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Abstract
Purpose – The paper aims to explore the beliefs of doctors in leadership roles of the concept of “the
dark side”, using data collected from interviews carried out with 45 doctors in medical leadership roles
across Australia. The paper looks at the beliefs from the perspectives of doctors who are already in
leadership roles themselves; to identify potential barriers they might have encountered and to arrive at
better-informed strategies to engage more doctors in the leadership of the Australian health system.
The research question is: “What are the beliefs of medical leaders that form the key themes or
dimensions of the negative perception of the ‘dark side’?”.
Design/methodology/approach – The paper analysed data from two similar qualitative studies
examining medical leadership and engagement in Australia by the same author, in collaboration with
other researchers, which used in-depth semi-structured interviews with 45 purposively sampled senior
medical leaders in leadership roles across Australia in health services, private and public hospitals,
professional associations and health departments. The data were analysed using deductive and
inductive approaches through a coding framework based on the interview data and literature review,
with all sections of coded data grouped into themes.
Findings – Medical leaders had four key beliefs about the “dark side” as perceived through the eyes of
their own past clinical experience and/or their clinical colleagues. These four beliefs or dimensions of the
negative perception colloquially known as “the dark side” are the belief that they lack both managerial
and clinical credibility, they have confused identities, they may be in conflict with clinicians, their
clinical colleagues lack insight into the complexities of medical leadership and, as a result, doctors are
actively discouraged from making the transition from clinical practice to medical leadership roles in the
first place.
Research limitations/implications – This research was conducted within the Western
developed-nation setting of Australia and only involved interviews with doctors in medical leadership
roles. The findings are therefore limited to the doctors’ own perceptions of themselves based on their
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past experiences and beliefs. Future research involving doctors who have not chosen to transition to
leadership roles, or other health practitioners in other settings, may provide a broader perspective. Also,
this research was exploratory and descriptive in nature using qualitative methods, and quantitative
research can be carried out in the future to extend this research for statistical generalisation.
Practical implications – The paper includes implications for health organisations, training
providers, medical employers and health departments and describes a multi-prong strategy to address
this important issue.
Originality/value – This paper fulfils an identified need to study the concept of “moving to the dark
side” as a negative perception of medical leadership and contributes to the evidence in this
under-researched area. This paper has used data from two similar studies, combined together for the
first time, with new analysis and coding, looking at the concept of the “dark side” to discover new
emergent findings.

Keywords Doctors, Dark side, Medical leadership, Medical management

Paper type Research paper

Introduction
“It takes strength to resist the dark side. Only the weak embrace it!”

Obi-Wan Kenobi, Jedi Master, Episode IV – A New Hope, Star Wars

The Force is a metaphysical, ubiquitous power in the popular science fictional universe
of the Star Wars galaxy created by George Lucas, and the Dark Side of the Force is a
concept which represents the corruptive aspect of the Force that is considered evil
(Decker and Eberl, 2005). As portrayed in Star Wars, the Dark Side provides its
practitioners with special powers similar to those used by the Jedi, who are the good
practitioners of the Force, but draws their power from negative emotion, such as hate.
The phenomenon, where those who take on formal medical leadership roles are
perceived as having gone to the “dark side”, has been well documented (Spurgeon et al.,
2011) but is still an under-researched area.

There are two possible implications of the use of the term “dark side”. First, clinical
practice, which focuses on people and on reducing human suffering, is intuitively
perceived by doctors as an innately good thing, whereas the traditional, old-fashioned
view of management, with the belief that it focuses only on processes and finances
(Drucker, 1973), potentially at the expense of people, can be perceived as intrinsically
bad, despite its known importance in ensuring the effective functioning of complex
systems, such as health care In other words, clinicians do the right things by their
patients, whereas managers bean count and balance the books. Therefore, getting
involved in leadership and management is moving away from the perceived altruistic
activity of clinical practice. Second, there may be the perception that doctors are
attracted to leadership roles that are perceived to be powerful and those who take them
on are seen to be using their clinical skills and positions for “evil” instead of “good”. The
question is whether this implication creates a barrier for doctors who are considering a
move from clinical practice into medical leadership roles.

This association between medical leadership and patient outcomes can be attributed
to health services being professional bureaucracies, where front-line staff, such as
doctors, have increased power and influence because they have specialist training and
knowledge that gives them more control of their normal day-to-day duties compared to
those in formal positions of authority, leading to an inverted power structure
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(Mintzberg, 1979). Consequently, doctors play an important role as clinical champions
and key opinion leaders within health services, and they can act as either an enabler or
a barrier to change (Ham and Dickinson, 2008). Furthermore, in professional
bureaucracies like health services, front-line staff, such as doctors, are influenced more
by the credibility of their professional peers than by the power of people in formal
positions of authority (Braithwaite, 2010). Therefore, health leaders have to gain
credibility and trust, which may come easier for those who have entered from the
front-line ranks and negotiate agreement for change rather than merely impose new
policies and procedure (Ham et al., 2011).

Indeed, doctors have been promoted into medical leadership roles as clinical directors
of clinical service units in various countries after initial trials in the USA and UK
(Buchanan et al., 1997; Cragg et al., 2007; McKee et al., 1999), and more recently in
Australia (Braithwaite and Westbrook, 2004; 2005). In addition, doctors have also been
appointed as medical leaders in senior management and executive roles of health
services in an effort to improve medical engagement (Fitzgerald, 1994; Fitzgerald and
Stuart, 1992; Llewellyn, 2001). These medical leaders may maintain a part-time clinical
practice and function as hybrid clinician managers, although many who move into more
senior management roles give up clinical practice altogether to become full-time medical
leaders (Spurgeon et al., 2011). For the purposes of this paper, therefore, medical leaders
are doctors who have defined leadership roles in their health organisations. With recent
increasing focus on medical leadership in health, a more professionalised cadre of
doctors has emerged, leading to formalised specialists training in medical management
(Dickinson et al., 2013; 2014). Recent research found two categories of such clinician
managers – the “incidental hybrid”, who is temporarily in the leadership role and the
“willing hybrid”, who purposefully form an authentic identity as a permanent medical
leader (McGivern et al., 2015).

However, besides the barrier of the perception of joining the “dark side”, there are
other significant professional disincentives that discourage doctors from pursuing
medical leadership roles (Loh, 2012). One major disincentive is the difference in potential
income between doctors in senior medical leadership roles and those in senior clinical
roles (Ham et al., 2010). Other barriers include: lack of management and leadership
training for doctors (Coile, 1999) and fear that they will lose professional autonomy
(Degeling et al., 2003). In addition, doctors in clinical practice tend to remain in health
services for a long time, and because they have witnessed a high turnover of senior
managers over their tenure, they are concerned about the apparent lack of job security
compared with clinical practice (Ham et al., 2010).

Be as it may, there is an increasing recognition for the need for doctors to step up into
leadership roles in health services (Fielden, 2015), and recent developments have shown
an increase in the involvement of doctors in the leadership of health systems (Kyratsis
et al., 2016). Research looking at health services in the UK and Australia have shown that
the main benefit of improved medical leadership is medical engagement (Spurgeon et al.,
2015; Dickinson et al., 2015a). To this end, there is a push to ensure that doctors are not
just clinical experts but are provided with management and leadership skills as well
(Clark, 2015; Till et al., 2015). Investment in improving medical leadership to improve
emotional intelligence, financial acumen and change management skills has been
encouraged (Sacks and Margolis, 2015). Very interestingly, there remains a lack of
evidence that widespread, non-targeted medical leadership training for all doctors
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provide a return of investment (Jorm and Parker, 2015). Despite this, recent research has
shown the importance of mentoring, coaching and developing medical leaders for
improvements in quality of care (Wolter et al., 2015). Nevertheless, doctors with
leadership positions continue to struggle because of the different characteristics of the
social identities of doctors and managers (Andersson, 2015).

Despite calls to drop references about “going over to the dark side” (Lees, 2016, p. 6),
this concept remains a recurrent and prominent theme when doctors in leadership roles
are asked about how they see themselves. This article explores the concept of the “dark
side” using data collected from interviews carried out with 45 doctors in medical
leadership roles across Australia. Those interviews did not specifically ask about the
“dark side” but provided rich data that allowed the authors to consider the key research
question of:

RQ1. “What are the beliefs of medical leaders that form the key themes or
dimensions of the negative perception of the ‘dark side’?”.

Through the analysis of the findings, it is hoped that this paper can better inform
strategies to engage more doctors in the leadership of the Australian health system.

Methodology
This paper derives its data from two sources – a qualitative study on medical leadership
in a single Australian state in 2011 involving 20 doctors (Loh, 2012) and a subsequent
study carried out three years later by the same author in collaboration with other
researchers looking at the same topic in five Australian states involving 30 doctors
(Dickinson et al., 2015b). The initial research was approved by the Ethics Committee of
the Australian Institute of Business and subsequent research by the University of
Melbourne Human Research Ethics Committee, with both research studies examining
similar research questions through essentially the same qualitative methodologies.

Both studies used in-depth semi-structured interviews with purposively sampled
senior medical leaders in leadership roles in health services; that is, the sampling method
was purposeful rather than random (Patton, 1987). These interviewees were doctors
who had roles leading health services, hospitals (private and public), professional
associations and health departments and were chosen for their medical leadership roles
through the researchers’ own networks and medical leadership associations and groups.
The five interviews carried out as part of the convergent interview stage of the initial
study to develop the interview guide have not been included in the analysis or results,
even though two of the five interviewees in that cohort were doctors. Interviewees were
purposefully sampled to ensure diversity in gender, age, tenure, leadership role,
organisation type and geographical location, as outlined in Table I.

The researchers contacted potential interviewees via phone or email, with no
subsequent drop-outs and a 100 per cent participation rate. Initial interviews occurred in
Victoria in 2011, and further interviews were conducted nationwide to include
interviewees from New South Wales, Queensland, Western Australia and Tasmania in
2014. Interviewees were given a choice of face-to-face or telephone interviews, with no
third party present during the interviews. There were a total number of 45 interviewees
from around Australia contributing to the data analysed for this paper, providing the
researchers with views from an array of perspectives related to the subject which
formed a rich body of data.
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The researchers used semi-structured interviews to elicit the interviewees’ beliefs and
experiences. The purpose of the interviews was explained to the interviewees by the
researchers at the beginning of each interview as an attempt to better understand the
drivers and barriers relating to the engagement of doctors in medical roles in health
organisations. Both studies used a formal interview schedule of questions which was
developed based on a comprehensive literature review relating to the research issues
and through an initial convergent interviewing stage. The length of interviews ranged
from 25 to 90 min. Written consent was obtained to audio record the interviews, which
were subsequently transcribed verbatim. The researchers also took field notes during
interviews to record initial ideas. There were 42 questions in the first study and 20
questions in the second study, which were grouped according to similar themes,
designed to explore general issues relating to doctors in leadership roles. It should be
noted that a specific question about the “dark side” was not included in the interview
schedules, but the phrase was raised independently around discussions relating to
barriers in the engagement of doctors. This paper is a result of additional analysis and
coding of the specific theme of the “dark side” that independently arose from those two
studies.

As such, this paper combines the dataset from the two previous studies into a single
dataset, and analysis was performed on the complete data set for the first time for this
paper. Content analysis in this research was based on the “scissor-and-sort” technique,
the most common technique for analysing data in focus group research (Crabtree et al.,
1993; Stewart and Shamdasani, 1990), where the data collected are closely organised and
examined, with any clear patterns initially “cut” or picked out (the scissor) before they
are themed (the sort) into clusters of similar data with meaningful relationships to
facilitate the drawing of conclusions. Such a straightforward content analysis method
was deemed appropriate because this research sought to carry out an in-depth
exploration of an under-researched area using interview data (Stewart and Shamdasani,
1990). The researchers developed a coding framework using deductive and inductive
approaches based on the interview data and literature review (Gibbs and Taylor, 2010).
All sections of coded data were grouped into themes by combining different codes that
were connected through key concepts and repeated patterns into groupings (Creswell,

Table I.
Interviewee

characteristics

Characteristic No. (n � 45)

Gender
Male 29
Female 16

Organisation
Public hospital or health service 24
Private hospital 6
Government department or public sector agency 6
Professional College or Association 9

Leadership role
CEO/President/Dean 18
Second- or third-tier management 18
Medical director or clinical leader 9
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2002; Neuman, 2006). The whole data set was then re-examined as a whole to ensure that
important themes were not missed during earlier stages of coding (Clarke and Gibbs,
2009). For the purpose of this paper, interviewee statements that referred to the phrase
“dark side” and other concepts were coded and grouped into themes to form the findings
discussed later.

Findings
The “thick” picture usually expected in qualitative research (Eisenhardt and Graebner,
2007) has been provided to flesh out the findings; that is, verbatim quotations, which
have been anonymised, are provided below. Each interviewee has been identified via a
specific code starting with a single letter and number (e.g. A1) for interviewees from the
first Victorian study (e.g. A1) or ML and number (e.g. ML07) for those from the
subsequent national study.

A clear and recurrent theme emergent from the content analysis of the interview data
collected is the main finding that doctors in medical leadership roles consider the
negative perception by other doctors in clinical practice to be a major barrier in their
decision to transition into such roles. The negative perception of medical leaders who
move into management from clinical practice has been expressed as “going over to the
dark side”. As interviewee C2 put it: “Probably the most common comment […] was you
had moved over to the dark side”. Interviewee A3 explained this concept in terms of
scepticism: “there’s a lot of, particularly amongst your medical peers, that there’s a lot of
scepticism about it. I think people really still talk about it as the dark side […] ” This
perceived lack of respect from the clinical colleagues of medical leaders is a significant
finding and will now be examined further.

The following four themes were not pre-determined or predicted but arose
independently out of the analysis and coding of the accumulated data. In brief, as shown
in Table II below, the data analysis suggests medical leaders perceive that they have
“moved to the dark side” because of the belief they lack both managerial and clinical
credibility; have confused identities; are in conflict with clinicians and clinicians lack
insight into what they do.

Table II.
Four key beliefs
representing the four
dimensions of the
perception of the
“dark side”

Beliefs Example quote

Medical leaders believe they lack
credibility

“I was a clinician for a long time and I also hated medical
administrators. Because I think that from the perspective
of the clinician, they’re really not doctors. They’re frauds”

Medical leaders are confused about
their identity

“So I’ve always had this little saying that when I speak to
my non-clinical colleagues, I wear a clinician’s hat. When
I speak to the clinicians, I wear a manager’s hat. The
interesting thing is I think that makes us hybrids or
half-casts”

Medical leaders are concerned their
roles lead to conflict

“Because at times you’re put in direct conflict with your
colleagues who you’ve worked with for many years”

Medical leaders believe their peers lack
insight into their work

“The tendency is for doctors and other clinicians to
simply to underestimate what’s required in management
and overestimate their own abilities to do it”
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An issue of credibility – medical leaders believe they lack credibility
Medical leaders feel that they lack credibility in their eyes of their clinical colleagues,
which on closer investigation takes a number of different dimensions. On the one hand,
this may manifest as a lack of managerial credibility by clinicians. As interviewee ML07
explained:

I think that doctors are very critical about the credibility. They’re very suspicious of
administrators and why they would want to step out of clinical […] Why else don’t we like
them? Because we don’t like them because they have really gone over to the dark side […]
Clinicians have no appreciation of cash. They don’t even know how hospitals run. Clinicians
actually have no idea how hospitals run, so they’re […] it’s extraordinary that people who
spend six years training to be a doctor actually don’t get the health system. It’d be like a banker
not really understanding how money works.

Although many doctors are critical of managerial capacity, it appears that they are even
more critical of medical leaders because they may not have the same training or
background as their managerial colleagues have.

On the other hand, medical leaders believe they may also lack clinical credibility in
the eyes of their clinical colleagues. For example, interviewee ML15 stated:

I spent the 12 years in clinical medicine […] I do think that is an advantage because I know very
well how hospitals are run from both sides of the fence. I know enough about the clinical,
patients, the whole lot and I worked in hospitals for six years and I worked in general practice
for six years, rural general practice […] I used to call myself jack of all trades, master of none
and […] in some ways I do get worried about young doctors taking on medical management
after two or three years of doing medicine because you’re just getting to understand the actual
practice of medicine, then you give it up. That’s a bit sad.

In addition, this lack of clinical credibility can lead to medical leaders believing that
other doctors perceive them as failed clinicians who were clinically incompetent and not
“real” doctors. For example, interviewee A3 explained:

[…] culturally there’s a negative factor that went into making the decision. I think people
would pejoratively say it’s the type who can’t make it clinically […] I think your reputation
gets hit a bit when you go across into management.

Likewise, interviewee C3 used the term “failed clinicians”: “That’s the perception, that
FRACMA’s [specialist medical administrators] are failed clinicians”. Lastly, interviewee E2
used the term “failed doctors”: “There’s a lot of clichés around that I’ve heard […] Things like
failed doctors”. The term “fraud” was even used by interviewee ML07 who stated:

I was a clinician for a long time and I also hated medical administrators. Because I think that
from the perspective of the clinician, they’re really not doctors. They’re frauds. They happen to
have a medical degree, but they actually haven’t practiced. Some are shifting because they
couldn’t quite cut the mustard clinically. And I think that’s very much it and I think that people
will follow a very bad administrator who’s a great clinician, right, and they’ll forgive them their
poor administration but they will not follow a great administrator who is a bad clinician.

An issue of identity – medical leaders are confused about their identity
Doctors in leadership roles may end up being confused by their identity, being perceived
as not quite a clinician by their clinical colleagues and not quite a manager by their
professional executive peers. Interviewee ML15 explained:
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So I’ve always had this little saying that when I speak to my non-clinical colleagues, I wear a
clinician’s hat. When I speak to the clinicians, I wear a manager’s hat. The interesting thing is
I think that makes us hybrids or half-casts. I’ve also joked we’re the lepers of the medical world
because the doctors don’t trust us because we’re management. Managers don’t trust us
because we’re doctors and that […] that […] that shouldn’t be the case and […] and the real
difficulty is navigating that somewhat rocky path and trying to bring both sides to a
commonality and that’s why I do see senior clinical leaders as critical because they are the glue
that can pull a whole system together.

As this quote illustrates, it is not just medical leaders who experience this confusion over
identity, but their colleagues may not always know which “box” they sit in.

The apparent negative perception at doctors who transition away from clinical
practice to leadership roles may stem from the sense that clinical work is an embedded
part of a doctor’s professional identity and casting it away leads to a perception that they
have lost their identity as “real” doctors. For example, interviewee B2 explained:

I kept doing some clinical work […] I made the decision that was it. I would close the door
clinically […] I had this feeling that I’d lost something I’d really worked hard to achieve […].

Similarly, interviewee E2 noted:

I think it’s always gradual because you’ve got to be honest with yourself that the professional
craft that you trained for and has formed your identity is no longer where you want necessarily
to be. And doctors have a lot invested in that in who they are, and then to become a manager.

Indeed, some interviewees such as interviewee D1 still had a small clinical session
stating, “I still actually do a clinical session a month, because I can’t quite let it go”.
Similarly, interviewee ML25 explained:

[…] clinical practices is one of the most important things that I must confess when I looked at
the possibility of other roles I’ve always found it very difficult to […] to consider something
that would clearly involve relinquishing clinical practice.

An issue of conflict – medical leaders are concerned their roles lead to conflict
Doctors are also concerned about leadership roles, putting them in conflict with their
clinical colleagues when they transition from clinical practice to leadership roles. For
example, interviewee A1 stated that:

[…] the only negative things that you think about was, being in this role, what it would do to
your relationships with your colleagues, and whether or not there would be some sort of
potential for those relationships to deteriorate.

Similarly, interviewee B2 explained that:

[…] sometimes the risk there is that that puts us at odds with our colleagues. Again, as you’re
aware, medical management is not always seen as a highly desirable professional career path,
which is sad […].

Interviewee ML28 described that:

When I switched over, I was clearly going to the dark side. They banned me from the junior
doctors’ common room. I think that’s probably less so now. I guess, because at times you’re put
in direct conflict with your colleagues who you’ve worked with for many years. It’s a very, very
lonely place to be. There’s no doubt about that. Doctors don’t like being told what to do, I think.
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And because we’re only trained as clinicians, we’re only used to seeing the patient in front of
us, the concept of having to think beyond your own department is foreign for most doctors.

As interviewee ML06 put it:

I think the dark side is a medical frame for having a doctor who has moved beyond just
reflecting or representing doctors; who represents the interests of the system, and all the
components of it. And so you move from being an agent provocateur to somehow influencing
the system on behalf […] a proxy for the interests of, whatever those interests are, to someone
who has a broader and a more holistic view of health services management.

Furthermore, there is a perception by doctors in leadership roles that they are not
respected by their clinical colleagues. For example, interviewee C1 stated that: “ I was
conscious that administrators aren’t always respected or liked by clinicians […] we live
in an egalitarian society where clinicians in particular don’t value bureaucracy and
management”. Similarly, interviewee C2 stated that “you’d moved over to the dark side
[…] mean that there is a lack of respect, or even from a negative point of view an
arrogance of doctors about the value that management adds”. Similarly, interviewee E1
believed that medical administrators are not seen as leaders: “I suspect they’re not
perceived or seen as leaders by the vast bulk of, let’s say medical workforce and perhaps
broader workforce either. They’re just people in the background[ …]”.

Doctors contemplating a transition from clinical practice to leadership roles are
actively discouraged from doing so by their clinical peers. For example, interviewee
ML01 stated that “people criticised me and said, ‘Look, you’re losing the plot. You’re
making a big mistake. You know, do you realise what a silly thing you’re just doing?’”.
The decision to transition from clinical practice to non-clinical leadership roles has even
been considered illogical or insane. For example, interviewee D3 discussed how her
colleagues called her “mad”: “People were literally saying, ‘Why would you want to do
that? You’re mad.’ There would be comments, they could not get it. They thought you’re
mad”. As interviewee ML11 explained:

[…] my clinical colleagues may not seek leadership roles; often they don’t, like, there would be
opportunities for them, say to be department heads or things that often they’re very hard to fill
because no one wants to do them, because they’re regarded as the poisoned chalice, and you
know, so whoever gets it is the person who didn’t move quick enough, sort of thing.

An issue of insight – medical leaders believe their peers lack insight into their work
The medical leaders interviewed also believed that their clinical colleagues lack insight
into their own limited understanding of the complexity and skills involved in medical
leadership. The interviewees perceived that their clinical peers may focus too much on
the one-to-one relationship they have with their individual patients and not take on a
wider population health view that values the role of systems and populations in
achieving good health. Interviewee A1 explained:

Clinicians deal with patients one on one, a small populations or subsets of populations.
Whereas, clinician managers have the ability to influence the care that’s provided to a much
greater group of people.

Likewise interviewee C3 stated:
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It made me realize that almost more important - and definitely as important as giving one to
one good care to a person - was the need to change the system so that it impacted on a whole lot
of people.

In the same way, interviewee D3 explained:

What interested me was being respectful to a large cohort of patients rather than one on one.
Being a doctor, doctor-doctor, is you, the patient, you, the patient […] And so the bigger picture
[…] I decided that I would like to be part of trying to deliver that.

In addition, interviewee ML02 stated:

I just felt that I didn’t really get the satisfaction from seeing a lot of people with, sort of, a lot of
amorphous symptoms that at the end of the day, I would think, “Gosh, did I do any good for
anyone?” and I wasn’t, sort of, a 100 per cent convinced that I actually made a difference to
people. I just felt that it wasn’t a satisfying thing for me.

Similarly, interviewee ML28 said:

I didn’t think that I could actually give the commitment to the patients as individuals, all of the
patients, that I thought they should have […] that I could help an individual patient but in a
different role, once they’ve got to see that [inaudible] a much bigger difference to health care
sitting on the other side, than I could working with individual patients.

Second, the interviewees believed that doctors in clinical practice may not have enough
exposure to or understanding of the health system outside of their clinical practice to full
appreciate the complexities of the health organisation or the health system as a whole.
For example, interviewee C2 stated: “A clinical qualification is certainly not enough to get
you there. It does help, however it needs to be balanced by understanding how
organisations work, how you communicate”. In the same way, interviewee C3
emphasised the fact that clinicians operate on a smaller scale (often contextualised by
their relationship with a single patient or groups of patients) and that does not translate
to an ability to manage hospitals:

They also don’t have that much knowledge about things on a bigger scale […] It’s all on a very
minute scale. It’s a very small business, really. You wouldn’t ask somebody who runs a milk
bar whether they can run Myers.

Likewise, interviewee D2 stated that:

[…] probably not unless they get training, and training means understanding of what’s
involved. I note that younger registrars and fellows really are incredibly naive about the way
a hospital is running, or how the management of the place is run, and junior consultants, and
for that matter senior consultants.

Similarly, interviewee E3 provided a good summary of this point when he expressed the
belief that clinicians underestimate the skills required for management and
overestimate their own abilities:

I’m a bit of a skeptic about clinicians occupying management positions without proper
management training, that the tendency is for doctors and other clinicians to simply to
underestimate what’s required in management and overestimate their own abilities to
do it.

Lastly, interviewee ML28 stated:
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You can’t put people in senior leadership roles when you’re running something with a budget
of $800m to $1bn, with no training; it’s crazy. Come in with some background with some vague
understanding of governance in a clinical setting but have no idea about budget or finance and
all of those things. Maybe that’s going to change, because heads of departments are going to
have to learn more about budgets and activity based funding, and that the higher-order
governance structures. I don’t think you can put people in senior health positions without
training. If you were running a private organisation, that kind of person wouldn’t even get an
interview.

Third, the medical leaders interviewed believed that their clinical colleagues felt that
their clinical experience is enough to equip them sufficiently as effective medical leaders.
For example, interviewee A2 stated that:

[…] there are very, very few people who have had enough exposure in the clinical world to
really understand what management is […] interpersonal skills are a really important
component of management and leadership. But they aren’t the entirety.

Similarly, interviewee A3 stated that clinical experience “doesn’t, in itself, create a
competency in management. It probably creates some level of competency of decision
making, which is good, but management is a much broader set of skills than that”. Indeed,
interviewee D1 described:

Just your experience of years of dealing with clinical scenarios and patients and families, and
other health professionals, actually teaches you probably 70 per cent of the skills that you need
to be an effective clinical manager/leader.

Likewise, interviewee D3 agreed and stated that “because you’re a good clinician, will you
be a good manager? No. But if you’re a good clinician, you’ll certainly come armed with
some skills to make you a good manager, that’s for sure”. In the same way, interviewee
E1 discussed the clinical skills that are analogous to similar managerial skills:

People draw parallels between history and examination, investigation, diagnosis and applying
similar disciplines to complex problems […] I think they’re very different universes […] I don’t
think they are particularly transferable skills.

Lastly, interviewee E2 stated that doctors in clinical practice:

[…] always think they’ve got the solution […] They’ve got to get over that if they’re going into
management […] If you’re a shocking communicator as a doctor and a patient, you’ll be a
shocking communicator out with a group.

Discussion
The data analysis suggests that the negative perception by doctors in medical
leadership roles of their own transition from clinical practice into leadership,
colloquially referred to as “moving to the dark side”, is multi-faceted and stems from the
following beliefs that:

• they lack both managerial and clinical credibility;
• have confused identities;
• are in conflict with clinicians;
• their clinical peers lack insight into the complexities of medical leadership roles; and
• as a result, they are actively discouraged from making the transition in the first place.
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The irony here is that potentially influential actors in the system are collectively acting
to prevent doctors moving into precisely the kind of roles that the system so crucially
needs. Given that findings set out here, it is apparent that addressing this issue requires
a multi-faceted approach.

The existing literature suggests that competent doctors in medical leadership roles
within the health system can lead to improved staff management (ACHE, 2003), patient
safety outcomes (Reason, 2000; Ojha, 2005) and operational management (Goldstein and
Ward, 2004). In the hospital setting, doctors may add value in medical leadership roles
because of their credibility with their peers (Simpson and Smith, 1997) and improved
ability to manage other doctors (Fairchild et al., 2004), which is important as doctors as
a professional group have more power and influence to block organisational change
(Dickinson and Ham, 2008). Therefore, there are good reasons for health organisations to
engage more doctors to consider medical leadership roles.

Implications for health organisations
However, the findings of this research are consistent with existing literature, which
indicates that doctors, like other professionals, are influenced by extrinsic factors that
are imposed upon, and experienced by, them when it comes to making decisions relating
to their careers (Funkelstein, 1978). The negative perception by their peers is one such
strong external factor that can act as a significant barrier in engaging more doctors into
medical leadership roles, and this research has contributed to the existing literature. In
addition, abstract factors such as status, which can be defined as seeking to be
recognised, admired and respected, is an important career driver for professionals, such
as doctors (Francis, 1985). This particular career drive may be detrimentally impacted
by the fear of loss of admiration and respect of medical peers if the doctor transitions out
of clinical practice into a leadership role, as shown by this research. As such, health
organisations and professional associations, such as the Royal Australasian College of
Medical Administrators, the medical college responsible for specialist medical
administration training, need to actively promote the positive aspects of medical
leadership roles to counter the negative perception prevalent in medical culture. The
transition from clinical practice to medical leadership needs to be seen as a move to the
“bright side” rather than the “dark side”, and medical administration and leadership
need to be respected as a medical discipline that requires clinical expertise and input.

Implications for training providers
Indeed, this research found that doctors in medical leadership roles perceive that they
lack clinical credibility, with their clinical colleagues not seeing medical leadership roles
as being part of real medicine (Fitzgerald et al., 2006; BAMM, 2004), leading to an issue
with their professional identity. In effect, medical leaders risk being no longer seen as
peers of clinicians. When combined with a sense of not being a peer of non-clinical
managers, it is perhaps not surprising that medical managers and leaders find their
work lonely and difficult. Training providers need to consider the need for a minimum
period of clinical experience before doctors consider transitioning out of clinical practice
to maintain a level of clinical credibility. Such minimum requirements for clinical
practice already exists in some training programs, for example, as part of specialist
medical administration training with the Royal Australasian College of Medical
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Administrators, which prescribes a minimum of three years of full-time clinical
experience before medical administration training (RACMA, 2015).

Furthermore, doctors may lack managerial credibility when they move into
leadership roles without the necessary leadership training or qualifications, and this is
consistent with the existing literature that most doctors move into medical leadership
roles without any postgraduate management training (Vera and Hucke, 2009). As a
result, training providers, such as universities and the Royal Australasian College of
Medical Administrators, should implement systems to identify doctors who are either
considering, or have just transitioned to, medical leadership roles, so that training can be
provided early on for credible leadership. This training will not only improve the
credibility of medical leaders in the eyes of their clinical peers but will also upskill these
medical leaders to perform better as leaders and managers and improve the status of
medical leadership as a proper medical subspecialty that deserves respect and
recognition.

Implication for medical employers
Moreover, the existing literature suggests that there are other disincentives for doctors
transitioning from clinical practice into leadership (Francis, 1985; Ham et al., 2010), such
as a potential reduction in income. The literature shows that there is a cohort of doctors
in leadership roles who are trying it out before committing to it as a career, the early
ambivalent clinician manager (Boucher, 2005). Hospitals and other health organisations
who wish to recruit and retain doctors in leadership roles need to ensure that such roles
are adequately rewarded, actively promoted and supported through training, career
development and succession planning. These roles have real value in improving patient
care. Organisations and those engaged with training doctors for leadership and
management roles have an obligation to promote the positive benefits of such training,
and to emphasise the importance of these doctors as peers of both practicing clinicians
and practicing managers and, if possible, to assist in establishing support networks to
encourage and enable medical managers to be seen as legitimate peers.

In addition, this research confirmed the existence of the conflict between doctors and
management that is discussed by the existing literature (Dickinson and Ham, 2008).
This conflict likely arises from the negative perception by doctors of some medical
leaders perpetuated by the mismanagement and poor performance of under-trained
medical leaders who lack clinical credibility and, as a result, cannot engage their clinical
peers. The recommendations outlined in this discussion to improve the reputation of
medical leadership roles, clinical credibility and management competencies of doctors
who transition into leadership roles, should reduce such conflict and increase clinical
engagement.

Implications for health departments
Lastly, this research also found that doctors in leadership roles believe that their clinical
colleagues lack insight into their own limited understanding of the skills required for
medical leadership because of their focus on one-to-one individual interactions rather
than whole populations, lack of exposure to organisational and health system issues,
and their belief that clinical practice experience alone is sufficient for medical leadership.
The literature indicates that doctors can learn some management competencies through
experience (Pilling and Slattery, 2004) but this should occur in conjunction with formal
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postgraduate training (Guthrie, 2005; Ham, 2003). Health services, departments of
health and other similar organisations need to consider ways to give doctors in clinical
practice exposure to the processes and systems that exist within their health
organisations and the health system as a whole, so that they gain an understanding of
the complexities involved in leading such organisations, even if they do not intend to
take on medical leadership roles. This way, their respect and appreciation for their
colleagues in medical leadership roles may increase and lead to a change in the
perception that these colleagues have “moved to the dark side”.

Limitations
This research was conducted within the Western developed-nation setting of Australia,
and the findings will be delimited to such a similar developed nation’s health system.
The findings may be applicable to doctors in medical leadership roles in most Western
developed nations that have a similar health-care system. However, other countries may
have health systems with different cultures, capabilities, funding frameworks, training
pathways and challenges, and factors like salary and community expectations have to
be taken into account when the findings of this paper are applied outside Australia. This
research also interviewed doctors who have transitioned from clinical practice into
leadership roles, so it provides only one point of view. It is necessary to consider the
views of doctors who have remained in clinical practice and who have chosen not to
make that transition to find out if there is validity to the perception of the “dark side” in
that cohort. Nevertheless, the findings of the research will be of interest to those
managing all types of health organisations where doctors are involved in leadership
roles. In addition, this study can be expanded to include clinicians from other
non-medical health professions and non-clinical managers who work in the health
system to see if this concept of the “dark side” exists in other contexts and to better
understand how a shared approach to dealing with this perception might be achieved.

Furthermore, this research was exploratory and descriptive in nature and conducted
using qualitative methods and is therefore limited to analytical generalisation (Yin, 2009).
Quantitative research, such as a randomised survey with a larger population, can be carried
out in the future to extend this research for statistical generalisation and to test the statistical
generalisability of the deep findings of this research. However, theory has been generated
from this research which has contributed to this under-researched area.

Conclusion
In conclusion, doctors in medical leadership roles continue to believe that their clinical
colleagues view them in a negative light, which is a potential barrier for future doctors
wanting to make the same transition from clinical practice. The term “moving to the
dark side” is multi-dimensional and from the point of view of the medical leaders
themselves, it relates to their belief that they lack credibility with their clinical
colleagues, leading to poor performance and conflict, which creates a feedback loop that
increases the negative perception of such doctors in the eyes of clinicians. In addition,
the perceived lack of insight of doctors in clinical practice of the skills required by
medical leaders contributes to this negative perception. Addressing this important issue
requires a multi-prong strategy that will improve the quality and reputation of medical
leaders, increase medical engagement and lead to a health system with better health
outcomes.
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