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Mission Statement

We contribute to a better health service by 

• supporting people development 

• stimulating change in the way things are done 

• helping the whole system to improve 
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Executive summary

The Clinicians in Management initiative was launched nationally in late 1998.  The objective of CIM is to

give key professionals – doctors, nurses and social care personnel – a greater say in the management,

planning and development of health services in order to bring about improvements in the quality of

patient care and in the effectiveness of the processes through which the services are delivered. 

Mayo General Hospital was chosen as a pilot site for the initiative and the hospital authorities began

the piloting process with the establishment of two project groups: a clinical policy and strategy group

to define the concepts and structures of CIM and present a final CIM design for implementation by

Mayo General; and a consultation and advisory group to manage the complex consultation process

involving Mayo General’s staff and their trade unions. 

The consultancy group MHC Associates was appointed independent external advisor to the project and

joined the hospital CIM team early in 2000. The project was conceived as comprising three stages –

design, implementation and evaluation. The implementation stage was planned to proceed in two

phases: piloting in the new Children’s and Women’s Directorate within the hospital (followed by an

evaluation) and then roll-out to the other clinical directorates. The piloting in the Children’s and

Women’s Directorate took place from November 2001 to May 2002 and the evaluation of the pilot ran

from May to September 2002. Roll-out to the hospital generally was ready to begin from September

2002. The entire process took two-and-a half years. 

This time-frame offered scope for clinicians to review and rethink their decisions against a developing

knowledge of CIM. 

Appropriate vision, values and goals must drive CIM in each healthcare organisation. Mayo General’s

CIM vision was expressed in actions to empower, motivate, innovate, change and improve. Among its

core CIM values the hospital chose better outcome for patients, increased staff satisfaction and

motivation, devolved decision-taking to clinicians, and efficient use of all healthcare resources. Its two

high-value goals for CIM at the hospital were 1) improve the quality of patient care and 2) improve co-

ordination of clinical resources. 

Key learning from the pilot programme at Mayo General centred on the following: the identification of

essential roles within the hospital; resource management within the clinical directorates; clinical

leadership and the role of a medical director; achieving the best CIM return from the clinical directorate

structure; strategically planning and prioritising services in a manner that improves both quality and

clinical co-ordination; communication strategy and the responsibility in this regard of the clinical

director and the directorate nurse manager; skills, training and the personal development needs of

staff;  investment in routine information and information technology relating to human resources,

workload, patient and clinical data, clinical risk management, and financial performance. 
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The pilot conducted at Mayo General emphasises the need for CIM to be a local solution. Simply lifting

a CIM model from elsewhere will not succeed. Mayo General demonstrates, if such demonstration were

needed, that no matter in what way CIM is approached, the starting point should always be the

following: vision, values and goals; clinical leadership; a programme of design, pilot, evaluation and

implementation. CIM will succeed best where clinicians have ownership, have shaped the design and

retain ownership as the initiative is implemented and developed. 
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1. Background to CIM initiative in 
Mayo General Hospital

Mayo General Hospital provides acute hospital care for the population of County Mayo. Its specialities
include general surgery, medicine, paediatrics, obstetrics and gynaecology and radiology. The hospital
also has a kidney dialysis unit. The hospital has an annual in-patient turnover of over 16,000. 

Mayo General was a second wave pilot site for the Clinicians in Management (CIM) initiative which
arose as a national initiative in late 1998 based on a series of discussions between the health minister
and healthcare professionals. These discussions were covered in the Office for Health Management’s
publications Clinicians in Management: Discussion Paper No.1 and Clinicians in Management: Discussion
Paper No. 2.

The aim of the national CIM initiative is to

Provide the highest quality healthcare and obtain the maximum health gain 
by meeting the population’s needs effectively and efficiently 
within the available resources allocated for that purpose. 

In 2000, Mayo General Hospital was pursuing a wide range of initiatives including

• Clinicians In Management (CIM)

• new building, expansion and refurbishment of facilities

• expanding services for the elderly and orthopaedics

• extending the range and capacity of specialised outreach services such as oncology and dialysis
from tertiary facilities

• implementing the general manager’s goal of pursuing an open, transparent management culture

• developing partnership working.

The new hospital is now open, orthopaedic services are due to be moved on site soon, the partnership
committee is well established and the CIM project has developed in line with the open, transparent
management culture. The overall effect is that Mayo General has extensively modernised its services
and its approach to managing them.



2. Benefits of CIM in Mayo General 

The objective of the CIM initiative for Mayo General was to build CIM with a complete quality focus
and ensure high quality patient outcomes. To accomplish this, the hospital set out to identify the CIM
quality projects that were high priority for the hospital and mapped these quality projects back to the
national goals outlined in the health strategy Quality and Fairness: a Health System for You (2001) and
also in the regional strategy.

The table below outlines the quality projects that were identified for Mayo General.
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CIM Quality Project Quality and Fairness Ceim Chun Cinn 
(regional strategy)

Antenatal clinical evaluation National goal 3: responsive and Consumer focus
appropriate care delivery Continually measured and 
National goal 4: high performance evaluated

Accessible, efficient, high quality 
consumer focused hospital care

Comprehensive antenatal/ National goals 3 and 4 Consumer focus
postnatal needs assessment Continually measured and 

evaluated
Accessible, efficient, high quality 
consumer focused hospital care

Evaluation of early readmission National goals 3 and 4 Consumer focus
to wards Continually measured and 

evaluated
Accessible, efficient, high quality 
consumer focused hospital care

Development of educational National goals 3 and 4 Consumer focus
needs assessment for asthma Continually measured and
patients to establish a evaluated
comprehensive educational Accessible, efficient, high quality
programme consumer focused hospital care

Evaluation of children's dietary National goals 3 and 4 Consumer focus
needs Continually measured and 

evaluated
Accessible, efficient, high quality 
consumer focused hospital care

Development of a triaging tool National goals 3 and 4 Consumer focus
for febrile children Continually measured and 

evaluated
Accessible, efficient, high quality 
consumer focused hospital care

Development of a national National goals 3 and 4 Consumer focus
committee to address adolescent Continually measured and 
intoxication evaluated

Accessible, efficient, high quality 
consumer focused hospital care



Quality initiatives in general take time to implement because quality projects must be given time to
enable the production of the required statistics and information to measure quality changes over time.

Nonetheless the chosen pilot site, Children’s and Women’s Directorate, has already celebrated some
quick wins for two of its quality projects.

1. Follow-up paediatric patients attending wards to be seen in outpatients has already
achieved two significant quality benefits: ward routine is not disrupted and children are
seen in an appropriate setting where notes are available, allowing them to be attended
to quicker than before 

2. Hand-held patient records has also delivered two significant benefits: improved safety
and more efficient provision with time savings 
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CIM Quality Project Quality and Fairness Ceim Chun Cinn 
(regional strategy)

Assessment of patients bleeding Emergency services to be Accessible, efficient, high quality
during early pregnancy improved consumer focused hospital care

National goal 3
National goal 4: high performance

Patient flows in antenatal clinics Outpatient services to be Accessible, efficient, high quality
improved consumer focused hospital care
National goals 3 and 4

Follow-up paediatric patients Outpatient services to be Accessible, efficient, high quality
attending wards to be seen in improved consumer focused hospital care
outpatients National goal 3

Information on services for National goal 3 Accessible, efficient, high quality
parents and families after consumer focused hospital care
miscarriage

Hand-held patient records in National goals 3 and 4 Accessible, efficient, high quality
delivery suite consumer focused hospital care



3. The beginnings of CIM in Mayo General

Two project groups were created at the outset to discuss the CIM initiative:

• CIM Clinical Policy and Strategy Group 

• CIM Consultation and Advisory Group.

The general manager chaired the CIM Clinical Policy and Strategy Group and membership included the
director of nursing, pharmacist and several hospital consultants. A consultant chaired the CIM
Consultation and Advisory Group and membership included the general manager, director of nursing,
nurse manager, ward manager, consultants, medical scientific laboratory officer, representative from
social care professionals, trade union officials and local representatives. The two groups were supported
by independent external advisors, were accountable to the general manager and consulted with the
Hospital Medical Staff Committee and the Hospital Medical Advisory Committee.

CIM stages

• appoint independent external advisors, January 2000 to June 2000, to join Mayo General’s CIM team

• CIM design for Mayo General as a whole from July 2000

• piloting in the new Children’s and Women’s Directorate over six and a half months from November
2001 to 31 May 2002

• evaluation of the pilot, from May 2002 to September 2002

• roll-out by the general manager within the resources available from September 2002.

Several steps were built into each stage, beginning with the appointment of external advisors.
Proposals were invited from a number of consultancies to support the three stages of design,
implementation and evaluation. MHC Associates was selected and began with a review of the whole
project structure. Implementation was broken into two parts: a) piloting in the Children’s and
Women’s Directorate (followed by evaluation), b) roll-out to the other clinical directorates.

Several initial meetings of the CIM Clinical Policy and Strategy Group were devoted to defining the
concepts and structures of CIM. The impact on quality and clinical practice was a recurring theme that
resulted in the agreement that the CIM focus would be on the quality of clinical care and co-ordinating
clinical resources, not on budget management. Alongside this, the CIM risks were assessed and
arrangements designed to deal with these. In particular, an option was needed to revert from CIM if
the evaluation showed limited or no success.

Clinicians in Management, Discussion Paper No. 58



Simultaneously, options for CIM models and structures were designed and considered. These included
choices such as

• medical director role

• clinical directorate numbers and structures

• clinical director roles

• directorate nurse manager roles

• director of nursing roles

• clinical directorate teams

• models to include health and social care professionals

• service planning models

• budget management models.

Decisions on these are not all firmly linked. For example the clinical director role has already been set
up, whereas the medical director role is still being defined in detail. Creating a medical director role is
highly significant and more time consuming and requires consultants to consider the implications and
shape an arrangement that is acceptable. Hence creating CIM is a process of parallel activities.

Design themes were discussed from about September 2000 to July 2001 when the CIM consultation
document was completed and released. This is regarded as a reasonable time span in the context of
such a momentous change.

The consultation process involving Mayo General’s staff and their trade unions was designed by the CIM
Consultation and Advisory Group. The Partnership Committee provided valuable support in this setting
by arranging a series of staff briefings so that CIM issues could be raised and considered openly. This
support was essential in enabling people to learn about CIM and take their newly acquired knowledge
back into the CIM Clinical Policy and Strategy Group.

The consultation initiatives were supplemented by a series of CIM newsletters, which were part of the
overall CIM consultative process.

Consultation resulted in valuable formal feedback. One of the trade unions that supported the CIM
concept, for example, pressed for a steady approach to avoid change overload. Many such views
expressed during consultation resulted in changes to the CIM design. The CIM Clinical Policy and
Strategy Group reviewed all input and finalised the CIM design for implementation from November
2001. Before this, and as a final step, the medical professional bodies were consulted about the CIM
proposals and given the green light.

Office for Health Management9



The final decision lay with the Western Health Board. It proposed a pilot in the Children’s and
Women’s Directorate and an evaluation to test the design, modify it as required and roll it out across
the hospital as a whole. The result has been that those involved could continue learning and remain
flexible about CIM and take their insights into the roll-out stage.

The two CIM project groups were no longer required once the decision to proceed was taken. The
Hospital Management Team was in a position to take over at that point. Throughout this process the
Hospital Medical Staff Committee and the Hospital Medical Advisory Committee reviewed all the
proposals and were consulted directly.

The entire process took over two-and-a-half years. This relatively long period reflects the enormous
changes that are involved in implementing the CIM initiative locally and is indicative particularly of the
time that clinicians are entitled to have when considering the changes. CIM is not a quick fix. Neither
is it a single solution. It is never ending and constructed around many local choices. Even when it is
agreed, it must remain open to new influences and ideas that should be assessed and assimilated when
and where appropriate. Clinicians must own CIM, and they have more chance of owning what they
actually create.

Mayo General is now ready to move steadily from its Children’s and Women’s Directorate pilot to roll-
out of CIM. A new general manager has been in post since May 2002 and is responsible for CIM roll-
out within the resources available.

Clinicians in Management, Discussion Paper No. 510



4. Breakdown of the CIM project at Mayo General 

4.1 Components of a CIM Project

One can determine three main components to a CIM project and they offer the first set of choices to
those involved in designing it.

1. Purpose deals with the vision, values and goals of CIM.

2. Culture deals with the way that decisions are taken and the way that people are empowered and
enabled to achieve the purpose.

3. Structure deals with how the purpose and culture are pursued.

One can look at these components separately. It is feasible for example to empower clinicians with a
purpose and then leave them to design and develop their culture and structures. This is consistent with
the management principle that form should follow function. On the other hand a CIM culture could
be developed in isolation, although this could only go so far within a conventional management
structure. It is also possible, although theoretically unsound, to create a structure and then enable the
people in it to devise their culture and purpose.

Ideally, all three components should be pursued together to ensure that the structure fits the purpose
and that the required culture can be developed. This is a much more complex approach than that
outlined above but it is much more appropriate. It was the approach taken by Mayo General Hospital.

The result was a CIM design comprising sufficient dynamic and range of choices to enable it to be
refined and developed right through to piloting and into implementation. It gives clinicians at Mayo
General continuing choices in the way they develop their CIM culture during and after implementation.

4.2 Background to defining Mayo General’s vision, values and goals

Appropriate vision, values and goals should drive CIM in each healthcare organisation. These
demonstrate to everyone involved why they should switch from their traditional centralised
management model to a CIM culture and what they can expect when they do. Using this conceptual
approach CIM has a good chance of gaining the degree of commitment it needs in order to succeed.

The CIM initiative shares responsibility, authority and accountability between general managers and
clinicians. It requires that people are empowered to change and improve. So, central to a CIM vision
is the switch from management to leadership. CIM is not about swapping one management structure
for another and keeping the same culture.

The vision and values required for CIM have to be relevant to the opportunities and challenges facing
each healthcare organisation. Some of these may be similar, but in healthcare they are seldom the
same. Local healthcare professionals and managers all have to contribute to them so that they can
identify the choices, select a way ahead, and then implement CIM to deliver the required goals.

Office for Health Management11



All categories of staff at Mayo General wanted to be clear on the vision, values and goals of CIM before
they could consider seriously any ideas or firm proposals on the way forward. Staff wanted to be sure
that CIM would improve the way they were managed. They particularly wanted to develop a CIM
model with significant patient benefits which also benefited them and their hospital: these were the
core purposes of CIM at Mayo General. Their model differs from some CIM models that emphasise
operational themes, and it underlines the essential choices available to hospitals facing CIM.

Challenging ideas for CIM fitted in well with Mayo General’s emerging open and constructive
management culture. The former general manager introduced this culture from 1998. From 2001 the
director of nursing began to enhance it. Such continuous constructive questioning supports the
rigorous testing of ideas and can ensure that CIM proposals will fit local needs.

After much deliberation a CIM design was completed for Mayo General as a whole. The fact that
healthcare organisations are very complex must be reflected in CIM. The MHC Associates design
methodology for CIM at Mayo General was used as a technical analysis. It includes twenty-two
different CIM themes, including features such as vision, values, strategy, leadership, empowerment,
budgets and organisation – hence the MHC 22-point organisation development tool.

Piloting was completed in the Children’s and Women’s Directorate and the evaluation offered up
further choices to Mayo General for its way ahead for CIM. There were two themes within evaluation.
One was to evaluate the fit of the CIM model to Mayo General’s CIM philosophy. The MHC 22-point
organisation development tool was used to test progress and fit in each area, and it showed a good fit
that was flexible enough to be replicated in other clinical directorates. The other theme related to
Mayo General’s CIM goals, which are to improve quality and clinical co-ordination and which rely on
several projects. Measurable benefits from these will take several months to be evaluated using
rigorous clinical and statistical techniques. The clinical director is completing these evaluations. He
sees them as essential to demonstrating unequivocally that CIM can be beneficial for patients and
clinicians.

Staff at the hospital want their CIM model to be flexible enough to be developed further. This is a
reasonable requirement and ensures that there is the choice to go well beyond a simple transfer of
management from general managers to clinicians or a simple switch of management structures. The
CIM initiative can be used to create a whole new direction built around a new and developing CIM
culture that includes choices in securing

• clear vision

• explicit decisions about values

• a manageable set of high value goals.

Clinicians in Management, Discussion Paper No. 512



4.3 CIM vision at Mayo General 

An organisation’s vision is extremely difficult to articulate and does not require expression in catchy
phrases. Articulating the vision was not attempted as a discrete isolated exercise at Mayo General at
the start of the CIM design. Instead, the vision emerged from the discussions and decisions of clinicians
as they accepted some proposals and reshaped or rejected others. The result is a CIM vision expressed
in actions to

empower, motivate, innovate, change and improve.

4.4 CIM values at Mayo General 

The clinical director for Children’s and Women’s Services has had extensive experience of CIM in
hospitals in the United States of America. This background offered the hospital valuable insights into
the potential of creating an appropriate CIM culture and also into the major differences between
healthcare in Ireland and in the USA.

Mayo General chose its core values for CIM as

• better outcomes for patients 

• better integrated and more effective patient care 

• more satisfied patients 

• increased staff satisfaction and motivation 

• effective multi-disciplinary teamwork 

• effective five-year service planning and resource allocation 

• devolved decision-taking to clinicians 

• efficient use of all healthcare resources. 

Attaining these will benefit patients and clinicians alike and help to enhance the reputation and
position of the hospital. Some were realised by the Children’s and Women’s Directorate during the
pilot period up to 31 May 2002.

Office for Health Management13



4.5 CIM goals at Mayo General 

Two high-value goals for CIM at Mayo General were agreed. 

Goal 1 
Improve Quality of Patient Care 

Goal 2 
Improve Co-ordination of Clinical Resources

A series of quality projects provide the key to achieving these goals. 

The quality projects have four main themes:

• patient benefits

• clinical matters

• staff gains

• Mayo General’s healthcare process.

Quality is attained by adopting a set of projects that lead to measurable improvements. The clinical
director for Children’s and Women’s Services wants CIM to increase benefits to patients, and is
demonstrating what these benefits are and measuring them. Each quality project in the clinical
directorate has a before and after measurable standard and this demonstrates the quantitative
performance improvements which show the continuing success of CIM.

The clinical director is also clear that CIM quality projects can encounter and reveal conflicts in many
areas. These must be recognised by everyone involved and dealt with from the outset. An
appropriate CIM culture is essential to enable frank, constructive reviews followed by acceptance and
progress by all stakeholders.

A quality improvement strategy for the directorate is also being developed for project selection,
research and subsequent implementation. This is being done in line with the CIM culture through
consultation and congruence with the needs and wishes of consultants and all other stakeholders. The
clinical director applied this approach during the pilot period and is developing it to match the
increasing sophistication of the quality projects that are coming forward.

Several quality projects were started within the pilot period. They included a range of themes such as
the following.

Improve quality of patient care

• develop antenatal and postnatal services

• have fewer unplanned early re-admissions to wards

Clinicians in Management, Discussion Paper No. 514



• develop a range of services for children

• assess patients bleeding during early pregnancy

Improve co-ordination of clinical resources

• improve the route of patient flows

• improve the information on services for patients and families

• introduce hand-held patient records.

This quality emphasis was reflected in the original CIM design. One of the consultant physicians
advanced the concept of ‘50 quality markers’ for Mayo General. Because these are delegated into each
clinical directorate, then to the teams in each ward, department and unit, they create a performance
pyramid with a maximum of five for each clinical area.

Ideally, quality projects and markers should extend beyond Mayo General into community and primary
care. This is too complicated to achieve initially but eventually they should stretch into these related
healthcare settings.

As quality projects convert into routine working, increasingly sophisticated quality projects and markers
will replace them. This dynamic in itself reveals the extent to which a hospital is moving ahead. The
absence of dynamic in quality projects and markers means no dynamic in improving quality – a simple
test of progress.

4.6 Quality from research into practice at Mayo General 

A high priority identified by Mayo General is the need to ensure that CIM enables research findings to
be converted into direct patient benefits. Continuous improvements in the quality of clinical practices
depend on this conversion within an approach that includes several factors such as

• a corporate focus on improving quality

• access to research findings by all clinicians

• effective links with clinical audit and clinical governance

• flexibility in resources

• the ability to measure the effect of changes
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• empowerment of clinicians to achieve change

• an effective change culture and experience

• responsibility to drive these factors towards converting research into practice.

CIM offers great potential to improve the current setting for these factors. Because of this,
constructive links can be designed between access to external research findings and change initiated by
individual clinicians. These are illustrated in the following diagram.

This diagram emphasises that quality has and must become everyone’s responsibility. 
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5. Learning from the pilot programme

5.1 Four essential roles

1) The Clinical Director and 2) Directorate Nurse Manager are well recognised as essential roles in
CIM. Two others were revealed in the Children’s and Women’s Directorate pilot.

3) Quality Projects Officer – the role is directly accountable to the clinical director and is critical to
collecting and analysing data for quality projects. Without this role, the clinical directorate would
have insufficient resources to progress its quality goals and implement the national health strategy
Quality and Fairness: a Health System for You (2001).

4) Clinical Nurse Manager Forum (CNMF) – this forum was established at the beginning of the pilot
period to develop and review quality projects for nursing and midwifery services. They rapidly
adopted the CIM culture and quality goals and

• moved nursing and midwifery firmly into quality improvement

• enabled the role of nursing and midwifery in CIM to be developed from the outset.

The other directorate nurse managers have begun to develop a CNMF for their services too. It is a
valuable model to empower nurses and offers a choice to other healthcare organisations in developing
the nursing and midwifery role in their CIM models.

5.2 Resource management at Mayo General

Delegated financial and budget management is seen as central to many CIM models. There are two
elements to this:

• authority to manage the resources

• budget holding for income and expenditure.

These elements do not necessarily have to go hand in hand. At Mayo General, explicit ownership of
and authority for each clinical directorate’s resources, but not necessarily the budget, is an essential
part of the design. One of the hospital’s consultant physicians defined resources as including

• staff

• medical and surgical equipment

• drugs

• equipment

• the training programme
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• facilities and assets

• the share of related services and facilities.

A profile of these resources must be set out for each clinical directorate and clinical department. The
profile specifies the resources that can be reshaped and refined to improve quality and co-ordination.
The starting point was the nursing establishment for each ward in the hospital.

From the resource profile, a direct link to the budget and financial management process is needed.
With CIM’s increased delegation, this link can be achieved by transferring expenditure budgets from
general managers to clinical directorates. However, some organisations outside healthcare, such as
international banks, have reversed this trend, having found that directorates have focused excessively
on balancing their budgets to the exclusion of innovations that improve performance and quality. This
presents evidence of a significant risk to CIM. The clinical director for Children’s and Women’s Services
at Mayo General has been unable to track down any viable evidence that shows that giving each
clinical director an expenditure budget will contribute to significant quality improvements. MHC
Associates supports this position. The ability of clinical directors and clinical teams to develop and
achieve quality goals must not be diminished.

Income budgets for CIM can be as important as expenditure budgets. If budgets are to be transferred
into clinical directorates, these directorates should be equipped to manage the relationship between
their income and expenditure, and so become profit centres (a positive model), rather than cost centres
(a negative model). Unfortunately the ledger and accounting arrangements in many health boards do
not lend themselves readily to delegating income and then expenditure budgets to clinical directorates.

If budget holding were transferred to clinical directorates at Mayo General, about 80% of the revenue
expenditure budget would transfer and this would represent a massive workload for directorates.

Instead of transferring establishment budgets to nurses, the director of nursing is linking the staff
establishment on each ward to her central nursing budgets. In this way, real resource management
can be linked to budget management. The strategy also enables clinicians to focus on the co-
ordination and deployment of staffing rather than on costs.

5.3 CIM and effective clinical leadership at Mayo General

Patients increasingly rely on specialised clinical activities and teams of healthcare professionals where
the role of hospitals is becoming more specialised. Modern healthcare relies on effective and efficient
integration of these resources. Sometimes this integration can be scheduled, other times it has to
happen immediately. With increasing workloads and demands, relationships within the healthcare
environment become more challenging and difficult to manage.

Those involved in Mayo General have learnt that the increasing complexity of these relationships can
only be dealt with successfully by

• recognising and preserving the clinical autonomy of hospital consultants and general practitioners



• assigning authority to a doctor in an executive role for decisions that improve clinical autonomy

• seeking both immediate term improvements in day to day operational matters and medium term
improvements from focused service planning

• all clinical professions working closely to improve clinical co-ordination

• developing a clear agreed vision for the models of healthcare provision that are needed.

Leadership in general 
Leadership of clinicians is a prerequisite to success with CIM. It sets a critical tone for CIM in that
leadership cannot be restricted within professions and it recognises that CIM includes power sharing
across several disciplines in healthcare.

In hospitals, nurses can already be led by the director of nursing. This offers a sound platform that can
be used to develop CIM for nursing leadership. An equivalent executive role is not readily available for
doctors. Hospital medical staff committees and hospital medical advisory committees and their
equivalents are valuable representative bodies, but have no, or few, executive roles or powers. If they
are advisory, they cannot be executive.

It is proposed that at Mayo General this leadership gap will be filled by a medical director. During the
pilot period, the Hospital Medical Staff Committee confirmed its decision to proceed with the work
needed to appoint a medical director with executive powers. The role is consistent with the view that
‘doctors-in-management roles needed to be given executive functions’ expressed by Mayo General’s
Chair of the Hospital Medical Staff Committee in the Irish Medical News on 15 April 2002.

The purpose of the role is to

• lead the medical profession in Mayo General

• resolve differences between clinical directorates and clinicians, and between individual clinicians or
groups of clinicians

• promote collaborative working between clinicians

• integrate CIM, clinical audit and clinical governance initiatives

• help to create the corporate strategy

• be an effective member of the hospital management team

• provide medical advice to the general manager and hospital management team

• work effectively with the Hospital Medical Staff Committee and the Hospital Medical Advisory
Committee.
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The role is derived from the two main CIM goals of improving quality of patient care and clinical co-
ordination. The Hospital Medical Staff Committee and the Hospital Medical Advisory Committee will
remain in place as at present. Their roles together with a successful relationship with the medical
director remain essential in CIM, as in any other management model.

Links between CIM and clinical governance are also important. These should be developed by a
medical director and be consistent with requirements of the Royal College of Surgeons in Ireland report
Consultant Surgeons Team Working in Surgical Practice. A strong theme is that ‘accountability within
the hospital service for quality in clinical care cannot be effectively discharged without a clear definition
of the powers as well as the responsibilities of clinical directors, medical directors, medical boards and
chief executive officers. If they are effective, these powers will inevitably restrict the autonomy of the
individual consultant. Thus the construction of effective teams is likely to be a central concern of
clinical governance.’ 

Few CIM models include the role of clinical director, but it remains a significant choice for hospitals
where improved clinical leadership is the goal.

Leadership in clinical directorates
Clinical leadership is also needed within each clinical directorate. Many choices and models are
available for the clinical directorate management team, including

• clinical director and directorate nurse manager

• these two plus a business manager team

• these three plus a finance manager.

The larger the clinical directorate team, the greater the cost of CIM. The larger the team, the greater
the scope to deal with more issues. The more dimensions that are considered, the focus on the clinical
aspects of CIM are diminished to make room for the administrative. Essentially, the clinical directorate
team can clog up; consequently it becomes more demanding and difficult for it to achieve the benefits
of CIM.

A simple principle that Mayo General adheres to is that CIM is about clinicians in management with a
focus on improving quality and clinical co-ordination. It is not the same as clinicians becoming
managers. In this setting, the clinical directorate team is limited to two clinicians, a clinical director
who retains a consultant role and a directorate nurse manager with a part-time clinical role.

The clinical director and the directorate nurse manager have leadership roles with their teams,
especially consultants, non-consultant hospital doctors (NCHD) and the CNM Forum. This again creates
a leadership setting that transcends professional boundaries. Clinical directors have to lead all
clinicians in the directorate, so a consultant has to lead nurses. The accountability arrangements must
reflect this where nurses are personally accountable for their clinical performance and professionally
accountable ultimately to the director of nursing.

At Mayo General, the CNM Forum shows how this works well. The clinical director for the Children’s
and Women’s Directorate established a mature open creative leadership relationship with the CNM
Forum. The quality projects officer supported this relationship routinely. The directorate nurse
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manager developed her own relationship with the CNM Forum. Each of these integrated effectively
without any professional tribalism. The important lesson for CIM projects is that this multi-professional
teamwork and effective leadership must be developed successfully. It is one of the key components of
the MHC 22-point model used in the CIM design and evaluation.

The business manager role was designed into each clinical directorate to support the directorate nurse
manager in service planning and resource management. The CIM evaluation revealed that the
business manager post was not needed. Service planning is added directly to the role of the
directorate nurse manager and any support required will be provided from the existing central team.

5.4 Clinical directorate structure 

The clinical directorate structure is often seen as the crunch area for decision in CIM. It is not. On its
own it cannot deal successfully with the changes needed to culture, accountability, leadership and
empowerment. A structure must enable each directorate to operate in a way that is consistent with
the hospital's CIM vision, values and goals, so directorates must be developed in this strategic context. 

Four clinical directorates were agreed for Mayo General. 

1. Surgical Services

2. Medical Services, including A&E

3. Children’s and Women's Services

4. Diagnostic Services.

Four is the maximum number of clinical directorates needed for the foreseeable future when an
expanded range of specialties will be provided from Mayo General.

The underpinning model is:
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Conceptually, this diagram can be used to pinpoint where delegation and empowerment has to be
placed. It shows that empowerment has to reach into clinical areas and the point of care (noted in
box), not just into clinical directorates.

Delegation of all critical decision-taking has to be placed as close as possible to the point of care, not
simply from the hospital management team to the clinical directorates. The time needed to delegate
all critical decisions to clinical directorates must be recognised and built into CIM development plans.

Scope and authority for decision-taking and teamworking has to be set in this context. The CIM
organisation needs to be seen as more of a matrix or a set of cells that teamwork glues together rather
than as a strict wiring diagram. This is a very sophisticated organisational model and needs a long lead
time and support if it is to be achieved in conditions where healthcare organisations are starting from a
traditional management model.

Empowerment should influence the size and number of clinical directorates. Empowerment, however,
is not the only factor. Several factors must be balanced, creating an enormous range of choices about
clinical directorate structures and numbers. The list of factors includes

• the time available from hospital consultants

• the availability of other clinicians

• the involvement of sufficient clinicians

• being big enough to take on the roles transferred from general management

• the capacity to keep clinical departments with similar roles and needs together

• being big enough to handle complex changes successfully

• not being so big that they become remote from the clinical areas

• not being so big that they dominate the hospital

• not being so big that administration takes over from decision-taking, leadership and management

• balancing the need to move decision-taking closer to patients with the scope to attract a good
clinical directorate team

• ensuring a reasonable period of stability so they can improve quality

• not being too numerous for the hospital management team to deal with

• having financial viability and flexibility

• being affordable.
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Health and social care professionals were included in clinical directorates in the draft CIM design.
Consultation enabled these professionals to propose that they should be in co-ordination groups outside
clinical directorates and this was included in the final CIM design. Piloting and evaluation revealed that
this might not be entirely satisfactory either overall or to themselves. They are outside CIM and on the
periphery of the decisions taken by each clinical directorate. Arrangements to overcome this can be put in
place but are likely to be cumbersome. MHC Associates’ original view remains that health and social care
professionals should be assigned to clinical directorates. Forming external groups or single directorates
effectively puts them beyond CIM’s central drive. In an empowerment culture however, the choice is theirs.

Domestic and porters’ services at Mayo General are currently managed centrally. This limits the scope
to integrate them into teams in clinical areas. The director of nursing is consulting staff formally on
the potential to transfer some domestic and portering staff into these clinical areas so that the whole
team in each ward and nursing area is led by the CNM2. Complete transfer is unrealistic because a
pool will always be needed for short-term cover for holidays etc. A domestic, portering or hotel
services manager can still manage this service centrally.

5.5 CIM and service planning at Mayo General

The national healthcare strategy sets several goals for healthcare organisations and these must feature
extensively in CIM projects. Healthcare management teams and clinical directorates must define and
set their strategic priorities for the direction of their services in a way that improves both quality and
clinical co-ordination.

At Mayo General, the Children’s and Women’s Directorate achieved a significant switch in service
planning priorities. Instead of the traditional and, it must be said, misguided approach of assembling a
long list of bids, the vast majority of which can seldom be afforded, the clinical directorate has
identified and selected two that must be delivered by 2003. These are critical to consultants and nurses
and offer major gains to patient journeys, services for patients and the working environment for
clinicians. Without CIM, this very clear focus would have been difficult, if not impossible to achieve.

Setting sensible and practical time scales for plans is also important. Plans and forecasts for healthcare
organisations that look more than five years ahead are often unrealistic. Planning for less than three
years leads to short-term measures that are equivalently budget decisions and may not be able to
reflect the challenges ahead.

It seems an obvious option to pick a timescale of three to five years. Unfortunately, it is not that
simple. Many healthcare organisations plan on these timescales, but year two looks like year one, year
three looks like year two and so on. In practice these are simply one-year plans with flat
extrapolations. This is not planning built from relative priorities in the use of scarce resources.

There is no hard and fast rule about these planning timescales. Local judgements are needed to match local
circumstances and these often result in planning timescales of three and five years for a planning document.
They must be based on effective forecasts of outcomes, workload, case mix, staffing levels, resources and
money. Few, if any, of these should be simple linear projections derived from a detailed review of the next
year only. They must avoid the trap highlighted by Drucker: ‘extrapolation is the worst form of forecasting’.

Service planning must also conform to the requirements of the Health Amendment Act 1996.
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5.6 Communication strategy at Mayo General

Successful communications is central to CIM. Responsibility for this is shared between the clinical
director and the directorate nurse manager. The clinical director is responsible for communication with
consultants, the hospital medical advisory committee, the hospital medical staff committee and the
hospital management team.

The directorate nurse manager is responsible for implementing the communication strategy for the
entire directorate where

• communications are two way

• the effectiveness of communication, and the strategy generally, is monitored

• communication tools are developed.

The directorate nurse manager is also responsible for communicating directly with CNMs, nurses,
midwives, managers of the domestic and portering services, support staff, domestic staff, porters,
clerical staff, the director of nursing and people outside the directorate.

Within this model CNM2s also have a central role in two-way communication within and beyond the
directorate. A draft communication strategy was developed and agreed for the Children’s and
Women’s Directorate and forms part of the communications strategy for the whole of Mayo General.
Other directorate nurse managers are also adopting this model.

5.7 New skills and training at Mayo General

People exposed to the CIM pilot had very clear views about their personal development needs.
Virtually all CNM2s completed and valued the Leadership Effectiveness Analysis® diagnostic in
developing their clinical leadership style.

A long list of other training topics was assigned a high priority. The list included

• managing quality projects

• roles and responsibilities in CIM

• teamwork

• conflict resolution

• service and operational planning

• change management

• health strategies

Clinicians in Management, Discussion Paper No. 524 



• clinical risk management

• managing establishments and budgets

• project management.

Many of these topics can be developed and provided by managers already working at Mayo General as
an in-house service. All that is needed is the time and facilitation to compile appropriate material and
equip managers with training and development skills.

Alongside these topics, staff need continuing updates on CIM concepts and plans in a forum where they
can ask ordinary questions in ordinary ways. Mayo General’s partnership committee took on a central
role in organising these and is part of the resources for improving and sustaining CIM awareness.

5.8 Information at Mayo General

Five main data sets are needed to support CIM:

• human resources

• workload

• patient and clinical information

• clinical risk management

• financial performance.

Information in healthcare suffers from a level of investment that it too low. Most of the information
needed to support CIM is not routinely available, so CIM must be integrated within a long-term
information and information technology investment plan.

5.8.1 Human resources information

Each CNM2 and CNM1 needs to know the whole-time equivalent establishments for his or her team.
For most CNMs this is new data and requires some time to understand and use effectively. The
establishment analysis completed in 2002 by the director of nursing's team supports this requirement
and it was rolled out for all CNM2s in all wards and nursing areas.

In addition, information about leave, sickness and overtime is needed as part of effective establishment
control and resource management. This is also available for the directorate. In due course it will be
facilitated by links to PPARS, the new human resource and payroll system.
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5.8.2 Workload information

Firm workload information drawn from modern electronic patient and clinical information systems is
not yet available at Mayo General. In the meantime, traditional health service data has to be used to
open up understandings.

In the Children’s and Women’s Directorate two routine sources are HIPE and the maternity system. The
quality projects officer is developing quality reports for CNM2s based on HIPE data drawn from
diagnosis related groups (DRG) for case mix management. This will show the top ten DRGs for each
specialty using primary diagnosis. It is an entry point in using HIPE data and needs to be developed
further, especially in its use in service and operational planning.

Managers with HIPE expertise are invaluable. They are developing this resource at Mayo General and
have been very supportive in their information service and educational role for CIM. This ensures that
HIPE reports can be developed over the medium term so that each CNM2 and the directorate nurse
manager can fulfil their services planning role by using available workload data.

Mayo General’s maternity information is extremely difficult to extract from the maternity system –
essentially the system is built on technology that is now obsolete. Specialist report writing skills are
needed, and a small number of midwives need to acquire these skills. A reinvestment is needed in the
patient and clinical information but is unlikely to be available in the short term.

Outpatient activity is not readily available due to the traditional nature of Mayo General’s information
systems. Some quality projects are beginning to produce new information, such as data on patient
flows in the antenatal clinic. This can be assembled in a directorate database and integrated into a
Mayo General database. These projects need to be designed and managed over time, but an
opportunity when it presents itself should not be missed. Support from a central information team will
be needed.

5.8.3 Patient and clinical information

The traditionally inadequate level of investment in information means that little meaningful data is
available. Collecting the data needed for quality projects relies extensively on manual ‘hard slog’. The
role of the quality projects officer is essential to this effort.

As data is collected and assembled for quality projects, new databases can be set up and maintained.
Eventually the Western Health Board’s investment in patient and clinical information will enable the
data to be provided so that clinical protocols, standards and performance can be available routinely to
clinicians and extracted to support the CIM effort. This will materialise in the medium to long term.

5.8.4 Clinical risk management information

Clinical risk management initiatives were started for Mayo General as a whole during the CIM pilot
period. They rely on teamwork by the clinical risk manager, consultants and CNM2s. New clinical
information is emerging that will require changes and developments in clinical practices and team
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working. Findings from clinical risk management projects can be compiled into routine reports for
clinical staff and used to design, implement and monitor clinical and service developments. This will be
an expanding source of information as clinical risk management projects are rolled out. To support
this, the clinical risk manager is a shared resource for clinical directorates.

5.8.5 Financial performance information

The CIM design retained budget management in the control of the general manager and director of
nursing, but clinical directorates will still need to know about their financial performance. This
knowledge will increase awareness of financial and budget issues and enable strategies and plans to be
developed to help improve overall financial performance. People in each directorate will also want to
know the impact of their quality projects on the directorate’s financial and resource base.

CIM needs data in centralised budgets to be integrated with the resource data in clinical directorates.
For staffing, it relies on the whole-time equivalents returns to the director of nursing. For other items,
such as medical and surgical supplies, drugs, training and equipment, precise information on the
directorate’s share of the whole budget was not available for the pilot period, so it could not be set up.

Additionally, a review of the general ledgers operated at the Western Health Board revealed that the
exercise of changing the structure and data to match clinical directorate needs is a long-term project.
it will take at least two years to turn this round and ensure that financial control is not disrupted
during the change.

5.9 Other key learnings

Other additional learnings from Mayo General include the following:

• needs assessment should take place at the start for all quality projects

• the innovative model of care chosen, such as CIM, should fit the national and regional strategy

• quality projects are not quick wins but must be given time to produce information and analysis

• in the case of Mayo General, other projects to deal with resource availability were removed from
the schedule and people were empowered to change.
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6. Conclusion

The pilot conducted at Mayo General highlights the need for CIM to be a local solution. Simply lifting a
CIM model from elsewhere will not succeed. One of the learning experiences from the pilot is that
there are three critical success factors for CIM:

1. time

2. a structured approach

3. leadership of change.

At Mayo General the timeframe of two-and-a-half years offered scope for clinicians to review and rethink their
decisions against a developing knowledge of CIM. This should continue into implementation. The time needed
to come to terms with such a radical transformation of management culture must not be underestimated.

A structured approach is required given the complex nature of the changes needed for CIM. There are
many different themes that need to be developed simultaneously. Clinicians must be able to work each
theme through in a way that suits them and have the freedom to change their minds many times within
a high-value CIM philosophy. Development models must facilitate this, not be an end in themselves.

In whatever way CIM is approached, the starting points should always be

• vision, values and goals

• clinical leadership

• programme of design, pilot, evaluation and implementation.

Leadership of change is essential for an initiative like CIM, which is complex and extends over several
years. This has to come from the general manager, director of nursing, consultants with formal roles
on the hospital medical staff and advisory committees, and health and social care professionals. As CIM
structures and clinical directorates are developed, the leadership role extends to clinical directors,
directorate nurse managers and CNMs.

CIM will succeed best where clinicians have ownership, have shaped the design and retain ownership as
the initiative is implemented and developed. External support, when used, must facilitate this process. 

Modifications and development of initial CIM models will be needed as new scientific and clinical
techniques and technologies continue to spread and create new options for patient care and patient
outcomes, and are reflected in national and regional health strategies.

CIM is not an end in itself. It can be an effective way to empower clinicians to lead improvements in
the quality and performance of healthcare for patients and communities. A key learning experience
from Mayo General is the integrity of the idea of clinicians in management and that clinicians should
not attempt to become managers with no clinical role. It is their clinical perspectives that improve the
quality of decision-taking.
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