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PART 1

JUTREBUCTION: PFrom swoggy Kwweit o $4sd Omsn the ’o:ttl!chll rulerd

of the Arebisn Gulf States are daily being weafronted by ‘the digrupiive
inpast of culturgl innevetien se & :ooult of. s"i-lngtapi devalopment.
In lgrge msasure ‘their difficulties emirge out of the abaence of skilled
plansers to srticulate a development frsmswork of prioritized objectives.
On the operstionsl sids of the equation the problim is much the same:
execution of complex projects oft times goes awry as 8 result of the
absence of nationals trained to effect systemstic project implementation

This article focuses on one side of the equation: the 1iplc-ntttton side.

Preliminary diseussions held between the Minister of Heslth and the writer
during mid-1977 revealed the Minister's priorities: reorganize the admini-
strative management of the existing 430 bed hospital; coordinate the commi-
ssioning of the new 620 wmedical center and, finally,manage it.

This artiele details the administrative framework in which the project wase
initiated, the steps taken to execute the administrative vsorganization,
and the impaet of these changes on the structure, funetion and attitudes
of partieipants.

It is believed that this report can be viewed as a handbook for effecting

a hospital administrative reorganization in virtually any developing country
in the world which is undergoing rapid technological development and in
vhich exista & realization on the part of the country's leadership of the
need for trained maragers to create the organizational conditions required
to effeetively utilize the new technology and control its outcomes by

means of integrating elements of cultural innovation into an orchestrated

administrative process

THE ORGANIZATIONAL STRUCTURE AND FUNCTIONS OF THE MINISTRY OF HEALTH

PRIOR TO REORGANIZATION.




The Minister of Mealth: As the Mospitsl Aduinistrator is the head of

his hospitsl, the Minister of llulti libtl as the head of his Mialstry.

As the Administracor ‘s rnpouibli to the Governing Body snd the commu~
nity vhich he serves, the Minister is rclpoh;ible to the Couneil of Mini-
sters and the nation whose interests he serves in the provision of health
care services. As an administrator, the Minister of Health must coordinate
and execute all functions of his Ministry thrbh;h ﬁil two Assistant Under
Secretaries and the Directors of Di‘v.ili.om reporting to them. In brief,
the Minister initiates all major activities and undertakings, is responsi-
ble for overseeing follow-through on the part of his two Assistdnt Under
Secretaries and lastly, he is the final authority, short of the Ministry
of Justice and Islamic Affairs, on matters of policy formulation and
interpretation.

The Assistant Under Secretary for Technieal Affglru (AUT), is an American
educated, board-certified Pediatrician. His responsibilities include policy
recommendations to the Minister for Ministry staff from technicians thru
tursing to members of the medical stdff. Categoridi of staff who are not
defined as techiical include food service workers, cleaning staff, linen-
laundry personnel etc. The bulk of the AUT's time is devoted to effecting
promotions for members of the medical staff and advising the Minister on

expatriate doctor contract remewals.

The Assistant Under Secretary for Administration and Traininl (AUA),
occuples a key role throughout the Ministry system. AUA directs the acti-
vities of the Directorates of Personnel, Finance, Materisls, Nursing,
Training (Csllege of Health Seiences), and General Services (Ministry-wide

engineering and maintenance services).

The Director <z Fiugrce and Personnel (DFP), a certified public accountant,
oecuplea the single most gwnr!ul operational position within the Ministry
structure. All financial maiters must pass through him; all personnel
mstters likewise must pass his review and approval. While he is a qualified




professionsl, his perception of his fumction is primirily. that of
saving the government money threugh demsnding stringency in effecting
new persomnel budgets and then impacting more heavily through non-
implementation of recruitment for newly approved pesitions.

The DFP, responsible for miintaining an securate manpower count, u' une
able to provide these figures. ‘The manual system he -mﬁm. enumerates
3,375 positions Ministry-wide but he is unable to state vhere the per-
sonnel are loutcd; 1.e.,hoppital. maternity hospital, pudblic :\ejlth. ete.
This lack of detail combined with the personnel budgeting system leads to
continual disputes over vhat p‘ogitionp have in fact been approved. The
DFP maintaind one set of records, the Civil Service Bureau another and
finally the Ministry of Finance ¢omed in with yet a third listing of
'funded' positions. The lists typically do not sjree, one of the reaions
being that translators will make different interpretations from Arabdie,
the official government languages, te English, the functional language.
Perhaps the most salient observation regarding the personnel budgeting
process was made by the DFP: "It doesn't make any difference what limits
the Ministry of Finance imposes on me because they have no way of knowing
how many people I have. You see, they only know the gross amount of funds
I require on & wonthly basis and this doesn't tell them anything about
numbers...we're O.K. until they get their computer next year'".

The Director of Materials Management(DOM), 1is assigned the responsibility
for purchasing supplies and overseeing their distribution throughout the
Ministry system. Aside from a chronic slowness in deli very of annual

stocks (they normally arrive mid-way through the year for which they were
intended) the more serious problen‘wu represented by s wholly inadequate
hospital stores arrangement. The existing stores srea(located about nine
miles from the hospital) is too small to provide a breakdown area for i“”'

lies arriving in connexes, ete., and space was too limited to place these
items on shelves enabling timely access for filling supplies requisitions.

e



o § -

The Directerats of Servicee(BOS), functiom imcorporates the Miaistry's

efforts to effect a publiec relations activity, arrangemsat for cxpgtrinto
housing and provision of linen and laundry services throughout the hoipital
and health care center system and, wost 1lgortant;y.,exocution of the Mini-
stry's engincering and maintenance requirements. Stated briefly, few of
the functiops are organized and managed effectively Hospital engineering
constitutes one of the major life-lines to effecting a smooth operating
facility.

The quality of work carried out by this group in- illustrated one day
when the Chairman of the Dental Department called me to come over and
stop maintenance staff from their efforts to repair a dental x-ray unit
with a wooden mallet.

The Directorate of Mursing Services (DON). The Director of Nurses pre-
viously served as the Principal Nursing Officer (bitectbt of Nursing in
American Terminology) at the hospitsl. She is reiponsibio for‘eitlblilh-
ing nursing policies throughout the étaté. She is Irish 4nd was trained

in the United Kingdom; accordingly the hospital abounds with Sisters (staff
nurses), Departmental Sisters (nurotﬁ; supervisor) etc., all of which are
led by the Principal Nursing Officer and Deputy'Principal Nursing Officer.

On arrival at the hospital I realized within the first tventy-four -hours
‘that I had virtually no significant interface with the Principal Nursing
Officer in terms of establishing policies, recruitment or discipline. The
Principal Nursing Officer perceived herself, as the pritloh system speci-
fies, responsible directly to the Ministry-located D{iector of Nurses.

As an outcome of this arrangement, the Director of Nurges recruited
nursing personnel, hired them, prcmoted them and disciplined them entirely
outside the hospital functionsal structure.

This area was the first one which underwent a pervasive restructuring
when the reorganization was initiated.
.n--’,.
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The Dirvectorate of Training (BOT), is compesed excluwsively of the
College of Health Sciences which trains nurses, laberatery and x-ray
technicians. New programs are modular and other specislities are

taught from time-to-tims such as plaster technicians, dental aseisting
end inhalation therapy. While the impact of the college on the hospital
is a favourable one, discussion of its role will not be carried beyond
these comments.

The Director-General for Curative Medicine (DGCM) The incumbent of this
position is adainistratively responsible to the Minister for the conduct
of all hospital and health center activities. On appointment as Chief
Executive Officer 1 reported to the DGCM.

My primary point of contract with the D.G occurred as the result of dis-
aray in the interface batween the hospital and the 14 outlying ambulatory
health care centers. Analysis of the problem revealed an almost inoperative
referral appointments system between the health centers and the hospital, a
patient-record transfer system from the health centers to the hospital
consultant which was about 50% effective, d4nd a practice By hodpital e@pjult-
ants to go beyond diagnostic work-up and prescribing to folloﬁihg the pat-
ient's progress over an extended period of time théreby substantially incre-
ading the numbets of patients seen in any clinie on any given day.

Inmediste efforts were directed toward the resolution of these problems:

An ambulance was stationed at each major health center for the transport

of emargency cases to hospital and a dispatech system from the hospital for
the smaller centers. Once the Medical Board commenced its routine meetings,
Chairmen were made aware of the problems caused by their staff serving in
the capacity of the primary care physician by retaining the patient for a
prolonged period ef time rather than doing a diagnostic work-up, preserib-
ing a course of treatment and referring the patient back to his primary
health care physician.

T



Yawrinkiing of the movemant of petient recerds betwass heslth eemntess
and the hospital for referrsl appcintments and their eventual returm te
the heslth coenter was organized by sssigning two transpert departmsmt
drivers to petient record pick-up and delivery duties. As soms of the
drivers were not literate, color coding of boxes for pick-up st the
health center or return to the health center proved suecessful.

The greatest success in organizing the referral system ocecurred in the
development of a central appointments desk in the nev medical center.
Previously, patients obtaining a referral appointment from a health
center had to come to the hospital in order to locate the specialty
department Chairman's secretary who would book the appointment. Mere
frequently than not, a pstient would fail to mske the sppointment and
gimply show-up on the day of the sppointment. The new system centralized
all specialty service appointment books and had four incoming telephone
linee for use only by health cunter staff in masking their appointments.

While prodlemé remdin with the consultdnt following the patient for tbo
long a8 period, Medical poard efforts to reduce the number of times &
patient returns has nevertheless met with some success.

The problems noted above had been in existance for years. Because there
had never been a single administrative head at the hospital who perceived
board-scale organizational problems and could effect changes across all
departments, the problem had lingered and become dramatically worse as
population increases, swollen by expatriot labors, almost doubled the
country's population.

Following the first few months on assignment, and the development of a
close working relationship with the D.G., it underwent significant redu-
ction as his functions were sbsorbed by the Governing Body following
implementation of the administrative reorganization.
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WART 2 TN WOSPITAL ANMINISTIATIVE STMUCTURE AWD IMTRINACE WITN YNE MINISTRY
” JRIOR YO REORGANIZATION

Prier to the administrative reorganization of the hospitsl, particular
difficulties occurred with the management of matters constituting the
life-lines of the hospital: personnel, finince, materials manggement,
engineering and nursing services and both short-term and long-range
planning efforts.

The difficulties were s mny sided phenomens resulting from lack of
planning within both the hospital and the Ministry and a further lack
of communication &nd ecoordingtion of effortd within and between both
spheres.

Personnel: As a case in point: prior to the writer's arrival the
Dirgetor of Pinance and Personnel had submitted a two-year personmel
budget covering the years 1978 and 1979 to the Ministry of Finance. In
his budget requests he did what he had been doing for previous years:
requested an overall 10% increase in positions. Normally such a rule of
thumb can be effectively utilized in a relatively ststic setting. But
the setting he was budgeting for was far from static with a new medical
center unhceduled for opening during late 1978 and three new heglth centers
scheduled for completion during the period 1978-1979. The salient point
is that hic persomnel allocations were done in an administrative vacuum
without consultation with cognizant Ministry spokesmen or hospital

capresentatives.

Finance: The DFP's performance was considerably improved in the fingnce
area es he was guided by equipment tender costs in effecting sppropriation
of funds for the 20 million dollars of equipment.

Neverthaless, resulting from his lack of experience in dealing with this
large scale operation, he neglected to include funding for the ubiquitous"
unanticipated event through placing funds in a eontingency account in his-
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budget. Pailure to allocste sueh funds eaused grave comsern whea it
was learned there were no available spare psrts for the building or the
nev medical equipment and no funds available for their purchese.

Materisls: Materisls procurement throughout 1977-1978 functioned well.
The Director of Materiale Management used formulas he had developed over
the years for forecasting requirements. Distribution of materials to
user-points however, constituted a chronic prodlem.

Engineering: !ngineé'ring setvices. as noted above, were centralized at
the Minitry with a small work force stationed at the hospital to repair
refrigerators, windows, air-conditioning units, replacement of washers

in leaking sinks and the like. Steam generation was overseen by two long
term employees who constantly coaxed the ailing equipment along.

To get action on a water outage during the midst of surgical procedures,
for exapple, required a tclephone call to the Ministry-located Chief
Engineer's office and, if he was in, a direct request for assistance

in response to which he would loecate a member of the engineering staff and
dispatch him to the scene of the problem. The oceasions when the Chiaf
Engineer could not be immediately located are too numerous to mention.

The Medical Committee, an unofficial hospital committee later to be re-
placed by the Medical Board, had no organized access to any Ministry
official. While the Assistant Under Secretary for Technical Affaire was
concerned with the doctors and their practice of medicine, there were mo
standing or ad hoec committees .involving participation between him and

the medical staff. In the evant a staff doctor needed Ministry guidance
it would entail telephoning the AUT, setting-up an appointment, and
wvorking through the problem on 8 one-to-one basis. AUT's role was later
to be formalized st hospital level by the appointment of a Chief-of-Stsff.

cee9/-
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Resulting from the lick of schaduled or plomued mastings betveea
hospital and Minisctvy sceff, it ves oaa-ptiounlly diffieult to routinely
obtatn direct access to the Misister ¥y aighu heépital doctor or
hoepital sdministrator. Ons hed te preseed, the etiquette had it, from
8 Minietry superintendent to s Director and finally to an Assistant
Under Secretary who, if he could not solve the problem, would mske an
appointment with the Minister. Unofficially however, the situation was
considerably difterent for the country' 8 nltionall. favour seekers in

a small gcale soeiety have no reluctunce to dpproach a prominent figute
directly -- particularly when in all probability they grew-up together,
attended the same schools in a setting in which their families were
socially active.

The problems generated by the lack of organized communicative access to
the Minister were many: communications ascending and decending the admini-
strative hierarchy were routinely garﬁled or filtered; response time to
querys was extensive; by the time a query reached the top and a response
commenced its return trip to the originator, the shifting prioritiés of a
fast moving situation would cancel the value of the original query and the

dats received.

Further problems arose as each member of the medical staff believed that
orly the Minister could solve his problem.

On the otker hand, frustrated and recalci;fant embers of staff would
periodically create an issue for purposes of initiating direct and personnel
contract with the Minister. All things considered, the system was ine¢ffi-
cient and urgently in need of restructuring through implementation of an
effective e}ltem of communication within a.poliéy and ﬁrocedures framework.

Hospital Nursing Administration structure and function was modeled on the
British system. In terms of structure, the top Mursing position in the
hospital wvas the Principal Nursing Officer. Immediately below her was the
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Deputy frineipal Nursing Officer followed by three Assistant Primeipsl
Wursing Officers in charge of in-pstients, out-patients snd specisl
projects.

Becsuse the Ministry-locsted Director of Nurees had previously served
8s the hospital Principal Mursing Officer, her familiarity with hospitsl
requiremsents kept her activity involved in hospital matters even though
she oceupied a policy position at the Ministry.

As & ressult of this involvement, the hospital Principal Nursing Officer
perceived herself as reporting to the Director and hendling all reerxuit-
ment, promotion and disciplinary mstters through nursing channels rather
than hospitsl channels.

In effect, if I believed it important to incresse the nursing complement
in the O.R , I would go to my Principsl Nursing Office: with the request
and ghe in tuyrn would discuss it with the Director of Nursing who would
then request the Director of Finance and Personnel to initiate recruitment
action. The system, with all its fadlts was nevertheless effective. The
nursing staff comprized the most disciplined group at the hospital. The
removal of authority from the hospital to the Ministry nevertheless funet-
ioned to attenuate the authority of the hospitsl Principal Nursing Officer
and delay rapid response to new or emerging hospital operatirts require-

ments.

Supervisors of Non-Clinical Service functions maintained a direct liaison
with Ministry representatives in finance, personnel, materials management
and engineering as hospital administration bad no authority in influencing

outcomes in these important managemant areas.

Normally a supervisor, prior to going directly to the Ministry, would
seek out 38 member of the hospital administrative staff for purposes of
discussing his needs and obtaining advice on exactly whom at the Minigtry
could provide the needed sssistance.
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Yo somplicate the supervisor's sitwstion, there wes no organised
mechanion providing the hospital supervisor sccess t.ol e mamber ¢f the
hospital admimistrative staff. The sole mschanism for effecting
coutsst ves to make ar effort to cetch any one of the administraters

in his office and discuss his problem with the sdministrator in hopes
that hospital administrative action could be taken. Once the superviser
would depart, more frequently than riot, the administrative officer would
not be sble to carry the mstter any furthe:r because of the stesdy suec-
ession of hospital staff coming to his offiece with requests, demsnds,
ete.

Appointient schedules as we hdve them in the Western world ars vittually
unknown throughout the Aegbtan Ouif. The philobophy behind this is that
because the Ruler is always available to his subjects it would be offen-
sive for a government official to refuse to see anyone seeking his assi-
stance. Accordingly, in the midst of an office meeting someone will
walk in your office and because he is standing he apparently believes
this gives him precedence to explain the purpose of his visit. During
his explanation someone else will almost invariably arrive so the standee
is invited to be seated along-side the first caller. Upon this signal
the third caller commences his dialogue. You listen politely then ask
him to be seated, turn to the first visitor and attempt to work through
hig problem. It is interesting to note that all the visitors in your
office will participate in the discussion being conducted. They will
ask clarifying questions, give advise or add claboration to the mstter
being discussed. While the Westerner would normally throw-up his hands
at the very thought of having two or three or more meetings being carried
on simultaneously, the fact of the matter is that it can be conducted
productively, and further, this is the way business gets done in the
Arabian Gulf.

While there was no end to communication activities throughout the
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hoepital there were few results coming from these activities. As @
consequence of the lack of orgsnized communicative liaison between
the hospital staff and the Ministry there was a continual stream of
hospital staff members coming and going to the Ministry to seek infor-

mation and action.

The Minister, in the usual Arabian Gulf traditicn, would receive all
staff desiring to meet with him from cleaners to members of the medical
staff.

In a situation like this, where there is an absence tf policy or pro-
cedure and officers delegated the authority to take action, each admi-
nistrative matter was handled de novo. The time consumed on very rout-
ine matters was incredible. Working through the assignment of a car
allowance or telephone allowance would take hours of discuspion, eventual
documentation and invarably end up with one of the Assistanf Under Secre-
taries for final Ministry action before it was forwarded to the Civil
Service Bureau to surface through their administrative hierarchy. The
time required to complete any given administrative action was perhaps ten
times longer than a similar action in an American hospital.!

PREPARATION FOR THE IMPLEMENTATION OF ADMINISTRATIVE REORGANIZATION,

Following a week long series of consultations with the Miniqter of Health
during July 1977, we had reviewed and discussed the evni‘ab}e organi-
zational options and methods for their implementation. The;H-niltev vas
agreeable to a comprehensive reorganization of the ho.pitaléand provided
assurances of autonomy in implementing new positions and al#ering existing
channels of communication and authority.

Géneral discussions Bid been held during these consultations regarding
the structure and function of a Governing Body and an Executive-Committee.
The term Executive Committee had to be laid aside as in Middle-Eastern
societies the use of the term 'executive' may be viewed as suggesting a
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wourpstion of authority netmelly eneteised txntlweively by tha Muler.
The t.tm Chief Executive Officer on the other hand is asseptable, it
wae explained, as long as emphasis. is placed oh the word 'officer’,
i.e., officer of the government subject to its rules and regulations.
These matters having been discussed, including the need for a Chief-
of-Staff to head-up the medical component, I found on my Oetober 1977
arrival that the Minister had brought on-board a skilled physician-
sdministrator from a leading Beikut University to serve in this posi-
tion.

Preparstion of the Madical Staff Rules and Regulgtions and a Hospital
Administrative Organization Chart along with an operatiohal poliecy ms-
nusl was carried-out by the Chief-of-Staff and the writer for their

respective areds of administrative concern.

Meingzy vere held between us daily for purposes of discussing the
objectives being sought and devising the most effective methodology
available for reaching them.

Rach of these codifications, (medieal staff rules and regulations, hospital
organization chart and operational policy manual) constituted what were

to be major innovative elements determining hospital structure and fun-
ction once implemented. At no previous time had any of these vital ecle-
ments of administrative organization been in use. Their application and
implementation was destined to revitalize the conduct of hospital afifsirs.

While these development tasks were being carried out a cholera outbreak
in Saudia Arabia and Iraq occurred. The Chief-of-Staff and I developed
a Cholera Comnittee couposed of senior doctors on the staff for purposes
of planning a response capability in the event of an in-eountry cholera
outbreak. While this committee met daily at the outset, for purposes of
monitoring developments, the Chief-of-Staff and I evaluated the perfor-
mance of the individual participants sand listed the names of those staff

... 15/-
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'.o believed capable of becoming Choirmen of their ¢linicsl departmssts
énd composing thii Nadiasl Beerd.

Development of s medical center budget gained impetus on receiving
suthorization from the Minister to call in a finaneisl consultant
fira for purposes of establishing s hospital budget. The consultant
remined on aséignment for over two-weeks and developed his firm's
proposal based on our detailed discussions of what was perceived as
essential components of the budget and financial reporting system.

A project was mapped out and a cost figure determined., Back to the
Minister who approved the project and the related coat. Developmental
work on the formulation of the budget, including tracking and costing
of supplies, eommenced December 1978, and eontinued throughout the year
leading to its implementation January 1979.

While budget development was going on, efforts to bring the Director

of Finance and Personnel into its development proved fruitless. Ris
objectiolis were stentorian and without let-up. His wain objection was
that his Directorate eould not function on a budget basis as other Mini-
‘stry components were not on a similar budget basis. Efforts were then
made by the finsncial consultant to help the Director of Finance and
Personnel develope & budget for other Ministry components, including taking
the Direetor to the States to show him a hospital budget in opelétion.
But slas, even these efforts proved ineffective. Though the Minister
had earlier assured me of the appointment of a hospital coatroller, s
compromigse had to be effected: the controller would be on the Diractor
of Finance and Personnel's staff. Once this agreement had been reached,
involving over 12 haranging hours in separate meetings,work continued
towsrd development of the budget as originally scheduled, and eventuslly,
the Director f Finance and Personnel made his records available to.the

budget development consultants.
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Bevelopupnt of o Materisls Mpnegequat System was idestified'es &

urgent need the moment the budget development tesa commenced their
work. The msterials mgnagement system was coaposed primarily of
have-nots 8s opposed to haves.

The have nots included: suitable receiving area, breakdown area,

shalf storage capability, inventory, charge master, policies deter-
ning provision of substitute ltoui. or due~out system. At this time

1 negotisted an extension to the financial consultant's contract to
commit some resources to upgrading the materiasls management. system.
Again the Minister on becoming aware of the scope of the problem ,
readily agreed to increasing the seope of the consultant's work object-

ives.

Development of 8 Hospital Personnel System had been discussed in
_deta’! with the Minister during the July 1977 comsultations and he gave
his blessing to the development of this hospital espability. That it
was delayed for 1nplementétion until December 1978 reflected again the
objections of the Direcétor of Fingnce and Perkonnel to "... the frag-
‘mentation of hib Directorate". The personnel officer, at the firm
insistance of the Minister, was finally cleared by the Director of

Finance and Personnel.

PART 4 IMPLEMENTATION OF THE REORGANIZATION

Implementation of the hospital's reorganizstion commenced November 25,
1977, a matter of 56 days following the writer's srrivsl in country. My

first act, as Secretary to the Governing Body, wes to convene its first
meeting. Resulting from previous discussions vith the Minister, it was
agreed that the Minister would be Chairman, the Chief Executive Officer
would serve ss a voting member and act as Secretary, that other mewbers
(all voting) would be the Assistant Under Secretaries for Tecbmical
Affairs and Administration and Training, the Chief of Staff snd the
Director-General for Curative Medieine.
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The firet sct of business was presentation by the Chief-of-Staff of
his nominees for Chaivmmm of ths cleven clinical departasnts vho had
hin selected from smong those who had perticipeted in the Cholers
Committee.

The thiotor accepted the candidates as nominated. By the stroke of
his pen the Medical Board, possessing legal status, was created, as was
the Governing Body, through the convening of its first meeting.

Convening of the first Medical Bosrd meeting ocecurred two dsys later.
Cholera Cosmittee members sensing they were to be selected as Chairmen
recelved their confirmation. The newly prepared Medical Center Regu-
lations, comprizing a twenty-four page document, Were distributed. The
first official sct of the new Chief-of-Staff vas to appointment mem-
bers to Chairmenship of their departments énd the mediesl speciglty
committees (Qﬁauty Assutance; Credentidls, Infeetioh Comtrol, Oﬁctﬁtiﬁi
Room, 'Library and Research) called for in the new regulations.

Meeting times for these conmittees, places and dates were estsblished
for each committee. Upon completion of these first day activities the
medical staff bed moved from a state of no formsl organization to a
state of high formal organization including a legal basis of existance.

The mood throughout the hospital was both optimistic and expectsnt.
Something was being done and results ware commencing to surface.

The creation of the Medical Board with a Chief-of-Staff at its head
represented a tremendously important innovatjon within the ranks of
the medical staff. For the first tims thcyv nov had access to thas
Minister through their Minutes of Medical Board meetings and the
Chief-of-Staff who served as 2 member of the Governing Body. At no
prior time was there ever a similer mechanigm for compunicating with
key Ministry officials regarding departmantsl needs and requirements,
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operational frustrgptions, likes gnd dislikes, etc. The mood of the
medical staff was slmost euphoric with the dissemination of informstion
regarding the role of the Nedical Board and its interface with the

Governing Body.

The Blemnutton of the new holgiul administrative oreniutlon

oecurred the day following the convening of the Medical Board, snd
the appointment of Chairmen. I met with my staff and handed out the
first administrative organizstion chart they had seen subsequent to
completing their hospital administratie education. Copies of depart-
mental policied were also given out in sufficient number to enable
each departmental supervisor to receive a copy. Thorcuglh discussions
involving tHeir use and application were held.

The immediate response from administrative staff wds that the new system
would not work. As back-ground to their gssessment was the fact that
none of the three hospital administrative staff had specific responsi-
bility for the management of the affairs of any of the twenty-two depart-
ments comprizing the hospital service structure. For example, one day

a department head, say the Chief Laboratory Technician, would come to
administration seeking assistance in having his department aircondition-
ing unit repaired. On arrival the Chief Technician might find the
Associate Administrator in office. The Chief Technician would explain
his problem to the Associate and go away expecting appropriate efforts

to be made by the administrator. If on the second day repairs had still
not yet been effected, the Chief Technician would return to administra=~
ticn and this time perhaps find the Assistant Administrator in office.
The Chief Technician would explain his problem about the mslfunctioning
sir-conditioner agsin in hopes that the Assistant would intervene with
hospital engineering to effect repairs. On the third day the probability
that repairs were still not mede was high. Accordingly the Chief Tech-
nician would return to administration and perhaps this time encounter

the Hospital Administrator. .The Chief Technician would repeat his
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problem for the third time.

As wy adainistrative staff commented: “... well who can be l”ounuble
for lack of action in such a situstion, we all are or no-one is".
Clearly their response of "sharing bf responsibility" in this sense
was little more than a protective cbloration wherein they could not be
singled out for failure to perform. And it wds thig vagueness that
the staff initially fought desparately to retain. Once they realised
that they were not going to be ridiculed for poor performance, the
potential threat originally perceived receded to a point where they
commenced to function within the new organizational context. The
administrative staff's response eventually softened and soon they
commenced to experiment with trying-outﬁ the managerial functions
symbolized in the chart and codified in the operational policies.
After a very tentative start of about four months duration, each
administrator commenced to realire that no longer did ttey have to
focus on all problems at any one time, but rather juet those indicated
on the chart. At that point the syatem commenced to take hold and to
work for the administrator as well as the department head. Resistance
to the accountability role was alow to overeome but inc;uoingly admi-
nistrative staff could be observed holding their collesgues to the
system and challenging one another to take what can only be labelled as
appropriate action.

The day following distribution of the hospital organiration chart, a
hospital department head's meeting was called. It wos 8 very quiet
affair. Department heads listened attentively, learned who: the ‘ddmi-
nistzative officer ’n charge of their section was and departed with -
instructions that similar management meetings Mld be held each two
weeks; that they as managers were ‘expected to bttng ‘their problems to
these meetings for discussion and resolution to the extent possible.
At the next meeting all hell broke loose; supervisors were taking -
other supervisors to task for non-performemce or poor performanece.
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What ves being witnessed was literslly years of pent-up emotions and
famstzations with no sarems for their venting and no mechanism for their
being remedied. These esbtionsl but realistic outbursts continued
over the course of approximately six weeks. The unproductive personnel

commeanced to be productive and the critics and criticism commenced to
ebb and retreat as performance improved. Today these mcetings continue

to be held esch two weekd and the nsture of the problemsaddressed, and
the solutions effected, constitute valuable contributions to the inte-
grated and planned msnsgement of the medical center.

Included in the reorhnlzatlon of the hospital was a precise delineation
of the role of the Prinecipal Nurli.nj Officer in terms of reportinj to
the Chief Executive Officer of the lhdicdl_ Center. While the foremat
was clear, attitudes snd habits change slowly. The end result whs 8
request to the inéumbent PNO to resign. Pollowing further failure to
follow the newly prescribed channels of commumication and authority,

and continued refusal to resign,she was terminated. With the prowmotion
of her deputy to PNO the ncw system is commencing to operate as planned:
Nursing operational matters, directly under the Chief Executive Officer,
are discussed in the Medical Board with the PNO who represents nursing
matters in the Board's deliberations, and actions are implemented in
terms of hospital requirements and objectives. In the event agreement
cannot be effected at Medical Board level the matter is moved to the
Governing Body and both the Director of Nursing and the PNO are co-opted
to participate in Governing Body discussions and ajudication.

An expanded Hospital Engincering presence was avranged coincident with

the commissioning of the complex systems comprising the new medical canter.
A hospital engineering and maintenance team was recruited and assigned to
commissioning activities including a qualified Hospital Engineer to head
it up. While orgamigationally the Hospigal Engineer continues to report ..
to the Ministry located Chief Engineer, the Hospital Engineer nevertheless
reports to Hospital Administration for the establishment of work priori-
ties and assignments.
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The improvement in this service functiom has now been meximiged te
its fullest potential under its present form of decentralised organi-
sational placement.

The development of g hospital personnel system, per the specifications
contained in the previously noted operational procedures, was initisted

during late 1978 The delay was again caused by the continuing object-
ions of the Director of Finance and Personnel. Confliet resolution was
achieved in this instance through the Minister's firm inststance.

The old system was organized in such a manner that any non-doctor member
of staff would forward his leave request through his department head dir-
ectly to the Director of Finance and Personnel for approvai. Doctors
forwarded them directly to the AUT or DFP. 1In the event the employee

had sufficient accrued leave the DFP would approve the leave and return
the approved request to the doctor or the departmental supervigor. Hos-
pital Administration in this instance played no role in the leave appro-
val. The same procedures were used for initiating requests for new posi-
tions as well as the approval of car allowances, social allowances, wmiform
allowances, telephone allowances and the like. The system was clearly one
of absentee personnel management over which administration had no involve-

ment or control.

With the arrival of the Personnel Officer, efforts to systematize recruit-
ment, leaves and the establishment of criterion for the awarding of allo-
wances were developed. Due to the absence of DFP's personnel statistics
for the center, first priority was directed to establishing an accurate
manpower count on a department by department basis for the medical cent-
er's 1,806 authorized staff.

The inclusion of this key member of staff will more than justify his
salary expense through averting the need of hospital staff to erio-
dically leave the hospital to visit the DFP to determine yyge Sfpdom
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ies bdeing takem on roquipu for leave, @tc. More isportantly however,
were the efforts being Wireeted toward the establishment of hospital-
vide manning tables based on staffing requirements as opposed to ad hoe
formulas involving increasing yearly personnel allocations by 10%.
Increasw ie efficiency and reductions in staffing costs, while in-
caleusble at this time, sre expected to be sizeables.

While the materials management area continues to constitute operating
problems the new stores srea which is currently in the construction-

design phase will slleviate the problems now being faced.

SUMMARIZATION OF THE IMPACT OF THE ADMINISTRATIVE REORGANIZATION FROM

1977 to 1979.

Perhaps the most appropriate method of summarizing the impact of the
reorganization of the hospital is through review of eoncerns articulated
by hospital administrative staff and the twenty two non clinical department
heads November 1977, and again during May 1979, a matter of nineteen

months. following the reorganization:

Method: During a meeting with the hospital department heads each was
requested to list the five most important problems he encountered on

a day-to-day basis. PFollowing this, general discussions were held in

an effort to define terms and effect overall agreement on the five single
most important problems they faced. The 1977 list was composed of the
following items:

1. Insufficient job satisfaction and lov pay

2. Not sure where to take a problem; to Hospital Aﬂnhtutic’m
or to the Ministry. -

3. No delegation of authority from the Ministry.

It's too centeralised.
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4. Yobody takes action; things don't get dome.
3. Communications between the Ministry and Hospitsl are poor.

- During May 1979, nineteen months following the previous 1977 discussions,
the sams procedure was again employed. At the 1979 meeting there were three
department heads present who had not participated in the 1977 discussions.

The five most important factors listed during the 1979 meeting were:

1. Discrimination in treatment of national staff as opposed
to expatriate staff in terms of salarys, car allowances,
inducement allowances and housing.

2. Policies issued by the Civil Buresu sre done so without
study and are changed just as staff become familiar with
them.

3. Clashes caused by the sutonomy needs of professionals, i.e.,
masagers and doctors.

4. Too muech Civil Bureau paperwork required for conpleting
personnel procedures.

5. Inadequate understanding of Civil Bureau persomnel rules
and regulations.

The shbift in problem identification and prioritization between the 1977
and 1979 listing is 3 striking one. The general movement is readily
identifiable as a shift from lack of job satisfsction, tentativenecss
in how to go about problem solving activities and reflects an administ-
rative structure failing to incorporate an action-orientation. In the
1979 listing these problems can be seen to have receded and replaced by
concrete job related concarns. No longer is job dissstisfsction a
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®joc issue nor is the manner of how to wq about problem eolving.

The movemant observable in the supervisor's mce'pllm‘ﬂnd priori-
tication of problems has undergone 8 shift from a passive-orient-
ation involving criticism of che failure of othars, i.e., the Minte
stry and Hospital Administration to delegate or take aetion, to an
'active-orientation’ in which they adopt an aetive menazement posture
through identifying conevete issues toward which definitive action
can be taken &nd problem resolution aéhieved.

PROJECT COMPLETION Resulting from the éompletion of the contract

covering this technical assistande program, chiditétidn‘ wake hald
with the Minister regarding the preparedness of the Hospital Admini-
strator to take-over the management of the center. My recommendstions
concerning his prepsaredness were favourable. Accordingly, The Governing
Body during its Scptember 30, 1979, meeting appointed Mr., Abdul Rahman
Bu Ali, Hospital Administrator, as Acting Chief Executive Officer of
Salmaniya Medical Center.

In summary then, with the reorganization of the administrative~panagement
of the hospital, the commissioning of the new medieal center, the develop-
ment of acereditation standards, and finally, the appointment of my admi-
nistrative counterpart as Acting Chief Executive Officer , the objectives
codified in contract: AID/NE-C-1441, have been fulfilled in their entis
rity.

ATTACHMENT: 1

NAMES AND POSITIONS HELD BY PERSONS REFERENCED IN THE TEXT:

MINISTRY OF HEALTH STAFF:

1. H.EB. Dr. Ali Fakhro, Minister of Health. _
2. Ibrahim Yacoub, M.D,, Assistant Under Secretary for Techniesl

Affairs, (AUT).
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5

6

Wr. Johsumed Ralmm Tajir, Asdistant Under Secretary for
Aduintstration and Training, (AUA).

Mr. lemail Mudhaffar Ali, Director of Finance and Personnel,
(orp). '

Miss Mary Murphy, Director of Nursing (DON)
Mr Zuhur Hassan, Director of Materials Management, (DoM) .

Mr Mohammed Reda Al-Saad, Director of Services, (DOS).

Dr. A Abu 2aid, Director-General for Curative Medicine, (DGCM).

Hospital Staff:

10.

11.

12.

13.

14 .

15.

16.

17

Ceorge H Jamieson, Chief Executive Officer, (CEO)

Mr. Abdul Rahman Bu Ali, Hospital Administrator.

Mr. Sadiq Shehabi, Associate Administrator.

Mr. Feisal Maskati, Assistant Administrator.

Dr. Akbar Mohsin Mohammed, Chief of Staff

Dr. Ahmad Abdulla Ahmad, Deputy Chief of Staff

Miss Irene Kerrison, Acting Principal Nursing Officer |
Mr. T.E. Joseph, Personnel Officer

Mr. Hussain Al Ali, Meterials Officer.
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irmen of Clinicasl Deper re: -

18. Dr Najeed Jamsheer, Radiology

19 Dr Hagop Yscoubian, Surgery

20, Dr Hassan Fakhro, Medicine

21 Dr. Faik Al Hilli, Pathology

22. Dr P.K.V, Rao, Anesthesiology

23 Dr ¢. Simon, Dental

24. Dr, Jaffer Bareeq, ENT

25. Dr Ahmed Ahmad, Opthalmology

26 Dr. Khalil Rajab, OB-GYN.

27. Dr Akxbar Mohsin Mohammed, Pediatrics.

Hospital Departwment Hesds:

28 Mr Yemail Akbéri , Clinical Laboratory
29 Mide Patims Bin Ali; Social Work

30 Miss J.E. Betts, Domsstic and Senitation
31. My Fred Browne, Hospital Maintensnce

" 32. Miss Mariam Dewood, Madical Records
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3s.

36

37.

3s.

39

41.

42

43.

.27 .

Mr Mohsmmed Ali Russ, Preethbtic-Orthetics
Miss Zaehrs Russain, Linen - Liundry

Nr. Ibrshim Jaffar, Admissiond Buresu

Mr.Mr Doug Kennaugh, Catering

Mr. Naje Mohammed, X-ray

Miss layla Abdul Rshman, Pharmdey

Mr Ahmad Sheffie, Physiotherapy

Mr S$Sabot Ssloom, Transport

Mr. Jawad Sharaf, Hospital Store

Mr Ibrahim Yacoub, Medical Equipment Repsir

Mrs. Lynn Yacoubian, Environmentslist- Infection Control officer.



OCTOBER 1977: status of the
nev Selminiys Madical Center
at the begining of the writer's
assignment.

OCTOBER 1978: The writer and
his wife outside the nev medi~
cal center Octobar 14, 1978,
the final day of commissioning
when the building and patient
care equipment were accepted.

- OCTOBER 1979: The new medical
center, fully operative thrcugh-
- out the preceding tes months,

" 1s shown at completion of .sssign
ment.






