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Abstract
Background: A widespread assumption across health systems suggests that greater clinicians’ involvement in
governance and management roles would have wider benefits for the efficiency and effectiveness of healthcare
organisations. However, despite growing interest around the topic, it is still poorly understood how managers with
a clinical background might specifically affect healthcare performance outcomes. The purpose of this review is,
therefore, to map out and critically appraise quantitatively-oriented studies investigating this phenomenon within
the acute hospital sector.
Methods: The review has focused on scientific papers published in English in international journals and conference
proceedings. The articles have been extracted through a Boolean search strategy from ISI Web of Science citation
and search source. No time constraints were imposed. A manual search by keywords and citation tracking was also
conducted concentrating on highly ranked public sector governance and management journals. Nineteen papers
were identified as a match for the research criteria and, subsequently, were classified on the basis of six items.
Finally, a thematic mapping has been carried out leading to identify three main research sub-streams on the basis
of the types of performance outcomes investigated.
Results and contribution: The analysis of the extant literature has revealed that research focusing on clinicians’
involvement in leadership positions has explored its implications for the management of financial resources, the
quality of care offered and the social performance of service providers. In general terms, the findings show a
positive impact of clinical leadership on different types of outcome measures, with only a handful of studies
highlighting a negative impact on financial and social performance. Therefore, this review lends support to the
prevalent move across health systems towards increasing the presence of clinicians in leadership positions in
healthcare organisations. Furthermore, we present an explanatory model summarising the reasons offered in
the reviewed studies to justify the findings and provide suggestions for future research.
Keywords: Clinical leadership, Hospital performance, Narrative review

Background
Over the last three decades healthcare organisations (in
particular hospitals) have progressively adopted models
of governance alternative to the traditional ‘professional
bureaucracy’ [1], which are influenced by the managerialist ideology [2]. In the public sector, these changes
have signified a ‘corporatisation’ of hospitals towards a
business-like form [3], in the aim to extend the independence of decision making’ [4]. This shift has implied
the introduction of significant structural changes in
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leadership positions, namely the creation of the Chief
Executive Officer (CEO) role and the appointment of
boards of directors [5]. Following the fundamental
underlying assumption in corporate governance that better governance mechanisms lead to greater efficiency
and effectiveness of organisations, the adoption of these
business-like governance arrangements has been seen as
crucial for performance improvements in private (profit
and non-profit) and public hospitals.
While these reforms have been largely supported in relation to increased organisational autonomy and greater
independence in strategic decision making processes [6],
what is the most effective bundle of expertise and skills
of hospital senior leaders has remained an open issue. In
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this sense, scholars and practitioners have questioned
whether the hospital CEO and the board directors
should be clinically-trained top managers [7–10]. Empirical evidence suggests that the extent to which clinicians
are involved in leadership positions varies greatly across
countries. For instance, analysing a sample of 6,500 US
hospitals Gunderman and Kanter [11] report that only
235 organisations were led by doctors. Similar conclusions are drawn in the UK, where Veronesi et al. [12]
suggest that on average individuals with a clinical background make up over a quarter of the board members
(26.03 %) and represent about 22 % of the hospital
CEOs. Markedly different conclusions are, on the other
hand, reported in relation to healthcare organisations in
continental Europe. Indeed, comparative research highlights how doctors represent the majority of senior managers in most European hospital systems such as Italy
(50 %), France (63 %) and Germany (71 %) [13].
What the available research has in the main suggested
is that greater clinicians involvement in leadership positions, especially at the strategic level, has potentially important benefits for healthcare outcomes [12, 14–17].
Accordingly, it has been pointed out that ‘in a healthcare
system that is complex, troubled, and challenging, the
doctor CEOs and board directors bring a unique set of
skills to the business of medicine’ [10], as they better
understand clinical challenges and general patients’
needs [18, 19]. Additionally, they can ensure better communication with clinically-qualified personnel as well as
enjoying greater legitimacy [13, 20]. Thus, through
greater involvement of clinicians at the strategic level,
hospitals not only will benefit from a higher quality of
strategic decisions, but also from a more concrete implementation of decisions taken.
Yet, although the evidence shown in these studies
seems supportive, questions remain about the impact of
clinical leadership on overall hospital performance. For
instance, concerning the consequences of clinical involvement for the quality of the service provided, while
Goodall [7] reports a significant relationship between
clinical CEOs and organisational performance in the US,
Veronesi et al. [12] do not observe any significant association between the clinical background of the CEO and
service quality. The apparent inconclusiveness of the extant research is even more obvious if we consider the
impact of clinical leadership on hospital financial performance. On the one hand, a number of studies show
that clinically-qualified managers positively affect hospital financial efficiency [14]. Conversely, other studies
in the US and Italy highlight a negative impact of clinical
leadership on the efficient management of hospital resources [21, 22].
Thus, while the possibility that clinicians’ involvement
could be beneficial for hospital has been recognized [13],

Page 86 of 109

to what extent managers with a clinical background
might specifically affect different types of hospital performance outcomes is still poorly understood. Indeed, to
our knowledge there has been no systematic review of
the quantitative evidence investigating this phenomenon.
Therefore, the purpose of the paper is to fill this gap by
mapping out and critically appraise quantitatively-oriented
studies analysing the association between clinicians’ involvement in senior leadership positions (i.e. CEO, top
management and board of directors) and hospital performance. This represents a much needed contribution considering that a positive impact on performance outcomes
underpins the widespread drive for enhancing clinical leadership in healthcare organisations [23]. Furthermore, the
paper builds on the evidence reported by presenting an
explanatory model, where reasons for the positive/negative
impact of clinical leadership are offered.
The remainder of this paper is structured as follows.
Section 2 presents the review method. Section 3 illustrates
the findings and the literature systematization. Section 4
concludes by presenting the explanatory model and offering suggestions for future research on this topic.

Review method
Following previous literature [24, 25], our systematic review is based on a narrative approach. This is consistent
with the aim of our study of summarizing and interpreting key findings of research exploring the involvement
of clinicians in governance roles and its impact on
hospital performance, as well as recognizing different
narratives of the phenomenon. To identify the relevant
articles, we have focused on scientific papers published
in English in both peer-reviewed international journals
and conference proceedings. This is a standard practice
in literature reviews since these sources are considered
‘certified knowledge’ which enhances the reliability of
the analysis [26]. We have not imposed time constraints
on the search process to be able to capture all relevant
contributions until June 2015 (Fig. 1).
In order to extract relevant papers, we have conducted
Boolean searches using truncated combinations of two
groups of search strings [27]. While one string covers
the performance realm, the other one includes keywords
referred to clinical leadership. We applied these criteria
to the ISI Web of Science citation and search source.
We searched for all papers whose title, publication, abstract and keywords included at least a string belonging
to one of the two selected sets. We have opted for this
database because it is considered the largest, most commonly used and generally accepted source for literature
reviews [26, 27]. After removing potentially duplicated
articles, the search returned 253 papers. To assess the
relevance and consistency of these studies with the selection criteria, each of them was evaluated in relation
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Fig. 1 Research Design

to title, keywords, abstract and, when necessary, full text.
This selection process was carried out by the two authors only focusing on quantitative empirical studies.
We decided to not consider qualitatively-oriented articles as their findings are not generalizable. Eventually,
we excluded 245 not relevant articles. Furthermore, following the process adopted in previous literature reviews
[28], our search was completed by manually looking and
tracking citations for additional relevant articles in
highly ranked healthcare management journals. Therefore, the final sample consists of 19 papers (8 identified
through database search and 11 from the manual search
and citation tracking phase).
Following a standard approach in systematic literature
reviews [26, 27], we have analysed and classified the
selected papers according to the following criteria: research settings, type of organisation, type of analysis,
sample size, leadership position, performance dimension,

performance proxy, and effect of clinical leadership on
organisational performance. Finally, in order to better
interpret the findings of the studies included in the
final sample and to fully understand the explanations
provided for the reported results, a thematic mapping
of the articles was carried out [24]. We iteratively
identified the key themes and independently analyzed
the articles and discussed their conclusions. This
process has allowed us distinguishing three main research sub-streams according to the performance outcomes used as dependent variable(s): (i) management
of financial and operational resources, (ii) quality of
the care provided and (iii) social performance of the
hospital. More specifically, while articles belonging to
the first stream investigate the implication of clinicians’ involvement in leadership positions for financial
performance, the second and the third ones mainly
explore the effect on non-financial performance.
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Analysis of the literature
Table 1 provides an overview of the selected articles.
These studies have been conducted between 1993 and
2015, with the majority of them (63 %) published in the
last decade (2006–2015). The results of the categorisation process show that most of the articles focused on
US settings (74 %). Nevertheless, studies based on the
German, Italian and British health systems are also represented in the final sample. Concerning the type of
organisations investigated, most papers (60 %) focused
on private healthcare organisations, in both for-profit
and not-for-profit sectors, while relative less attention
has been devoted to public sector hospitals (35 %). This
can be explained by the fact that the early studies almost
exclusive concentrated on the US health system. Regarding the type of analysis conducted, the majority of the
studies (84 %) have employed a cross-sectional approach,
with a minor percentage adopting longitudinal data analysis (11 %) and simulation techniques (5 %). The average size of the investigated samples stood at around 237
organizations, although there are wide variations between studies (from 2 to 1,220). With reference to leadership positions, the extant literature has mainly
investigated the involvement of clinicians in boards of
directors (60 %) and in CEO positions (20 %), with a residual percentage focusing on top executives, quality
committee and medical director positions. Finally, with
regard to the performance dimension, most studies have
focused on the impact of clinically-qualified managers
on financial or operational performance (59 %), which is
not too surprising considering the prevalence of private
organisations as research setting. Furthermore, although
the majority of the studies analysed only one dimension
of organisational performance, some articles have focused on both financial and non-financial (including
social) performance outcomes (21 %) (Fig. 2).
Beyond these stylised facts, in the large majority of the 19
identified papers the effect of clinical involvement in leadership positions on organisational performance was found to
be positive. Only three articles showed a negative impact of
clinical leadership on organisational outcomes and more
specifically on financial performance, and one study
highlighted a negative effect on social performance. In the
following sub-sections, we present the three sub-streams of
the literature that emerged from the thematic mapping of
the papers. This analysis suggests that the extant literature
has mainly focused on the influence of clinical leadership
on the efficient management of resources, the quality of
care provided and the social performance of the hospital.
Clinical leadership and the management of financial and
operational resources

Among the studies exploring the impact of clinical leadership on organisational performance, the earliest
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research sub-stream has focused on its implications for
the efficient management of financial and operational
resources. These performance outcomes have been typically associated with measures of profitability (such as
operating margin and overall profit generated), operational efficiency (bed occupancy rate) and, in few cases,
market power (market share). This line of research was
firstly developed in the US, where a notable proportion
of the acute care provision was (and still is) delivered in
private hospitals. However, more recently, this attention
to bottom line profitability and competitiveness has also
emerged in Europe, in particular as a consequence of
the new public management reforms. These reforms
have indeed given prominence to efficiency improvements in public sector hospitals in order to make them
more business-like [4]. The findings of the studies classified into this sub-stream are not unanimous.
Thus, Goes and Zhan [29] empirically show that
greater doctor involvement in the governance of US private acute care hospitals leads to higher bed occupancy
and operating margins. Similar conclusions are reported
by Molinari et al. [30], who highlight how greater medical staff representation on the board of directors is
significantly associated with improved hospital financial performance in terms of profitability, liquidity as
well as capital structure and intensity. In a later study,
the same authors reinforce these findings by showing
that boards with clinicians have significantly better financial performance than boards without any doctor
participation [31]. Also focusing on US settings, Prybil
[32] finds that non-profit general hospitals outperform
the private sector counterparts in terms of overall
profitability when doctor involvement in governance
roles is higher.
Other studies have investigated the effect of clinician
involvement in governance roles for hospital operational efficiency. Accordingly, Goldstein and Ward
[33] empirically test the implications of the involvement of doctors in top management positions. Their
results support the hypothesis of improved hospital
performance in terms of operational efficiency measured as beds occupancy rate and market share. Similar results are reported by Veronesi et al. [14] in a
study focused on the English National Health Service
(NHS). More specifically, the authors highlight a positive impact of clinical participation on boards of directors of acute care hospital trusts on the financial
management of their resources.
Several explanations are offered to motivate the benefits of clinical leadership for the management of financial
and operational resources. On the one hand, it is said
that clinician involvement in hospital management
has been partially driven by pragmatic concerns
associated with pressures to control expenditure [12].
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Accordingly, Succi and Alexander [21] state that the
involvement of doctors in top management positions
is frequently sought to reinforce their ‘commitment to
cost containment’; that is, doctors turned managers

would be influenced in their attitudes and behaviours,
and would consequently facilitate the ‘adoption of
more cost efficient clinical practices’. There is, indeed,
evidence suggesting that clinical leadership can
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positively stimulate the behaviour of front line staff.
For instance, Dorgan et al. [20] posit that managers
with a clinical background have more credibility
among clinical staff and thus they are more likely to
influence the behaviour of their colleagues than nonmedical managers. Similarly, it has been observed that
in the presence of clinical leadership front-line staff
will be less likely against adopting cost-efficient clinical practices as there will be less concerns that the
proposed changes will negatively influence the quality
of the service provided [14].
In spite of the growing number of studies supporting
the advantages generated by clinical leadership for the
management of hospital financial and operational resources, some scholars have found evidence of a negative
impact. For instance, Succi and Alexander [21] show
that the main effect of doctor involvement in hospital
management is not related to greater hospital efficiency, but, on the opposite, to lower efficiency. Same
conclusions are drawn by Sarto et al. [22], whose findings indicate that CEOs with a medical background
have a negative impact on financial performance,
calculated as operating margin and financial efficiency,
although the evidence seems to suggest that the impact is lower in the case of medical CEOs with previous managerial expertise.
Substantially, it cannot be excluded that the involvement of clinicians in leadership positions can be also
counter-productive. This is also conceptually argued by
studies not included in the sample but cited. For instance, Mannion et al. [34] find that in hospitals
dominated by ‘pro-professional cultures’, strategic and
operational decisions can be oriented towards meeting
clinical needs at the expense of financial performance
targets. Additionally, it has been noticed that when doctors in governance roles gain awareness of the trade-offs
faced by managers between financial concerns and clinical priorities, the differences between management and
medical worlds can intensify rather than being solved
[21]. Moreover, some authors argue that clinical managers can experience strong role conflict when moving
into managerial roles which in turn affects their strategic
decision making. In this instance, clinically-qualified
managers would prioritise clinical needs at the expense
of financial efficiency and cost containment [23].
In line with the findings reported by Sarto et al. [22],
an additional line of inquiry has recently suggested
that doctors performing managerial roles could be less
effective than managers without a clinical background
in the financial management of resources when they
lack a proper managerial training before taking on the
role [14]. Accordingly, Kippist and Fitzgerald [35] recognise that among ‘barriers to the effectiveness of the
role of hybrid clinician manager’ it is well recognized
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‘the lack of management education and skill’. Similarly, Falcone and Satiani [10] state that a ‘successful
physician leader must understand the business of
medicine as well as or better than he or she understands the practice of medicine’.
Clinical leadership and the quality of care provided

A growing number of studies has focused on the impact
of clinical leadership on the quality of care provided,
measured by process and outcomes indicators. It is important to notice that all the studies (bar one exception)
included in this review have reported empirical results
that strongly support the positive beneficial effects of the
presence of clinicians in leadership roles for the quality
of care offered in hospitals.
With reference to the US context, Prybil [32] analyses
a sample of 14 non-profit general hospitals and finds
that the top high performing hospitals are characterised
by a higher involvement of doctors in management than
the mid-range performers where the performance indicators are a quality of care rating and a patient satisfaction score. Similarly, Bai and Krishnan [36] report that
non-profit hospitals without doctor participation on
their boards are more likely to deliver lower quality of
care, proxied by the process of care quality rating of the
Hospital Quality Alliance. Furthermore, focusing only on
hospital board quality committees, Jiang et al. [15] show
that having a higher doctor participation on committees
strongly improves hospital performance in terms of the
care process (measured as quality of care of heart attack,
heart failure, pneumonia, and surgical infection prevention) and mortality rates.
Similarly, Goodall [7], focusing on the top 100 US hospitals according to the Index of Hospital Quality ranking
of the US News and World Report, finds that having a
CEO with a medical background generates greater quality improvements that result in a higher quality ranking
for the hospital. Comparable conclusions are also reported by Goodall et al. [37]. In this study, the authors
highlight how the US’s top 10 psychiatric hospitals, as
ranked by the US News & World Report, are exclusively
managed by CEOs with a medical background. Different conclusions are drawn by Schultz and Pal [38],
who examine the ability of CEOs of integrated healthcare organisations to make effective strategic decisions. More specifically, the study reveals no significant
differences between medically-educated and manageriallyeducated senior managers in their ability to make strategic
decisions that maximize the quality of care provided by
the organisation.
Turning our attention to the European settings,
Veronesi et al. [12] report that a greater ratio of clinical
members on governing boards of English hospital trusts
generates better ratings of the quality of the service
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provided, as well as being associated with a reduction
in morbidity rates. In a later study, Veronesi et al.
[39] also show that the involvement of clinicians on
the board of directors improves the overall patient
experience of the care provided by acute hospitals
when clinical managers operate in a more autonomous organisational form. A similar methodology was
also applied to the Italian NHS, where Sarto and colleagues [22] find a positive correlation between the
clinical background of public hospital CEOs and quality outcomes, measured as medical and surgical appropriateness as well as patient length of stay in
hospital. Finally, focusing on a sample of German
hospitals, Kuntz and Scholtes [40] suggest the existence of a positive relationship between a full-time or
heavily involved part-time medical director and a
higher staff-to-patient ratio, a common measure of
quality and safety of the healthcare process.
By deepening also studies not included in the sample,
the positive outcomes of the presence of clinicallyqualified managers for the quality of the service provided
are explained in a variety of ways. First, it is suggested
that the involvement of clinicians in strategic decision
making represent the most effective option to achieve
the critical link between strategic planning and its
implementation at the clinical level [33]. Accordingly,
Llewellyn [41] notes that managers with a clinical
background are in a privileged position to bridge the
historical divide between the worlds of cure, care and
administration. Essentially, the assumption is that doctors can more easily acquire management expertise
while a non-clinical manager would find more difficult
to gain sufficiently appropriate medical knowledge. In
this sense, some authors state that the involvement of
doctors provides unique advantages to the organisational strategic decision making process due to their
crucial knowledge as well as their exclusive relationship with patients [18, 19]. Thus, according to FordEichkoff et al. [42], increasing the number of board
members with clinical background provides governing
boards with a greater breadth of expertise. Similarly,
Dorgan et al. [13] claim that clinician involvement in
hospital governance leads to an improvement in managerial decision making quality, as they can better
understand clinical challenges and general patient
needs and they can more effectively communicate with
clinical staff. Additional studies suggest that high performing medical top management teams tend to be
those with more ‘quality-centred cultures’ [43].
Finally, other authors emphasise how managers with
clinical background will not only improve the quality
of hospital decision making, but they will be seen as
credible leaders and hence will be more likely to attract talented medical personnel [10].
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Clinical leadership and the hospital social performance

A third sub-stream of studies that emerged from the
analysis focuses on the impact of clinical leadership on
hospital social performance. These articles are generally
more recent and only focus on private healthcare organisations, being all based in the US.
Thus, Bai [44] shows that the occupational background of board members influences the hospital
social performance. More specifically, the author finds
that in for-profit hospitals the presence of doctors on
governing boards is positively correlated with hospital
social performance, which is measured as a multidimensional construct capturing hospital expenditure
on community benefits. Similar results are reported in
a study by De Andrade Costa [45], also focused on the
private hospital sector. The evidence highlights how
increased medical membership of boards positively relates to higher levels of uncompensated care provision,
thus improving the benefits for the community. The
author justifies these results by stating that the ethical
beliefs and professional norms of doctors enhance the
probability of serving the best interest of patients even
in the absence of financial benefits. Considering all the
above, it can be concluded that clinical involvement in
top management positions increases the pressure on
the governing board to enhance the provision of uncompensated care and, as a consequence, boosts overall hospital social performance [46].
Nevertheless, opposite conclusions are reported by
Brickley et al. [47], who investigate the potential conflict
of interest in non-profit hospitals between donors and
doctors. In this instance, a negative relationship between
doctor representation on the governing board and the
amount of private donations is found. The explanation
provided for this finding is that donors would be deterred
to provide resources to the hospital due to the risk that
these were subsequently expropriated by doctors. Accordingly, in some studies [48] it is suggested that private
doctors are more likely to use hospital resources to
maximize their own income rather than directing the
funding received towards the types of investment preferred by donors, normally oriented towards community
benefits at large. The risk of potential expropriation of
hospital resources leads to a reduction in the amount private donations and, hence, a lower likelihood of positive
social performance for private hospitals [49].

Conclusions
Following the growing interest of policy makers and
practitioners in the involvement of clinicians in the
governance and management of healthcare organisations
[9, 50], research conducted on this topic has suggested
that greater clinician participation at the strategic decision making level potentially has a wide range of benefits

Sarto and Veronesi BMC Health Services Research 2016, 16(Suppl 2):169

for hospitals. This systematised review of the literature
highlights how quantitative analyses of this phenomenon
have developed along three main sub-streams. More
specifically, the extant research has explored the implications of clinical leadership for the management of financial and operational resources, the quality of care
provided and hospital social performance. Although
based on a relatively limited number of studies, our analysis overwhelmingly supports the assumption that
greater clinical presence is beneficial for hospital decision making processes, which clearly has important implications for policy and practice. Fundamentally, clinical
leadership has been found to enhance efficiency and
effectiveness of hospitals along a number of performance
indicators [12, 14–17]. However, while there is a growing
body of evidence to support this conclusion, there are
also reasons to question the assumption that the influence will necessarily be positive.
To further understand the results of this review, in
Fig. 3 we present an explanatory model that offers a brief
recap of the evidence-base as well as the motivations
provided for the positive and negative impact of clinical
leadership on hospital performance.
As shown in the figure, it is suggested that the beneficial
impact of greater clinician involvement has been justified
by the following reasons: (i) greater provision of critical
knowledge for the decision making process and consequent
improvement of the overall decision making quality; (ii)
higher credibility of clinical leaders and related higher
adoption of hospital policies by medical staff; (iii) improved
organisational credibility and reputation and therefore
higher likelihood of attraction of talented personnel; (iv)
reinforcement of medical commitment to cost containment; (v) greater attention to patients needs due to ethical
beliefs and professional norms of clinicians. Conversely, the
negative implications for the management of financial resources and hospital social performance have been linked
to the following motives: (i) emergence of conflicts between
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clinicians-turned managers and career managers, (ii) rise of
role conflicts in managers with a clinical background
and consequent decisions made at the expense of financial performance to protect clinical needs; (iii) lack
of managerial and accounting expertise of clinicallyqualified managers; and (iv) conflicts of interest of private doctors in leadership positions.
Despite the evidence overwhelmingly pointing
towards a positive impact of clinical leadership on
hospital performance, there is clearly scope to further investigate the phenomenon. First, the large majority
of the studies have used a cross-sectional approach mainly
through OLS regressions to examine the relationship.
Hence, it would be worth conducting further investigation
based on longitudinal data that adopt different methodological approaches such as panel data (i.e. cross-sectional
time series data) with the related beneficial consequences.
For instance, through panel data analysis not only variations between firms but also within firms (and so their
behaviour across time) could be accounted for. Furthermore, a panel data approach would control for endogeneity issues between variables and unobserved heterogeneity.
Employing a fixed-effects estimator (if appropriate) would
further help with unobserved factors such organisational
culture, age of the hospital facilities and so forth. Panel
data is also suitable for including variables at different
levels of analysis (for instance individual, organisational
and system levels). Essentially, the results of the empirical
analysis would be more robust and generalizable.
Apart from methodological concerns, it appears that
the large majority of the studies have focused on the
Anglo-American context, with only a handful of papers
based on other European health systems. Without denying the importance of lessons drawn from the UK and
the US health systems, there seems to be a clear need to
expand research to other countries. In this way, it would
be possible to analyse the impact of country-specific
governance models. For instance, in France the hospital
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governance structure is dramatically different from the
Anglo-American model with a far greater presence of
clinicians on advisory boards. However, there is no denying that the hospital corporatisation process has led to a
widespread adoption of the governing board model typical of the Anglo-American context in countries such as
Belgium, the Netherlands, Portugal, Spain, and so forth
[5]. Similarly, it would be interested to draw comparisons between health systems that follow either the
Beveridge or the Bismarkian model. Additionally, we
would welcome more ambitious studies that directly
take a multi-country approach. So far, only Dorgan et al.
[13] have ventured down this line of research but their
study is limited in scope (mainly focused on investigating the impact of management systems) and methodologically weak. As far as we are aware, there is also
a dearth of research from countries outside North
America and Europe. This line of research could usefully expand the emerging evidence on the importance
of hospital governing board oversight on safety and
quality concerns and the role played by clinicians in
this respect [24, 51].
A further line of useful (if not needed) research could be
developed by focusing at the middle and junior management levels. The role played by clinicians at the strategic
decision making level is obviously crucial, as shown by the
studies analysed in this review, however more needs to be
understood on the type of impact clinical leadership has at
the operational level. The large majority of hospitals (at
least in the developed world) have adopted the John
Hopkins Hospital clinical directorate model, where a clinician is given managerial responsibilities in relation to
human and financial resources and is held accountable for
the performance of the directorate. The extensive adoption of this organisational model lends itself to a comparative research design, especially considering that there is
already qualitative evidence suggests that the implementation of clinical directorates has led to different interpretations and practices across countries [52].
Finally, quantitative approaches can show the existence of a positive relationship (and the direction of
influence) between clinical leadership and hospital performance, but they cannot explain the why and how. So
far, most of the explanations provided (summarised in
Fig. 3) are essentially based on educated assumptions
derived from a handful of qualitative studies. Expertise
at the individual and clinical levels is undoubtedly crucial, but it still far from clear how far other potential
explanatory factors relating to, for instance, the leadership style of clinicians, the hospital cultural context, and
directors’ collective behaviour within boards are influencing the impact of clinical leadership [53]. So, we would
also encourage further investigation based on in-depth
qualitative approaches, perhaps by observing hospital
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board meetings or by interviewing/surveying hospital
senior leaders.
Besides the identifications of research gaps and the
suggestion for future studies, a reference to the theoretical implications of the findings reported by our review
is worthy of note. While more work is indeed needed, we
can conclude that our explanatory model supports the
reasoning underpinning clinical leadership and is in line
with the policy makers’ effort to support the development
of clinicians in leadership position. There is also growing
evidence suggesting that clinicians are increasingly seeing
in positive terms their involvement in managerial positions, and this hybrid role is becoming engrained in their
understating of professional responsibilities and duties
[54, 55]. This is linked to what Noordegraaf [56] defines
as ‘organizing professionalism’, essentially a new form of
hybrid professionalism. This categorisation reflects the
emergence of clinical professionals who are no longer
solely engaged with providing care to patients, but they
also are involved in the organizing of the healthcare
organization they are working for. In this sense, organizing
becomes an embedded component of professional work
centring around activities such as the arrangement of
inter-professional collaboration, the design and implementation of innovative projects, the management of scarce
resources, the alignment of decision processes in accordance with financial constraints, and the management of
relationship with multiple stakeholders.
Ethics approval and consent to participate

Not applicable.
Consent for publication

Not applicable.
Abbreviations
BoD: Board of Directors; CEO: Chief Executive Officer; MD: Medical Director;
NHS: National Health Service.
Competing interests
The authors declare that they have no competing interest.
Authors’ contributions
FS and GV jointly developed the design of the study. They also interpreted
and analysed the data. All authors read and approved the final manuscript.
Authors’ information
Not applicable.
Declarations
This publication is supported by COST. This article has been published as part
of BMC Health Services Research Volume 16 Supplement 2, 2016: Medicine and
management in European public hospitals. The full contents of the supplement
are available online at http://bmchealthservres.biomedcentral.com/articles/
supplements/volume-16-supplement-2.
Author details
1
Department of Economics, Management, Institutions, “Federico II” University
of Naples, Naples, Italy. 2Accounting and Finance Division, Leeds University
Business School, Leeds, UK.

Sarto and Veronesi BMC Health Services Research 2016, 16(Suppl 2):169

Published: 24 May 2016

References
1. Mintzberg H. The Structuring of Organizations. Englewood Cliffs: Prentice
Hall. 1979.
2. Hood C. A public management for all seasons? Public Adm. 1991;69:3–19.
3. Lindlbauer I, Winter V, Schreyogg J. Antecedents and Consequences of
Corporatization: An Empirical Analysis of German Public Hospitals. J Public
Adm Res Theory. 2015;Early View:1–26.
4. Aidemark LG, Lindkvist L. The vision gives wings. A study of two hospitals
rus as limited companies. Manag Account Res. 2004;15:305–18.
5. Saltman R, Durán A, Dubois H. Governing public hospitals. Reform
strategies and the movement towards institutional autonomy.
Copenhagen: WHO. 2011.
6. Fitzgerald L, Ferlie E. Professionals: Back to the Future? Hum Relations. 2000;
53:713–39.
7. Goodall A. Physician-leaders and hospital performance: is there an
association? Soc Sci Med. 2011;73:535–9.
8. Stoller JK. Developing physician-leaders: a call to action. J Gen Intern Med.
2009;24:876–8.
9. Ham C, Dickinson H. Engaging Doctors in Leadership: What We Can Learn
from International Experience and Research Evidence? London: NHS
Institute for Innovation and Improvement. 2008.
10. Falcone RE, Satiani B. Physician as hospital chief executive officer. Vasc
Endovascular Surg. 2008;42:88–94.
11. Gunderman R, Kanter SL. Perspective: Educating physicians to lead hospitals.
Acad Med. 2009;84:1348–51.
12. Veronesi G, Kirkpatrick I, Vallascas F. Clinicians on the board: What difference
does it make? Soc Sci Med. 2013;77:147–55.
13. Dorgan S, Layton D, Bloom N, Homkes R, Sadun R, Van Reenen J.
Management in Healthcare: Why Good Practice Really Matters. London:
McKinsey and Co. and LSE (CEP). 2010.
14. Veronesi G, Kirkpatrick I, Vallascas F. Does clinical management improve
efficiency? Evidence from the English National Health Service. Public Money
Manag. 2014;34:35–41.
15. Jiang HJ, Lockee C, Bass K, Fraser I. Board oversight of quality: any differences
in process of care and mortality? J Healthc Manag. 2009;54:15–30.
16. Prybil LD, Levey S, Killian R, Fardo D, Chait R, Bardach D, Roach W.
Governance in Large Nonprofit Health Systems: Current Profile and
Emerging Patterns. Lexington: Commonwealth Center for Governance
Studies. 2012.
17. The King’s Fund: The Future of Leadership and Management in the NHS. No
More Heroes. London: The Kings Fund. 2011.
18. Lister ED. From advocacy to ambassadorship: physician participation in
healthcare governance. J Healthc Manag. 2000;45:108–18.
19. Lister ED. Physicians in the Boardroom. Healthc Exec. 2007;22:58–61.
20. Witman Y, Smid GAC, Meurs PL, Willems DL. Doctor in the lead: balancing
between two worlds. Organization. 2010;18:477–95.
21. Succi MJ, Alexander J. Physician involvement in management and governance:
the moderating effects of staff structure and composition. Health Care Manage
Rev. 1999;24:33–44.
22. Sarto F, Veronesi G, Kirkpatrick I, Cuccurullo C: Clinicians in Governance:
Evidence for Hospital Performance from the Italian NHS. In XVIII ISA World
Congress of Sociology Proceedings. 2014.
23. Ham C, Clark J, Spurgeon P, Dickinson H, Armit K. Doctors who become
chief executives in the NHS: from keen amateurs to skilled professionals. J R
Soc Med. 2011;104:113–9.
24. Millar R, Mannion R, Freeman T, Davies HTO. Hospital board oversight of
quality and patient safety: a narrative review and synthesis of recent
empirical research. Milbank Q. 2013;91:738–70.
25. Greenhalgh T, Potts HWW, Wong G, Bark P, Swinglehurst D. Tensions
and Paradoxes in Electronic Patient Record Research: A Systematic
Literature Review Using theMeta-narrative Method. Milbank Q. 2009;87:
729–88.
26. Catuogno S, Saggese S, Sarto F, Viganò R. Shedding light on the aim of
stock options: a literature review. J Manag Gov. 2015;Early View:1–25.
27. Sarto F, Cuccurullo C, Aria M. Exploring healthcare governance
literature: systematic review and paths for future research. MECOSAN.
2014;23:61–80.

Page 96 of 109

28. Rashman L, Withers E, Hartley J. Organizational Learning and Knowledge
in Public Service Organizations: A Systematic Review. Int J Manag Rev.
2009;11:463–94.
29. Goes J, Zhan C. The effects of hospital-physician integration strategies on
hospital financial performance. Health Serv Res. 1995;30:507–30.
30. Molinari C, Morlock L, Alexander J, Lyles CA. Hospital board effectiveness:
relationships between governing board composition and hospital financial
viability. Health Serv Res. 1993;28:358–77.
31. Molinari C, Alexander J, Morlock L, Lyles CA. Does the hospital board need a
doctor? The influence of physician board participation on hospital financial
performance. Med Care. 1995;33:170–85.
32. Prybil LD. Size, composition, and culture of high-performing hospital boards.
Am J Med Qual. 2006;21:224–9.
33. Goldstein SM, Ward PT. Performance Effects of Physicians’ Involvement in
Hospital Strategic Decisions. J Serv Res. 2004;6:361–72.
34. Mannion R, Davies HTO, Marshall MN. Cultural characteristics of “high” and
“low” performing hospitals. J Health Organ Manag. 2005;19:431–9.
35. Kippist L, Fitzgerald A. Organisational professional conflict and hybrid
clinician managers: The effects of dual roles in Australian health care
organisations. J Heal Organ Manag. 2009;23:642–55.
36. Bai G, Krishnan R. Do Hospitals Without Physicians on the Board Deliver
Lower Quality of Care? Am J Med Qual. 2015;30:58-65.
37. Goodall AH, Bastiampillai T, Nance M, Roeger L, Allison S. Expert leadership:
Doctors versus managers for the executive leadership of Australian mental
health. Aust New Zeal J Psychiatry. 2015;49:409–11.
38. Schultz FC, Pal S. Who should lead a healthcare organization: MDs or MBAs?
J Healthc Manag. 2004;49:103–17.
39. Veronesi G, Kirkpatrick I, Altanlar A. Clinical Leadership and the Changing
Governance of Public Hospitals: Implications for Patient Experience. Public
Adm. 2015;Early View:1–18.
40. Kuntz L, Scholtes S. Physicians in leadership: The association between
medical director involvement and staff-to-patient ratios. Health Care Manag
Sci. 2013;16:129–38.
41. Llewellyn S. “Two-Way Windows”: Clinicians as Medical Managers. Organ
Stud. 2001;22:593–623.
42. Ford-Eickhoff K, Plowman DA, McDaniel RR. Hospital boards and hospital
strategic focus: the impact of board involvement in strategic decision
making. Health Care Manage Rev. 2011;36:145–54.
43. Shortell SM, Schmittdiel J, Wang MC, Li R, Gillies RR, Casalino LP,
Bodenheimer T, Rundall TG. An empirical assessment of highperforming medical groups: results from a national study. Med Care Res
Rev. 2005;62:407–34.
44. Bai G. How Do Board Size and Occupational Background of Directors
Influence Social Performance in For-profit and Non-profit Organizations?
Evidence from California Hospitals. J Bus Ethics. 2013;118:171–87.
45. De Andrade CL. The effect of physician board membership on uncompensated
care provision. Appl Econ. 2014;46:2290–300.
46. Gruber J, Rodriguez D. How much uncompensated care do doctors provide?
J Health Econ. 2007;26:1151–69.
47. Brickley JA, Van Horn RL, Wedig GJ. Board composition and
nonprofit conduct: Evidence from hospitals. J Econ Behav Organ.
2010;76:196–208.
48. Pauly M, Redisch M. The not-for-profit hospital as a physicians’ cooperative.
Am Econ Rev. 1973;63:87–99.
49. Glaeser EL. The Governance of Not-for-Profit Organizations. Chicago: University
of Chicago Press. 2007.
50. The King’s Fund. Leadership and Engagement for Improvement in the NHS:
Together We Can. London: The King’s Fund. 2012.
51. Mannion R, Davies H, Freeman T, Millar R, Jacobs R, Kasteridis P. Overseeing
oversight: governance of quality and safety by hospital boards in the
English NHS. J Health Serv Res Policy. 2015;20:9–16.
52. Kirkpatrick I, Bullinger B, Lega F, Dent M. The Translation of Hospital Management
Models in European Health Systems: A Framework for Comparison. Br J Manag.
2013;24:S48–61.
53. Chambers N, Harvey G, Mannion R, Bond J, Marshall J. Towards a
Framework for Enhancing the Performance of NHS Boards: A Synthesis of
the Evidence about Board Governance, Board Effectiveness and Board
Development. Health Serv Deliv Res. 2013;1:1-158.
54. Bode I, Maerker M. Management in medicine or medics in management?
The changing role of doctors in German hospitals. Int J Public Sect Manag.
2014;27:395–405.

Sarto and Veronesi BMC Health Services Research 2016, 16(Suppl 2):169

Page 97 of 109

55. Mcgivern G, Currie G, Ferlie E, Fitzgerald L, Waring J. Hybrid ManagerProfessionals’ Identity Work: the Maintenance and Hybridization of Medical
Professionalism in Managerial Contexts. Public Adm. 2015;93:412–32.
56. Noordegraaf M. Hybrid Professionalism and Beyond: (New) Forms of Public
Professionalism in Changing Organizational and Societal Contexts. J Prof
Organ. 2015;2:1–20.

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

