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‘Clinical leadership: lost, or at a new dawn?’

Committee Room No.10, House of Commons, 26 November 2008

The ‘NHS Next Stage Review’ recently published by Lord Darzi has been billed as a ‘once in a
generation’ opportunity to reinvigorate the health service.

Consonant with the review, Civitas is hosting a number of high-profile debates to explore the
potential for consensus on some of the key themes. The aim is to bring together the grassroots of
the medical profession, along with key stakeholders in the NHS, private sector and politics, in
healthy, open and unassuming discussion, independent of government.

This is the fifth in the series, looking at the highly topical issue of clinical leadership. Engaging an
audience of around one hundred interested delegates were Professor David Fish (p.2), Professor
Martin Marshall (p.3), Professor Jenny Simpson (p.5) and Mr Bernard Ribeiro (p.6), with
commentary by Eileen Sills (p.9).

Comments (p.10) were also heard from: Stefan Cantore, Dr Keith Brent, Professor Tony
Butterworth, Sir Denis Pereira Gray, Dr Paul Robinson, Daghni Rajasingham, Denise Chaffer,
Professor Arulkumaran Sabaratnam, Dr James Mountford, Dr Alistair Flowerdew and Dr Ram
Moorthy.

Introduction:

Professor Aidan Halligan

Why would a hundred people follow one? Leadership is a nebulous concept, but it’s a critical one. It
takes courage to speak out. How many have stood by and seen targets abused on their watch to the
detriment of patient care?

The best leaders for me have been those that have made me feel | can jump through hoops on my
own. Leadership is about personality and vision. Its practice is an art.



Professor David Fish
Medical Director, UCLH NHS Foundation Trust

I've got a privileged job, managing six hospitals at UCLH. In my career I've moved from being an
academic neurologist to a medical director. I'm also fortunate in that my CEO and | have a shared
belief in devolution for clinical engagement, though inevitably we have different jobs and any leader
needs resilience.

For me that resilience comes from imagining a patient is in the room and always putting them at
centre stage. Often hierarchies of staff are not aligned to this; maintaining the doctor/patient
relationship can involve a lot of tears. We are not yet in a modern system, where the patient is at
the top of our concerns. This has to be enabled by leadership, and above all clinical leadership.

The things I've found most helpful in my post are:

1. Listening to patients; I've had a long clinical background that’s allowed me to hear
thousands of views.

2. |hadthe privilege to direct a study two or three years ago with families of people who died
tragically through error or a lack of communication. The families wrote the report and it
exposed me to rawness of human emotion and the absolute importance of dignity.

And here’s the danger with leadership. People can lead for personal or institutional reasons, or for
the benefit of patients. We need the latter. And we need vision. Clinicians, exposed to the rawness
of emotion I've described, are well placed to act as a bridge between patients and policy.

Going forward Id like to see people really aligned for change. Quality must be put at centre stage by
all: the profession, patient groups and politicians.

| can see the change already beginning to happen in hospitals and wards. Quality metrics are coming
to the fore. An example of the change in emphasis is a project we are currently involved in with
Monitor in the development of quality indicators. It is a board project, not an individual one as it
would have been a year or two ago when priorities were elsewhere.

We must also focus on developing clinical leaders in the next generation. There’s been a noticeable
shift in the age of clinical leaders at UCLH; the average age now is almost a decade younger than a
few years ago. It's created a different environment; younger leaders are energetic, carry less
baggage and are used to things happening. For example, clinics are now taking place in the evening
between 7 to 11pm in some specialties because it’s the right thing to do for patients. A lot of our
day-case beds are now in hotels, not hospitals, because it changes the nexus of control; the patient
is in charge.

For me, success will be measured by how much | can prepare the younger generation for leadership.



In discussion:

Anyone can put the vision of the patient. No-one holds the holy-grail across physicians, nurses and
the healthcare profession. Ownership is with the patient and the key to leadership is
communication.

We have to be prepared to support new leaders and enable leadership as a compass point of what
patients and their families want. We had an event with the army at UCLH last week. They have
captains who are 26 years old and have been leading troops out in Afghanistan; from 21 years old
they’ve been trained to be leaders and support teams. And they are.

In my experience, the majority of young leaders are female, not male. I've been struck by the
number of people who want to step up to the plate.

As for politicians, I’'ve generally felt they want to hear the truth; it’s when you don’t tell the truth to
them that they start losing interest.

Professor Martin Marshall

Director of Quality, Health Foundation

In the 1930s Mahatma Gandhi was taken on a tour around the mill towns in North England and
asked ‘what do you think of British civilisation?’. His reply? ‘I think it would be a good thing’. My
contention is you could say the same about leadership in the NHS.

For me, leadership is about preparing and leading an organisation through change; very different
from management, which is about delivering measurable change. Focusing on primary care, the
challenge is significant:

1. The structure is changing dramatically, away from the community-based, partnership model,
so typified by Dr Finlay’s Casebook, to GPs working in very different settings; in
supermarkets and in the acute sector.

The evidence-base is unclear, but the wider leadership question is how do we deal with this
change? Leaders must focus on a vision for general practice and what it brings to the system
and to patients:

a. A commitment to generalism. | don’t have the expertise of specialists in
laparoscopy, but | can treat patients with diabetes, asthma and hypertension,
and what I’'m particularly good at is treating patients with all three.



b. A commitment to whole-person medicine, that is appreciating context and
important psycho-social determinants of health in any consultation.

c. Giving a voice to patients and communities; providing an advocacy role for those
who can’t fend for themselves.

The key to a patient-centred NHS is the continuation of continuity in general practice.
Leadership in primary care must embody this.

2. The focus of leaders must be on quality. In general practice there is reasonable evidence
that quality is increasing at least in biomedical areas, particularly those in the Quality and
Outcomes Framework — though this is not solely down to it.

But what about quality in other areas of general practice in terms of access, interpersonal
care, continuity of care and equity? While practice is less variable than it was, it is still
variable.

3. Leaders need to manage the interface between primary and secondary care, which has been
shifted further apart by recent policy initiatives. Ninety per cent of problems are dealt with
in primary care; 70 per cent of resources are consumed in secondary.

The commissioner/provider split should work, but in practice has pulled primary care away
from secondary. Leaders need to bridge this gap.

4. We also need leaders with the ability to work in networks and multi-disciplinary teams. The
relationship between GPs and the rest of the community team is key to quality, but too
often work is conducted in silos.

Primary care is much less hierarchical than in the acute sector. GPs don’t like to be led and
operate in hierarchies; that’s why they’re in primary care!

As yet there are only a few leaders in primary care, which is far from enough. If you asked PCTs who
their top 25 GPs were, the vast majority would scratch their heads. More leadership development is
needed.

The keys to this are found in three things: one, the right selection of leaders; two, developing
emotional intelligence; three, organisational support. Too often people go on courses, come back
with new ideas, but only sink back into old ways of working. This needs to change.

In discussion:

Multi-disciplinary learning is vitally important to the development of leadership teams. It is
interesting that in the workshops we’ve held on this across the health system you can almost classify
what discipline a person is from what they say beforehand, but afterwards it is much less
pronounced.



While there should be lay involvement in ethical decisions around health care, ultimately someone’s
got to make a decision and this has to be between clinicians and management. Real leaders should
be able to deal with these tensions.

Leadership should embody a common set of values: a vision, a selfless commitment and humanity.
But we should not forget that we will all be inspired by different things.

Professor Jenny Simpson

CEO, British Association of Medical Managers

In the past, clinical leadership has represented trying to make something happen in a system that
doesn’t want it to. One example was the new contracts — particularly the consultant contract and
Agenda for Change — that left nearly all medical managers upset.

| remember Andrew McNeil saying to me that leadership is a ‘privilege, a joy, a burden and a
pleasure’. Leadership is about balancing incompatible dualities; you have to be strong and show
humility, but not be arrogant. You have to put the service before your own ambition. You have to
be resilient, but also sensitive. And you have to balance compassion with decisions on where to
spend money.

My attention has been on clinical leadership and management since when | was misdiagnosed when
I had TB. The service was bottled up. | realised that without having doctors in managerial positions
and having an appreciation of administrative systems, things will never work as well as they should;
doctors will always struggle to fulfil their duties.

1. Clinicians have an ethical and moral duty to the patient and to ensure that resources are
used in the most appropriate way possible. To do both requires clinical leadership and
management.

2. Many clinicians are actually in leadership positions already, but are unable to do it properly
because they haven’t had any training. The anatomy of the health system is as important as
anatomy of a human being in delivering high quality care.

3. Leadership is not about heroics or Powerpoint slides; it’s about behaviour, communication
and relationships. It’s about making organisations work as a whole, not just the silo a doctor
happens to be working in.

| got very interested in Disney and the programmes it runs to ensure customer experience is top
notch. All doctors should be doing something similar as a matter of course.



The main difficulty in the NHS is that people are dealing not just with top-down pressure but also a
very complex professional bureaucracy within the system. Those dancing around between the two
are uniquely challenged, yet rarely have the skills to succeed and are stressed.

However, | don’t believe we are short of potential clinical leaders. The problem has been a shortage
of people who believe their organisations want them to lead. We need a change of attitudes and
cultures.

The positive thing is that while there were times when the NHS wanted compliance, not leadership,
now there is very much an upsurge towards pushing the latter. We have to track and sustain this
momentum.

In discussion:

Leading a service is leading a service, it doesn’t matter who's doing it so long as it’s involving
clinicians in the managerial process.

I’'ve no problem with the people at the top end of the Department of Health. The resistance comes
further down the chain. But there is a misconception that things can be done by command and
control. In fact, you can only change people’s behaviour by making people want to do something.
You have to be able to articulate a vision that presses an emotional button inside a person. You can
learn how to do that, but it has to be part of your makeup.

Mr Bernard Ribeiro

Former President, The Royal College of Surgeons of England

What constitutes leadership of the profession? In essence, | believe it is being true to your ideals
and speaking the truth, even though it may prove unpopular.

As President of the RCSEng, who did | represent? Clearly the college is a membership organisation,
but is not a Trade Union. Its aim is to maintain and improve the standard of care by surgeons, for
patients.

My role as President was to ensure that standards were maintained through training and continued
professional development of practising surgeons. It therefore allowed me to question policies —
government or otherwise — which sought to lower standards to the detriment of patients.

It required acceptance of the seven Cs or the seven criteria of leadership: courage; confidence;
creativity; caring; charisma; character; and the vital 7th, communication — which actually means
learning to listen.

One must have the courage of one’s own convictions and be prepared to speak up when others
might prefer to stay silent.



1. The MMC/MTAS debacle in 2007 was a case in point.

In surgery | had identified the problems earlier —too many SHOs — too few training posts to access.
We called for extra training numbers over a transitional period of 3 years. Our requests were made
initially to Patricia Hewitt, the Secretary of State for Health, in October 2005 and then more publicly
through the media and repeated interviews and evidence to Parliamentary Health Select
Committees.

The lack of any progress in this area was the major reason for my resignation from the Douglas
Review, set up to oversee the debacle of MMC/MTAS.

Remember “Success has many fathers — but failure is an orphan”. President Kennedy said a similar
thing after ‘The Bay of Pigs’ invasion.

MTAS was a defining moment for me as a leader. It was a stressful, lonely and humbling experience.
To be lobbied by trainees, consultants and parents — many unable to understand why their children
were distraught and in despair — was often hard to handle. Communication was vital and repeated
email exchanges with updates to Fellows and Members were essential.

A survey of our Fellows and Members in March 2007 found that 79% wished to see the process
aborted and started again. The Council of the RCSEng debated the issues and agreed to halt the
process — but to re-interview all candidates with CVs and portfolios. It was agreed that if the DH
refused to stop the process, the College would advise all clinical teams to withdraw from the
interviews. That approach —i.e. interviews for all was endorsed by the Douglas Review and
implemented in Round 2.

What did not happen, however, was any significant increase in training numbers to accommodate
the appointable SHOs.

Leadership requires courage — and points of principle must be adhered to. Without the promise of
more training numbers | could not continue to be part of the review and resignation was inevitable.

2. ‘NHS Crisis Threatening Patient care’ was a headline in the Daily Telegraph in March 2006.

It referred to the projected £900 million deficit the NHS was facing that year, which it sought to claw
back by cutting services, reducing staff and raiding the training budget. The ultimate effect of this
would impact on patient care and the training of doctors. It was an issue we felt should be brought
to the public’s attention despite assurances from Patricia Hewitt that “we will never compromise
patient care.” Considering most of the NHS spending is on salaries and wages it was inevitable that
staff cuts would occur — mainly amongst nurses and ancillary staff. Highlighting their plight was as
important as asking for the training budget to be ring-fenced.

Similarly, my support of top-up treatments for patients receiving cancer treatment was driven by my
role as an advocate for patients. It was not necessarily a popular view within the College or the DH,
but it was the right one as subsequent events proved.

3. Clinical Outcome Data in Surgery

The decision to put surgeon’s results in the public domain was controversial. It required me to act as
an advocate for patients, who clearly wanted this information while recognising the concerns of our



Fellows. Weighing up the pros and cons was difficult. Achieving consensus with such issues is never
easy, but by holding a conference to debate the issues with the profession, we were able to move to
a position whereby indicating intent sent a positive message to patients and government alike.

So, to draw from these examples, how do we get good clinical leadership?

| believe the lack of career progression in the consultant ranks mitigates against leadership
development. The concept of buggin’s turn is still all too apparent in many hospitals, with many
consultants preferring to keep their heads down and leave it to others. We need to instil the same
desire for promotion as seen with our military partners who are supported by a Staff College that
identifies and selects leaders. This may necessitate the introduction of ranks or tiers, but without
considering such an approach leaders will emerge, as always, through self-selection and trial and
error.

In conclusion | would like to quote Baroness Onora O’Neill who, in her Reith Lectures in 2002, said

“If we want a culture of public service, professional and public servants must in the end be free to
serve the public rather than their paymasters.”

If you can do that then you are a true leader.
In discussion:

The Oxford English Dictionary still refers to clinicians as doctors. | believe this, but | think the
definition leads to confusion as regards this debate.

In surgery, just by its nature, it would be very difficult to perceive a leader who is not surgically
trained.

However, | believe the wider future is multi-disciplinary learning based around the treatment and
management of certain diseases. Only then will we get the right knowledge in the right place. Here,
many will have the skills; the leadership role could equally be performed by a nurse, as a doctor.

Key to this is the organisational process across primary and secondary care, which has become more
of a divide in recent years; | used to get referral letters from GPs addressed ‘Dear Mr Ribeiro’, now
they just say ‘Dear Colleague’. This is indicative.

One of the biggest challenges around clinical leadership will be to identify leaders within the
profession and give them role models. It can be done. | was in Nottingham recently, where medical
students had formed a group called ‘Scrubs’ to promote surgery as a career choice. This is
leadership in action.



Commentary:

Eileen Sills, Director of Nursing, Guy’s and St Thomas’s NHS Foundation Trust

For me, the most important thing that’s come out of this discussion is that we support all
clinicians at all levels to understand the environment they operate in and the opportunities that
exist for change.

Ultimately, those that make the biggest difference to the service for patients are clinicians. To give
them the opportunity to grow and lead a service will help give a voice to patients that will ensure
they are listened to. Clinicians are the patients’ advocates and they have a key role in ensuring
patients successfully navigate their pathway of care.

The panel have shared with you their personal stories and what struck me was the language they
used, to some extent negative, but powerful: true grit, the need to be resilient, and the need to have
courage. If we are going to move forward and grasp the opportunities we have, then the language
needs to change to one of optimism and enthusiasm to make it attractive.

In my own personal experience at Guy’s and St Thomas’s we have seen clinicians who two or three
years ago did not want to take on leadership roles; it was seen as relentless and another headache
with little reward. However in recent years the benefits for those individuals have been realised.
They know if they get it right what a difference it can make.

But it is essential that organisations are ready and able to allow clinicians to lead. Lessons have to
be learnt from the past; a number of years ago we put 1000s of nurses through a 3 day ‘Leading an
Empowered Organisation’ (LEO) course only for them to return and become frustrated.

What is also clear is the need for all clinicians to understand the environment and system they work
in. If it’s challenging to develop effective clinical leadership in secondary care then how difficult is it
in a primary care setting?

The title of the debate was ‘Clinical leadership: lost or at a new dawn?’. | don't think it has ever been
lost. It’s been difficult to navigate around an ever increasing complex environment.

But the direction of travel is now clear and the door is open. We have a responsibility to do
something about it and need to ensure those that follow us see the opportunities as exciting, and
not a battle.
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Comments and Questions:

Stefan Cantore, Office of Public Management: | struggle a bit with the title of the debate. Are we
talking about clinical leadership or just empowering the medical profession?

Dr Keith Brent, BMA: Leadership has become the new buzzword. But how do we get leadership to
mean something that’s not just diktat? And how do we get colleagues to pick this up, especially the
involvement in finance?

Professor Tony Butterworth, NHS Institute for Innovation and Improvement: The trick for clinical
leadership is to get a much better balance across professions. Once people are together and
personally involved in developing multi-disciplinary leadership skills this begins to happen.

Sir Denis Pereira Gray: We’ve heard recently how some PCTs have started paying GPs not to refer
patients. Can medical leaders actually make such decisions when the foremost concern of any
doctor should be the patient? Should there instead be democratically elected lay patients involved?

Dr Paul Robinson, CHKS: I've had the privilege as part of my work with CHKS to observe clinical
leadership in five trusts. | can say that clinical leadership is going on and it’s actually doing quite
well. How can we champion a good basis for it and learn from what’s going on, on the ground?

Daghni Rajasingham, Guy’' s and St Tho malshinkitwdd M&ByPdkeru ndat i on
Follet who said there are many people who tell me what to do, but very few people who make me
want to do it. How do we get leaders in the latter mould?

Denise Chaffer, Mayday University Hospital: | don’t think it matters what your job is, it’s about the
skills set you bring to the table that matters. The principle | hold dear is that organisations should be
clinically-led and managerially supported. This would develop a collective view about what patients
want and give it priority. Leadership is about leading through people and doing the right thing.
Looking particularly at commissioning, it would mean asking: what does good care look like?

Professor Arulkumaran Sabaratnam, The Royal College of Obstetricians and Gynaecologists: |
would also add two more ‘Cs’ to Bernie’s list: core knowledge and change. Others should feel they
want to change with you. But what is often lacking is a focus on how to motivate and support
people to engage in leadership. Too often there is a lack of time because the commitment of
organisations to develop leadership is not always there.

Dr James Mountford, McKinsey: If being a good clinical leader involves building efficient, high
quality services and relentlessly striving to be the best, then | know many non-clinicians who could
do a great job. Is there a place for them?
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Dr Alistair Flowerdew, Salisbury NHS Foundation Trust: Leadership should start at the beginning of
careers. The Foundation Programme has been a great addition, whereby junior doctors do two
years in one trust, which can lead to the self-discovery of the potential to be big leaders. But could
we do more?

Dr Ram Moorthy, B MA J uTheireal guestioa is thisohove do we@rmgapani t t e e :
junior doctors, who are not supported at the local level as they are shipped all over the place as part
of their training?

With thanks to Sandra Gidley, MP, for hosting this debate.

James Gubb

Director, Civitas Health Unit
28 November 2008
www.civitas.org.uk/nhs/
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