
 

 CENTRE FOR BETTER MANAGED 

HEALTH AND SOCIAL CARE 

 

    10 December 2010 

Chris Ham, 

Chief Executive, 

The King’s Fund. 

 

Commission on Leadership 

Dear Chris, 

I am pleased to respond to the evidence gathering stage of your Leadership Commission on 

behalf of the Centre for Better Managed Health and Social Care at the Cass Business 

School. 

We warmly welcome the initiative which the King’s Fund is taking to shed a reasoned and 

informed spotlight onto the hugely important debate about the changing profile of leadership 

required to liberate the NHS and achieve the critical goals of better health and wellbeing for 

all, delivered in a more effective way, appropriate to the current climate of austerity.  

As the potential scope of this commission is huge, we have chosen to construct the Centre’s 

submission to the Commission by considering the broad canvass, the many ingredients of 

leadership and management, and the beginning of an exploration of how these interact and 

inter-relate as the painting takes shape.  Without wishing to mix too many metaphors, we 

would hope to influence the way in which the architecture of leadership is developed as a 

fundamental enabler for the system transformation underway.  It is imperative that the focus 

of this important transformation is shifted away from the structural and organisational 

elements so hotly in the glare of publicity, and onto the service transformation itself 

supported by those enablers and drivers which will contribute to success.  Across the gamut 

of enablers, none has a greater contribution to make than this misrepresented area of 

leadership and management.   We commend the King’s Fund for seizing this opportunity. 

Leadership and Management 

Any effective system requires both leadership and management.  The continuing emphasis 

on strengthened leadership is a positive element of transforming the system, especially as 

the significance of clinical leadership is placed at the forefront of this debate.   

At this point we need to stress that we do not wish to detract in any way from affirming the 

value of this shift towards valuing clinical leadership.   

However, the populist response to the strengthening of the position of clinical leaders has 

resulted in a total polarisation in which management has been positioned in direct conflict 

with clinical leadership, and must therefore be inherently bad.  This attitude is simultaneously 

ill-informed, confusing and divisive, causing considerable damage to the hopes of effective 

service transformation.  It is imperative that the Commission is able to reverse the 

momentum. 

We would strongly urge the Commission to clarify the language and semantics adopted, 

thereby distinguishing between the processes and skills of management, and the 

management roles into which people are appointed, some of whom will be managers by 

profession and training: some of whom will be clinicians by profession who have become 

managers by training.  Similarly, both managers and clinicians are called upon to exercise 
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strong leadership to inspire and motivate their teams, as well as effective management of 

resources in discharging the tasks at hand. 

Clinical leadership 

Much of the response to the Liberating the NHS reform is placed on the shoulders of clinical 

leaders.  As the call for more clinical leadership continues to reverberate through the 

healthcare system, there are too dangers to be addressed: 

• the broad term clinical leadership is used indiscriminately and widely when very 

specific aspects of leadership may be required; 

• the term is frequently used with an overly narrow expectation of the type of clinician to 

whom it applies. 

Undoubtedly, good clinical leadership will be required, but there is no magic ingredient 

conferred upon the clinician on acceptance into the profession.  The term “clinical leadership” 

is too easily adopted without being clear of how both the leadership and management skills 

need to be nurtured and developed to achieve the outcomes expected.  Not all clinicians will 

either want, or be suited to this journey, and it will be important to recognise that the clinical 

practitioner cannot be replaced with alternative skills, whereas the clinical practitioner can be 

rendered more effective with help from other disciplines where skills are in greater supply.  It 

will be important not to undermine the perceived worth of practitioners in the new world. 

In the majority of its use, clinical leadership is interpreted as synonymous with medical 

leadership, to its detriment.  As a consequence, the potential for contribution to the new 

commissioning world from dentists, ophthalmologists and pharmacists is overlooked.  The 

potential for nurses and allied health professionals to bring leadership to the shaping of 

services is downplayed and often only realised after difficult local battles.   

To realise the fullest potential of clinical leadership it is important that all clinical professions 

are embraced within the breadth of the term, and equally important that the term is qualified 

with an understanding of the specific expectations of leadership called for on a case by case 

basis, in order that those chosen are selected on the basis of the full competences required – 

both clinical and leadership – not simply because they are a conveniently placed clinician.   

Valuing the full breadth of diversity  

It is well documented that diversity in teams is an asset to be valued, and that strong and 

empowering leadership is able to capitalise to the full on this asset.  Unfortunately, the 

combination of politicisation and considerable misunderstanding of diversity conspire to 

constrain the meaning of diversity to a small subset of its true worth – focusing on ethnicity, 

gender, and occasionally sexuality.  This diminishment acts to prevent the true richness of 

diversity to be appreciated.  In its fullest sense, the value of diversity is drawn from the many 

and varied way in which a group of individuals will see the same situation from different 

angles – each interpreting that situation according to their own contextual understanding, 

value systems, experiences and training.   

Within clinical circles, no-one would doubt that a multidisciplinary team (MDT) has an 

essential part to play in the diagnosis and planning of treatments in complex fields such as 

cancer and mental health.  Each discipline brings very specific training, specialism and 

understanding, so that the sharing together creates a richer picture with better understanding 

of options and trade-offs.  It is crucial to future success that those disciplines associated with 

management, administration and “bureaucracy”, such as informatics, finance, planning, 
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change management, risk and performance, communication are all welcomed within the 

construct of “multi-disciplinary”. 

Adoption of the multi-disciplinary approach to care has been one of the success stories of 

recent years, but even this is only partially tapping into the value of diversity.  Typically, in the 

MDT approach, the different disciplines come together to share knowledge and experience in 

the decision-making process, but then revert largely to their own disciplines to execute the 

agreed plan.  The Interdisciplinary approach takes this to the next level of value creation, by 

creating genuinely mixed teams in which the bond to the team is stronger than that to the 

individual discipline.  Such an environment leads more naturally to innovation arising from 

hybridisation where the boundaries between the disciplines become blurred.  Evidence from 

the SDO programme indicates that there is very limited understanding of such hybrid roles, 

especially those crossing over between clinical and managerial responsibilities. 

There is direct copy over into the effectiveness of Boards where members are able to 

illuminate problems with experiences and understanding drawn from their diverse 

backgrounds.  Analysis of board maturity will quickly reveal the constraints and weaknesses 

of those whose monochromicity leads to blind spots, improved performance in those which 

value the diversity of multiple disciplines, but much stronger cohesion and excellence from 

boards where the membership is interdisciplinary and responsibilities transcend functional 

boundaries.   

This Commission has an opportunity to grasp the full potential of diversity and to explore the 

requirements for individuals to understand and nurture the skills required to lead and manage 

across disciplines, and indeed to understand the additional demands and embrace the value 

of those whose skills and experience are truly hybrid. 

Governance 

There is currently too much haste to denigrate the progress made by the NHS over the last 

decade or more of reform, without reviewing the available evidence.  The evidence points to 

considerable progress in large areas of healthcare provision; other areas which have been 

less successful; some even regressing, and even more where the rising expectations of a 

more demanding public have outstripped the practical progress leading to apparent, though 

not real decline. 

One of the under-sold areas of considerable improvement is in the whole field of corporate 

governance, where responsibility, accountability and critical relationships are considerably 

more understood today, and processes of reporting, assurance, quality, safety and risk are 

more coherently, transparently and consistently in place.  The system is not without its 

failures and lapses, and in some organisations, adherence to these processes remains 

slavish to the letter of the bureaucracy, instead of an embedded culture of best management 

practices.   

The global reality remains that organisational cultures which embody good governance offer 

the best protection against systemic failure, never more so than throughout the process of 

transformational change.  There is every danger in the current climate that the best aspects 

of good governance will be amongst the casualties of change, or that political and media 

pressures will prevent residual ambiguities in the design and goals of the new system being 

identified and eliminated.   
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Good leadership and management of the health and social care system throughout the 

forthcoming changes must be grounded in effective governance which ensures that all actors 

within the system are clear about key relationships, respective roles, responsibilities and 

available resources, and the mechanisms for assurance and accountability.  Leaders and 

managers of all types will need constant and high priority development in key tools of good 

governance. 

What is being led? 

This question may seem to be rather naïve, and the answer obvious.  However, the goal of a 

system centred on patients remains very far from current plans and policies when translated 

into practice.  Whilst a service designed around care pathways will have made great 

progress away from the fragmented system designed around professional boundaries, and 

towards patient-centric care, it has still only traversed part of the journey.   

The new leaders need to be clear about the journey of change through which they are 

leading. 

Historically the NHS has operated on a political principle of equity and distributive justice, 

and evidence has been sought to enable sound decision making designed to achieve this 

aim.  This is a political aim but is so well established as to be taken for granted.  More 

recently, but very much within the founding principles, the NHS has been working on 

rationalisation through service integration and health promotion strategies designed to 

reduce the escalation in disease severity among people with long term conditions in order to 

promote health, manage demand and contain costs (Wanless Report).  Although there is a 

significant evidence base around all these activities designed to inform leadership decisions, 

these later policies are more contested or passively resisted (ie lip service is paid to them) 

and difficult to implement as they challenge the vested interests of hospitals (and patients 

who often want to be looked after in hospital when they are ill and not manage on their own 

at home unless equivalent levels of homecare can be provided).  

With the exception of the transfer of responsibility and funding for public health to Local 

Authorities, the new white paper represents a radical departure from these principles, as it 

seeks to embed market principles into the structure of NHS provision allowing differentiation 

among provider services, standards and care quality in order to enable excellence to thrive 

and putting the consumer into the driving seat in determining the flow of resources based on 

preference and consumer choice: albeit intermediated by GPs.  

Under these circumstances, leadership shifts in focus from promoting an evidenced based 

approach to demand management based on the principles of distributive justice to leading 

the implementation of strategies designed to diversify provision and promote consumer 

choice.  The evidence base around highly technical health care is that it is more cost-

effective to consolidate provision in local, regional or national centres based on population 

size and spread and specialise in order to maximise utilisation of equipment and staff and 

develop a critical mass of expertise in using and interpreting the technology and managing 

the condition (cancer networks are a prime example of this).  This evidence does not support 

diversification and competition which is costly because it duplicates resources and reduces 

opportunities for learning.   

Evidence for the free market approach is, of necessity, weak as it has not been a strategy 

until the publication of the white paper, so leadership can't draw on evidence to inform 
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decision making but has to rely on more inspirational and charismatic approaches.  A key 

question thrown up by the radical change in direction proposed by the white paper is the 

extent to which leaders lead or follow political and democratic dictate.  Currently they are 

very much providing leadership to follow political policy (which perhaps they have always 

done but within a broadly consensus framework), to this extent they are more akin to the old 

fashioned notion of public servant than professional leader.  

The key intervening variable in all of this is clinical leadership.  Clinicians mainly GPs will 

either sign up to the political aspirations of these reforms and take on the responsibilities 

implied or they will passively resist these reforms and carry on as normal reinforcing 

traditional NHS principles and policies.  Leaders trying to promote the reforms will have to 

appeal to the politics of the clinicians creating mixed messages and strategies.  Forced 

diversification of monopoly provider services from Monitor to create markets could simply 

increase costs without really impacting on choice or improving quality. 

Leaders therefore face a judgement between demands of evidence and demands of 

consumers, and will need to deploy new skills and toolkits to help achieve this balance within 

a framework of consultation and engagement. 

Incentives, levers and motivation 

Amongst the many challenges facing leaders, is the need to drive change, whether that is 

accelerating adoption of new and improved, evidence-based practices, or whether that deals 

with the constantly changing landscape of partners involved in the care process, or driving 

through the major system-wide changes embodied in policy. 

Change only happens with incentives, levers and motivation being deployed with skill, and 

accompanied by clear and consistent communications.  The Cabinet Office work on 

Mindspace provides a framework to understand how different tools and approaches can be 

used to increase alignment and reduce the barriers to change, but historically, the health 

system has failed to understand the range of barriers to change, how these vary across both 

the professions and stakeholders including public and partners.  By failing to understand the 

barriers, change programmes have been doomed to underachievement, even when progress 

has been made. 

An important aspect of the architecture for leadership is to recognise that leadership and 

management offer different strengths and weaknesses in seeking to reduce barriers to 

change.  The Commission is encouraged to help leaders and managers to understand and 

differentiate between the tools and techniques available to them which will contribute to more 

successful and speedy transformation and change. 

Informed leaders 

As more of the decision-making about the delivery of health and social care is devolved from 

central control, to local arrangements, leaders and boards will need to work with key 

stakeholder groups to establish their strategy and local priorities.  Historically, the NHS has 

viewed performance management as the process imposed by the centre to ensure that the 

centrally dictated priorities are achieved.   

Many local organisations have failed to see performance management as an internally 

defined and driven process designed to assure them and their stakeholders that their 
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organisation is delivering safe and effective care to achieve the priority needs of that 

community, as embodied in their strategy.   

The leadership of the new system needs to complete this transition with utmost speed and 

confidence, so that Board members can be confident of their strategy, take difficult decisions 

as required and be openly held accountable by their public for the quality of outcomes and 

efficient usage of resources.  This remains true, whether the “organisation” refers to a 

provider organisation, a PCT during transition, a GP practice, or a commissioning cluster.   

The need for confidence points potentially to a skill gap amongst leaders, given the low 

priority historically given to skills related to information and analysis – the NHS leadership 

framework did not recognise the need for a high level of competence in “informacy” (the 

information equivalent of numeracy and literacy), and it has long been the custom of many 

organisations to delegate matters related to information to a more junior role, or to bundle 

information into other functional areas.  Few if any NHS organisations have a credible Chief 

Information Officer, despite the demands of Wanless that this should be a board-level 

appointment.  An organisation only performs to its full potential when it has the capacity to 

understand how intelligence needs are driven from the strategy, and how the strategy can be 

shaped by understanding of the potential for information and technology to be 

transformational. 

The new leadership framework for the new health and social care service should treat 

competence and confidence in management of all key resources as a prerequisite of its 

organisational leaders.  In this context, key resources are skilled people, money, capital 

assets (equipment and estate), and information/ intelligence.  Those service industries which 

have fully recognised this spend up to 15% of their turnover on knowledge and information 

processes and tools, contrasted with the NHS’ spend of 2-4%. 

Training, selection and development 

We have identified many aspects of leadership and management which need to be 

addressed in a suitable architecture for leadership of a system as complex as that for health 

and social care.   

A strong development programme will focus on the distinct processes by which individuals 

develop skills, acquire knowledge, gain experience and nurture meaningful relationships.  

Each of these develops at a different rate and is strengthened through different processes.  

Leadership, management and each clinical discipline require an effective combination of 

skills, knowledge, experience and relationships, and each of these is matured and honed 

throughout a professional career. 

Where we have noted that the current silo basis of functioning is increasingly deficient, this 

observation needs to be applied not just to the practice, but to the training, selection and 

development processes.  If the system’s future depends, as it does, on effective relationships 

between health providers, commissioners, social care, local community groups within the Big 

Society, and across professions, then the leaders need to be trained in the skills and 

approaches to interdisciplinary working, the organisational psychology of developing 

relationships which exploit both competition and co-operation, and a deep appreciation of the 

value contributed by professionals trained in different disciplines.  Selection processes, too, 

need to be tuned to create and value diverse teams, and developmental approaches need to 

be available not just to individual leaders, but to complex teams. 
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Conclusion 

This submission has been drawn together by the Centre for Better Managed Health and 

Social Care, centred in the Cass Business School at City University.  It is no accident that we 

are the University of Business and the Professions, and that we have responded to this 

Commission on Leadership with an approach which seeks to create a culture which values 

the interplay between business and the professions.   

Our submission has been drawn together with contributions from many of the Schools across 

the University, and we will be delighted to explore further with the Commission, some of the 

evidence and substance which underlies our response. 

We wish the Commission every success in raising the profile of such a critical topic based on 

an objective assessment of the best thought leadership and practical experience.  We will be 

delighted to support the Commission further in this work. 

 

Dr David Welbourn 

Associate Director 

Centre for Better Managed Health and Social Care 

Cass Business School 
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