of full time staff specialists)” who have
“no loyalty to the hospital and are not concerned with partici-
pating in Quality Improvement activities of the Department”.

You later happen to meet the hospital Patient Safety
Officer in the corridor who reports she has not noticed any
increase in infection rates recently but would look in to it
for you and provide a report at the next Infection Control
meeting.

Later that day you receive a phone call from the Patient
Complaints officer, who advises that a prominent member of
the community (the local MP), has undergone a recent hip
replacement and suffered a “nasty post-operative infection”.
She thought she should let you know as the family were most
distressed and in case there was any further action.
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What additional information will you seek?
How will you manage this situation?
Consider:

¢ Individual and collective patient safety. What is the current
clinical governance practice and how is post-operative
infection recorded and audited?

e Specifically, what arrangements for monitoring clinical
outcomes are currently in place and do these extend to
Visiting staff?

e Is this a real problem? What evidence is available for the
Staff specialist surgeon’s claims?

¢ How you will investigate, assess and manage clinical per-
formance of visiting and full-time staff?

¢ How is the current patient complaint being managed? Has
appropriate support and follow up been arranged?

e Review patient’s file and ensure appropriate open
disclosure.

¢ Ensure clinical incident is recorded and arrangements in
place for appropriate clinical incident review.

¢ Establish if disparity exists between staff specialist assess-
ment of post operate complication and reported cases of
infection.

¢ If inadequate or under-reporting of clinical incidents by
staff then why? Consider conducting a full chart audit if
concerns are serious.

¢ If outcomes are indeed poor and do not meet a minimum
standard of care (based on benchmarking and review of
the literature) then consider solutions such as, training,
protocol review, limiting the scope of practice through
credentialing and regular clinical audit.

Case Study 2

You are the newly appointed director of medical services for
a regional hospital. Each Friday you attend grand rounds as
you enjoy staying in touch with the clinical cases of inter-
est to your training specialists. Following grand rounds you
have the opportunity to spend lunch with consultants and
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training doctors as well as medical students. You overhear
a conversation between two medical students regarding one
of your obstetricians performing a potential hysterectomy
on the 15-year-old girl with significant intellectual disability.
It appears one of the medical students plans to discuss the
case at a forthcoming ethics seminar later that week. When
you get back to the office, you speak with the director of
nursing who confirms that Dr X routinely performs ster-
ilisation procedures in cases such as this in your hospital.
The director of nursing is aware of this scheduled case for
tomorrow as one of her own nurses has expressed her own
concerns and even raised the possibility with the Director
of Nursing (DON) of going to the media. You contact Dr
X and arrange a meeting. He has been a staff member at
the hospital for 15 years. He seems taken aback at your
concerns which include the legal implications of perform-
ing a procedure even if the parents have consented. He
reluctantly agrees to defer the procedure until you have
investigated further, but insists you explain your decision
to the family.
What are the key issues here?
How will you manage these?

¢ Seek immediate legal advice.

¢ Source relevant legislation relating to guardianship, family
law and any relevant Court rulings.

¢ Considerate prohibiting the procedure until full advice has
been obtained.

¢ Notify other consultants of the interim decision

e Arrange to speak to the patient and her parents and
explain decision.

e Have other contraceptive options been considered?

e Plan time to discuss with Dr X. How does he obtain
informed consent?

e How does Dr X minimise risk (including anaesthetic risk)
in situations such as this?

e Have there been previous complaints?

e Anticipate potential media involvement and their
management
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Case Study 3

You are the Acting CEO of the local hospital. On your way
home for the long weekend at to your holiday home on the
Coast you hear over the radio that an inbound flight has
reported an issue and possible engine failure en route to
your regional airport. The pilot has issued a Mayday and
emergency services are gathering at the airport awaiting
the arrival of the flight carrying 100 passengers. Most of the
passengers are tourists from overseas, many non-English
speaking.

It has been 2 years since you have conducted a desktop
exercise with the local airport and you are aware that signifi-
cant senior staff changes have taken place at the airport and
in the local State Emergency Services in the interim.

What are your immediate priorities/concerns?

What will you consider in the long term?

Consider the following:

e Activate emergency services

e Alert the health Department and minister’s office notify
media officer

e establish EOC, Links with Ambulance, Police, Fire ser-
vices — how to include those people and establishing chain
of command on site

¢ hazards, actual and potential

e access and egress

¢ numbers of people involved

¢ translation services

® emergency services at the site or required

¢ Principles of triage

e Crowd control (passengers and people waiting for them)

¢ Mobilisation of resources after hours and long weekend

¢ Counselling for passengers and staff involved

¢ Divert other inbound flights

e Media and political issues

¢ Communication issues in a disaster —secure phone lines

¢ Placing hospital and others in the region on standby

e triage in multi casualty disaster
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e Recovery phase
e when briefing others consider TSMEAC’, i.e.

— Topography — consider maps, sketches, models.

— Situation — consider a general description of what has
taken place in the details, exact location

— Mission — generate a clear and concise statement of the
purpose of the organisation’s involvement

— Execution — generate a general outline describing how
it is intended to carry out the mission, detailing any
particular phases and indicating groups if any to be
deployed.

— Administration and logistics -for example medical,
equipment, catering, stores, transport, accommodation
and evacuation instructions.

— Command and communications — consider a location of
command posts and identification of key position hold-
ers for example communication controllers etc.
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Chapter 5

The Adaptable
Communicator

Abstract The ability to communicate effectively with diverse
groups is a necessary part of the medical manager’s role. The
adaptable communicator will consider the message and how
it is presented to diverse audiences in different contexts. In
addition the effective communicator should demonstrate
active listening skills.

Keywords Communication with diverse groups e
Interpersonal communication ¢ Teaching e Media
management

Adaptable Communicator

The ability to communicate effectively in different settings
and with diverse groups is a necessary part of the medical
manager’s role. Effective communication is an essential part of
achieving individual and organizational goals. One of the most
cited models of communication is that of Shannon and Weaver
[1]. Most models describe five components to the communica-
tion process; — the communicator; the message; the medium;
the receiver and feedback. The effective leader will recognize
these elements and be able to identify blocks to communica-
tion as well as identifying strategies to improve interpersonal
communication. Within most organizations, communication

G. MacCarrick, Medical Leadership and Management: 51
A Case-based Approach, DOI 10.1007/978-1-4471-4748-0_5,
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travels in three main directions, upward downward and hori-
zontally. The adaptable communicator will manage flow of
communication in all directions on a daily basis, and will be
cognizant of regulating the flow of information and provid-
ing regular feedback. In addition the effective manager will
consider the message and how it is presented to different audi-
ences and demonstrate active listening skills.

The relevant competencies required of an adaptable
communicator include:

e Understands the components of the communication
process

e Identifies blocks to the sending and receiving of
information

e Demonstrated ability to engage with stakeholders
internal and external to the organisation

e Ability to convey relevant information and explana-
tions to diverse groups

e Understands strategies for improving interpersonal
communication

e Understands the purpose of various effective com-
munication methodologies and chooses the most
appropriate in a given situation

e Demonstrated role as teacher

e Demonstrates appropriate use of the media

Medical managers engage with a variety of stakeholders
every day and regularly communicate across the health care
organization. The ability to tailor the message to different
stakeholders and adapt communication styles for different
stakeholders is key. The unique position occupied by the
medical manager is the ability to convey both the clinical
and management perspectives. Often health care requires
understanding of complex issues. Analysis and synthesis of
information is required in the formulation of policy and the
medical manager regularly relies on the ability to communi-
cate complex expert knowledge to a variety of stakeholders.
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Addressing confusion, misunderstanding and even hostil-
ity [2-4] as well as delivering bad news [5] are some of the
key challenges in medicine. These skills also apply to the
medical manager. Before delivering bad news it is worth
considering the potential reaction of the recipient which at
times can be unpredictable. For instance in some situations
the receipt of bad news may come with a sense of relief and
in some situations good news can be perceived as distressing.
It is also important to consider who is best placed to deliver
bad news as well as the timing and place of delivery. Empathy
coupled with active listening skills are paramount [6].

A particular communication challenge for the medical
manager is the obtaining of consent and the assessment of
competence to give consent before a medical procedure is
carried out. Key to the obtaining of informed consent is the
need to ensure the patient fully understands the procedure to
be carried out and the potential side effects. It is often useful
to ascertain what the person already knows before providing
additional information and to clarify with the patient their
understanding after the exchange of information. A useful
technique is to ask the patient to summarise what was agreed
or what was communicated. The medical manager needs to
understand the importance of imparting knowledge using
different techniques such as in writing, verbally, with the use
of visual aids or indeed using translator services.

Writing a Business Case

One of the key practical communication skills required of
the medical manager is the ability to write a business case.
Such a submission is often required to initiate a new plan or
for approval for the development or expansion of existing
resources. A business case will typically contain an analysis of
costs and benefits associated with any proposed initiative or
development and will identify various other options for deliv-
ery such as expansion of an existing service or outsourcing. A
project plan will often accompany a business case and will list
project objectives, outcomes, scope and timeframe. A Gantt
chart (Fig. 5.1) is often a useful appendix. The business case
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FiGure 5.1 The Gannt chart included in this editor’s proof is incom-
plete. A complete Gannt chart is attached as a separate file

will often make reference to specific project management
strategies, proposed milestones and expected timeframes,
required resources and training; communication strategies,
relevant policy or legislation and proposed plans for quality
assurance.

The submission should clearly describe how the benefits
of the proposal will be evaluated for each of the alterna-
tives. If the project is expected to have operational impact,
(for example on equipment, administration, information
technology) then this should also be included. Likewise if the
project is expected to have clinical impact (for example on
the number of surgical lists per week, emergency department
waiting times) then there should be a plan to capture this
activity data.
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When preparing a business case it is important to clearly
identify time specific and measurable project outcomes.
Where possible it is often helpful to justify the business case
with supporting data such as activity trends and indicators.
If the business case required consultation with stakeholders
then this should be reported. Any additional services required
to implement the new initiative should also be included for
example allied health support. The submission should also
include recurrent and non-recurrent costs such as establish-
ment costs, ongoing maintenance costs and human resource
requirements. As with any project plan it is best practice to
include a risk management outline, identifying risks associ-
ated with both implementing and not implementing the
proposed change. The proposal should articulate the scope
or boundaries of the proposed project and any inclusion
or exclusion criteria as well as the proposed governance
structure.

Teaching

Teaching peers and juniors is a particularly important aspect
of the medical manger’s role as communicator. Medical
managers will typically be involved in support of a variety
of educational programs for junior and senior doctors such
as local medical education units [7], post-graduate education
and supervision and specialist training post accreditation as
well as generic education and training such as computer and
management skills; clinical skills sessions (including Grand
rounds, morbidity/mortality review sessions) and skills devel-
opment centres. Apart from the support of teaching, medical
managers should be skilled as teachers themselves. By mod-
elling personal educational strategies such as self-directed
learning, managers provide powerful examples for their
trainees to follow. They can also assist trainees in facilitating
self-direction in learning through assistance with goal set-
ting and feedback. Managers should also teach in a manner
which recognizes the different educational needs of different
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learner groups, as well as the different learning style [8, 9].
Effective clinical teachers are those that act as role models
and are also supportive supervisors [10]. It stands to reason
that the same can be said of medical managers who teach
and supervise trainees in the discipline of medical manage-
ment and leadership. A number of bed-side teaching compe-
tency frameworks have been described [11, 12] which can be
adapted to the management setting (See Chap. 8).

Delivering an Oral Presentation

Apart from teaching there are many other occasions when the
medical director is required to deliver an oral presentation to
colleagues or other stakeholders as part of their executive
role. Oral presentations are regularly made at meetings, con-
ferences and forums. A useful way to commence is to have
a well-constructed session plan which includes the aims and
objectives of the session, the resources required to deliver the
session, timing, strategies to be used and evaluation strate-
gies. The strategies included in any presentation will depend
on the purpose of the presentation and the audience and
can include demonstrations, simulations, role plays or group
discussion. If the presentation has an educational focus then
it is good practice to begin with a set of learning objectives,
phrased in such a way as to allow the presenter and the audi-
ence to measure that learning has taken place. When writing
learning objectives it is necessary to be clear, concise and con-
crete. There are several texts available to assist in the writing
of well-constructed learning objectives [13]. A consideration
of required resources will include availability of site e.g. video
players, OHPs, slide projector or whiteboard and even white-
board markers, spare pens or spare OHP bulbs. Any technical
considerations such as compatibility issues related to use of
computers will need to be dealt with in advance. A consid-
eration of timing issues will include start and finish times,
proposed break times, timing of different parts of the session
and sufficient allocated times for inclusion of video clips etc.
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In general presentations tend to be successful if there is
personal motivation to understand the concepts, if the mate-
rial presented is relevant and important and pitched at an
appropriate level and if there is active involvement by the
audience. Producing a structured presentation that is logical
and coherent is critical. It is often useful to begin by creat-
ing an introduction that clearly states the purpose of the
presentation. If the purpose is to provide an explanation
(for example the rationale for a decision made by hospital
executive) then ensuring that the introduction includes a
clear statement of the question or problem and an outline
of how you propose to address it is helpful. Keeping to the
point and avoiding digression or inclusion of irrelevant mate-
rial is key. As much as possible it is important to construct
a presentation that consists of a logical argument with a
sound conclusion supported by valid and relevant evidence.
It is often helpful to audiences to highlight the key points in
the material as the presentation is being delivered and re-
emphasising these points in the conclusion.

The choice of language will depend on the audience. For
example a presentation to peers will be expected to contain
discipline specific vocabulary whereas a presentation to a lay
group will be expected to be free of jargon. Most presentations
typically use variety of media and if a slide presentation is cho-
sen then it will be important to select material for slides that is
directly relevant to the task that the presentation is intended
to address. Correct referencing of any images employed and
any quotations or data from the work of others needs to be
acknowledged and is a particular professional consideration.

Simple strategies such as using a font in the projected
images large enough for the audience to be able to read
clearly including sizing images of all diagrams, tables, data
and the like to be clear and readable from all parts of the
room, is always an important factor to consider. As a rule it is
important to avoid too many words in the projected image as
it can contribute to confusion or boredom. An alternative is to
include printed handouts, where there is an excessive amount
of data or number of words to transmit to the audience.



58 Chapter 5. The Adaptable Communicator

Finally any presentation should include some form of
evaluation. This might include a formal written evaluation
form administered after the presentation asking the audience
to comment on how well the learning objectives were met.

Chairing Meetings

Meetings are a regular feature of the working life of medical
managers. They are a group process and as such require an
understanding of group dynamics. Effective meetings require
effective chairs in order to achieve their aims. The following
tips may be helpful in chairing successful meetings.

Prior to the meeting, it is worth challenging the necessity of
the meeting in the first place. It is worth considering whether
a more effective means of communicating is available that
might obviate the need to gather busy people together partic-
ularly in complex organisations such as hospitals and health
services. In advance it is also worth articulating clearly the
objectives of the meeting and what is to be achieved. Having
in mind potential the anticipated outcome of the meeting
including the best potential result and the minimum accept-
able result is a useful consideration. Not only is the chairing
of the meeting important but also the membership:

Both the chair and membership confer power that can be very
influential, particularly when resources are being allocated. There
is said to be only one thing worse hat being a member of a com-
mittee and that is not to be a member (p 87.) [14]

It is always necessary to review and research the agenda or
issues and consider who can provide the best expertise when
defining the membership. In advance itemise agenda items
and timeframes and ensure all stakeholders have been noti-
fied in a timely manner of the agenda.

During the meeting, it is useful to begin with introductions
and providing an overview of the meetings objectives. As
chair it is important to keep meeting focused with good time
keeping. Directing discussion towards the stipulated meet-
ing aims and utilising membership expertise whilst ensuring
everyone feels heard are also important. If a particular issue



Adaptable Communicator 59

arises which was not anticipated but which dominates the
agenda, then it may need to be deferred to a dedicated meet-
ing. Encourage constructive discussion and debate through-
out whilst at the same time maintaining a professional code
of order, ensuring only one person speaks at a time. At the
end of the meeting it is important to summarise in a timely
manner before the membership disperses. Everyone should
be clear what took place and understands actions which
are required, by whom and by when. After the meeting is
concluded timely distribution of minutes should occur. It is
a useful exercise to evaluate meetings with the membership
to ensure they are continuing to meet the agreed objectives
and identify any potential future improvements in terms of
conduct, chairing, membership etc.

Media Management

The public media is another fundamental communication tool
with which the manager will be expected to be familiar. As a
medical manager it is important to have an understanding
of how to engage with and use the media appropriately and
effectively. Contentious issues which are likely to generate
strong or prolonged media interest or debate are typically
directed to the local director of the media unit. Most hospi-
tals will have a unit responsible for media and corporate com-
munications. Nonetheless, requests for local media releases
often end up on the medical manager’s desk and the media
office can assist with the preparation of the release, includ-
ing briefing the spokesperson and preparing for a media
interview. Managing the media during a medical emergency
or disaster is a particular function often filled by a senior
medical manager. Typically this involves liaison with external
agencies such as Police and Emergency Services.

It is important to be aware of the legal aspects of media
use. For example patients have a right to interact with the
media and a right to be informed of any requests for media
interaction. This includes the right to allow detailed informa-
tion of a personal nature to be released publicly. In terms of
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release of patient information however, the medical manager
needs to be aware of the duty-of-confidentiality obligations
which apply to all patients as well as the relevant legislation
regarding release of information and guidelines for handling
patient information, such as codes of conduct and Privacy
Acts. In most situations written consent must be obtained
from the patient or their legal guardian.

When asked to provide general information regarding a
patient’s condition (and with consent), the typical descriptors
used are:

¢ good condition: vital signs are stable and within normal
limits; patient is conscious and comfortable; indicators are
excellent

e stable: vital signs are stable and within normal limits;
patient is conscious but may not be comfortable; indicators
are favourable

¢ serious: vital signs may be unstable and not within normal
limits; patient is acutely ill; indicators are questionable

e critical: vital signs are unstable and not within normal lim-
its; patient may not be conscious; indicators are
unfavourable

Media interviews are often requested from senior medical
staff. It is important to recognise that staff have no obligation
to participate in any media arrangements, if they chose not
to. If an interview is to be given it is often helpful to practise
delivering the key message in advance. Repeating the key
messages throughout the interview, using plain language and
avoidance of jargon or technical terms will help deliver a
simple message. It is important to stay calm and speak clearly
and succinctly and listen carefully to questions and clarify
any question you don’t understand as anything said will
remain on record. Avoiding commenting on issues outside
one’s area of expertise and avoiding commentary on political
matters or government policy issues as well as any matters
related to future government funding is good practice. As a
rule news interviews will be short with the journalist looking
for a short “voice grab” whereas talkbacks/current affairs
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interviews will be longer. It is important to prepare well in
advance for the topic and have accurate and up to date facts
and statistics written or available.

In summary medical managers facilitate effective commu-
nication through shared decision-making and effective and
dynamic interactions with a myriad of stakeholders includ-
ing colleagues, patients, families, funding bodies and other
stakeholders. Communication skills, considered essential
in the therapeutic relationship for establishing rapport and
trust and delivering information on formulated diagnoses are
also relevant to the medical manager. The medical manager
seeks to achieve mutual understanding between an increas-
ing number of stakeholders in a progressively more complex
environment of health care delivery. Accurately eliciting and
synthesizing information and conveying relevant information
to stakeholders to achieve shared understanding on issues,
using a wide variety of media are competencies critical to the
medical manager’s role.

Case Study 1

You are the established Medical Director of a public teach-
ing hospital and one of your senior clinicians (a patholo-
gist) comes to see you about concerns she has about clinical
outcomes at the affiliated private hospital. For some years
now your hospital has relied on the next door private hospital
to conduct gynaecological oncology services. Recently you
were introduced to the new gynaecological oncologist and
you recall how excited he was about the possibilities his new
appointment would provide for patients of both hospitals.
Your pathologist is concerned that she has reviewed the out-
comes of the surgery being conducted and according to her
own analysis, the outcomes over the past 6 months have been
significantly poorer than expected especially when compared
with the previous oncologist. Your pathologist tells you she
had brought these results to the attention of her Head of
Department who appeared to do nothing with the data. She
then advises that she went a further step to share the results
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with the previous oncologist now retired but editor of the
local medical association journal. It is also widely known
that he was not too pleased about his successor’s appoint-
ment - concerned he was too young to take on his established
practice.

The now retired oncologist has emailed your pathologist
indicating he intends (with her permission) to take her report
to the media.

What are the main issues and how will you prioritise and
manage these?

e Make time to prioritise this matter as patients are continu-
ing to be referred

¢ Establish the facts

e What is the significance of the Pathologist Report?

e Consider ceasing referrals pending your investigation?
Foremost is your duty of care to patients

e Consider how to manage this episode of ‘whistle blowing’
and how to build relationship with the pathologist. How to
manage whistle blowing more generally in the
organisation

e Do you have established communication lines with the
retired oncologist? If so can you exploit this established
relationship and explore concerns/perceptions

e Are there any other relevant background factors to the
complaint?

e Why has the HOD not acted upon it? Was the analysis
statistically sound/flawed?

¢ Consider relationship with the neighbouring hospital and
lines of communication with them over morbidity/mortal-
ity data

e May need to consider selecting an expert panel consider-
ing membership, terms of reference and feedback to you

e Consider compare outcomes with national and interna-
tional benchmarks

e Media management, assume the report has been leaked
and anticipate outcome

e Manage the communication process with CEO and Board
of Management
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Case Study 2

You are a director of medical services for a regional hospital.
The local population is growing rapidly owing to an increased
number of retirees moving into the area. As each year passes
the hospital is under increasing pressure and several of the
service areas have already outstripped the hospital’s ability to
support them. With a local endocrinologist having retired the
diabetes service is under critical pressure. At a recent confer-
ence you have become aware of the concept of Hospital in
the Home (HITH). Using this model some hospitals have
been able to select particular types of health care which can
be delivered more effectively in the home. You are also aware
that diabetes services can be provided this way. You decide to
convince your CEO that this is a worthwhile undertaking.

How would you convince the CEO and the board that this
new innovation is worthwhile considering?

What are the issues involved and how would you overcome
them?

e Prepare a business case articulating the current financial
pressures on the hospital and the cost effectiveness of
alternative models including Hospital in the home

e articulate the key issues

¢ analyse the current service delivery

¢ discuss plans for a stakeholder consultation

¢ includes outcomes from other centres using Hospital in
the Home

e provide a systematic analysis of alternatives setting out
criteria to help members of the board choose amongst the
options available

¢ cost the alternatives

e define an action plan including budgets project schedules,
Gantt charts and regulatory measures including evaluation

¢ describe potential range of services that could be provided

¢ articulate potential goals and milestones

¢ define population, staff requirements, waiting times etc.

e discuss benchmarking to compare outputs with other
centres



64

Chapter 5. The Adaptable Communicator

describe communication strategy

discuss all of the above with reference to safety, effective-
ness, appropriateness, efficiency, access and consumer
group participation
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Chapter 6
The Creative Collaborator

Abstract Medical managers build effective relationships
with a myriad of stakeholders including other colleagues,
patients, their families and carers, funders and policy makers
to achieve improvement in health outcomes.
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Construction and management of teams

Creative Collaborator

As medical managers and leaders health care professionals
must be able to build effective relationships with a myriad
of stakeholders including other colleagues, patients, their
families and carers, funders and policy makers to achieve
improvement in health outcomes. The medical manager
should be able to participate in and lead inter-professional
healthcare teams, displaying a positive attitude to team mem-
bers and effectively work with other health professionals to
prevent, negotiate and resolve conflict. Whenever it is neces-
sary to form new groups, the medical manager must be able
to construct teams with appropriate membership, recognizing
the principles of group behavior and effectively pursuing the
expert contribution of each key member.
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The relevant competencies of the creative collabora-
tor in medical management include:

e Develop, build and maintain effective relationships
with all stakeholders, forming constructive alliances

¢ Participate in and lead inter-professional healthcare
teams

¢ Negotiate and resolve conflict

* Understanding of construction and management of
teams

e Demonstrates the principles of relational leadership
as a collaborative social process

e Demonstrates the ability to entertain multiple
perspectives

Medical managers engage in and facilitate consultation
on a daily basis. It is important to maintain at all times a
respectful attitude towards colleagues and members of the
inter-professional team to prevent and resolve any conflict.
As part of this the manager is expected to respect individual
differences and understand the relevant politics. Excellent
conflict management and high level communication, negotia-
tion and interpersonal skills are mandatory.

In most situations it is necessary to make decisions when
faced with multiple and conflicting perspectives. To do so it
is necessary to be able to use a variety of mechanisms for
consultative purposes and cope with complex and uncertain
situations. Building and maintaining effective constructive alli-
ances is key. Understanding and respecting group dynamics,
including professional boundaries and bureaucracy, is a neces-
sary part of problem solving in the complex health care setting.

The exercise of leadership and management in professional
bureaucracies such as health care is challenging. Medical man-
agers are faced with the task of leading clinical colleagues who
are often motivated by allegiance to their respective profes-
sional bodies rather than their host organizations. Increasingly
healthcare management is conceptualized as a collaborative
social process, evidenced by relationship building [1].
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Relational Leadership

Relational leadership is an adaptive and iterative process
of engagement between people in organisations [2, 3].
Relational leaders require an understanding of how indi-
viduals in an organization make sense of their lived experi-
ence i.e. ‘sense-making’ [4]. Sense making is an important
concept in healthcare where the ability to entertain mul-
tiple perspectives is a particular challenge. In health care,
effective leadership is often evidenced by the brokerage
of relationships between stakeholder groups, achieved
through influence, building relationships trust and respect
and inspiring the actions of others [1]. The relational
approach also requires a deep interest in the narratives
of others, i.e. how others narrate their lived experience
through storytelling [5, 6]. Storytelling is not new in either
the discipline of medicine or organizational behavior.
Descriptive narrative research has an established place in
describing change in organizations and has been used by
organizational analysts to help understand how we make
sense of events in our lives and within organizations [5, 7,
8]. Thomas and Znaniecki, authors of the landmark life his-
tory The Polish Peasant, pointed to the value of narrative
in the context of organizations [9]:

A social institution can be fully understood only if we do not limit
ourselves to the abstract study of its formal organization, but
analyze the way in which it appears in the personal experience of
various members of the group and follow the influence which it
has upon their lives [9] (p. 1833).

Polkinghorne [10] describes the place of narrative in our
daily lives as follows:

Our lives are ceaselessly intertwined with narrative, with the sto-
ries that we tell and hear told, with the stories that we dream or
imagine or would like to tell. All these stories are reworked in
that story of our own lives which we narrate to ourselves in an
episodic, sometimes semiconscious, virtually uninterrupted mono-
logue (p. 160)

Boje [11] describes storytelling in organizations as the
“preferred sense-making currency of human relationships”,
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forming part of an information-processing network [11]
(p- 106). The use of narrative research by organizational
analysts has helped uncover the “values” and “assump-
tions” of an organization. Listening carefully to the stories of
colleagues and co-workers the medical manager can ascer-
tain whether the members of the organization hold to a single
story as part of what Polkinghorne refers to as “a coherent
organizational narrative” (p. 162) or whether there are mul-
tiple narratives within the same organization. Listening to the
stories and accounts of co —workers can also inform the medi-
cal manager and alert him/her to the possibility of conflict,
particularly between different groups or between individuals.

Managing Conflict

Conlflict in the workplace can result in reduced productiv-
ity, staff dissatisfaction, and a negative work environment.
The traditional view of conflict is that it is deleterious and
must be prevented. A more contemporary view sees con-
flict as sometimes necessary and an inevitable part of the
group process. Some conflict is seen as necessary and in fact
each organization has a particular optimal level of conflict.
Dysfunctional conflict is that which exceeds the optimal level
and has potential to harm the organization [12]. It is useful
for the medical manager to be able to gauge the level of con-
flict within his/her organization. Several models of conflict
have been described which define the cause, impact and con-
sequences of conflict. Pondy’s earliest model described stages
of latency, feeling, perception, manifestation, and aftermath
[13]. The medical manager needs to be familiar with these
stages as conflict can be more difficult to manage as it pro-
gresses through these stages. Conflict can occur within and
between different health care groups and can result in nega-
tive stereotyping and decreased communication. The primary
focus of the manager therefore should be to resolve conflict
situations promptly before they escalate. Some simple strat-
egies to employ when bringing parties together to discuss
their issues include choosing an appropriate time to bring



Inter-professional Care 69

conflicting parties together to discuss. Plan in advance what
you are going to say and stick to the facts. During the meet-
ing avoid apportioning blame and allow each party to express
their point of view. Active listening through paraphrasing to
ensure you and the others convey meaning and understand-
ing. As a facilitator it is imperative to maintain objectivity
and direct meetings away from destructive confrontation
towards constructive understanding and resolution. It is also
important that suggested solutions are in fact feasible and if
so that the parties commit to their implementation. It is often
useful to establish some form of follow up at a later stage to
meet and discuss how things are progressing. Where possible,
grievance resolution should be attempted at the local level,
however, in some situations it may not be possible to achieve
resolution and an alternate dispute resolution approach
may be required. Formal grievance resolution is typically
managed by the local Human Resource Management Unit.
Whichever means is used, the process should be fair, trans-
parent and timely.

The medical manager should be familiar with local poli-
cies relating to grievance procedures, allegations of sexual
harassment or racial discrimination, disciplinary procedures,
fraud, criminal or official misconduct, patient complaints and
workplace equity.

Inter-professional Care

Team work and inter-professional care [14] are becoming
more central to health care as more evidence emerges that
effective teamwork directly enhances the quality of patient
care. There are increasing demands for effective profes-
sional partnerships, particularly as health systems adapt to
caring for patients that require long term management of
chronic disease. The focus is increasingly towards health care
that is holistic in nature [15]. The medical manager’s role as
leader of inter-professional teams is to encourage the con-
tribution of all team members, displaying a positive attitude
and integrating the contributions of all members. In 2001
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the Institute of Medicine published the report Crossing the
Quality Chasm: A New Health System for the 21st Century.
This report [16] concluded that a major overhaul of the
health care system was required and stressed that such a
redesigned system should be predicated on multidisciplinary
teams. Several other reports have since advocated the same
redesign. One of the key challenges in embedding inter-pro-
fessional care is creating the opportunity to learn together at
an undergraduate level. It is unrealistic to expect health care
providers to work together in teams when they have not been
educated together, nor continue to learn together to develop
team-based skills.

Most undergraduate medical programs have now identi-
fied the need to facilitate undergraduate education in inter-
professional teams. The World Health Organization (WHO)
defines inter-professional education as the process by which a
group of students or workers from the health-related occupa-
tions with different backgrounds learn together during certain
periods of their education, “with interaction as the important
goal, to collaborate in providing promotive, preventive, cura-
tive, rehabilitative, and other health-related services”[17]. The
medical manager is well placed to promote such team-based
learning and team based care in the health services.

Team Roles

Team based care requires medical managers to be aware of
team composition and differing team roles. Meredith Belbin
[18] described the behaviour of managers engaged in com-
plex group exercises and found different personality traits
styles and behaviours emerged. As time progressed different
successful clusters of behaviour were identified. Belbin team
roles describe the pattern of behaviour that characterises an
individual’s activities in relationship to another in facilitating
the progress of the team’s goals. The value of Belbin team-
role theory lies in enabling individuals to evaluate and adjust
individual behaviours according to the demands being made
on the team. Belbin described three action oriented roles
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(shaper, implementer, completer), three people oriented
roles (coordinator, team worker and resource Investigator)
and three cerebral roles (innovator, monitor and evaluator).
Whilst the team performs better if all nine Belbin roles are
active, this is not always possible. The team leader’s role is to
recognise and correct for any of the groups deficits.

It is also important to realise that teams are dynamic units
that are constantly changing. Tuckman [19] describes a series
of stages through which a team travels as it forms and then
achieves its goal (forming, storming, norming or performing).
The medical manager needs to know which stage his or her
team is at so that he/she can provide the necessary leadership.
During the forming stage, individual roles and responsibili-
ties are unclear and the medical manager must be prepared
to clearly articulate these as well as address concerns about
the team’s purpose, objectives and external relationships.
During the storming stage team members may become con-
flicted as they attempt to establish themselves in relation to
others. During this phase the manager needs to be focused
on the team goals to avoid becoming distracted. During the
third, norming stage, agreement and consensus prevail as
roles and responsibilities become clear and decisions begin to
be made by the group through consensus. During this phase
group unity and commitment is high and the leadership style
can be less directed. In the final performing stage, the team
has a shared vision and is able to operate with a high degree
of autonomy.

Consumer Consultation

Team based care should also involve regular consultation with
all stakeholders including consumer consultation. The medi-
cal manager is encouraged to regularly look for opportuni-
ties to engage with consumer groups. It is critical to monitor
and respond where appropriate to community perceptions
about the quality of care the service provides. Community
representation on hospital committees with responsi-
bilities for governance and evaluation is recommended.
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Patient centred care is health care that is respectful of,
and responsive to, the preferences, needs and values of
patients and consumers. There is growing evidence that
partnerships between health service providers and patients,
families, carers and consumers, benefits clinical quality and
outcomes as well as the experience of care. Such benefits
include decreased mortality [20] decreased readmission
rates [21], decreased rates of healthcare acquired infec-
tions [22] reduced length of stay [23] and improved compli-
ance regimens [24]. Additional benefits to the organisation
include increased workforce satisfaction and retention rates
[25]. The medical manager’s role is to create a work environ-
ment that is responsive to patient, carer and consumer input
and needs. Active partnership with consumers by health ser-
vice organisations is key. Governance structures need to be
in place which supports partnerships with consumers and/or
carers. Such involvement can include decision making about
safety and quality initiatives and quality improvement activi-
ties as well as consumers and/or carer feedback on patient
information publications prepared by the health service for
distribution to patients. This support typically extends to the
organisation providing orientation and ongoing training for
consumers and/or carers to enable them to fulfil their part-
nership role. Medical leaders should also ensure ongoing
training is available to clinical and other managers on the
value of and ways to facilitate consumer engagement and
how to best create and sustain partnerships.

In summary, medical managers need to be able to effec-
tively lead and participate in healthcare teams to achieve
optimal patient care. This is increasingly important in a
modern multi-professional environment, where the patient-
centred care is shared across a variety of health care pro-
viders. Modern healthcare teams not only include group of
professionals working closely together at one site, but also
extend to teams operating in multiple locations. The poten-
tial for conflict is ever present and it is therefore essential
for medical managers to be able to prevent, negotiate, and
resolve inter-professional conflict.
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Case Study 1

You are the newly appointed Director of Paediatric Services
in a largely rural area. You are aware that there has been
a cluster of drug overdoses in young people from the local
secondary schools and you decide to contact the local adoles-
cent mental health services manager and community drop in
centres. You are informed that there is a concerning growing
culture of use of party drugs through a local ring leader using
social media. The adolescent mental health services manager
is surprised to hear from you as previous request for meetings
with your predecessor were ignored. She had sent a letter
6 months ago requesting an interdisciplinary approach to the
management of adolescent health to your predecessor but
had not received a reply.

The local newspaper has recently run a front page story
entitled “Drugs and Our Teenagers?” which includes an edi-
torial highly critical of the local medical services in address-
ing the problem.

The Chief Medical Officer requests an urgent meeting to
discuss short, medium and long term responses to this crisis.

Who are the key stakeholders?

What are the main issues emerging?

What options would you explore?

Consider the following:

¢ Managing a potential public health crisis

e Restoring the relationship with allied health care provid-
ers and setting up for future regular dialogue

e Recognising the need for team based approach and the
coordination of multiple agency services

e Examination of any Coronial findings and recommenda-
tions from the earlier deaths

¢ Liaise with other primary care providers

¢ Liaise with schools

¢ Check with your own Emergency Department

e What services are available services for young adults, are
there identifiable gaps in service provision
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e Consider establishing a ‘road show’ in schools educating
the students about the risks

e Consider community participation and consultation to
address any local issues

¢ Consider responding to the critical editorial in the paper
with the assistance of media advisors

Case Study 2

You are the Medical Administrator in a hospital providing
interventional radiology services. You were on the selection
committee for the recently appointed interventional radiolo-
gist and are hoping his department can generate the savings
alluded to at his interview. Your director of nursing rings
you the minute you arrive to work to discuss special training
needs for staff “if they are going to be called routinely to
assist afterhours the new interventional radiologist”. You
recall a memo from the Head of Radiology requesting after
hours support for proposed ablation therapies to commence
next month. As you glance down at your diary you see you
also have an appointment to meet with the Business Manager
of the Radiology department and later in the day the Clinical
Governance Unit Director.

The Business manager is concerned he is having ‘some
issues’ with the newly appointed interventional radiologist,
Dr X, who is insisting the purchase of three costly microwave
ablation devices be approved. The radiologist was reportedly
verbally aggressive to the Business Manager when his requests
were denied, claiming that this is a new technique which has
been available overseas for several months. The interventional
radiologist claims he has received dedicated training in this
new procedure, which is expected to generate significant
savings for the hospital through reduced lengths of stay. He
cannot understand why the hospital i.e. the business manager
was putting obstacles in his way by insisting he make a formal
written application before commencing the new procedure.



Case Study 2 75

During your meeting with the Director of the Clinical
Governance Unit, you find she has heard through the
grapevine that the hospital is introducing new techniques
in microwave ablation through the radiology department.
She understands the rationale for the procedure however
has concerns about undertaking new procedures without
it having been through the hospital “Safety and Efficacy
Register of New Interventional Procedures”. She also tells
you that the Hospital Foundation has already agreed to
donate a significant sum of money to the Radiology depart-
ment as a result of the Dr Xs “impressive” presentation to
the Foundation and Consumer Reference Group meeting
last month.

What are the main issues?

Who are the key stakeholders?

What will you do in the short term and in the mid to long
term?

What can you do to improve collaboration?
¢ Involvement of key stakeholders
¢ Induction of new staff
e All new procedure needs special application to provide

quality and timely assessments of new and emerging tech-

nologies and techniques (Consider evidence base, justifica-
tion, outcomes, complications, patient selection, who will
undertake, support requirements, follow up, evaluation,
cost, benefit, timing, governance)

e Immediate advice — likely that Dr X defer procedure until
formally approved

e New procedures require links with hospital strategic plans

¢ Deal with potential conflict between radiologist and busi-
ness manager

¢ Quality and Safety — why so expensive?

e Opportunity for consumer reference group collaboration

e Opportunity to further engage Hospital foundation once
new procedures approved

¢ Credentialling issues — how many procedures per year

e Accreditation processes? College guidelines
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Chapter 7
The Active Advocate

Abstract The medical manager as health advocate uses their
expertise and influence to advance the health and well-being
of individual patients, communities, and populations.

Keywords Determinants of health e Health promotion e
Resource allocation

Active Health Advocate

The medical practitioner is constantly confronted by the
adverse effects of social inequality on the health of patients
and communities. The challenge for the medical manager is
to respond effectively to these [1]. The Canadian Medical
Education Directions for Specialists (CanMEDS) framework
includes health advocacy as a key component [2]. The role
of a health advocate, as described in the CanMEDS 2005
framework, is defined as “physicians (who) responsibly use
their expertise and influence to advance the health and well-
being of individual patients, communities, and populations”.
Similarly, the American Medical Association declaration
of professional responsibility states that physicians must
“advocate for the social, economic, educational, and political
changes that ameliorate suffering and contribute to human
well-being” [3].

G. MacCarrick, Medical Leadership and Management: 79
A Case-based Approach, DOI 10.1007/978-1-4471-4748-0_7,
© Springer-Verlag London 2014



80 Chapter 7. The Active Advocate

The relevant competencies, required of the active
health advocate include:

¢ Ability to respond to individual patient health needs
and issues

e Ability to respond to the health needs of the com-
munities they serve particularly marginalised
populations

¢ Describe and identify the determinants of health of
the populations they serve

¢ Commitment to promoting the health of individual
patients, communities and populations

* Understands the ethics of resource allocation

e Ability to influence policy and practice to improve
health outcomes

It has been argued that the medical profession has not
always accepted calls for greater public engagement owing to
the increasing demands and practice changes. While most phy-
sicians recognize the importance of working on public health
and population health issues, many are not [1, 4-6]. Gruen
and colleagues argue that if calls for public engagement by
doctors are to be effective then there must be “a clear and
justifiable definition” of the roles of the health advocate with
articulation of reasonable limits as to what can be expected
which are compatible with busy practice [6] (p 94).

The model Gruen and colleagues describe includes three
domains of professional obligation and two domains of pro-
fessional aspiration. Doctors have professional obligations to
promotion access to care and address socio-economic factors
that influence directly an individuals’ health (for example
smoking). Aspirations for improved health outcomes (educa-
tion, opportunity health inequities) whilst laudable may not
be sufficiently different from the aspirations of other citizens
in the community and as such are considered domains of pro-
fessional aspiration. At the centre of the model is the doctor’s
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responsibility to provide high quality care to individual
patients. Outside the core responsibility of individual patient
care is the impact that access to care has on health. Factors
that influence access include for example, availability of after-
hours care, geographic distribution of services, access for dis-
abled and indigenous patients. The framework described by
Gruen and colleagues is useful in defining where the bound-
ary should exist between professional obligation and profes-
sional aspiration. The medical manager has a particular role
in promoting systems of care that ensure all patients have
access to appropriate health care. Medical managers have
a responsibility to work with other colleagues in addressing
the causes of poor access and also have a responsibility to
become involved in addressing socio-economic factors that
are associated directly with poor health outcomes.

Six attributes of the health advocate have been described
namely being knowledgeable, altruistic, honest, assertive,
resourceful, and up-to date [7]. As knowledgeable health
advocates, managers need to be familiar with the major
issues in current public policy and be able to articulate pri-
orities and opportunities to improve quality of care. Medical
managers also need to be able to obtain and demonstrate
the application of unbiased information. Managers must also
understand the ethics of resource allocation as well as barri-
ers to access to care and resources.

There is ample literature verifying ethnic differences in
physical health, with most pointing to poorer health out-
comes in ethnic minorities. The influence of social factors
such as low socio-economic status and deprivation has also
been shown, [8, 9]. The medical manager needs to be famil-
iar with all aspects of population health including reliable
tools for measurement of the burden of disease as well as
measurement of risk and vulnerability. In mental health for
example one such tool is the Health of the Nation Outcome
Scales (HoNOS) [10], providing professionals with a system-
atic summary which is easy to use and provides consistent
measurements and outcome information which allows staff
to work with the same set of criteria.
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By using integrated clinical information systems, the
health care manager can advocate for improved coordina-
tion of services by different agencies. Simple strategies such
as improved agreement on definitions of common clinical
terms, actions and outcomes within disciplines and across dif-
ferent agencies can lead to improved health outcomes. The
health care manager has a particular role to play in promot-
ing standardisation in the way clinical information is defined,
gathered and coded.

In summary as active advocates, medical managers use
their clinical and management expertise to influence policy
and practice to advance the health and well-being of indi-
vidual patients, communities, and populations.

Case Study 1

You are the Director of Medical Services of a public hospital
which serves a mixed rural and urban population of 350,000
people. You and your team are reviewing your strategic plan
for your services with the aim of better meeting the needs
of your catchment population in the short and longer term
within your existing budget.

Recently your CEO has been challenged in the press and
at a public forum by a local Indigenous elder, who claims that
Indigenous people do not have the same access to health care
services at your hospital as non- indigenous persons, drawing
attention to the Prime Minister’s announced commitment to
Indigenous people under the “Close the Gap” strategy.

You know that some Indigenous people are ageing earlier
than the general population, in terms of diabetes and obesity-
related hypertension. There is also over-representation in
the prevalence of mental health disorders amongst your
Indigenous peoples.

Your CEO wants some briefing notes from you for urgent
circulation to Board members before their next monthly
meeting.
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Your recall a recent presentation in which Health of the
Nation Outcome Scale (HoNOS) data was presented at a
subcommittee meeting on mental health care in your region.

What are the key points that will be included in your
briefing?

Identify the current situation

What proportion of population is indigenous?

Baseline patterns of morbidity and mortality

Prevalence of diabetes, hypertension and obesity in local

indigenous group

Prevalence of complications in different sub-populations

e Identify existing services? In hospital, in community
health, in GP surgeries, in non-gov organisations for indig-
enous people

e What are the gaps in services?

¢ Identified special advisory group including representation
from local indigenous group

e Refer to relevant Indigenous Health Strategy

¢ Any plan should be consistent with national strategies and
must satisfy the needs as perceived by the local indigenous
groups as well as ensure that resources are equitably
distributed.

e What model of care is best? — May be cultural requirement
to care for families/elders at home as much as possible

¢ Best model likely to be a community based program, with

large component of targeted health promotion activities.

Case Study 2

You are the newly appointed CEO of a district health ser-
vice for a region covering 250,000 population. The district
health service includes three hospitals, two nursing homes
and several community health units. Your focus during the
previous 6 months has been attempting to manage the service
within a policy of tight fiscal constraint. Although you have
had some success overall this has been a very challenging
period. Now as you start a new year a change of govern-
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ment has been announced and with it a renewed focus on
population health. The hospital board want you to move the
service from its current focus of acute hospital care towards a
more integrated population health approach. You have been
invited to draft a strategic planning framework to achieve
this goal.

What are the features of the two different approaches?

What are the challenges you expect to face?

e A service managed under primarily economic parameters
has a focus on: cost cutting measures, throughput indica-
tors, rationing, priority setting and capping demand.

e A service managed under a primarily population health
approach has a focus on: population health indicators,
health promotion and early intervention, health versus
treatment services and different timelines.

e Anticipate challenges with different stakeholder groups,
such as funder, purchaser and provider divisions.

e What theoretical framework to use to effect change man-
agement and managing resistance to change

¢ Establishing a realistic timeframe with specific achievable
goals and measurable outcomes

e Improved integration between primary health care and
acute treatment services

¢ Responding to the health needs of the community espe-
cially marginalised populations

¢ Ethics of resource allocation

¢ Creating a learning organization
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Chapter 8

The Resourceful Scholar

Abstract Managers must demonstrate lifelong commitment
to self-directed learning which includes critically evaluating
information for decision making; facilitating learning for all
stakeholders and applying research skills to management
tasks.

Keywords Self- directed learning e Critical appraisal e
Educational theory ¢ Ethical research ® Research governance

Resourceful Scholar

Modern medical practitioners are expected to demonstrate
lifelong commitment to learning as well as to the development
and communication of new knowledge. Most medical com-
petency frameworks in current use across the globe contain
statements of outcome relating to scholarship and evidence-
based practice. In their Scholar role [1], doctors are expected
to demonstrate a lifelong commitment to reflective learning,
as well as the creation, dissemination, application and transla-
tion of medical knowledge [2]. Specific scholar competencies
in relation to the medical managers’ role are that the medical
manager critically evaluate information for decision making;
facilitate learning for all stakeholders and demonstrate the
ability to apply research skills to management tasks.
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The relevant competencies required of the resource-
ful scholar include:

¢ Consistently demonstrates maintenance of ongoing
self- directed learning

e Ability to research, collate and critically appraise
information for decision making

¢ Supports and facilitates teaching and learning includ-
ing of peers, trainees, colleagues and other
stakeholders

¢ Understands underlying principles of educational
theory and research

e Adheres to principles of ethical research

e Provides leadership of effective research
governance

Medical Managers as Teachers

Medical managers are very well placed to ensure a work
climate in which education, training and research can flour-
ish [3, 4] and are well placed to take some responsibility for
teaching management competencies. Supporting professional
development in a distributed leadership model builds what
Day calls the ‘social capital’ of the organization [5]. Recent
studies have shown that doctors in training do not feel fully
prepared in terms of perceived management competencies
despite the incorporation of the CanMEDS framework into
most medical curricula [6, 7]. Yet most junior doctors feel that
receiving formal management training positively influences
perceived management competencies. These studies clearly
indicate a role for medical managers as teachers to help
embed relevant management and leadership competencies
in both the undergraduate and postgraduate setting medical
education setting. Many teachers and trainers involved in
educating in the clinical setting are not only involved with
undergraduate medical education i.e. medical students, but
are also trainers and supervisors of postgraduate trainees.
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In most jurisdictions, medical school graduate outcome
statements emphasise the importance of the doctor’s role as
teacher. The Australian Medical Council statement empha-
sizes the wider scholarly role doctors can play in teaching,
assessing and providing feedback and evaluation:

On entry to professional practice, Australian and New Zealand
graduates are able to...... communicate effectively in wider roles
including health advocacy, teaching, assessing and appraising [8]

(page 3).

The CanMEDS Competency Framework is not only a
useful way to consider the knowledge, skills and abilities that
doctors need to deliver better patient outcomes, but it can
also be used as a way of conceptualizing good clinical teach-
ing [9]. Prideaux and colleagues [9] maintain that clinical
teaching is at the centre of medical education. Traditionally
clinical teaching has taken place in large teaching hospitals
or academic medical centres [10]. Increasingly the pattern of
teaching is changing as the patient mix in teaching hospitals
changes as well as demography, ageing populations, patient
expectations, developments in disease treatments and infor-
mation technology. As more care is being delivered in the
ambulatory or community based setting, medical managers
need to be aware of the implications for teaching resource
management and distribution. In the midst of this change
there is ongoing concern about competing demands between
teaching and service provision, which presents another par-
ticular challenge for the medical manager.

Medical managers will typically be involved in support of a
variety of educational programs for junior and senior doctors.
Engagement with local Medical Education Units, support of
post-graduate medical education and supervision for junior
doctors; support of specialist training posts as well as generic
education and training such as computer and management
skills; clinical skills sessions (including Grand rounds, mor-
bidity/mortality review sessions); skills development centres
as well as general oversight of professional development
leave for doctors are all part of the medical manager’s brief.
The medical manager’s role often extends to oversight of
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quarantined time for dedicated teaching. In this capacity the
manager can influence recognition of the value of teaching
and raise its priority. Some medical professional organisa-
tions have gone so far as to issue guidance on recognition of
teaching responsibilities in service job descriptions [11].

Apart from the support of teaching, medical managers
should be skilled as teachers themselves. By modelling per-
sonal educational strategies such as self-directed learning,
managers provide powerful examples for their trainees to fol-
low. They can also assist trainees in facilitating self-direction
in learning through assistance with goal setting and feedback.
Managers as scholars locate, appraise and apply best avail-
able evidence to inform their own management practice.
Making this explicit is a powerful teaching tool [12, 13].
Managers should also teach in a manner which recognizes
the different educational needs of different learner groups,
as well as the different learning style [14, 15]. Both Ullian
et al. and Irby claim that effective teachers are those that act
as role models and are also supportive supervisors. It stands
to reason that the same can be said of medical managers who
teach and supervise trainees in the discipline of medical man-
agement and leadership.

Peer Review of Learning and Teaching (PRLT) is another
area in which medical managers can become involved. This
typically formative process encourages clinician teachers to
reflect on their teaching and ensures that they receive feed-
back from colleagues. There exists a need to ensure the recog-
nition of all teaching and training in job plans and to quality
assures this in the same way as any other consultant activity.
While processes will vary between employers, appraisals
of those with roles in teaching should include the educa-
tional activities they undertake, as suggested in Tomorrow’s
Doctors (2009):

Appraisals should cover teaching responsibilities for all relevant
consultant, academic and other staff, whether or not employed by
the university.

The result of the teaching performance evaluation and
360° feedback, together with the teacher’s personal reflection,
should feed into appraisal. The outcome can inform the
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educational elements of the teacher’s personal development
plan and will enable the performance manager to target
training and resources where it is needed.

One of the most notable findings in the early work of Irby
and colleagues (above) showed clustering of items associated
with learner autonomy i.e. respecting the autonomy of the
learner and nurturing self-directed learning appear to be key
elements of teaching effectiveness [13]. An effective strategy
for the manager as teacher, particularly in the post graduate
setting is relational teaching [16]. In relational teaching the
perspective on teaching and learning becomes a two-way inter-
action, in which students and the teacher become co-learners.
A relational view of learning sees the how and the what of
learning as inseparable aspects of learning [17]. It conceptu-
alises the teaching and learning process holisticaily. Describes
relational pedagogy in which students are encouraged to
develop more sophisticated ways of knowing by providing
learning experiences that relate to prior experiences, facilitat-
ing a constructivist perspective on knowing and learning, and
providing opportunities for learners to access peer perspec-
tives [18]. Relational teaching involves inquiry into how stu-
dents learn, encouraging teachers, like trainees to be critically
reflective life-long learners. Ongoing faculty development,
delivered by educationalists therefore has a significant role to
play in providing methodological advice and support to teach-
ers engaged in relational teaching. Typically the coordination
of the delivery of appropriate staff development is the realm
of Departments of Medical Education [19, 20] and in some
jurisdictions such departments are affiliated with tertiary care
settings. The Medical Education Unit typically falls under the
remit of the Director of Medical Services.

Medical Managers as Curriculum Planners

Outcomes-based education has influenced many modern
day medical curricula as a means of making explicit to
trainees what specific knowledge, attitudes and skills they
will acquire by the end of training and by the end of each
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unit of study [9]. Using an ‘outcomes focused’ approach in
embedding competencies in medical leadership and manage-
ment ensures the learning journey is signposted for trainees
and faculty. Students can more readily make links between
the desired knowledge skills and attitudes and the teaching,
learning and assessment strategies used. Biggs coined the
term “constructive alignment” [9-12]:

In aligned teaching, there is maximum consistency throughout the
system. The curriculum is stated in the form of clear objectives,
which state the level of understanding required rather than sim-
ply a list of topics to be covered. The teaching methods are chosen
that are likely to realise these objectives...the assessment tasks
address the objectives... students are “entrapped” in this web of
consistency. (Biggs p. 27)

In defining curriculum outcomes a medical management
and leadership curriculum should be derived in consulta-
tion with relevant stakeholders who are cognizant of the
various health care settings in which the candidates will work.
The Medical Leadership Competency Framework (MLCF)
[21] for example was jointly developed by the Academy of
Medical Royal Colleges and the NHS Institute for Innovation
and Improvement, in conjunction with a wide range of stake-
holders. Also consulted were members of the medical and
wider NHS community including reference and focus groups.
Likewise the RACMA curriculum project was informed by
an 18-month cross-disciplinary, collaborative and consultative
process involving Fellows, Associate Fellows, and Candidates,
other specialist colleagues, academics and community mem-
bers. Regular review of curriculum outcomes by specialist
Colleges such as these ensures the necessary linkage between
outcomes and assessment and that the curriculum reflects lat-
est and best practice in medical management and leadership.

Medical Managers as Assessors

There are several key principles to consider if the medi-
cal manager becomes involved in assessment of students
or trainees. The focus of assessment should be on judging
student mastery of knowledge, skills and attitudes, measuring
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improvement over time, diagnosing student difficulties and
motivating students. The strategy should also focus on learn-
ing to take responsibility for owns one ongoing life- long
learning and professional development. A focus for assessors
and teachers should be to provide high quality formative (see
below) assessment, through regular feedback. The purpose of
each component of the assessment should be clearly defined
for students and trainees, ensuring the content derives from
and represents the breadth of the curriculum. The assessment
strategies chosen must be valid and reliable. Importantly the
assessment should reflect the educational objectives of the
curriculum and be capable of identifying trainees/students
who are under-performing and possibly in need of remedia-
tion. Most Colleges will have an assessment policy document
which informs faculty and students about all matters relating
to assessment. This will typically contain information such
as the assessment blueprint [22] which will ensure that each
assessment is based on appropriate sampling of the program
learning outcomes. The assessment policy should also describe
the basis for and timing of formative' and summative® assess-
ments; rules related to attendance; the different types of
knowledge based and performance based assessments in
use; process for managing poorly performing and fitness to
practice issues such as health or personal issues and profes-
sionalism. Medical student and trainee assessment of man-
agement and leadership competencies should include direct
observation of skills, behaviours, and attitudes that have been
specified in the educational objectives of the program.

There should also be regular assessment of problem solving,
decision making, and communication skills. It should be clear
to all stakeholders how each component of the curriculum
is being assessed. Table 8.1 shows how the RACMA Scholar
competence is assessed using a variety of different strategies

! Formative assessment is intended to modify and to inform student
learning. Formative methods of assessment generally precede a summa-
tive assessment method and are not part of the official student record of
achievement.

2 Summative assessment evaluates mastery of the learning objectives of
the course, forms part or all of the final result and determines progres-
sion within the course.
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including submission of a research project, an oral presenta-
tion of research conducted as well as a leadership case study.
As teachers responsible for curriculum delivery, medical
managers should understand the purposes and benefits of
different types of assessment and the uses and limitations
of various test formats. For instance criterion-referenced vs.
norm-referenced assessment and formative vs. summative
assessment. For example assessing knowledge may be achieved
using multiple choice questions [23], extended matching items
[24], key features testing [25] or constructed response ques-
tions [26]. Assessing skills may be achieved using OSCEs [27]
and measurement of acquisition of appropriate attributes such
as professionalism can be explored using portfolios [28]. Van
der Vleuten [29] describes five helpful criteria for determining
the usefulness of a particular method of assessment: reliability
(the degree to which the measurement is accurate and repro-
ducible), validity (whether the assessment measures what it
claims to measure), impact on future learning and practice,
acceptability to learners and faculty, and the cost of assess-
ment. This is a useful framework for medical managers to
conceptualise any assessment strategy which is being used to
measure mastery of management and leadership competence.

Medical Managers as Researchers

Developing a scientific mind is an important part of the role
of manager. The ability to appraise and apply scientific evi-
dence is key. Trainees of most medical Colleges are expected
to demonstrate a lifelong commitment to learning as well as
to the development and communication of new knowledge.
For the medical manager this applies to not only best clini-
cal practice but also to medical leadership and management
practice. The most relevant form of research involving medi-
cal managers is that which explores health services.

Health Services Research is typically a multi-disciplinary
research activity which has an emphasis on improving
health services. The Health Services Research Association
of Australia and New Zealand (HSRAANZ) [30] make the
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important distinction between Health Services Research
(HSR) and single-discipline research in that HSR seeks to
understand dimensions of health services from multiple per-
spectives. As such, medical managers can draw on theoretical
frameworks from a variety of disciplines including medicine,
nursing, allied health, psychology, sociology, political science,
management science and health economics.

HSRAANZ also make the point that HSR is an area
of “applied rather than ‘basic’” research, using theories of
human behaviour from contributing disciplines to gener-
ate and test hypotheses about the delivery of health care.
Improvement of health services has many dimensions, includ-
ing quality of care (effective, timely and appropriate); acces-
sible care; equal distribution of health gains; safer care and
more efficient care. Research however is often constrained
by lack of resources and in particular, time. Even for trainers
and curriculum planners integrating learning about research
skills and methods into the curriculum is challenging [31] and
many graduates are left lacking confidence in their ability to
assess the worth of a research article or indeed how to go
about generating a worthy research question to pursue.

A key to practicing evidence-based leadership in health-
care is being information literate. Recognising the need for
information and determining the nature and extent of infor-
mation needed; finding needed information effectively and
efficiently; critically evaluating information and the informa-
tion seeking process; managing information collected or gen-
erated; applying prior and new information to construct new
concepts or create new understandings and acknowledging
cultural, ethical, economic, legal and social issues surround-
ing the use of information are the key elements underpinning
most information literacy standards.

In addition understanding the principals of ethical research
is an important consideration for medical managers who will
often be invited to join or lead ethics committees. Research
is evaluated on several core principles. For instance, research
is considered to have merit if it can be demonstrated to
yield potential benefit, which may include its contribution
to knowledge and understanding and improved social wel-
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fare and wellbeing. It must also be based upon methods
appropriate for achieving the aims of the proposal and based
on a thorough study of the current literature. The merit of
a research proposal should also be based upon ensuring
respect for the participants is not compromised; conducted
or supervised by persons or teams with experience, qualifi-
cations and competence and conducted using facilities and
resources appropriate for the research. Research is consid-
ered to have been conducted with integrity if it is carried
out by researchers with a commitment to searching for and
who are committed to disseminating this new knowledge
and understanding and permit open and public scrutiny of
all research findings. Research is considered to be just, if it
is conducted in a fair manner for example if the selection
process is fair and transparent, there is fair distribution of
the benefits of participation in research and the outcomes
are accessible to all research participants in a timely manner.
Research is considered to be beneficent if the likely benefits
of the project justify any risks of harm or discomfort to par-
ticipants. Finally, research must preserve respect for human
beings with due regard for the welfare, beliefs, perceptions,
customs and cultural heritage, of those research participants.
This includes maintenance of participant autonomy through-
out the research process, including making the decision to
withdraw at any time without any effect, should they wish.
These key principles are informed by legislation and guide-
lines, which the medical manager should be familiar with.
These include statements and codes on ethical and responsible
conduct in human research. Typically human research ethics
committees are established by universities and hospitals to
provide ethical oversight of human research including review of
research proposals; monitoring the conduct of research; ensur-
ing compliance with relevant standards and guidelines and
dealing with complaints that arise from the conduct of research.
Medical Managers have a responsibility to ensure that any
research involving their facilities, staff or patients, is transpar-
ent and accountable and meets the relevant legal, ethical and
administrative requirements. Managers needs to be aware
of the relevant legislation relating to matters such as the
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Coroner’s office, gene technology; guardianship and adminis-
tration; mental health; public health and information privacy.
In summary, medical managers must demonstrate a life-
long commitment to reflective learning, as well as the
creation, dissemination, application and translation of new
medical management knowledge. The particular discipline
of health services research draws from a wide range of dis-
ciplines including the contributing direct service disciplines
of medicine, nursing and allied health but also psychology,
sociology, political science, management science and health
economics. The overall improvement of health services
includes dimensions such as quality of care (effective, timely
and appropriate); accessibility of care; distribution of health
gains; safe care and efficient care. The medical manager’s role
a scholar is to seek and disseminate greater understanding of
these dimensions of health care from multiple perspectives.

Case Study 1

You are the Director of Medical Services and a recently
appointed member of the Human Research Ethics Committee
of a large teaching hospital. Your trainee advises you that she
has heard that the department of Medicine has commenced a
large drug company funded trial of new anticoagulant therapy
and is concerned as she had also heard that collection of baseline
patient blood samples was occurring without patient consent.

What are the ethical and clinical governance issues arising

from this case?

How will you manage these?

¢ Consider governance of research ethics and what mecha-
nisms are or should be in place to oversee research in your
hospital? Research Governance Officer, Human Research
Ethics Committee

e Collect the facts.

e Has an approval been granted for this study?

e What consent issues were raised as part of the proposal?

¢ How was respect for participants to be ensured?
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e Has there been a breach of the conduct?
e Discuss the underlying principles of ethical and responsi-
ble conduct of research in involving humans.

Case Study 2

You are the Director of Medical Services at a large regional
hospital. The Director of Emergency Department has come
to see you to complain about the ‘time-consuming’ new
resident evaluation forms he has been asked to complete by
the Director of Clinical Training (DCT) and how he doesn’t
have the time to waste completing these, especially the 360°
resident evaluations.

He also wishes to discuss the ‘onerous teaching commit-
ment’ he has inherited from his predecessor (a much valued
teacher and mentor at the hospital, now retired) as service
delivery is his paramount concern with a recent blow out in
Emergency Department waiting times.

Discuss the key issues arising from this case?

How will you manage these?

¢ Research the case in advance

e Meet with your DCT, what do the forms look like? how
long to they actually take to complete?

e What is contained in the employment contracts for senior
medical staff, does the contract stipulate dedicated teach-
ing and if so how much time?

e Listen carefully to the ED Director’s concerns.

¢ Do you feel the Director or her/his staff would benefit for
up-skilling in teaching.

¢ Are there more effective ways of delivering the teaching?

¢ Remain committed to support for teaching and learning at
your Hospital.

e Recognise the importance of both teaching and effective
feedback to junior medical staff as a recruitment and
retention tool especially in a regional setting which relies
on returned workforce.
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Case Study 3

One of your Medical Management trainees is required to con-
duct a research project (not an audit) as part of her training
and seeks your advice. She has considered using some existing
retrospective data she found “sitting around” which looks at
Hospital in the Home re-admission rates. She says she is strug-
gling to make the distinction between audit and research. She
also expresses concern that the Training program is trying to
turn her into a researcher, when what she really wanted was
to join a specialty that would specifically develop her man-
agement skills and focus more on the ‘front-line, hands on
management’.

Discuss the key issues arising?

How will you best support your trainee?

e Help make the distinction between audit and research —
The intended outcome of audit is to document quality or
where necessary to take steps to provide a better service,
whereas the ultimate outcome of research is to improve
knowledge.

e Results of audit tend to be only valid in the particular con-
text, ie this hospital

e Discuss with candidate the characteristics of a good
research question, using framework such as [32]: feasible,
interesting, novel, ethical, and relevant

¢ Is the potential project feasible, are there adequate num-
ber of subjects, adequate technical expertise, affordable in
time and money, manageable in scope

¢ Interesting and Novel, will it confirm, refute or extend
previous findings

¢ Ethical, ie amenable to a study that a HREC will approve

e Relevant, to the scientific community, to clinical and
health policy

e Discuss with the trainee the importance of the medical
manager’s role in pursuits of scholarly role including
research and teaching as well as evidence based decision
making
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Case Study 4

The Director of Grand Rounds has belatedly invited you as
the newly appointed Director of Medical Services to address
next week’s monthly meeting. She apologises for the late
notice, but hopes that you can accept the invitation as the
director of paediatrics has a clashing commitment on that
particular day. She also acknowledges that medical adminis-
tration is rarely present at grand rounds but hopes this will
not stand in the way of your accepting this invitation.

By the time the invitation arrives by email you notice
you have been scheduled to speak at the end of the session
(just before the free lunch provided) as the last in a series of
three speakers for the lunchtime meeting. You also read that
the invitation to this meeting includes not only doctors in
training and their consultants, but medical students are also
invited and expected to attend.

Discuss the key issues and opportunities arising from this
case?

How will you approach the task at hand?

e Accept the invitation and use it as an opportunity to pro-
file the discipline of Medical Management

e If possible, negotiate an earlier place in the proposed
schedule (given the late notice)

¢ Identify previous topics covered in grand rounds and the
proposed topics of other co-speakers

¢ Avoid duplicating content

¢ Identify the relevant learning needs of the potential audi-
ence and try to make links between other presentations

¢ Choose a relevant and interesting topic which will help
profile your specialist area in context and in a favourable
light (given it is your first presentation to this audience
and important stakeholder group)

e Use the opportunity to encourage consideration of future
career paths for junior doctors

¢ Consider and recognise prior learning of audience and
plan learning objectives, (a discussion with the Director of
Clinical Training may be helpful in planning your
presentation)
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e Define learning objectives using for example Bloom’s
taxonomy [33]

e Consider timing (start and finish times and time for ques-
tions), resources (for example availability of on site e.g.
video players, OHPs, slide projector or whiteboard), iden-
tify any technical issues such as compatibility issues
related to use of computers which will need to be dealt
with in advance.

e Plan an evaluation. This might include a formal written
evaluation form administered after the presentation ask-
ing the audience to comment on how well the learning
objectives were met.

e Consider regular involvement with Grand Rounds as a
means of engaging with the hospital’s medical workforce.
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