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Abstract. The recent economic downturn and struggle for the sustainability 
of social security programmes in an ageing Europe has increased pressure on 
healthcare systems to deliver their services in a more cost-effective way and 
to halt, or at least to slow down, the growth of expenditure on health. While 
the medical profession always welcomes new medical technologies, this is 
not usually the case for accepting new management technologies that have 
already proven to be extremely valuable towards the increase of efficiency and 
competitiveness in other industries.
The purpose of this study is to compare the internationally expressed needs for 
new competencies in the medical profession and the content of medical studies 
programmes in Latvia, Lithuania and in Estonia with regard to courses being 
offered towards the development contextual organisational, leadership and 
management competencies.
This study is based on a content analysis of the published frameworks of 
competen cies for the profession of physician and on a comparison of medical 
studies programmes in all three Baltic states.
The results of this study have revealed a similarity in understanding of the 
necessary competencies for physicians and also that there is a broad variety in the 
availability of definitive courses that are more directed at developing non-technical 
core competencies. The study also revealed a lack of dedicated courses, among the 
programmes analysed, aimed towards the development of managerial skills.
This study clearly demonstrates the need for more collaboration between 
governments, healthcare providers and universities with regard to the adoption 
of professional education programmes to serve the present-day needs of our 
ever-changing healthcare systems. 
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InTRoDUCTIon 

The healthcare service industry certainly has unique dimensions with regard 
to the spheres of economics and management. At the same time, the growing 
pressure for cost-effectiveness without any compromise on quality has raised the 
need to adapt to the healthcare industry the similar management technologies 
that have proven to be extremely valuable in other industries. It is a commonly 
recognised fact that the low engagement of physicians in the planning, delivery 
and transformation of services is an obstacle to improvements within the various 
health systems. There is an obvious need for the creation of an organisational 
culture that motivates physicians to become involved in these decision-making 
processes. This of course leads to a potential paradigm shift on the future role 
of physicians and on how their training should be changed in the future. This 
paper investigates the demand and supply aspects on perceived new competencies 
requirements for physicians. 

PRessURes foR CHanGes In HealTHCaRe

Social development, increased well-being and security of individuals, the 
accumulation of knowledge and the progress of technologies in the field of 
medicine all serve to provide us and the economies of our countries with more 
productive life-years. In the last fifteen years life expectancy at birth has grown 
significantly (Figure 1). 
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Fig. 1. The Dynamic of Expected Life Years at Birth in the European Union
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6 MANAGEMENT COMPETENCIES FOR HEALTHCARE PROFESSIONALS  ..

The broadly shared possibility for each individual to attain his or her full 
health potential regardless of age, gender, or socio-economic status, is highly 
valued in all societies. However, in parallel to positive gains, spending on 
healthcare increases significantly and causes strains on both household and 
government budgets throughout the world. This inevitably raises the expectations 
for a higher level of accountability with regard to invested resources and raises 
the issue of whether healthcare utilises sufficient management and organisational 
methods that have already been proven to be of great value in other industries, and 
thus to increase its own efficiency. In many countries, total health expenditure 
per capita has risen faster than the rise in GDP per capita. This is also the case for 
the countries that joined the European Union in 2004 and 2007 and for members 
before 2004. Until recently this was also the case for Latvia (Figure 2).
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Fig. 2. The Dynamic of Total Healthcare Expenditure as a Percentage of GDP in the 

European Union

Healthcare costs have taken an ever-increasing share of government, 
employer, and household budgets and put pressure on those responsible for 
the financial burden of healthcare (through taxes or insurance contributions) 
(Mossialos, Thomson, and Foubister, 2009). Looking ahead, there are concerns 
in many industrialised countries that an ever-increasing share of the government 
budget being spent on healthcare will exhaust resources for other important 
public goods and publicly-provided services (Hsiao and Heller, 2007). The 
Council of the European Union has articulated this challenge facing its member 
states as the need to a secure financial sustainability of each of their health 
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systems without undermining the values they share: universal coverage, solidarity 
in financing, equity of access and the provision of high-quality healthcare (The 
Council of European Union, 2006). During the recent period of economic 
downturn, Latvia, together with other European countries most affected by the 
crisis, is implementing rigorous austerity measures and the budget cannot finance 
healthcare needs at the previous level of state contribution. This has resulted in 
increased financial pressure on individual households and to a growing inequity 
of access to services as well as to a general dissatisfaction with the government’s 
inability to guarantee fundamental rights.

There are several factors that are most often mentioned as being a cause for 
the rise of healthcare costs, (e.g. aging, unhealthy lifestyles of individuals), but 
these are beyond the direct sphere of influence of doctors, managers of healthcare 
organisations and even of ministries of health. However, other causes (e.g. the 
evaluation and introduction of new costly technologies, the organisation of care 
processes) are in their direct domain. The rise in healthcare expenditures as a 
result of demographic change appears to be very small by comparison to the 
effects of changing physician treatment methods (Dormont and Grignon, 2006). 
The extensive usage of new and costly technologies (diagnostics, treatment 
schemes, medical equipment, and pharmaceuticals) is mentioned as one of the 
most prominent single drivers of increasing healthcare costs (Lubitz, 2005). 
While breakthrough discoveries and innovations in healthcare are rare, there is 
a constant high offer from industries to use new technologies that often provide 
only a marginal additional benefit to health outcomes, while leaving exaggerated 
expectations for the consumer. However, the over usage of innovations is not the 
only possible direction to look at for the purpose of making savings in the costs 
of healthcare. Inefficient spending on health may be categorised into three waste 
“baskets”: 

•	 Behavioural  –	where	 individual	 behaviours	 are	 shown	 to	 lead	 to	 health	
problems, and there are potential opportunities for earlier, non-medical 
interventions; 

•	 Operational –	where	administrative	or	other	business	processes	appear	to	
add costs without creating value;

•	 Clinical  –	 where	 the	 medical	 care	 itself	 is	 considered	 inappropriate,	
entailing overuse, misuse or under-use of particular interventions, missed 
opportunities for earlier interventions, and overt errors leading to quality 
problems for the patient, plus cost and rework (PricewaterhouseCoopers 
2008). 

The practice of medicine has essentially been based on a model in which 
physicians are trained to deal with individuals, not organisations; to take personal 
responsibility rather than to delegate; and to do their best for each patient rather 
than to make trade-offs in a resource constrained environment (Degeling, 
Kennedy, and Hill, 1998). Historically, healthcare services delivery is heavily 
influenced by the medical profession, which controls (directly or indirectly) up 
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8 MANAGEMENT COMPETENCIES FOR HEALTHCARE PROFESSIONALS  ..

to 85 percent of all spending (Sager and Socolar, 2005). Physicians are the key 
persons in control of the resources within healthcare and often enjoy a near 
monopoly over the most important decisions governing resource allocation, 
including: the prescribing of pharmaceuticals, performing surgical procedures, 
ordering laboratory or imaging tests, and admitting patients to a hospital bed 
(Burns et al., 2012). Once a physician receives certification in a specialty and is 
appointed to a permanent position in a hospital or place of primary care, they 
automatically become leaders within that health system  – not necessarily in 
formal leadership roles but as the professionals who are expected to provide 
leadership both in healthcare and in the wider community. Taking into account 
the importance and influence of the decisions being made by physicians, in 
general, the effectiveness of healthcare services depends heavily on their support 
and on their active engagement not only as medical practitioners, but also in their 
managerial and leadership roles.

THe neeD foR ManaGeMenT CoMPeTenCIes In 
HealTHCaRe

There are several basic models that demonstrate how healthcare organisations 
and particularly hospitals are managed. The model of a management structure 
with dual hierarchies where the physician staff forms a second line of authority 
alongside the administrative staff is typical in North America and in some 
European countries. Alternatively, the model of a single line of hierarchy consists 
of the head physician managing and taking full responsibility for all hospital 
operations. The latter model was more prominent in countries that joined the EU 
after 2004 and in Turkey (Akbulut, Esatoglu, and Yildirim, 2010). For example, 
in Lithuania, the managers of health institutions are mostly physicians (Padaiga 
et al., 2006). Under such a structure, those physicians with managerial roles 
also are working as practitioners. In countries using this model, the medical 
profession tends to dominate healthcare management (Mahon and Young, 
2006). Within both of these models the managers, physicians and physicians 
with managerial roles are all under growing pressure to change in relation to the 
new circumstances in the demand side of the equation (demographics, patterns 
of diseases, public expectations), and in the supply side (technology and clinical 
knowledge, healthcare workforce) as well as taking into consideration wider 
societal changes (financial pressures, the internationalisation of health care 
systems, an increasingly global market for research and development) (McKee 
et al., 2002) and in responding to these external changes. The way in which 
organisations are managed changes too. A power shift takes place between 
managers and physicians without formal management roles, and at the strategic 
decision level the middle and top managements gain more power while the 
medical practitioners themselves lose some influence. This means that these 
hospitals have moved to a state of professional management as distinct from 

JournalEconMngmnt-makets.indd   8 20.12.2012   14:12:11



 Juris Bārzdiņš, Rita Konstante 9

physician management (Glouberman and Mintzberg, 2001; McKee et al., 2002). 
In this situation, however, there is a growing need for physicians with dual role 
capability (professional physician and manager) with acquired capabilities so as 
to better be able to balance the needs of the individual patient, the department 
and the organisation as a whole. The most successful managers will be those 
who develop the ability to appropriately balance both sides of their dual roles 
(McConnell, 2008).

While a manager’s responsibility for the whole organisation is traditionally 
related to a pre-occupation with systems, the allocation of resources, an 
emphasis on the community and a need for public accountability, the physician’s 
responsibility has historically been related to the needs of individual patients, thus 
leading to professional autonomy and to a high desire for self-regulation (Davies 
and S. Harrison, 2003). The increased demand from society and governments 
to control healthcare costs and quality has lead to one of the major challenges 
for both managers of healthcare organisations and physicians  – to a conflict 
of professional values (Nigel Edwards, Kornacki, and Silversin, 2002). In other 
words, any effort to improve efficiency entails the necessity of trade-offs between 
competing demands and sometimes between conflicting values. The difficulty 
with such trade-off results may be observed in the slow adaptation of healthcare 
systems and organisations to these new demands. It has been estimated that the 
development of leadership in healthcare falls behind other sectors of the economy 
by 10–15 years (Mcalearney, 2006). A growing number of publications and policy 
documents have suggested that all doctors should acquire management and 
leadership competencies in addition to the clinical knowledge and skills needed 
to be an effective and safe practitioner. It is argued that only by developing those 
competencies needed for leadership, can physicians be more actively involved 
in the planning, delivery and transformation of health services as an integral 
part of their role as doctors (NHS Institute for Innovation and Improvement 
and Academy of Medical Royal Colleges, 2010). The participation of physicians 
in decision-making processes within their hospitals is important and is directly 
related to that hospital’s performance (McDaniel and Ashmos, 1986). The 
terms “non-clinical competencies”, “non-medical competencies”, “management 
competencies” and “leadership competencies” are all used interchangeably in the 
existing literature that refers to the skills and knowledge necessary to be effective 
in the complex organisational systems required to deliver healthcare. The 
necessary competencies in such a context fall well within a broader understanding 
of the entrepreneurial attitudes and skills that should generally be fostered in all 
spheres, including non-business studies. However, in discussions that debate the 
need for development of contextual non-clinical competencies for physicians, 
the term “entrepreneurship” is used rarely. The narrower understanding of 
entrepreneurship as a specific concept of training in how to create a business 
seems inappropriate for some of the authors. However, to strive for “non-clinical 
competencies”, “non-medical competencies”, “management competencies” and 
“leadership competencies” for physicians has the same broad meaning as to strive 
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10 MANAGEMENT COMPETENCIES FOR HEALTHCARE PROFESSIONALS  ..

for entrepreneurship competencies for other non-business professions, therefore 
this descriptive term nowadays of defining a wider complex of conceptual skills 
seems to be fully applicable also for studies in medicine as a profession. 

an analysIs of seleCTeD ManaGeMenT-RelaTeD 
CoMPeTenCy fRAMewoRKs foR PHysICIans 

While the approved professional standards for physicians in Latvia focus 
mainly on clinical competencies, recently, several countries such as the United 
Kingdom, Canada, Denmark and the USA have developed formal competency 
models for their physicians at the individual level  – describing competencies, 
standards, personal qualities and desirable interactions that all contribute 
to leadership ability and success in healthcare. In Canada there are six roles 
defined for the physician to be recognised as a medical expert  – professional, 
communicator, collaborator, manager, health advocate, scholar (Royal College of 
Physicians and Surgeons of Canada, 2005), whereas research in the USA ranked 
the order of competencies needed to become physicians and leaders: 

1)  interpersonal and communication skills, 
2)  professional ethics and social responsibility, 
3)  continuous learning and improvement, 
4)  ability to build coalitions and support for change, 
5)  clinical excellence, 
6) ability to convey a clear compelling vision, 
7)  system-based decision making/problem solving, 
8)  ability to address the needs of multiple stakeholders, 
9)  financial acumen and resource management (McKenna, Gartland, and 

Pugno, 2004). 
Another study undertaken in the U.S. (Calhoun et al., 2003) lead to a health 

leadership competency model that describes three elements of competencies: 
Transformation, Execution and People. The competency for Transformation was 
described as a complex set of such skills as achievement orientation, analytical 
thinking, community orientation, financial skills, information seeking, 
innovative thinking and strategic orientation. The competency of Execution was 
described as a complex set of such skills as accountability, change leadership, 
collaboration, communication, impact and influence, information technology 
management, initiative, organisational awareness, performance measurement, 
process management, organisational design and project management. The 
third competency with regard to dealing with People consisted of a complex set 
of skills such as human resources management, interpersonal understanding, 
professionalism, relationship building, self-confidence, self-development, talent 
development and team leadership. 
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Similar models have also been set for physicians in Denmark  – the need 
for such core leadership competencies as personal leadership, leadership in 
a political context, leadership qualities, the ability to lead change and to be 
capable of leading other professionals (Clark and Armit, 2010). The above-
mentioned models describe several roles as a professional leader – medical expert, 
professional, leader/administrator, academic, collaborator, communicator, 
promoter of health and adviser. And finally, the medical leadership competency 
framework developed in the United Kingdom (NHS Institute for Innovation and 
Improvement and Academy of Medical Royal Colleges, 2010) requires physicians 
to be able: 

1)  to demonstrate personal qualities for developing self-awareness, self-
management, continuing personal development, acting with integrity; 

2)  to be able to work with others by developing networks, building and 
maintaining relationships, encouraging contribution, working within 
teams; 

3)  to be able to manage services by planning, managing resources, managing 
people, managing performance; 

4) to improve existing services by ensuring patient safety, critical evaluation, 
encouragement of improvement, innovation and in being capable of 
facilitating transformation; 

5)  to be able to set directions by identifying the contexts for change, applying 
knowledge and evidence and making decisions.

Even if some of the frameworks being referred to are clearly intended for 
individuals already in formal leadership roles, all of the frameworks show broad 
similarities in the identified competencies and personal qualities needed for 
physicians working within and across the organisation. These studies confirm 
that while sufficient clinical knowledge and skill is the baseline, the additional 
non-clinical competencies, including those of leadership and management are 
a new requirement of those persons who are responsible for the education and 
training of physicians. 

THe Role of eDUCaTIon In PRoMoTInG new 
CoMPeTenCIes

The need for education in new competencies is not unique only to the 
medical professions. The important role of education in the promoting of more 
entrepreneurial attitudes and behaviours for all is now widely recognised. 
The Recommendations of the European Parliament and the Council on Key 
Competences for Lifelong Learning (European Council, 2006) identify the 
“sense of initiative and entrepreneurship” as being one of eight key competencies 
that should be included across, and at all stages/levels of education and training. 
Entrepreneurship refers to the ability of an individual to turn/transform ideas 
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12 MANAGEMENT COMPETENCIES FOR HEALTHCARE PROFESSIONALS  ..

into action and is therefore a key competence for all, thus helping people to 
be more creative and self-confident in whatever they undertake. The benefits 
of entrepreneurship education are not limited to the creation of new firms, 
innovative ventures and new jobs. Two different elements within the definition of 
entrepreneurship teaching should include: 

1)  a broader concept of education for entrepreneurial attitudes and skills, 
which involves the developing of certain personal qualities and that is not 
directly focused on the creation of new businesses, and 

2)  a more specific concept of training in how to create a business.
While there does exist a policy commitment at governmental/ministerial 

level in most EU member states to promote the teaching of entrepreneurship 
within the education system, such training is not yet sufficiently integrated into 
the curricula of higher education institutions in the area of non-business studies, 
and available data shows that the majority of entrepreneurship courses are 
offered in business and economic studies programmes (Figures 3 and 4 illustrate 
the representative situation in the UK and Spain) (European Commission, 
2008). Nevertheless, numerous examples can be found in the literature on 
entrepreneurship education delivery to science and engineering students 
with resultant successful outcomes at individual, institutional and regional 
levels. There are also examples of the successful integration of business and 
entrepreneurship education across a variety of other study programmes including 
in the disciplines of geography, the environmental sciences, art and other creative 
disciplines (Henry, 2011).
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In the healthcare context the evidence of incorporating entrepreneurship 
into course content is less evident. However, trainings based on an individualistic 
orientation do not prepare physicians to be able to function successfully as 
members of large, complex organisations (Nigel Edwards et al., 2002). Although 
physicians are mostly dominant in the managerial positions, and even without 
formal management titles they may need to make management related decisions, 
the subjects of entrepreneurship, leadership and management have not, 
until recently, been considered as an integral part of any core undergraduate 
curriculum for medical studies in which the focus primarily has been placed on 
technical and clinical skills necessary to become a capable medical practitioner. 
However, successful management requires specific entrepreneurial knowledge, 
skills, behaviours and attitudes to succeed in the planning, organising, leading 
and controlling of an organisation. Graduates of medical schools with leadership 
and management studies incorporated within the core curriculum should be 
better prepared to take up roles in the modern healthcare system that requires 
leadership and innovation and, as such, they should be more capable of 
distinguishing themselves from among their competition … a benefit reported 
by other science and engineering graduates (Henry, 2011). There are cases 
reported of entrepreneurship education being incorporated within medical 
degree study programmes. For example, the entrepreneurship education in 
one USA medical school is described by Padilla et al. (Padilla et al., 2011). The 
authors highlighted, “Many areas of healthcare and medical practice can be made 
more efficient once business principles are factored, and built into the solution. 
These include delivery of primary care services, pathology services, emergency 
department services, cardiovascular services.” The authors further highlight that 
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the skills required in practice but not developed in traditional medical training 
programmes included “business administration skills and, specifically, skills 
in financial management and analysis and strategic planning, with additional 
skills in marketing, accounting, cost accounting, communications, and business 
law. Negotiation skills and techniques are not traditionally taught to medical 
professionals, yet successful negotiation is required to run an efficient practice or 
organisation”.

Despite the fact that training programmes for entrepreneurship related 
competences are not yet integral parts of medical education, medical schools and 
universities should be able to react to demand from the market and incorporate 
management and leadership in their curricula. In order to gain a better insight 
into the current practice of graduate medical education regarding the amount 
and content of courses being offered with the aim of developing contextual 
organisational, leadership and management competencies, a survey was also 
undertaken in the Baltic states.

sURVey of seleCTeD MeDICal sTUDIes 
PRoGRAMMes

The main focus of this survey was to determine the proportion of courses 
in undergraduate medical education that are aimed towards the development 
of knowledge, skills and attitudes necessary for work in modern healthcare 
systems. The principal interest was to observe the presence and amount 
of courses in these study programmes directed towards the developing of 
competencies in entrepreneurship, management and leadership. 

The content curriculum of graduate level study programmes in medicine 
in all five medical studies programmes for students in the three Baltic states 
were selected for analysis (Latvia  – two study programmes, Lithuania  – two 
study programmes, Estonia  – one study programme). The selected study 
pro grammes was analysed with regard to the courses being offered and to 
the type of skills being acquired. The courses were categorised according to 
type of skills as identified by Daft (Daft, 2012). In citing Katz (Katz, 1955) 
he identified three broad types of skills that managers and to some extent 
individual contributors must possess: 

•	 Technical skills are those that reflect the ability to use the methods, 
processes and techniques of a particular field and that may be acquired 
through training, education and work experience.

•	 Human skills are those that reflect the ability to get along with other people, 
to understand them and to motivate and lead them in the workplace.

•	 Conceptual skills are those that reflect the mental ability to visualise all 
the complex inter-relationships that exist in the workplace among people, 
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departments or units of an organisation and the environment in which 
these exist  – i.e. the cognitive ability to see the organisation as a whole 
system.

For the purpose of analysis, the courses for the acquisition of technical 
skills include all of the following: bio-medical basic science, clinical, language, 
terminology and medical informatics courses. All other courses being 
analysed were considered to be oriented towards the acquisition of human and 
conceptual skills. Specifically designed courses for such entrepreneurship-
related competencies as management and economics were considered as a sub-
group of courses devoted to human and conceptual skills. The proportion of 
selected compulsory courses from the total programme content was calculated 
as a percentage of the total amount of credit points or weeks of studies. Elective 
non-technical skills courses are also listed, but were not included in further 
quantitative analysis. 

ReseaRCH ResUlTs anD DIsCUssIon

The consolidated data from the analysis of five study programmes is presented 
in Table 1.

As it may be observed, the amount and content of dedicated non–technical 
courses for the acquisition of human or conceptual skills varies among 
universities (Figure 5). 
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Table 1 
Courses for Developing Human and Conceptual Skills in Selected Universities

Country /  
University Title of Course % of total 

programme

Lithuania 
(Lithuanian 
University of 
Health Sciences 
2011)

General Psychology 0.3%
Ethics in Medicine 0.6%
Social Medicine 0.4%
Health Care Management and Quality, Basics of Law 0.6%

All selected compulsory courses 1.9%

Lithuania 
(University of 
Vilnius 2011)

Ethics of Medicine 0.8%
History of Medicine 0.8%
Public Health 1.4%
Social Medicine. Health Law and Economy 1.4%

All selected compulsory courses 4.4%

Latvia  
(Rīga Stradins  
University 
2011)

Medical Philosophy and Bioethics 0.8%
Medical Ethics and Law 0.8%
Key Issues in Medical Ethics 0.8%
Therapeutic and Ethical Aspects in the Doctor – Patient 
Relationship 0.8%

Introduction to Specialty Information Literacy 0.3%
Introduction to History of Medicine 0.3%
Public Health and Epidemiology 0.8%
Basics of Legislation 0.3%

All selected compulsory courses 4.9%
Additionally offered elective courses
Intercultural Relations, Introduction to Study Process 0.8%
Philosophical Anthropology 0.8%
Communication Psychology 0.8%
Personality Psychology 0.8%
Theories of Personality 0.8%
Medical Sociology 0.8%
Economics and Organization of Health Care 0.8%

Latvia  
(University of 
Latvia 2010)

Psychology 0.8%
Medical History and Ethics 1.3%
Introduction in Medicine 0.8%

All selected compulsory courses 2.9%
Additionally offered elective courses
Social Medicine 0.8%
Ethics 0.8%
Behavioural medicine 0.8%
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Country /  
University Title of Course % of total 

programme

Estonia  
(University of 
Tartu 2011)

Medical Theory and Ethics 0.8%
History of Medicine 1.3%
Introduction to Medicine 0.3%
Health Promotion and Medical Sociology 1.7%
Health Care Management and Health Economics 1.7%

All selected compulsory courses 5.8%
Additionally offered elective courses
Communication with Patients in Crisis 1.3%
Introduction to Philosophy 1.3%
Medical Law 0.6%
Health Technology Assessment 0.6%

Source: author’s construction based study data

There was more than a threefold difference in the amount of compulsory 
non-technical skills courses being offered between the selected curricula  – 
the total percentage of courses with a focus on human and conceptual skills 
varied from 1.9% to 5.8%. Some of the universities also offered elective courses 
that were aimed at the development of human or conceptual skills. Most of the 
courses devoted to developing human skills were oriented to questions of ethics 
and psychology. Most of the courses devoted to developing conceptual skills 
were oriented to public health, history of medicine and legislation issues. Of all 
five universities being screened only in four cases did the structure of selected 
courses include issues related to the economics, management or organisation of 
healthcare. Only in two of the mentioned cases were there courses with a focus on 
economics, management or organisation of healthcare and which were mandatory. 
The highest percentage of the total study amount devoted to mandatory training 
in management and economics was 1.7% (University of Tartu). 

There are several limitations that we should be aware of in the interpreting of 
these survey results.

First of all, the training of the medical student for human and conceptual 
skills goes far beyond formal stand-alone teaching courses. These study 
programmes do not reflect the informal transfer of non-technical skills during the 
whole study process, nor even during courses aimed purely for the development 
of clinical skills. Secondly, a deeper study has not yet been undertaken on the 
components of the individual courses – the only variables analysed were course 
titles, the relative amount of credit points or weeks for selected courses, and the 
year of studies during which the course was taught. This means that the amount 
and content of training in human/interpersonal or conceptual skills could vary 
quite considerably even among those cases in which the titles of the courses 
were similar. With regard to those courses that are dedicated to management 
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and economics issues, without any deeper analysis of the actual course content, 
there is only a limited possibility of our being able to determine whether the main 
focus of the course is on training for the developing of universal management 
and leadership skills or more towards specific topics regarding the organisation 
of healthcare and of health economics. Nevertheless, the data from this survey 
does provide an insight into the different levels of integration of training for 
human/interpersonal and conceptual competencies, including management 
competencies in all three Baltic states.

In these times during which the perceived necessity for the introduction 
of entrepreneurship related competencies, even in non-business professions, is 
gaining growing recognition in Europe from both governments and the commu-
nity, universities should be ready to facilitate changes in their study curricula 
in order to satisfy the growing demand for new competencies. This survey has 
demonstrated that despite the demand, the benefits of entrepreneur ship education 
are not yet being fully exploited in the case of studies in the field of medicine in 
the Baltic states. There are, however, some universities already offering certain 
elements of a better integrated education, which is seen to be necessary for the 
greater engagement of physicians in the planning, delivery and transformation of 
services. 

Further collaboration between the healthcare provision industry, govern-
ments and universities is needed in order to better respond to the newly emerging 
trends in healthcare. 

Additional studies may well be necessary for the finding of better ways of 
integrating entrepreneurship education into the curricula for undergraduate 
studies and that will add the necessary systemic overview and inter-professional 
competencies in the profile of all future physicians, and will thus support the 
development of leadership among tomorrow’s healthcare managers. 

ConClUsIons 

1. According to a review of the available literature there is strong demand 
for management-related competencies for physicians in both clinical and 
managerial roles.

2. All selected medical studies programmes in the Baltic states include courses 
for the developing of non-technical conceptual and human skills, however, 
the proportion of such courses varies significantly between universities.

3. At present only some of selected university curricula for medical studies 
include courses that are devoted to the development of managerial human 
and conceptual skills.

4. Further research into medical studies programmes worldwide is needed 
to identify the ‘best practice’ in the providing of healthcare professionals 
with the necessary skills for work in our ever-changing healthcare systems. 
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