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Executive Summary

1. Purpose and Objectives

The broad purpose of the overall study isto evaluate the impact of improvementsin
quality of services expected from the six PHCI project interventions on various
dimensions of the quality of work lifein the MOH and different dimensions of client
satisfaction. This report presents the findings of the first phase of the study and has two
primary objectives:

e To measure and assess the quaity of work life in the MOH with specid
attention to provider satisfaction.

e to identify the determinants of job satisfaction among MOH officials working
in the Governorates.

2. Methodology

This study is a quasi-experimental design in which there is random selection of
respondents as well as a pre-test and post-test with two control groups: UNRWA health
facility employees and employees of “non-certified” MOH health facilities. A stratified
two-stage cluster sampling design was used where the first stage involved selection of the
health facilities (98 in the sample: 75 PHCs and 23 CHCs) while the second stage
involved selection of the employees from each of the sampled facilities (274 medical and
support staff). Weighting of the sample, using expansion weights methods, was done so
that the sample mirrors as closely as possible the population from which it was drawn.
This sampling method leads to a confidence level of 95 percent with a precision level of
five percent. For UNRWA, a random sample of employees, stratified by medical and
support staff, was drawn from all thirteen of their health facilities providing a full set of
services.

Twelve variables, or dimensions, were used in this study to examine different aspects of
the Quality of Work life (QWL) among health sector workers. These dimensions, and
their definition, are asfollows:

e Job satisfaction: the extent to which employees are satisfied with their jobs.

e Participation in decision-making: the extent to which employees feel they
participate in decisions that affect their work.

e Morale and motivation: the extent to which employees are motivated to work
and feel acommon sense of purpose and loyalty to their work; esprit de corps

e Centralization of decision-making: the extent to which employees feel
decisions made in the field must be approved by a senior official a& MOH
headquarters or by a senior supervisor.



e Supervision: the extent to which employees feel their supervisor insists on high
quality work, provides good support and guidance, solves problems, and isfair.

e Staff development and skill use: the extent to which employees feel their jobs
make good use of their skills and training, and that they have the opportunity to
improve their skills.

e Appointments, promotions and transfers: the extent to which employees are
satisfied with the opportunities available for career advancement, and that
appointments, promotions and transfers are done equitably.

e Economic well-being: the extent to which employees feel that their salary and
benefits are adequate and fair, and that they have job security.

e Organizational climate: the extent to which employees feel there is an
atmosphere of co-operation in the Ministry and that senior management is serious
about correcting problems.

e Performance and discipline: the extent to which employees fedl that discipline
is a problem in the ministry, that poor performance is not tolerated, and that
effective corrective action is taken against poor performance.

e Clarity of policies, goals and procedures: the extent to which employees are
satisfied with the level of clarity of policies, goals, and procedures.

e Work group relations: the extent to which employees who work under the
same supervisor relate well to each other, are able to resolve differences, and
provide mutual support and encouragement.

Each of these 12 different dimensions of work life was derived from a composite index
consisting of three to 14 questions. Each question used a Likert-type summated rating
scale where employees responded to aten-point “ Strongly Disagree” to “ Strongly Agree”
scale. The values from each index question were combined into a single composite score
for each of the 12 work life dimensions. Unlike most studies of this nature that use afive
or seven point Likert scale, this study used a ten-point scae in order (a) to have a more
discriminating measure with which to compare changes over the life of the project, and
(b) to alow for use of more rigorous statistical techniques, such as regression anaysis,
that is possible with interval or ratio level data

In addition to the 12 main work life dimensions or variables, eleven biographical and
background variables were included as a means of controlling for extraneous affects on
the main variables. These included:

Age

Gender

Y ears of education

Salary — monthly net

Marital status

Y ears worked in government

Y ears worked in employee's current location
Y ears since employee’ s last promotion
Governorate — in which employee is working



e Job category: medical staff and paramedical/support staff

e Jobtitlefor medical personne: physician, dentist, midwife and nurse

e Socia status: occupation was used as the proxy variable, and included five
categories:

Data collection was contracted out to the Market Research Organization and was done
during the period of March 5-22, 2000.

3. Findings

3.1 Quality of Work lifefor Medical staff: MOH and UNRWA

The data in Table 1 show the mean QWL scores of all MOH and UNRWA medical staff
(doctors, dentists, midwives and nurses) for al 12 Quality of Work Life dimensions. For
the MOH the dimensions that have the most favorable attitudes are job satisfaction
(7.30), morale and motivation (6.61), and the quality of supervision (6.52). The least
favorable attitudes are with economic well-being (salary, benefits and job/income
security) with a mean score of 4.75, MOH practices with respect to tolerating poor
performance and taking corrective action with a mean score of 4.81, and the extent to
which decision-making is centralized (5.22).

Table 1: Attitudesof MOH and UNRWA Medical staff towards
12 Quality of Work Life dimensions*

MOH UNRWA
Work life Dimension (Intervention) | (Control)
(n =599) (n=49)

Job satisfaction 7.30 7.54
Participation in decision-making 5.70 5.55
Morale and motivation 6.61 6.89
Centralization of decision making 5.22 5.30
Supervision 6.52 7.10
Staff development and skill use 6.43 7.03
Appointments, promotions  and 570 565
transfers
Economic well-being 4.75 5.37
Organizational climate 571 5.44
Performance and discipline 4.81 5.84
Clarity of policies, goas and 531 6.03
procedures
Work group relations 5.29 6.55

* 1= very unfavorable attitudes, 10 = very favorable attitudes

For UNRWA, the work life dimensions that had the most favorable attitudes were job
satisfaction (7.54), supportive supervision (7.10), and staff development and skill use
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(7.03). Least favorable attitudes were with the extent to which decision-making is
centralized (5.30), economic well-being (5.37), and organizational climate (5.44).

Note that if the six interventions of the PHCI project have the hypothesized impact, there
should be significant improvements in the mean scores of the 12 QWL dimensions for the
MOH employees. The absence of significant improvements among UNRWA employees
(the control group) will give support for the significant improvements in MOH scores
being caused by the project interventions.

3.2 Quality of Work lifefor Support staff: MOH and UNRWA

The data in Table 2 show the quality of work life scores for MOH and UNRWA support
staff.

Table 2: Attitudesof MOH and UNRWA Support staff towards
12 Quality of Work L ife dimensions*

MOH UNRWA
(intervention | (control
Work life Dimension group) group)
(n=2611) (n=74)
Job satisfaction 7.14 7.40
Participation in decision-making 5.93 5.63
Morale and motivation 6.49 6.83
Centralization of decision making 4.95 4.63
Supervision 6.81 6.87
Staff development and skill use 6.73 6.90
Appointments, promotions and 553 486
transfers
Economic well-being 4.93 5.81
Organizationa climate 5.85 5.33
Performance and discipline 5.44 5.88
Clarity of policies, goas and 509 574
procedures
Work group relations 5.24 6.19

* 1 = very unfavorable attitudes, 10 = very favorable attitudes

On the basis of the data shown in Table 2, three observations are made for MOH support
staff.

e MOH support staff has relatively favorable attitudes towards (@) their jobs, (b) the
quality of supervision, (c) staff development and skill use, and (d) morale and
motivation.

e MOH support staff has the least favorable attitudes towards (a) economic well-
being, (b) the extent to which decision-making is centralized, and (c) the extent to
which policies, goals and procedures are clear. At the same time, each of these
fall in the “neutra” range — neither favorable nor unfavorable.
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e Theoverall mean score of 5.84 indicates that the MOH medical staff have neither
favorable nor unfavorable attitudes towards the quality of their work life. Thisis
slightly higher than the mean of MOH medical staff (5.78)

In addition, for UNRWA support staff, three observations are made on the basis of data

shown in Table 2.

e UNRWA support staff has relatively favorable attitudes towards (a) their jobs, (b)
staff development and skill use, (c) the quality of supervision, and (d) morale and

motivation.

e UNRWA support staff has the least favorable attitudes towards (a) the extent to
which decision-making is centralized (b) the way in which appointments,
promotions and transfers are handled, and (c) organizationa climate. However,
each of thesefal in the “neutral” range - neither favorable nor unfavorable.

e The overall mean score of 6.01 indicates that the UNRWA support staff has
neither favorable nor unfavorable attitudes towards the quality of their work life.
Thisisdlightly higher than the mean of UNRWA support staff (5.84).

3.3 Quality of Work life by medical staff occupational group: MOH and

UNRWA
Table 3 shows quality of work life scores for each occupation group of the MOH medical
staff.
Table 3: Attitudes of MOH medical staff towards 12 dimensions of work life*
Work life dimension Physicians | Dentists | Midwives | Nurses | Average
nN=352 | n=105| n=96 | n=45| n=599

Job satisfaction 7.19 7.35 7.83 6.86 7.30
Participation  in decision- 550| 579 596| 5.80 5.70
making
Work motivation 6.60 6.39 6.90 6.62 6.61
Centralization  of  decision 515| 507 530| 589| 522
making
Supervision 6.43 6.43 6.82 6.74 6.52
Staff development and skill use 6.49 6.43 6.56 5.80 6.43
Appointments, promotions and 571| 566 593| 515| 570
transfers
Economic well-being 4.65 4.47 5.36 4.87 4.75
Organizational climate 5.65 5.38 6.24 5.80 571
Performance and discipline 4.81 4.83 474 4,95 4.81
Clarity of policies, goals and 521| 519 572| 549 531
procedures
Work group relations 5.29 4.98 5.50 5.57 5.29

* 1= very unfavorable attitudes, 10 = very favorable attitudes

The data shown in Table 3 indicate that:
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MOH medical staff, as a group, has relatively favorable attitudes towards their (a)
jobs, (b) morale and motivation, and (c) quality of supervision.

MOH medical staff, as a group, has the least favorable attitudes towards (a)
economic well-being, (b) MOH practices with respect to tolerating weak
performance and discipline, and (c) the extent to which decision-making is
centralized. However, these dl fall in the “neutral” range — neither favorable or
unfavorable.

The overall mean score of 5.78 indicates that the MOH medical staff have neither
favorable nor unfavorabl e attitudes towards the quality of their work life.
Examination of QWL scores by MOH medical occupation shows that midwives
have the highest overall quality of work life by having the largest number of high
scores (9 of 12).

On the other hand, the data indicate that MOH dentists appear to have the lowest
overal quality of work life by having the largest number of low scores (7 of 12).

Table 4 summarizes QWL scores for all each UNRWA medical occupation.

Table 4: Attitudes of UNRWA medical staff towards 12 dimensions of work life*

Physicians | Dentists | Midwives | Nurses | Average

Work life dimension n=24) | n=9) | (n=10) [ (n=9) | (n=49)
Job satisfaction 7.60 7.73 7.53 7.24 7.54
Participation in decision-making 5.10 6.48 6.10 551 5.55
Morale and motivation 6.90 7.46 6.50 6.93 6.89
Centralization  of  decision 533| 558 552| 48| 530
making
Supportive supervision 7.00 7.88 6.73 7.29 7.10
Staff development and skill use 7.10 7.72 7.17 6.22 7.03
Appointments, promations and 573| 679 545| 489| 565
transfers
Economic well-being 571 5.54 5.15 4.61 5.37
Organizational climate 521 6.96 5.58 4.92 5.44
Performance and discipline 6.19 5.28 5.50 5.63 5.84
Clarity of policies, gods and 592| 7.11 533| 641 6.03
procedures
Work group relations 6.60 6.78 6.40 6.46 6.55

* 1 = very unfavorable attitudes, 10 = very favorable attitudes

From the data shown in Table 4, severa observations can be made.

UNRWA medical staff, as a group, has relatively favorable attitudes towards their
(@) jobs, (b) the quality of supervision, (c) staff development and skill use, (d)
moral e and motivation, and (€) work group relations.

UNRWA medical staff, as a group, has the least favorable attitudes towards (@)
the extent to which decision-making is centralized, (b) economic well-being, and
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(c) organizational climate. However, these all fall within the “neutral” range —
neither favorable nor unfavorable.

e The overal mean score of 6.19 indicates that the UNRWA medica staff has
neither favorable nor unfavorable attitudes towards the quality of their work life.

e Examination of QWL scores by UNRWA medical occupation shows that dentists
have the highest overall quality of work life by having the largest number of high
scores (10 of 12).

e On the other hand, the data indicate that UNRWA nurses appear to have the
lowest overall quality of work life by having the largest number of low scores (6
of 12).

3.4 Determinants of job satisfaction

Determinates of job satisfaction was assessed using regression analysis in order to
identify what QWL dimensions are most important in contributing towards job
satisfaction. The results of this can be used to give direction the MOH in knowing what
work life dimensions to emphasize in order to enhance job satisfaction.

For the MOH medica staff, the four significant determinants of job satisfaction are the
following QWL dimensions:
e Morae and motivation,
Supervision,
Appointments, promotions, and transfers, and
Economic well-being.

For the MOH support staff, there are six determinants of job satisfaction that are
statistically significant:
e morale and motivation,
quality of supervision,
participation in decision-making,
economic well-being,
performance and discipline, and,
work group relations.

3.5 Concluding implications

The primary purpose of this study is to collect baseline pretest data with which to
compare the posttest data at the end of the project in order to assess impact of the project
interventions. However, there is still useful information that can be derived from the
pretest to improve work life among ministry officials. Thus, the following summary
recommendations are offered for consideration by the MOH as a means of improving the
quality of work life.
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3.5.1 MOH medical staff

e Develop policies, programs and procedures that will improve those QWL
dimensions that have the lowest scores: economic well-being, weak work
performance and actions to correct weak performance, and centralized
decision-making

e Build on and promote those QWL dimensions leading to relatively high
job satisfaction. The four most important dimensions include: (a) morale
and motivation, (b) supervision, () appointments, promotions, and
transfers, and (d) economic well-being. A review of the specific questions
in the questionnaire (Appendix 1) composing each of these dimensions
will give further guidance.

e In that midwives have the highest score on the largest number of QWL
dimensions, conduct further research on how this may be explained and
replicate, as appropriate, with other medical staff occupations.

e In that MOH dentists have the lowest average QWL score, give specia
emphasis to improving those dimensions that have a low score. Since
UNRWA dentists have the highest average QWL score, an exploration of
the reasons for this may be instructive for MOH dentists.

3.5.2 MOH support staff

e As with MOH medicd staff, develop policies, programs and procedures
that will improve those QWL dimensions that have the lowest scores. For
the support staff these include: economic well-being (same as medica
staff), centralized decision-making (same as medical staff), making more
clear the policies, goals and procedures rel ated to the support staff.

e As with the medical staff, build on and promote those QWL dimensions
leading to the relatively high job satisfaction scores of support staff. For
the support staff, the six most important dimensions include: (a) morae
and motivation, (b) supervision, (c) participation in decision-making (d)
economic well-being, and (e) work group relations.

In addition to the six recommendations summarized above, a theme common to both
medical and support staff is the relatively unfavorable attitudes towards the extent to
which decision-making is centralized. Developing and testing, with a control group, a
decentralized decision-making model in one or two governorates could be considered.
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1. Introduction

1.1 Background

In cooperation with the Hashemite Kingdom of Jordan, USAID/Jordan has developed a
program to improve basic primary health care through an integrated package of family
health services in which reproductive health, child health, adult health and health
prevention and promotion will be delivered by a family health provider team. This
project, called Primary Health Care Initiatives (PHCI), is being implemented throughout
the country by the international consulting firm Abt Associates, Inc. in cooperation with
Ministry of Health.

The project has six major interventions which include: (a) quality assurance, (b) training,
(¢) health communication and marketing, (d) management information systems, (e€)
applied research, and (f) renovating and equipping selected facilities. In addition, all
primary care facilities will receive a basic set of equipment and supplies while
approximately 40 facilities will be physically upgraded. The combination of these inputs
is designed to increase access to and quality of health services in Jordan. In turn, thisis
expected to lead to improvements in client and provider satisfaction as well as more
appropriate utilization of health services and, ultimately, improvements in health status
indicators. The five-year life of this project presents the opportunity to empirically test
the validity of these assumptions. This study, along with the “health status’® study, are
the primary studies evaluating the overall impact of the project.

1.2 Purpose and Objectives

The broad purpose of the overall study is to evaluate the impact of improvements in
quality of services expected from the PHCI project interventions on various dimensions
of the quality of work lifein the MOH and different dimensions of client satisfaction.

This report presents the findings of the first phase of the study and has two primary
objectives:

e To measure and assess the quality of work life in the MOH with
specid attention to provider satisfaction.
e to identify the determinants of job satisfaction among MOH
officials working in the Governorates.
The companion report, entitted Client Satisfaction with Jordan’s MOH Services,?
analyzes the level and determinates of various dimensions of client satisfaction with
MOH services.

! Arabaji, Ali, Utilization of Health Services Delivery and Health Satus Study (Pretest Phase), Primary
Health Care Initiatives, Abt Associates Inc. and Ministry of Health, Government of Jordan, January 2002

2 Yoder, Richard, Client Satisfaction with Jordan’s MOH Services, Primary Health Care
Initiatives, Abt Associates Inc. and Ministry of Health, Government of Jordan, forthcoming.



2. Methodology

2.1 A conceptual model

A model for conceptualizing the relationship between project inputs and impact is shown
in Exhibit 1.

Exhibit 1: Project Evaluation Framewor k

INPUTS OUTPUTS OUTCOMES

Quality
Assurance

IMPACT

Training

!

Mgt Inf
Systems

4

AQuality A Appropriate 4 health status

> Vi ati indicators
I A Access utilization
Research
4 client
1 satisfaction

\

Health Comm .
& Marketing + _prowder
satisfaction
Renovatioris
& Equipment

The project design assumes that inputs of Quality Assurance, training, MIS, etc., will
improve access to and quality of health services — two key goals of the project. In turn,
this will lead to improvements in client and provider satisfaction as well as appropriate
utilization of health services and, ultimately, improvements in health status. The three
evaluation research studies will test the validity of these assumptions.

The subject of the current study, Quality of Work life in the MOH, fals under the
provider satisfaction component of the model. The “Utilization of Health Services...”
study prepared by Arbaji (see footnote 1) is an outcome study and falls under the
“appropriate utilization” and the “health status indicators” components of the evaluation
framework in Exhibit 1. As can be observed in the framework above, the primary
intended outcome, and concern, of the project isimprovements in health status indicators.



2.2 Study design

This study is a quasi-experimental design in which thereis random selection of
respondents aswell as a pre-test and post-test with two control groups. Thisis
illustrated as follows:

Sept 2000  May 2004

MOH employees of certified facilities
(experimental group): [R] 0] X O,

1

MOH employees of non-certified

facilities (control group) [R] O, Oy

UNRWA employees (control group): [R] Os Os

where,

01 Provider satisfaction scores of MOH employees in certified facilities

0,

O3

O4

Os

Oe

(experimental group) before project interventions

Provider satisfaction scores of MOH employees in certified facilities
(experimental group) after project interventions

Provider satisfaction scores of MOH employees in non-certified facilities
(control group) before project interventions

Provider satisfaction scores of MOH employees in non-certified facilities
(experimental group) after project interventions

Provider satisfaction scores of UNRWA employees (control group) before
project interventions

Provider satisfaction scores of UNRWA employees (control group) after
project interventions

PHCI interventions (Q.A., training, research, HMIS, HCM, renovations
and equipment). A certification system has been designed to score
achievements from the interventions at each health facility on a scale of O
— 100. When the interventions result in a score of 80% or more, the
health facility is considered certified. Health facilities that achieve a score
of 40% or less will be considered non-certified.

Random selection of employees



The overall design and structure of the study can also be understood through the diagram shown
in Exhibit 2. Comparisons with respect to the QWL dimensions are made at three different levels.
First, QWL scores are compared between the MOH and UNRWA. Second, comparisons are
made between the medical staff of MOH and UNRWA, followed by support staff
comparisons. Lastly, comparisons are made between MOH and UNRWA physicians,
MOH and UNRWA dentists, MOH and UNRWA midwives, and MOH and UNRWA
nurses. Thus, fourteen sets of comparisons will be made - from the most aggregated |evel
down to the most disaggregated level. Through such a process, more discriminating
analyses can be done and more specific areas identified as to where the interventions
have, or have not, made a difference. Further, more specific recommendations can be
made with respect to improving the quality of work life.

Exhibit 2: QWL Study Design Structure

Quality of Worklife
I

MOH UNRWA
I I
I I I I
medical staff Support Staff support staff medical staff
I I
I I I | I I I |
physicians dentigts midwives nurses physicians dentigts midwives nurses




2.3 Sample selection

A dratified two-stage cluster sampling design was used. The first stage involved
selection of the health facilities while the second stage involved selection of the
employees at each of the sampled facilities. For the first stage, the country was divided
into its three regions: north, central and south. Within each of these regions, al Primary
Health Care facilities (PHCs) and Comprehensive Health Care facilities (CHCs) were
listed for inclusion into the sampling frame; this is shown in column 2 and column 3 of
Table 2.1.

Of the total 471 facilities Table2.1: MOH health facilities and sample by region

used in the sampling and type of facility
frame, 42 were CHCs Health Number of | Sampled | Adjusted
and 329 were PHCs. | Region facility Facilities Facilities | Sample
From this population of type (N) (n) (adj n)
facilities, the sample was | North CHC 11 6 6
using probability Central CHC 20 11 11
proportionate  to size | Central PHC 124 30 31
methods (column 5 of [South CHC 11 6 6
Table 21) and then | 0uth PHC 64 16 1
the fina number of Subtotal PHC 329 76 75
Total 371 99 98

facilities, by type, to

sample from each stratum (column 5).

Sampling of employees, the second stage, was done by first dividing all employees into
two groups. (@) physicians, dentists, midwives, and certified nurses, and (b) all other job
categories. For both groups, the sample size was determined according to the number of
employees in each job category at each facility. If the number was three or less, all were
selected. If the number was between four and nine, three individuals were randomly
selected from that group. If the number was ten or more, six were randomly selected for
inclusion into the sample. The list of all MOH facilities and employees was obtained
from the MOH and used to select facilities and employees to include in the sample.

To reduce non-response rate in ether of the two categories, two additional individuals
from each category were selected to serve as substitutes. Thus, where the total number of
staff in each of the two groups alows, two additional individuals were selected to
substitute for a sampled employee(s) who were absent the day of the interview. There
were up to three revisits to the facility to find the sampled individual or their substitutes.
This sampling method leads to a confidence level of above 95 percent with a precision
level of five percent.

Using the above methods, PHCI provided MRO with the list of al sampled facilities and
sampled employees working in the sampled facilities. The actual interviewing and
collection of data was contracted out to the Market Research Organization (MRO).



2.4 Calculating weights

In drawing a sample of providers from the population of providers, it is important that
this sample mirrors as closely as possible the population from which it was drawn. The
most common way of doing this is by weighting the sample of study subjects after they
have been drawn. The type of weighting procedure used in this study is expansion
weights and is calculated as follows:

EW = Wh* W?
where
EW = the expansion weight for each study subject (provider),

W! = the expansion weight for each health center selected from the stratum. This
is the inverse of the probability of selecting a health center in the stratum.
The probability of selecting a health center is calculated by dividing the size
of each hedth center in a stratum by the sum of the sizes of al health
centersin the same stratum,

W? = the expansion weight for each provider selected from each health center.
This is the inverse of the probability of selecting a provider in a health
center in the stratum. The probability of selecting a provider is calculated
by dividing the total number of providers selected in the sample in afacility
by the total number of providersin that same facility.

Weighting the sample in thisway is designed to reflect the actual number and distribution
of cases (providers) in the population.

2.5 UNRWA Sampling

According to the 1999 Annual Report of UNRWA,® there are 23 health centers in Jordan.
Thirteen of these are inside officia refugee camps and ten are outside camps. As of 31
December 1999, there were 1,541,000 registered refugees with 278,000 (18%) in ten
camps. The magority of the camps are in the Centra region; none are in the South.
Thirteen of the health centers provided the full set of services and are most similar to
those of the MOH. In that the population of the health centers was relatively small, all
thirteen facilities were used to select employees for the sample.

UNRWA employees were divided into two groups and selected the same way as was
done for the MOH. A total of 49 medicd staff (physicians, dentists, midwives and
nurses) and 74 paramedical and support staff were sampled from the following health
centers: Irbid, Amman New Camp, Jebal Hussein, Bagaa Camp, Zarga Camp, Marka -

% United Nations Relief and Works Agency for Palestinian Refugees in the Near East (UNRWA), “Annual
Report of the Department of Health 1999”, p. 78.



Hittin Camp, Husn - Azmi Al Mufti Camp, Jerash Camp, Suf Camp, Amman Town - Al
Weibdeh, Amir Hassan, Quarter, Awgan, and Talbieh Camp. This sampling method
leads to a confidence level of above 95 percent with aprecision level of five percent.

2.6 Variablesand indicators

There are 12 variables in this study that measure different aspects, or dimensions, of the
Quality of Work Life among health sector workers. While there are a variety of variables
that theoretically can be used to measure different aspects of the Quality of Work Life, 12
were selected on the basis of management and organizational theory, similar studies done
elsewhere in similar settings, experience in the field, discussions with MOH colleagues,
and researchers from two universitiesin Jordan. These variables, and their definition, are
show below:

e Job satisfaction: the extent to which employees are satisfied with their jobs.

e Participation in decision-making: the extent to which employees feel they
participate in decisions that affect their work.

e Morale and motivation: the extent to which employees are motivated to work
and feel acommon sense of purpose and loyalty to their work; esprit de corps

e Centralization of decision-making: the extent to which employees feed
decisions made in the field must be approved by a senior official aa MOH
headquarters or by a senior supervisor.

e Supervision: the extent to which employees feel their supervisor insists on high
quality work, provides good support and guidance, solves problems, and isfair.

e Staff development and skill use: the extent to which employees feel their jobs
make good use of their skills and training, and that they have the opportunity to
improve their skills.

e Appointments, promotions and transfers. the extent to which employees are
satisfied with the opportunities available for career advancement, and that
appointments, promotions and transfers are done equitably.

e Economic well-being: the extent to which employees feel that their salary and
benefits are adequate and fair, and that they have job security.

e Organizational climate: the extent to which employees feel there is an
atmosphere of co-operation in the Ministry and that senior management is serious
about correcting problems.

e Performance and discipline: the extent to which employees fedl that discipline
is a problem in the ministry, that poor performance is not tolerated, and that
effective corrective action is taken against poor performance.

e Clarity of policies, goals and procedures. the extent to which employees are
satisfied with the level of clarity of policies, goals, and procedures.

e Work group relations: the extent to which employees who work under the
same supervisor relate well to each other, are able to resolve differences, and
provide mutual support and encouragement.



Each of these 12 different dimensions of work life was derived from a composite index
consisting of three to 14 questions. Each question used a Likert-type summated rating
scale where employees responded to a ten-point “Strongly Disagree” to “ Strongly Agree’
scale. The values from each index question were combined into a single composite score
for each of the 12 work life dimensions. Thus, for example, instead of using one question
to assess the extent of an employees job satisfaction (such as “Are you satisfied with your
job?"), ten questions were used which, when combined into one score, give a more
accurate measure of job satisfaction.

Approximately 40 percent of the questions were stated negatively for two reasons. (a) as
a means of reducing bias resulting from “inattentive respondents” who may have a
tendency to mark the same answer all the way down the page, and (b) research elsewhere
indicating that there is a tendency to agree with positively stated questions. The
remaining 60 percent of the questions were stated positively. To create a single score for
each dimension, all negatively stated questions needed to be reversed and were done so in
the following manner: 5 < 6; 4 <> 7; 38; 29; 1 -10. A fiveor seven point Likert
scale is often used in surveys such as this; in this study, however, a ten-point scale was
used in order (a) to have a more discriminating measure with which to compare change
over the life of the project, and (b) to alow for use of more rigorous statistical
techniques, such as regression analysis, that is possible with interval or ratio level data

In addition to the 12 main work life dimensions or variables, eleven biographical and
background variables were included as a means of controlling for extraneous affects on
the main variables. These included:

Age

Gender

Y ears of education

Salary — monthly net

Marital status

Y ears worked in government

Y ears worked in employee's current location

Y ears since employee’ s last promotion

Governorate — in which employeeis working

Job category: medica staff and paramedical/support staff

Job title for medical personnel: physician, dentist, midwife and
nurse

e Socia status. occupation was used as the proxy variable, and
included five categories:

» Upper middle class: higher managerial and administrative positions,
professionals such as physicians, dentists, pharmacists and lawyers

» Middle class. intermediate managerial, administrative or professional in
government, commercia and industrial sectors, officers in armed forces, land
owning farmers, executives and managers in skilled industries



» Lower middle class: supervisory or clerical and junior administrative or
professional positions, draughtsman, equipment operators, Supervisor,
assistant nurses, non-officer in military

» Skilled working class: foreman, carpenter, mechanics, technicians, practical
nurses

» Semi and unskilled working class: cleaners, laborers, messengers.

The survey instrument, shown in Appendix 1, is a questionnaire consisting of 74
guestions and ten biographical and background questions. The 74 questions were
randomized so that the respondents were unable to associate specific questions with any
of the 12 QWL dimensions. The English version was discussed with MOH colleagues as
well as researchers from two Jordanian universities. It was then trandated into Arabic
and pilot tested among 24 providers randomly selected from both categories of
employees. Questions that were redundant, not clearly understood, or questions that did
not elicit the intended information were revised or eliminated. The Arabic questionnaire
was then back translated into English to verify accuracy and consistency.

For the UNRWA questionnaire, names and terms were adjusted to fit the UNRWA
context. Otherwise, it was the same as the MOH questionnaire.

2.7 Data collection

Five teams of interviewers collected the data between 5-22 November 2000. To reduce
bias in administering the questionnaire and other forms of non-sampling error, several
measures were taken. First, MOH personnel were not used as data collectors. Rather, an
independent research firm, Market Research Organization, was contracted for this.
Secondly, the questionnaire was self-administered. Questionnaires were distributed at the
facilities and, when completed, placed into an envelope that was collected later by the
field worker. Thirdly, all questionnaires were completed (a) anonymously to help ensure
confidentiality and (b) independently, as a means of avoiding “group think.” Fourthly,
and although each question fit under a particular Quality of Work Life dimension, all
guestions were randomized in the questionnaire and then returned to their origina
position for data analysis.

2.8 Data Analysis

Following collection of the data, it was entered, coded, and cleaned by the contractor.
The contractor did vaidation and consistency checks. Once the raw data sets were
delivered to PHCI, checks were done for various kinds of errors or inconsistencies such
as data entry errors, missing data or outliersin the data.

The data were analyzed using a variety of statistical methods. Since the magjority of the
data was interval scale, analysis of variance and linear regression were used frequently.
Mean scores, as opposed to proportions, are given greater use in this study in that they
lend themselves more readily to testing differences between the pretest and posttest
scores. When F-ratios were found to be significant, the Bonferroni test typically was
used to test for significant differences between three or more means. T-tests were used in



multiple regression procedures to test for the independent effect of an independent
variable on a dependent variable. Nomina and ordinal scale data, such as marital status
or gender, were analyzed using cross tabulations and y? tests. Statistical Package for the
Socia Sciences (SPSS) was used to analyze the data.

It should also be noted that in the presentation of the findings, more statistical details
(such as statistical tests and significance, standard deviations, confidence intervals, etc.)
are included than what is normal. The reason for this is that it is important to leave a
clear record for the post-test study so that the various methods can be replicated and
results compared, i.e., reliability and validity.

10



3. Findings

3.1 Background variables

Before presenting the findings of the various quality of work life (QWL) dimensions, the
background variables will be summarized. These background variables, of which there
are eleven, were included in the study in order to understand the overall characteristics of
the sample as well as to use as controls for extraneous affects on the main QWL
variables. First, data for the MOH medical and support staff will be presented, followed
by UNRWA medical and support staff. Detailed tables of the background variables are

included in Appendix 2.
3.1.1 MOH medical staff

Table 3.1.1 summaries the weighted values of
the categorical control variables, with the sum
of each variable totaling 599. As the data
show, male providers are more than half the
total (58.5%) — primarily because of the larger
number of male physicians.

The larger share of providers who are married
(85.1%) is as expected. In that physicians and
dentists are classified as “upper middle class,”
and since Jordan's hedth care system is
doctor oriented, it is no surprise that the
largest share of the sample fall in the “upper
middle class’ group (76.3%).

The relatively sophisticated nature of Jordan’s
hedth care system is supported by the large
share of physicians (58.8%) in the sample,
along with dentists (17.5%) and midwives
(16.1%). This contrasts with staffing patterns
typical of low-income country health systems
that are dominated by nurses and paramedical
staff.

By Governorate, Amman and Irbid have the
largest share of the sample at 42.7 percent and
18.3 percent respectively. Thisis as expected
in that the largest share of Jordan’s population
is concentrated in these two Governorates.
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Table3.1.1: Characteristics of M OH

medical staff*
Variable N %
Gender
Made 350 | 585
Femae 249 | 415
Marital status
Married 509 | 85.1
Single 89| 149
Social Status
Upper Middle 457 | 76.3
Lower Middle 142 | 23.7
Job Category
Physician 352 | 58.8
Dentist 105 | 175
Midwife 9% | 16.1
Nurse 45 7.6
Governorate
Amman 256 | 42.7
Madaba 8 13
Zarga 28 4.6
Baga 47 7.8
Irbid 110 | 18.3
Ajloun 11 18
Jerash 18 3.0
Mafrag 19 3.1
Karak 41 6.9
Tdfileh 18 2.9
Ma an 30 5.0
Aqgaba 15 25

* weighted values; sum of each variable is
599




The remaining background

Table 3.1.2: Sample statistics of selected control

variables are continuous in variables, MOH medical staff
nature and thus can be Sd
summarized by showing means |Variable N Mean* | ohion®
and standard deviations as
shown in Table 3.1.2. It should |3%€ 599 39 81
be noted that none of these |yearsof education 599 18 2.7
variables seem to be particularly 0 Civi
. years worked in Civil
out of the ordinary. Service 599 10 6.0
yearsworked in
current location 599 45 4.0
3.1.2 MOH support staff _
months since last 406 6 299
This  section  summarizes |Promotion™
background variables for MOH [monthly net salary
599 397 148.5
support staff. Table 3.1.3 shows |(ID)

the weighted values of the
categorical control variables,
with the sum of each variable
totaling 2611. Unlike MOH
medica staff, female providers dominate among
support staff with nearly 65 percent of the total.

* values are rounded

or 32% of total

Since there are approximately 25 categories of
support staff, analyses are not done by job category.
However, and as shown in Appendix XX, the three
largest groups are assistant nurses and practical
nurses which, when combined, approximates 44
percent of the total.

Due to the dominance of assistant and practical
nurses, the largest share of support staff (90 %) falls
in the lower middle and skilled labor socia status

group.

By Governorate, the distribution of support staff is
dightly different from medical staff. Amman and
Irbid continue to have the largest share of the sample
but at a smaler percentage (27.9 % and 14.7 %
respectively) but Karak and Balga follow close
behind with 14.3 % and 10.2 % respectively.

What this suggests is that the two largest population
centers are dominated by more highly trained medical
staff, while the other governorates have alarger share
of less highly trained staff.
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** excludes those who were never promoted which is 193

Table3.1.3: Sample
char acter -istics of M OH

support staff*

Variable N %
Gender
Mae 921 35.3
Femade 1690 64.7
Marital status
Married 2155 82.5
Single 445 17.0
Widowed 12 0.5
Social Status
Upper Middle 38 14
Lower Middle 1556 59.6
Skilled labor 801 30.7
Unskilled 216 8.3
|abor
Governorate
Amman 727 27.9
Madaba 71 2.7
Zarga 130 5.0
Balga 267 10.2
Irbid 383 14.7
Ajloun 96 3.7
Jerash 77 2.9
Mafraq 155 5.9
Karak 373 14.3
Tdfileh 20 34
Ma an 170 6.5
Aqgaba 72 2.8

*

weighted values;, sum of each
variableis 2611




Table 3.1.4 shows the

Table3.1.4: Sample statistics of selected control

means and  standard variables, MOH support staff
deviations of the S
remaining  background |Variable N [Mean*| 5 "
. . eviation
variables, which are
continuous. As with the |29¢ 2611 | 35 6.0
medica staff, none of |yearsof education 2611 | 12 2.9
these varigbles seem 10 |yeqrsworked in Civil Service 2611 | 12 6.2
be particularly out of the od | locet 611 Z o
ordinary or depart from years wor 1N current iocation .
expectations. Average months since last promotion* * 1319 39 24.2
years of education are 12, |monthly net salary (JD) 2611 | 161 30.8

compared with 18 for
medical staff, and
average saaries are about
60 percent less than

medical staff salaries. The remaining variables are comparable.

3.1.3 UNRWA medical staff

This section summarizes background
variables for UNRWA medical staff.
All UNRWA  datistics  are
unwei ghted.

According to the data in Table 3.1.5,
and without going into detail, it is
simply noted that comparison of
UNRWA medical staff background
variables with MOH medical staff
background variables shows
considerable similarities with some
minor differences. For example,
gender ratios are similar, and both
systems are physician oriented;
however, UNRWA has a larger
proportion of midwives.

* values are rounded
** excludes those who were never promoted which is 1293 or
49.5 % of total

Table3.1.5: Sample characteristics of

UNRWA medical staff*

Variable N %
Gender

Made 30 61.2

Femade 19 38.8
Marital status

Married 45 91.8

Single 4 8.2
Social Status

Upper Middle 30 61.2

Lower Middle 19 38.8
Job Category

Physician 24 49.0

Dentist 6 12.2

Midwife 10 20.4

Nurse 9 18.4
Governorate

Amman 16 32.7

Zarga 12 245

Irbid 9 18.4

Jerash 6 12.2

Balga 6 12.2

* unweighted values, sum of each variableis 49
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Table3.1.6: Sample statistics of selected control variables, UNRWA medical

staff

Std.

Variable N Mean* | Deviation
*

age 49 41 85
years of education 49 18 25
years worked in Civil Service 49 9 54
years worked in current location 49 4 35
months since last promotion** 34 40 459
monthly net salary (JD) 49 484 197.6

* values are rounded and unweighted
** excludes those who were never promoted which is 15 or 31% of total

Table 3.1.6 shows means and standard deviations of the continuous variables. With the
exception of salary, al variables are very similar to the MOH medical staff. Average
UNRWA medica staff salaries are approximately 18 percent greater than salaries of
MOH medical staff.

3.1.4 UNRWA support staff

Table 3.1.7 summarizes sample Table 3.1.7: Samplecharacter-istics of UNRWA

characteristics of UNRWA support staff*

support  steff. As with | Variable N %

UNRWA medica staff, the | Gender

values for the support staff are | Male 37 50

unwei ghted. Female 37 50

Marital status

In general, there are notable | Maried 69 93.2

differences  in  UNRWA S?c?glleStatus 5 6.8

fs‘rjfrﬁo”M gﬁf wcggr;‘;“erg;‘f Lower Middle 61 82.4
. ) Skilled labor 6 8.1

There is a greater gender | ynqilled labor 7 9.5

balance, more employees who ["Goyernorate

are married, and more who fall | Amman 28 37.8

in the lower middle socid | Zarga 18 24.3

status group. In addition, there | Irbid 10 135

appears to be a more even | Jerash 12 16.2

distribution of support staff | Balga 6 81

among thefive governorates. * unweighted values, sum of each variable is 74
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Table3.1.8: Sample statistics of selected control variables, UNRWA support

staff
Variable N M ean* Dev?gtji.on*
age 74 36 6.6
years of education 74 14 14
years worked in Civil Service 74 10 6.5
years worked in current |ocation 74 7 5.4
months since last promotion** 45 52.7 59.6
monthly net salary (JD) 74 273 58.2

* values are rounded and unweighted

** excludes those who were never promoted which is 29 or

39.2 % of total

For the continuous background variables, as shown in Table 3.1.8, there is little

difference from MOH support staff.

The only exception is monthly salary where the average UNRWA support staff salary is

approximately 39 percent more than the average salary of MOH support staff.
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3.2 Quality of Work life by job category: MOH and UNRWA

The purpose of this section is to present the Quality of Work life scores for the MOH and
UNRWA by four job categories of medical staff (physicians, dentists, midwives, nurses)
and for the support staff. Comparisons are made within and between the MOH scores
and the UNRWA scores. It is this section that will be of particular value when assessing
the impact of the PHCI project interventions in that posttest scores for each of the QWL
dimensions will be placed paralel to the pretest scores and comparisons can be made and
conclusions made.

Section 3.3, on the other hand, examines in greater detail the QWL by assessing each of
the 12 QWL dimensions and can be used for making recommendations for improving the
QWL.

3.2.1 Medical staff

The data in Table 3.2.1 show the mean QWL scores of all MOH and UNRWA medical
staff (doctors, dentists, midwives and nurses) for al 12 Quality of Work Life dimensions.
For the MOH the dimensions that have the most favorable attitudes are job satisfaction
(7.30), morale and motivation (6.61), and the quality of supervision (6.52). The least
favorable attitudes are with economic well-being (saary, benefits and job/income
security) with a mean score of 4.75, MOH practices with respect to tolerating poor
performance and taking corrective action with a mean score of 4.81, and the extent to
which decision-making is centralized (5.22).

Table 3.2.1: Attitudesof MOH and UNRWA Medical staff towards 12
Quality of Work Life dimensions*

MOH UNRWA

Work life Dimension (Intervention) | (Control)
(n=599) (n=49)

Job satisfaction 7.30 7.54
Participation in decision-making 5.70 5.55
Morale and motivation 6.61 6.89
Centralization of decision making 5.22 5.30
Supervision 6.52 7.10
Staff development and skill use 6.43 7.03
Appointments, promotions and transfers 5.70 5.65
Economic well-being 4.75 5.37
Organizational climate 5.71 5.44
Performance and discipline 4.81 5.84
Clarity of policies, goals and procedures 531 6.03
Work group relations 5.29 6.55
* 1 = very unfavorable attitudes, 10 = very favorable attitudes
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For UNRWA, the work life dimensions that had the most favorable attitudes were job
satisfaction (7.54), supportive supervision (7.10), and staff development and skill use
(7.03). Least favorable attitudes were with the extent to which decison-making is
centralized (5.30), economic well-being (5.37), and organizational climate (5.44).

In general, for nine of the twelve QWL dimensions, UNRWA medica staff has more
favorable attitudes than MOH medica staff. This suggests that UNRWA has a more
favorable quality of work life than MOH. Job satisfaction and supervision both have
favorable ratings for UNRWA and MOH. Thereis aso a common dissatisfaction with the
extent of economic well-being and centralization of decision-making among MOH and
UNRWA medical staff.

3.2.1.1 QWL among physicians: MOH and UNRWA

In addition to examining attitudes of al medica staff combined towards the different
QWL dimensions, also examined was the extent to which attitudes varied among the four
occupations within the medicd staff - physicians, dentists, midwives, and nurses — for
both the MOH and UNRWA. Theresults for physicians are shown in Table 3.2.2.

Table 3.2.2: Attitudes of MOH and UNRWA physicians towar ds
12 Quality of Work Life*

MOH UNRWA

Work life dimension (Intervention) | (control)
n= 352 n=24

Job satisfaction 7.19 7.60
Participation in decision-making 5.59 5.10
Morale and motivation 6.60 6.90
Centralization of decision making 5.15 5.33
Supervision 6.43 7.00
Staff development and skill use 6.49 7.10
Appointments, promotions and transfers 571 5.73
Economic well-being 4.65 5.71
Organizational climate 5.65 5.21
Performance and discipline 4.81 6.19
Clarity of policies, goas and procedures 521 5.92
Work group relations 5.29 6.60
* 1 = very unfavorable attitudes, 10 = very favorable attitudes

Among MOH physicians, the QWL dimensions that received the most favorable ratings
were nearly identical to what was found with all medical staff: job satisfaction, morale
and motivation, and staff development and skill use (this being the exception). QWL
dimensions receiving the least favorable ratings for physicians included economic well-
being, clarity of MOH policies, goals and procedures, and performance and discipline.

Among UNRWA physicians, job satisfaction received the most favorable rating (same as
MOH physicians) followed by staff development and skill use, and supervision. QWL
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dimensions receiving the least favorable ratings included participation in decision-
making, organizational climate, and centralized decision-making.

In ten of the twelve QWL dimensions, UNRWA physicians had more favorable attitudes
towards their work than did MOH physicians. Exceptions to this were participation in
decision-making and organizationa climate where MOH physicians had more favorable
attitudes.

3.2.1.2 QWL among dentists: MOH and UNRWA

The data in Table 3.2.3 show attitudes of MOH and UNRWA dentists towards 12 quality
of work life dimensions. MOH dentists have the most favorable attitudes towards job
satisfaction, supervision and staff development and skill use (tied), and morae and
motivation. They have the least satisfaction with economic well-being, performance and
discipline, and work group relations.

Table 3.2.3: Attitudes of MOH and UNRWA dentists towards 12
Quality of Work Life*

MOH UNRWA

Work life dimension (Intervention) (control)
n=105 n=6
Job satisfaction 7.35 7.73
Participation in decision-making 5.79 6.48
Moral e and motivation 6.39 7.46
Centralization of decision making 5.07 5.58
Supervision 6.43 7.88
Staff development and skill use 6.43 7.72
Appointments, promotions and transfers 5.66 6.79
Economic well-being 4.47 5.54
Organizational climate 5.38 6.96
Performance and discipline 4.83 5.28
Clarity of policies, goals and procedures 5.19 7.11
Work group relations 4.98 6.78

* 1 = very unfavorable attitudes, 10 = very favorable attitudes
UNRWA dentists, on the hand, have the most favorabl e attitudes towards supervision, job
satisfaction and staff development and skill use. They are least satisfied with
performance and discipline, economic well-being and centralized decision-making.

It is of interest to note that UNRWA dentist have more favorable attitudes towards the
quality of work life for al 12 dimensions.
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3.2.1.3 QWL among midwives: MOH and UNRWA

Turning to quality of work life among midwives in the MOH, the data in Table 3.2.4
show that the most favorable attitudes are with job satisfaction (7.83), morae and
motivation (6.90) and supervision (6.82). Work life dimensions that are the least
favorable are performance and discipline (4.74), centralization of decision-making (5.30)
and economic well-being (5.36).

Table 3.2.4; Attitudes of MOH and UNRWA midwivestowards 12
Quality of Work Life*

MOH UNRWA
Work life dimension (Intervention) (control)

n=96 n=10
Job satisfaction 7.83 7.53
Participation in decision-making 5.96 6.10
Morale and motivation 6.90 6.50
Centralization of decision making 5.30 5.52
Supervision 6.82 6.73
Staff development and skill use 6.56 7.17
Appointments, promaotions and transfers 5.93 5.45
Economic well-being 5.36 5.15
Organizational climate 6.24 5.58
Performance and discipline 4.74 5.50
Clarity of policies, goals and procedures 5.72 5.33
Work group relations 5.50 6.40

* 1 = very unfavorable attitudes, 10 = very favorable attitudes

Among UNRWA midwives, job satisfaction has the most favorable rating at 7.53
followed by staff development and skill use (7.17) and supervision (6.73). Work life
dimensions that have the least favorable ratings are economic well-being (5.15), clarity of
policies, goals and procedures (5.33), and satisfaction with the way appointments,
promotions, and transfers are made (5.45).

Unlike other categories of medical staff, MOH midwives have more favorable attitudes
towards dimensions of work life than do UNRWA midwives, i.e., in eight of the twelve
QWL dimensions, MOH midwives have more favorable attitudes towards their work than
do UNRWA midwives. While reasons for this are not clear, preliminary analysis
suggests that part of the reason may be the preferential treatment they receive due to they
being on the front lines of family planning and reproductive health activities — a priority
among many donors in the health sector providing assistance to the MOH.

3.2.1.4 QWL among nurses. MOH and UNRWA
The last group of medical staff examined is nurses. According to the data reported in

Table 3.2.5, work life dimensions that have the most favorable ratings for MOH nurses
are job satisfaction (7.83), morale and motivation (6.90), and supervision (6.82). Work
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life dimensions with the least favorabl e ratings include performance and discipline (4.74),
centralization of decisions making (5.30), and economic well-being (5.36).

Table 3.2.5: Attitudes of MOH and UNRWA nur ses towards 12
Quality of Work Life*

MOH UNRWA
Work life dimension (Intervention) (control)

n=45 n=9
Job satisfaction 6.86 7.24
Participation in decision-making 5.80 551
Morale and motivation 6.62 6.93
Centralization of decision making 5.89 4.80
Supportive supervision 6.74 7.29
Staff development and skill use 5.80 6.22
Appointments, promotions and transfers 5.15 4.89
Economic well-being 4.87 4.61
Organizational climate 5.80 4.92
Performance and discipline 4.95 5.63
Clarity of policies, goals and procedures 5.49 6.41
Work group relations 5.57 6.46

* 1 = very unfavorable attitudes, 10 = very favorable attitudes

Among UNRWA nurses, the quality of work life dimensions that have the most favorable
ratings are, supervision (7.29), job satisfaction (7.24), and morale and motivation (6.93).
They are least satisfied with the extent of economic well-being (4.61), extent to which
decision-making is centralized (4.80), and the way appointments, promotions and
transfers are handled equitably (4.89).

MOH and UNRWA nurses are divided almost evenly in terms of their overall satisfaction
with work life dimensions. Specifically, in seven of twelve dimensions of work life do
UNRWA nurses have more favorable attitudes than MOH nurses. The three UNRWA
nurses. Similarly, two of the three dimensions nurses are most dissatisfied with are the
same for both UNRWA and MOH (economic well-being and appointments, promotions
and transfers), although the ranking is different.
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3.2.2 Support staff: MOH and UNRWA

This section presents a summary of the attitudes towards the 12 QWL dimensions of the
support staff for MOH and UNRWA. Unlike the medical staff, which was divided into
four medical job categories, support staff is presented as one group.

According to the data in Table 3.2.6, the three work life dimensions that have the most
favorable ratings for MOH support staff are job satisfaction (7.14), supervision (6.81),
and staff development and skill use (6.73). Work life dimensions that have the least
favorable ratings are economic well-being (4.93), the extent to which decision-making is
centralized (4.95) and the extent to which policies, goals and procedures are clear (5.09).

Table 3.2.6: Attitudes of MOH and UNRWA Support staff towards
12 Quality of Work L ife dimensions*

MOH UNRWA
(intervention (control
Work life Dimension group) group)
(n=2611) (n=74)
Job satisfaction 7.14 7.40
Participation in decision-making 5.93 5.63
Morale and motivation 6.49 6.83
Centralization of decision making 4.95 4.63
Supervision 6.81 6.87
Staff development and skill use 6.73 6.90
Appointments, promotions and transfers 5.53 4.86
Economic well-being 4,93 5.81
Organizational climate 5.85 5.33
Performance and discipline 5.44 5.88
Clarity of policies, goals and procedures 5.09 5.74
Work group relations 5.24 6.19

* 1 = very unfavorable attitudes, 10 = very favorable attitudes

Among UNRWA support staff, work life dimensions that have the highest ratings are job
satisfaction (7.40), staff development and skill use (6.90), and the quality of supervision
(6.87). On the other hand, UNRWA support staff were least satisfied with the extent to
which decision-making is centralized (4.63), the way in which appointments, promotions
and transfers are handled (4.86), and organizational climate (5.33).

Work life dimensions which support staff are most satisfied are the same for both MOH
and UNRWA support staff — although the rankings are not the same. Both MOH and
UNRWA support staff share a dissatisfaction with the extent to which decision-making is
centralized. Much like the medical staff, UNRWA support staff generally expresses
greater satisfaction with the quality of their work life than does MOH support staff in that
eight of twelve dimensions are higher for UNRWA staff.

21



It could also be noted that in comparing MOH medical staff and MOH support staff, two
QWL dimensions are in the top three (job satisfaction and supervision); economic well-
being and centralized decision-making are shared least favorable dimensions. For
UNRWA, the three dimensions with which employees are most satisfied are the same for
medical staff and support staff (job satisfaction, supervision, staff development and skill
use); dimensions with which the least satisfaction is shown are the same al so (economic-
well being, centralized decision-making, and organizational climate).

3.3 Quality of Work life by work life dimension: MOH and
UNRWA

The purpose of this section is to examine in greater detail what was presented in more
summary form in Section 3.2. Each of the QWL dimensions will be anadyzed. The
greatest attention will be focused on the MOH, since UNRWA isincluded for purposes of
a control group. Based on the analysis of this section, recommendations for improving
the QWL can be drawn.

3.3.1 Medical Staff
3.3.1.1 Job Satisfaction

Job satisfaction is defined as the Table 3.3.1: Job satisfaction scores by Occupation,

extent to which employees are MOH

satisfied with the work itself. It S 95% ClI

is a composite index of ten | Occupation| Mean | deviation| Lower Upper

questions. physician 7.19 1.57 7.03 7.36
dentist 7.35 1.67 7.03 7.67

As can be seen in Table 3.3.1, midwife 7.83 1.26 7.57 8.08

the overall job satisfaction score | nurse 6.86 117 6.51 7.21

is relatively high with a mean of Total 7.30 153 7.18 7.42

7.30. Midwives, with a score of 7.83, had the highest job satisfaction and had scores
significantly higher than physicians or nurses. With a score of 6.86, nurses had the
lowest job satisfaction followed by doctors at 7.19. The differences in job satisfaction
scores are statistically significant between physicians and midwives (p = .002) and
between nurses and midwives (p = .002).

Does job satisfaction differ when controlling for education, income, gender, and other
control variables? Analysis shows that only monthly income is significantly related to
job satisfaction (t = -3.83, p < .000), and that is a negative relationship so that as income
increases, job satisfaction decreases. Job satisfaction is aso related significantly to
governorate (F = 2.22, p = .012) dthough there are no significant differences between
any pairs of governorates.
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Job satisfaction scores by medical occupation Table 3.3.2: Job Satisfaction scores by

for UNRWA are shown in Table 3.3.2. occupation, UNRWA
Dentists have the highest job satisfaction
while nurses have the lowest. However, none |Occupation N |Mean Deasfion
of the differences are statistically significant.

physician 24 7.60 1.50
Cross tabulations between medical occupation [oyig 6l 773 120
and job satisfaction is shown in Appendix 3, ———
Table A3.3.1.* Approximately 76 percent of |midwife 10| 7.53 91
al medical staff were very either very [nurse 9| 7.24 1.50
satisfied or satisfied with their jobs while less Tota 49| 7.54 1.33

than six percent were very dissatisfied or
dissatisfied with their jobs.

3.3.1.2 Participation in decision-making
Participation in decision-making is the second QWL variable examined. Participation is

composite index consisting of seven questions and is defined as the extent to which
employees feel they are involved in decisions that affect their work.

As can be seen in Table  Table 3.3.3: Participation scores by medical occupation,

3.3.3, overdl attitudes MOH

towards participation are 5
relatively neutral with a Occupation Mean Devsit;ion 9% Cl
mean score of 5.7. Lower | Upper
Midwives, with a score |physician 5.59 1.75 541 5.77
of 5.95, had the MOt fqeig 5.79 179| 544 613
favorable attitudes ——

towards the extent of midwife 5.95 172 5.60{ 6.30
participation in decision- |nurse 5.80 125 543| 6.17
making  followed by [1otq 5.70 172| 556 584

nurses. With a score of
5.59, nurses had the least favorable attitudes towards participation. However, none of the
differences are statistically significant.

Do overadl attitudes towards participation vary when controlling for years of education,
years worked in government, age, sex, and other such control variables? Three control
variables were found to be significantly related to participation: years of education,
gender, and socia status. Specifically, there was a significant negative relationship
between participation and years of education (t = -4.13; p < 0.001) indicating that as
years of education increased amount medical staff, attitudes towards participation became
less favorable, and vice versa. Secondly, male medical staff had more favorable attitudes
towards participation than females (t = 5.85; p < 0.001). Thirdly, middle class staff had
more favorable attitudes towards participation than did upper class (t = -2.39, p = 0.02).

* For all cross tabulations, the 10 point scale has been condensed to a5 point scale where the extreme ends
of the scale retain the same meaning, i.e., 1 = very unfavorable attitudes and 2 = very favorable attitudes.
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For UNRWA, participation scores by
medical occupation are shown in Table
3.34. Dentists had the most favorable
atitudes  towards participation in
decision-making with a rating of 6.48.
Physicians had the least favorable
atitudes towards participation with a
score of 5.10, reflecting an attitude of
neither favorable nor unfavorable. None
of these differences in scores were
statistically significant.

Table 3.3.4: Participation scores by

occupation, UNRWA

Occupation N Mean Deatgt.i on
physician 24 5.10 2.08
dentist 6 6.48 1.78
midwife 10 6.10 111
nurse 9 551 1.20
Tota 49 5.55 1.78

Participation in decision-making was also andyzed by Governorate (Karak and Irbid
medical staff having the most favorabl e attitudes towards participation) and income group
(the highest income group, i.e.,, > JD 721 per month, had the most favorable attitudes
towards participation); these results are shown in Appendix 4, Table A3.3.1 and Table
A3.3.2.

In addition, cross tabulations between participation and medical occupation are shown in
Appendix 5, Table A3.3.1. Nearly equal percentages of medical staff are either very
satisfied or satisfied with the extent of participation in decision-making (36.5 %), or, are
neutral about thelir attitudes (36.3%). Approximately 27 percent were very dissatisfied or
dissatisfied with their jobs.

3.3.1.3 Morale and motivation

Morae and motivation is the third QWL variable examined. It is a composite index
consisting of eight questions and measures the extent to which employees are motivated
to work and feel acommon sense of purpose and loyalty to their work.

According to the data in
Table 3.3.5, the overal
level of morade and

Table 3.3.5: Morale and motivation scores by medical
occupation, MOH

0,
motivation for all the |Occupation N Mean Deasfion 95%Cl
medica professions is L ower | Upper
just above the neutral |physician 352 | 6.60 1.50 6.44 | 6.76
range. It is highest [y ig 105 | 6.39 157 6.08 | 6.69
among midwives (6.90) ——
followed by NUISes (6.62) midwife 96 6.90 1.52 6.59 | 7.20
and physicians (6.60). |nurse 45 6.62 1.05 6.31 | 6.94
Dentists have the |owest Total 599 | 6.61 1.49 6.49 | 6.73

level of morae and
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motivation at 6.39. None of the differences in the mean scores are significant so it can be
concluded that the there is no difference between levels of morale and motivation among
the four medical occupations (F=1.99, p =.113).

Does the overall level of morale and motivation vary when controlling for variables such
as income, education, gender, or years worked in government or in the same location?
The analysis found that only governorate in which medical staff worked was significantly
related to morale and motivation (F = 3.357, p < .001).

Specifically, Kerak had the highest level of morale and motivation (7.18) followed by
Irbid (7.08) and Jerash (7.03). The governorates with the lowest level of morale and
motivation were Madaba (5.05) followed by Balga (6.11) and Agaba (6.31). Statistically
significant differences were found with Irbid having higher morale and motivation than
Amman (p = .02), Madaba (p = .01) and Baga (p = .01). In addition, Karak had
significantly higher levels of morale and motivation than did Madaba (p = .02) and Balga

(p=.04).

Cross tabulations were done between morale and motivation, and, medical occupation;
the results are shown in Table A3.3.1 of Appendix 6. Overal, approximately 55 percent
of all medical staff had high levels of morale and motivation compared with the nine
percent that had low morale and motivation.

For UNRWA, morale and motivation  Table 3.3.6: Morale and motivation scores By

scores by medical occupation are occupation, UNRWA

shown in Table 3.3.6. Dentists had S

the highest levels of morale and |Occupation N Mean | 5 iion

motivation with a rating of 7.46.

Midwives had the lowest levels of |physician 24 | 6.90 2.09

morale and motivation w_ith ascore pf dentist 6 746 o1

6.50. None of these differences in ——

scores were statistically significant. midwife 10 | 650 140
nurse 9 6.93 1.22
Totd 49 6.89 1.69

3.3.1.4 Economic well-being

This section examines economic well-being for the medical staff as a group as well as for
each of the four types of medical staff. Economic well-being is a composite index
consisting of eight questions and measures the extent to which employees feel that their
sdary and benefits are adequate and fair, and that they have job security.
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According to the data in Table  Table3.3.7: Economic well-being scores by
3.3.7, economic well-being, with a medical occupation, MOH

mean score of 4.75, is ranked the

[ 0
lowest of al 12 QWL variables. |-coomc St 95% Cl

well-bein N | Mean o
On the other hand, a mean score of g Deviation | | qwer | Upper

4.75 on a 10-point scale suggests —
that MOH officids fal in the |PfySidian |352) 465 | 200 | 444 | 486

neutral range — neither satisfied or |dentist 105 4.47 2.28 403 | 491

dissatisfied. Dentists, with a mean | midwife 9 | 5.36 2.01 49 | 5.77

score of 4.47, ae the most
dissatisfied, followed by physicians | 45| 487 | 146 | 443 | 531

with a score of 4.65. Midwives Totd 599 4.75 2.03 4.59 4.91

are the most satisfied with a mean

score of 5.36. These differences in mean scores are statistically significant (F=3.94, p =
.008) with midwives having significantly higher scores than physicians and dentists (p <
.05).

Three control variables were significantly related to economic well-being: socia status,
age, and marital status. Specifically, there was a significant positive relationship between
age and economic well-being so that as age increased, attitudes towards economic well-
being aso increased (t = 2.87, p = .004). In addition, single MOH officials were
significantly more satisfied with their economic well-being than married officias (t = -
2.508, p =.012). Further, medical staff with lower social status were more satisfied with
their economic well-being than were medical staff with higher social status (t = -3.64, p <
.001).

Cross tabulations between each medical staff occupation and economic well-being are
show in Appendix 7. What the data show is that over two and one-half times as many of
the medical staff was dissatisfied or very dissatisfied (48.2%) with their economic well-
being as were satisfied or very satisfied with it (18.8%).

For UNRWA medical staff, like MOH  Table 3.3.8: Economic well-being scores

medical staff, satisfaction with economic By occupation, UNRWA

well-being was the lowest of al QWL

dimensions. The mean score of 5.37, on Occupation N |Mean| S.t;'.

the other hand, fals in the neutral range — eviaiion

gﬁithg_ satisf ieﬂ nor grlsggt'(séf i%- physician 24 |571| 1.99
ysicians were the most satisfi : ,

while nurses were the least satisfied (4.61) |91 6 |54 1%

with their economic well-being. None of |midwife 10 |515] 112

the differences, however, were |nurse 9 461! 184

statistically significant. Tota 29 |537| 177
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3.3.1.5 Supervision

Supervision is a composite index consisting of fourteen questions and measures the
extent to which employees feel their supervisor insists on high quality work, provides
good support and guidance, solves problems, and isfair.

As reported in Table 3.3.9, Table 3.3.9: Mean supervision scores by medical
the mean  score  for occupation, M OH

supervision is 6.52. While 5

this s the third highest QWL |occupation | N | Mean | [ 59 9% Cl

mean score, following job Lower | Upper

satisfaction and morale and |physician 352 | 6.43 1.76 6.25 | 6.62

motivation, ascore of 6.521S [Geyig 105| 643 1.90 6.06 | 6.80

a the lower end of the ———

satisfied range. midwife 9% | 6.82 1.34 6.4 7.09
nurse 45 | 6.74 1.04 6.43 7.05

Midwives, with a mean score [g 509 | 6.52 1.69 638 | 6.65

of 6.82, are the most satisfied
with the quality of supervision, followed by nurses. Physicians and dentists expressed the
most dissatisfaction with their supervision with a score of 6.43 each. However, none of
these differences are statistically significant.

When controlling for the background variables, significant relationships were found with
monthly salary and governorate. Specifically, monthly salary was negatively related to
supervision such that as salary increased, attitudes towards supervision declined, and vice
versa (t = -245, p = .01). Although Governorates as a group showed a significant
relationship with supervision (F = 1.86, p = .01), no pairs of Governorates had a
significant relationship — primarily because of differencesin sample sizes.

Cross tabulations were done between the four groups of medical staff and five categories
of supervision with the results shown in Table A3.3.1 of Appendix 8. Overal,
approximately 55 percent of the medical staff was satisfied or very satisfied with their
supervision while just under 15 percent were dissatisfied or very dissatisfied with it.

For UNRWA, supervision scores by Table 3.3.10: Supervision scor es by
medical occupation are shown in Table Occupation, UNRWA

3.3.10. Dentists had the highest levels

of satisfaction with supervision with a |Occupation N | Mean |, e?itgfion
rating of 7.88. Midwives had the lowest

levels of morale and motivation with @ |prysician 24 | 7.00 1.45

score of 6.73. None of these differences

in scores were statistically significant. 2SSt 6 | 7.88 .90
midwife 10 6.73 .94
nurse 9 7.29 1.43
Total 49 7.10 1.31
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3.3.1.6 Staff development and skill use
Staff development and skill use is defined as the extent to which employees fed their jobs

make good use of their skills and training, and that they have the opportunity to improve
their skills. It isacomposite index consisting of three questions.

According to the data in  Table3.3.11: Staff development and skill use scores

Table 3.3.11, the mean score by medical occupation

for al medica staff is 6.43. . q 95% Cl

Of al the QWL variables, [O%UPHON |\ | vean | _ SO 6

this ranks the fourth highest; evialion | | ower | Upper
in absolute terms, however, |physician 352 | 6.48 1.41 6.34 6.63
a score of 643 is in the fqo g 105 | 6.43 1.22 620 | 667
neutra range — neither ——

satisfied nor  dissatisfied. midwife 9 | 6.56 1.81 6.19 6.92
Midwives, with a score of [nurse 45 | 5.80 1.38 5.38 6.21
6.56 are most sdtisfied how [ty 50| 643 | 145 632 | 655

thelr skills are used and staff
development they experience and are followed by physicians (6.48) and dentists (6.43).
The group that is the most dissatisfied is the nurses with a score of 5.80. These
differences are statistically significant (F = 3.30; p = .02) with physicians and midwives
both having significantly higher scores than nurses (p < .05).

Do overall attitudes towards staff development and skill use vary when controlling for
variables such as gender, education, marital status, and age? The analysis showed that
mean satisfaction scores of two variables were statistically significant: marital status,
years since last promotion, years worked in government, and governorate. Medical staff
that was married was significantly more satisfied with staff development and skill use
(score of 6.511) than was single staff with a score of 5.996 (t = 3.09, p = .002). Secondly,
satisfaction with staff development and skill use increased as the number of years since
the last promotion increased (t = 3.12, p = .002) and as the number of years worked in
government increased (t = 2.08, p = .038). In addition, medical staff of Irbid was
significantly more satisfied (mean score = 6.906) with the extent of staff development
and skill use than those from Amman (mean score = 6.136) governorate (p < .001).
Among other governorates, differences in satisfaction scores were not significantly
different.

Cross tabulations were done with the results shown in Table A3.3.1 of Appendix 8.
Overall, approximately 50 percent of the medical staff was satisfied or very satisfied with
the extent of staff development and skill use with 8.9 percent being very dissatisfied or
dissatisfied.
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UNRWA  supervision scores by  Table3.3.12: Staff development and skill use

medical occupation are shown in scor es by medical occupation, UNRWA
Table 3.3.12. Dentists had the

highest levels of satisfaction with the |Occupation N | Men | 5%
extent of staff development and skill

use with arating of 7.88. Nurses had |physician 24 7.10 1.75

the lowest levels of satisfaction with a

dentist 6 7.72 .88
score of 6.22. None of these ——
differences in scores were statistically |Midwife 0 | 717 105
significant. nurse 9 6.22 1.30
Total 49 7.03 1.49

3.3.1.7 Organizational Climate
Organizational climate is defined as the extent to which MOH officias feel there is an

atmosphere of co-operation among MOH officials and that senior management is serious
about correcting problems. It isacomposite index consisting of four questions.

According to the data  Table3.3.13: Organizational Climate scores by medical

reported in Table 3.3.13, Occupation

the overall mean score 5

for organizational climate Occupation N | Mean Deatg['ion 9%

is 571 and ranks fifth P Lower | Upper
among all twelve QWL |physician 352 | 5.65 2.23 5.42 5.88
varishles. It aso | geniig 105 | 538 2,61 487 | 58
indicates that for al four —

occupational groups  of midwife 96 6.24 2.21 5.79 6.69
medical staff fall in the |nurse 45 5.80 1.80 5.26 6.34
neutral range regarding |yotg 509 | 571 2.28 553 | 5.89

the extent to which there
isapositive or negative organizational climate in the MOH.

Midwives, with a mean score of 6.24, are the most satisfied with the organizational
climate followed by nurses (5.80) and physicians (5.65). Dentists are the least satisfied
with a score of 5.38. The differences in mean scores are statistically significant (F =
2.62, p = .050) with midwives having significantly higher scores than dentists (p = .043).
Differences among the other occupational groups are not statistically significant.

When controlling for the biographical variables, three variables were significantly related
to organizational climate: Governorate, socioeconomic status, and age. Specificaly,
medical staff working in Irbid Governorate have significantly higher scores that those
working in Amman Governorate (p = .04). Among other Governorates there is no
statistically significant differences in organizational climate. In addition, medical staff
with higher socioeconomic status (physicians and dentists) had significantly lower
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organizational climate scores (5.59) than did medical staff with lower socioeconomic
status (midwives and nurses) that had an organizationa climate score of 6.10 (t =-3.32, p

= .001).

increases, organizationa climate scores were more positive. (t = 2.89, p = .004).

Age has a positive association with organizationa climate so that as age

Cross tabulations were done between the four groups of medical occupations and the five
categories of satisfaction with organizational climate and is shown in Table A3.3.1 of
Appendix 10. Nearly 40 percent of al medical staff are satisfied or very satisfied with
the Organizational Climate while approximately 31 percent are very dissatisfied or

dissatisfied.

For UNRWA medical staff, the
mean score for organizational
climate is 5.44 which falls in the
neutral range — neither satisfied
nor dissatisfied. Dentists are the
most  satisfied  with  the
organizational climate with a
score of 6.96 while nurses are the
least satisfied with organizational

climate (4.92). None of these
differences are  satisticaly
significant.

Table 3.3.14: Organizational climate scores by

Occupation, UNRWA

3.3.1.8 Appointments, promotions and transfers

Appointments, promotions and transfers is the eighth QWL variable examined.

. Std.
Occupation N Mean Deviation
physician 24 5.21 2.13
dentist 6 6.96 1.74
midwife 10 5.58 2.04
nurse 9 4.92 1.81
Total 49 5.44 2.047

Itisa

composite index consisting of four questions and measures the extent to which employees
are satisfied with the extent of opportunities available for career advancement, and that
appointments, promotions and transfers are done equitably.

As can be seen in Table

Table 3.3.15: Appointment, Promotion and Transfer

3.3.1.5, overal attitudes Scor es by medical occupation, M OH

toward_s appointments, _ =d 95% C
promotions and transfers |Occupation N [Mean| 5 ivion

are relatively neutral with Lower| Upper
a mean score of 5.70. |physician 352 |571| 147 | 556 | 587
Midwives, with ascore of |y 105 | 5.66| 1.66 | 533 | 598
593, had the most ——

favorable attitudes | midwife 9% [593| 194 |554| 6.33
towards  appointments, |nurse 45 |515| 109 | 482 | 548
promotions and transfers |tog 509 [570| 157 | 557 | 582
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followed by physicians (5.71). With a score of 5.15, nurses had the least favorable
attitudes. The differences between midwives and nurses are statistically significant (p =
.034). None of the other differences are significant.

Do overal attitudes of the medical occupations vary when controlling for gender, age,
marital status, tenure in the MOH, education and other biographical variables? In
addition to occupational group, the analysis found that appointments, promotions, and
transfer attitudes vary significantly with three variables. Specifically, there is a positive
relationship between the number of years since the last promotion increases and attitudes
towards appointments, promotions, and transfers (t = 2.67, p = .008). The mean score for
married officials (6.34) is significantly higher than the mean score for single officials
(5.43) (p < .001). There are also significant differences in mean scores for the
Governorates. Irbid s score of 6.34 is significantly higher than Amman score of 5.43 (p <
.001) and Ma an score of 5.14 (p = .012); Jerash’s score of 6.80 is significantly higher
than Amman score of 5.43 (p = .017) and Ma an score of 5.14 (p = .020).

Cross tabulations were done between the four groups of medical occupations and the five
categories of satisfaction with appointments, promotions and transfers and is shown in
Table A3.3.1 of Appendix 11. Approximately 30 percent of all medical staff were found
to be satisfied or very satisfied with the appointments, promotions and transfers while
approximately 28 percent were very dissatisfied or dissatisfied.

UNRWA  scores for appointments, Table 3.3.16: Appointments, promotions and
promotions and transfers by medical  Transfer scoresby occupation, UNRWA

occupation are shown in Table 3.3.16. =d
Overall, medical staff was neither |Occupation N Mean | 5 icion
satisfied nor dissatisfied with a score

of 5.65. Dentists had the highest |physician 24 5.73 1.47
levels of satisfaction with a score of dentist 6 6.79 154
6.79. Nurses had the lowest levels of —

satisfaction with a score of 4.89. None |Midwife 10 | 545 138
of these differences in scores were |nurse 9 4.89 2.06
statistical |y Si gnlflcant Tota 49 5.65 1.62
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3.3.1.9 Clarity of policies, goals and procedures
Policies, goals and procedures is the eighth QWL variable examined. It is a composite

index of three questions and is a measure of the extent to which employees are satisfied
with the level of clarity of policies, goals and procedures.

According to the data in  Table3.3.17: Clarity of policies, goals and procedures

Table 3.3.17, the overall mean scores by medical occupation, MOH
level of satisfaction with i < 95% Cl
policies, goals, and occupation N | Mean | 5 “ion
procedures is neutral with Lower | Upper
ascore of 5.31, i.e, MOH |physician 352 | 5.21 2.10 4.99 5.43
officids are  neither :

- . e dentist 105 | 5.19 2.07 4.78 5.59
satisfied nor dissatisfied. —
Of the twelve QWL midwife 9% | 5.72 1.82 5.35 6.09
dimensions, this ranks |nurse 45 | 549 1.81 4.95 6.03
eighth. Scores are highest |tqq 509 | 5.31 2.04 515 | 548

among midwives (5.72)
followed by nurses (5.49) and physicians (5.21). Dentists have the lowest level of
satisfaction with a score of 5.19. In spite of these differences in mean scores, none are
statistically significant so we can conclude that the level of satisfaction with
appointments, promotions, and transfers among the four medical occupations are
essentially the same (F = 1.82, p = .142).

Does the overall mean score for appointments, promotions and transfers vary when
controlling for education, gender, marital status, income, and other control variables?
Analyses show that two control variables are significant. Years worked in the current
location has a negative association so that as the number of years worked in their current
location increases, the satisfaction with the level of clarity of policies, goals and
procedures decreases (t = -2.72, p = .007). Medica staff with higher socioeconomic
status (physicians and dentists) had significantly lower satisfaction with the clarity of
policies and goals scores (5.21) than did medical staff with lower socioeconomic status
(midwives and nurses; score = 5.65) (t =-2.51, p=.012).

Cross tabulations were done between the four groups of medical occupations and the five
levels of satisfaction with policies, goals and procedures with the results shown in Table
A3.3.1 of Appendix 12. Overal, a larger percentage (34.4%) is dissatisfied with the
policies, goals, and procedures than are satisfied (31.5%).
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Table 3.3.18: Clarity of policies, goalsand
Procedures by occupation, UNRWA

For UNRWA medical staff, the mean

score for policies, goals and procedures |Occupation N | Mean Deatgt.i on
is 6.03 as shown in Table 3.3.18, and

fals in the neutral range — neither |physician 24| 592 1.81
satisfied nor dis&atis_fied. Dentists are [t 6l 711 152
the most satisfied with a score of 7.11 ———

while midwives are the least satisfied |[Tidwife 10 533 1.5
(4.92). None of these differences are |nurse 9| 641 1.68
statistically significant. Total 49| 6.03 174

3.3.1.10 Work group relations

This section examines work group relations, which is defined as the extent to which
employees who work under the same supervisor relate well to each other, are able to
resolve differences, and provide mutual support and encouragement. It is a composite
index consisting of six questions.

As can be seen in Table 3319, Table3.3.19: Work Group Relations mean
overall attitudes towards work scor es by medical occupation, M OH

group relations are neutral with a _ . 95% C
mean score of 5.29. Inthe 12 QWL |Occupation | N | Mean Deviation

variables, work group relations Lower | Upper
ranks ninth in terms of favorable |physician |352| 5.29 1.19 516 | 541
alitudes.  Nurses, with a mean fyeniq (105|498 | 121 | 474 | 521
score of 557, had the most ———

favorable attitudes towards work midwife 96 | 5.50 1.33 524 | 577
group relations followed by |nurse 45 | 557 117 522 | 591
midwives (5.50). With a score of [Totg 509| 529 | 122 | 519 | 539

498, dentists had the least
favorable attitudes. The higher score that midwives have over dentists is statistically
significant (p = .013) aswell asthe higher score that nurses have over dentists (p = .038).

When controlling for differences in education, income, age, gender, etc., two variables
were found to be significant: the number of years worked in the MOH and socioeconomic
status. As the number of years worked in the MOH increased, satisfaction with work
group relations also increased (t = 2.72, p = .007). In addition, medical staff with higher
socioeconomic status (physicians and dentists) had significantly lower satisfaction with
the work group relations (5.21) than did medical staff with lower socioeconomic status
(midwives and nurses; score = 5.52) (t = -2.61, p = .009).

Cross tabulations were done between the four groups of medical occupations and the five
categories of satisfaction with work group relations and is shown in Table A3.3.1 of
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Appendix 13. Approximately 30 percent of the medical staff expresses dissatisfaction
with work group relations while approximately 23 percent express satisfaction.

Thereisno person who is“very satisfied.”
UNRWA scores for work group Table 3.3.20: Work group relations score By

relations by medical occupation medical occupation, UNRWA

are shown in Table 3.3.20.

Overal, with a score of 6.55, |Occupation N Mean De\?itgfion
medical staff are relatively

satisfied  with  work  group |physician 24 6.60 1.42
relations. Dentists had the -

highest levels of satistaction with | oo 6 |6 | 10
a score of 6.78. Midwives had [Midwife 10 6.40 98
the lowest levels of satisfaction [nurse 9 6.46 1.70
with a score of 6.40. None of |Tqig 49 6.55 1.32

these differences in scores were
statistically significant.

3.3.1.11 Centralization of decision-making

The eleventh QWL variable examined is the extent which decision-making is centralized;
that is, the extent to which decisions made in the field must be approved by a senior
official at headquarters or by a senior supervisor. A low score indicates that decision-
making is more centralized while a high score indicates that decision-making is more
decentralized. It isacomposite index of six questions.

According to the data in Table Table 3.3.21: Centralization of decision-making by

3.3.21, the mean score for all medical occupation, MOH

occupational groups is 5.22, 5
indicating that MOH officials [Occupation | N | Mean | S | %O
believe that decision-making is Lower | Upper
neither _ centralized nor |physician 352| 5.15 1.38 501 | 5.30
decentralized. ~ Scores are [joyig 105 | 5.07 134 | 481 |533

highest among nurses (5.89)

indicati ng agreement that midwife 96 5.30 1.64 497 | 5.63
decision-making is relatively [nurse 45 | 5389 1.37 548 | 6.30
more  decentralized  as [1qg 509 | 522 143 | 511 | 533

compared with  midwives
(5.30) and physicians (5.15). Dentists, with a score of 5.07, believe that, compared with
the other groups, decision-making is decentralized. Note again, however, that all medical
occupation groups feel “neutral” with respect to the extent that decison-making is
centralized. Nurses have significantly higher scores than physicians (p = .006) and
dentists (p = .007).
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Do perceptions of the extent of centralization of decision-making vary when controlling
for differences in education, salary, years worked in the MOH, gender, etc.? Anayses
shows that in addition to occupationa group, two control variables were significantly
related to centralization perception: social status and gender. Thus, medica staff with
lower socia status (midwives and nurses) felt decision-making was more decentralized
than staff with higher social status (physicians and dentists), (t = -3.41, p = .010). In
addition, male staff felt decision-making was more decentralized than female staff (t =
221, p = .028). None of the other control variables were significantly related to
centralization of decision-making.

Cross tabul ations were done between the four occupational groups and the five categories
of centralization with the results shown in Table A3.3.1 of Appendix 14. The largest
percentage of medica staff (49%) were neutral regarding the extent to which decision-
making is centralized or decentralized. On the other hand, more respondents disagreed
(30.3%) than agreed (20.7%) that decision-making is decentralized.

For UNRWA medica staff, the mean Table 3.3.22: Centralization of decision-

score for the extent to which decision- making Scor es by occupation, UNRWA
making is decentralized is 5.30 as <
shown in Table 3.3.22, and falls in the |Occupation N Mean Deviai

, . eviation
neutral range — neither centralized nor
decentralized. Dentists, compared |physician 24 5.33 1.95

with other groups, feel there is greater

.. .. ) X dentist 6 5.58 1.09
centralization of decision-making with —
a score of 5.58 while nurse feel the |Midwife 10 5.52 160
least centralization (4.80). None of |nurse 9 4.80 1.54
these differences are dtatisticaly |tqtq 49 5.30 1.70

significant.

3.3.1.12 Performance and discipline

Performance and discipline is a QWL variable that seeks to examine the extent to which
discipline is a problem in the MOH, poor performance is not tolerated, and effective
corrective action is taken against weak performance. Thus high mean scores indicate that
weak performance is not tolerated and that when it does occur, effective corrective action
istaken. It isacomposite index consisting of three questions.
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According to the data in Table Table 3.3.23: Attitudes towardsweak performance

3.3.23, an overal mean score and discipline, MOH

of 4.81 indicates that discipline S 95% Cl
isfelt to be a problem and more |Occupation N | Mean | 5 0 ion

effective  corrective  action L ower | Upper
needs to be taken against wesk |physician 352| 481 1.49 4.65 | 4.97

performance. The midwives

. s dentist 105| 4.83 1.74 4,49 | 5.16
score of 4.74, which is the ——
lowest. indicates that they fedl midwife 96 4.74 157 442 | 505
the strongest that there is a |nurse 45 | 4.95 151 450 | 5.40
discipline problem and that [yqg 500 | 4.81 155 | 4.69 | 4.97

more effective action needs to
be taken. The highest score is among the nurses (4.95) who agree the least that discipline
is a problem and that more effective action needs to be taken. In spite of these
differences in mean scores, none are statistically significant so we can conclude that there
is substantial agreement among the four occupational groups that discipline is a problem
and more effective corrective action needs to be taken (F= .204, p = .894).

Do overal attitudes vary when controlling for education, income, gender, age, etc? The
analysis showed that two control variables are significantly related to discipline and
performance. First, as the number of years since the last promotion increases, agreement
decreases that weak performance and the need for corrective action is a problem (t = -
3.31, p .001). Second, as the number of years worked in the current location increases,
agreement decreases that weak performance and the need for corrective action is a
problem (t = -2.31, p = .02). None of the other control variables are significantly related.

Cross tabulations of the percentage of each medical occupationa group that feel thereisa
discipline and performance problem is shown in Table A3.3.1 of Appendix 15. The
largest share of MOH officids (43.3%) disagree that weak performance and need for
corrective action is not a problem; that is, they feel that performance needs to improve
and more effective corrective action needs to be taken.

UNRWA  scores for performance and Table 3.3.24: Performance and
disci pllne by medical OCCUpatlon are shown in d|sc|p||ne Scoresby occupation’
Table 3.3.24. Overdl, with a score of 5.84, UNRWA

medical staff is relatively neutral with the
extent to which weak performance and |Occupation | N Mean
corrective action is a problem. Physicians,
with a score of 6.19, feel the strongest that |physician 24 | 6.19 194
weak performance is not tolerated and that

Std.
Deviation

: : _ : dentist 6 5.28 1.34
when it does occur, effective corrective action ——
is taken. Dentists, on the other hand, feel the |Midwife 10 | 5%0 1168
strongest that weak performance and corrective |nurse 9 5.63 2.82
action is a problem. None of these differences |14t 49 | 584 1.93

in scores are statistically significant.
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3.3.2 Support staff

This section of the study examines attitudes of MOH support staff towards the 12 Quality
of Work life dimensions. Support staff includes al MOH employees except for
physicians, dentists, midwives, and nurses. The methods replicate those of the previous
section in that we look first at the relative attitudes (mean scores on a scale of 1 — 10) for
al the QWL dimensions. This is followed by a brief analysis of the job satisfaction
dimension with particular emphasis on the influence of gender, education, salary and
other external control variables.

3.3.3 Summary of scoresand ranking of attitudes of support staff towards QWL
dimensions

The first question addressed is what are the  Table 3.3.25: Attitudes of support staff
attitudes of support staff towards each of the  towards 12 QWL dimensions, MOH

QWL dimensions, and how do they compare Mean* S,

with each other. According to the data in |Work life dimension (N=2611) | Deviation
Table 3.3.25, mean scores range from a low _ _

of 4.93 (economic well-being) to a high of |JoP satisfaction 714 | 154
7.14 (job satisfaction). The three work life |Supervision 6.81 153
dimensions that have the most favorable |[g¢ development

ratings are Job  Satisfaction  (7.14), |and skill use 6.73 17

supervision (6.81) and morade and —
motivation (6.49). On a scale of 1 — 10, [Morde& Motivation | 649 | 165

these scores are in the “favorable” range, |Participation 5.93 1.58

i.e,., above the neutral range but below the |Organizational climate | 5.85 2.27

“very favorable” range. The three variables Appoi ntments,
that have the least favorable ratings are promotions 5.53 170
economic well-being (4.93), centralization of | 5nd transfers

decision-making (4.95) and policies, goals o and

and procedures (5.09). Although these discili 5.44 1.83
. iscipline
scores have the least favorable ratings, each .
Policies, goas
3.3.4 Job satisfaction and procedures 5.09 217
Centralization 4,95 1.31

With a mean score of 7.41, job satisfaction

received the highest score of any of the 12 Economic well-being 4.93 1.94
QWL dimensions for MOH support staff. * 1 = very unfavorable attitudes, 10 = very
favorable attitudes

Weas the relatively favorable score for job satisfaction the same for al sub-groups, or did
it vary with years of education, gender, income, or other control variables? What the
analysis shows is that job satisfaction does vary by gender, marital status, governorate,
socioeconomic status, education, years worked in the Ministry, years worked in their
current location, and income. These are detailed below.
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As the data show in Table
3.3.26, job satisfaction among
male  support  staff  is
significantly higher (7.27)
than among femae support
staff  (7.07). These
differences are significant (F
=9.86, p =.002).

There are aso significant
differences in job satisfaction
by marital status as shown in
Table 3.3.27. With a mean
score of 8.60, the widowed
had significantly higher job
satisfaction  than  either
married staff (7.13) or single
staff (7.14) (F = 535, p =
.005). However, this
difference in mean scores is

likely explained by the small sample of widowed staff.

When examining job
satisfaction scores by social
status (Table 3.3.28), it can
be seen that the unskilled
labor group has significantly
lower scores (6.66) than
either the skilled labor group
(7.16) or the lower middle
class group (7.19) (p < .001
for both). Even though the
upper middle class group has
the highest job satisfaction
scores, it is not significantly
different because of the small
sample size.

Table 3.3.26: Mean job satisfaction scores by gender,

MOH
Gender N Mean De?adt.i on 95%Cl
Lower | Upper
Male 921 727 1.58 716 | 7.37
Female 1690 | 7.07 152 700 | 714
Total 2611 | 7.14 154 7.08 | 7.20

Table 3.3.27: Mean job satisfaction by marital status,

MOH
Marital N Mean Std 95% Cl
status Deviation | | ower Upper
Married 2155 | 7.13 157 706 | 7.20
Single 445 7.14 1.42 700 | 7.27
Widowed 12 8.60 44 831 | 888
Total 2611 | 7.14 154 708 | 7.20

Table 3.3.28: Job satisfaction scores by social status,

M OH
0,
Socid status N Mean D St;jt 95%Cl

eviaion | | ower | Upper
upper middie | 35 | 251 | 177 663 | 7.79
class
lowermiadle | 1ope | 799 | 152 712 | 727
class
skilledlabor | 801 | 716 | 1.60 705 | 7.27
unskilled labor | 216 | 666 | 1.36 648 | 6.84
Total 2611 | 7.14 | 154 708 | 7.20
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According to the data shown in Table 3.3.29, job satisfaction scores differ significantly
among the Governorates. Support staff in Talfileh has the highest job satisfaction scores
(7.86) followed by Zarga (7.80) and Jerash (7.68). Governorates with the lowest job
satisfaction scores are Karak (6.78), Balga (6.82), and Amman (6.98). Because showing
al of the significantly different scores among the 12 Governorates is somewhat
complicated, these are not shown. However, overal, these differences are significant at F
= 10.24 and p < .001.

Table 3.3.29: Job satisfaction scores by Governorate, MOH

()
Governorate N Mean D Std 95%Cl
eviation Lower U pper

Amman 727 6.98 1.59 6.86 7.09
Madaba 71 7.10 161 6.72 7.48
Zarga 130 7.80 1.48 7.55 8.06
Balga 267 6.82 1.79 6.61 7.04
Irbid 383 7.26 1.50 7.11 7.41
Ajloun 96 7.63 1.13 7.40 7.86
Jerash 77 7.68 1.47 7.35 8.02
Mafraq 155 7.29 117 7.10 7.48
Karak 373 6.78 1.49 6.63 6.93
Tafileh 90 7.86 1.22 7.61 8.12
Maan 170 7.30 1.27 7.11 7.49
Agaba 72 7.09 1.69 6.70 7.49
Totd 2611 7.14 154 7.08 7.20

The data in Table 3.3.30 show Table 3.3.30: Relationship between job

relationships between  job | stisfaction and selected control variables,

satisfaction and the remaining MOH

control variables  that  are -

statistically significant. |Control variable t-value valpue

Specificaly, education is inversely _

related to job satisfaction such that |Years of education -2.856 | .004

as years of education increase, job |Yearsworked in Government -3.923 | .000

S?I'Sf action scores (_iecrease — and Y ears worked in current location 2.812 .005

vice versa Similarly, as the

number of vyears worked in [Monthly sdary 8796 | .000

government increases, job satisfaction decreases significantly — and vice versa. On the
other hand, as monthly salary increases, job satisfaction also increases. In addition, asthe
number of years a person works in the same location increases, job satisfaction increases.
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3.4 Deter minants of job satisfaction: MOH

3.4.1 Medical staff

The second objective of this study is to identify the primary determinants of job
satisfaction among MOH officials working in the Governorates. It was shown in Table
3.2.1 and elsewhere that job satisfaction scores for MOH support staff rank the highest
among all QWL dimensions. Understanding what is behind this can provide the MOH an
opportunity to enhance job satisfaction among all employees.

To identify the determinants of job satisfaction, a model was constructed from the 12
QWL variables using regression analysis procedures. In this model, the possible
moderating effects of control variables (age, gender, salary, marital status, education, the
number of years working in the MOH, the number of years worked in their current
location, the number of years since their last promotion, governorate) are held constant.
From this process, variables were identified which together explain the greatest variation
in job satisfaction.

The results of using stepwise regression are shown in Table 3.4.1. For the QWL
variables, five were significantly related to job satisfaction.

Table3.4.1: Work related deter minants of job satisfaction, MOH medical staff

Independent variable Adjusted R F-ratio
(work life dimension) Coefficient t-value' (additive) (additive)?
Constant 1.881 8.53

Morale and motivation 485 12.97 454 498
Supervision 226 6.30 504 304
Appointments, promotions and 133 4.10 521 218
transfers

Economic well being .08 3.15 527 168
Participation -0.07 -2.07 529 136
Discipline not significant
Centralization not significant
Policies, goals and procedure not significant

Staff development and skill use not significant
Organizational climate not significant

Work group relations not significant

= all t-value significant at p < .01 except for participation which is significant at p < .05

%= all F-values significant at p < .01

According to the regression, the five QWL variables that make the largest contribution to
explaining variation in job satisfaction include morale and motivation; supervision;
appointments, promotions and transfers; economic well being;, and participation. The
adjusted R? value of .529 for the whole model indicates that approximately 53 percent of
the variation in Job Satisfaction is explained by these five variables.
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Of the five statistically significant variables in the model, morale and motivation
make the greatest contribution to explaining variation in job satisfaction (45 percent)
followed by Supervision which adds an additional five percentage points (totaling 50
percent). Appointments, promotions and transfer practices add two percentage points
to explaining variation in job satisfaction while Economic Well Being adds another
0.6 percentage points. Participation adds a small, but significant, 0.2 percentage
points.

For each of the individual variables, the positive direction of the relationship is as
expected except for participation which is negative. That is, as attitudes towards
morale and motivation; supervision; appointments, promotions and transfers, and
economic well being become more favorable, job satisfaction also becomes
significantly more favorable — and vice versa. The significant negative relationship
between participation and job satisfaction indicate that as attitudes towards
participation become more favorable, job satisfaction declines. The reason for this
unexpected negative relationship is not clear and merits further investigation.

After identifying those QWL variables that explained the greatest variation in job
satisfaction, the second step was to add the control variables to this basic model to see
if that changed the total amount of variation explained. In doing this two changes
occurred. First, monthly net salary and socioeconomic status were added to the model
since it provided additional significant explanation in job satisfaction. Secondly,
participation was no longer significantly related to job satisfaction so it was dropped
from the model. These results are summarized in Table 3.4.2.

Table 3.4.2: Work related deter minants of job satisfaction when including
control variables, M OH medical staff

Independent variable Adjusted R2 F-ratio
(work life dimension) Coefficient | t-valuel | (additive) | (additive)2
Constant 2.280 9.00
Morale and motivation 469 12.82 454 498.27
Supervision 183 577 504 304.30
Appointments, 137 4.24 521 217.84
promotions and transfers
Sdary -.0015 -4.13 531 139.30
Economic well being 074 2.95 536 170.36
Social status 257 2.03 539 117.37
Participation not significant
Discipline not significant
Centralization not significant

Policies, goals and procedure not significant
Staff devel opment and skill use not significant
Organizational climate not significant
Work group relations not significant
Other control variables not significant

' = all t-value significant at p < .001 except for economic well-being which is
significant at p = .003 and socioeconomic status which is significant at p = .043.
2= all F-values significant at p < .001
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Specificaly, there was a significant negative relationship between job satisfaction and
monthly salary (t-value = -4.13, p-value < 0.001) such that medical staff with higher
salaries had lower job satisfaction, and vice versa. Socioeconomic status also was
significantly related to job satisfaction (t = 2.03, p = .043) such that medical staff with
higher socioeconomic status (physicians and dentists) had higher job satisfaction than
medical staff with lower socioeconomic status. The percent of variation in job
satisfaction explained increased dlightly from 53 percent (.529) to 54 percent (.539)
with the F value changing from 135.5 to 117.37 (p < .001).

In summary, what the findings from the analysis of determinants of job satisfaction
among MOH medical staff suggest is that to improve job satisfaction, the MOH
should focus its efforts on making improvements in these four dimensions of work
life, i.e,

Morale and motivation,

Supervision,

Appointments, promotions, and transfers, and

Economic well-being.

This is not to suggest that the other dimensions of work life are not important; rather,
change efforts could begin with these dimensions where the expected impact is
greatest.

3.4.2 Deter minants of job satisfaction among M OH support staff

This section assesses the question of what are the primary determinants of job
satisfaction among the support staff. 1t was shown in Table 3.2.6 and e sewhere that
job satisfaction scores for MOH support staff, as with medical staff, rank the highest
among al QWL dimensions. Understanding what is behind this can provide the
MOH an opportunity to enhance job satisfaction among all employees.

The same methods were used to assess the determinates of job satisfaction among
support staff as were used with medical staff. A model was constructed using
regression analysis procedures. This model included al the QWL dimensions as
possible explanatory variables in an effort to see what percent of the variation in job
satisfaction is explained by the QWL dimensions. In addition, the possible
moderating affects of control variables (such as age, marital status, gender, income,
education, etc) are held constant. From this process, the QWL dimensions were
identified which together explain the most variation in job satisfaction. The results of
this process, using stepwise regression procedures, are shown in Table 3.4.3.
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Table 3.4.3: Deter minants of job satisfaction among M OH support staff

Independent variable coefficient t- adj’d RZ F-re_lt_io2
(Work life dimension) value (additive) |[(additive)
(Constant) 2.152 13.836
Morale and motivation 339 17.905 315 1203
Supervision 145 6.896 .359 730
Participation 112 5.429 .369 510
Economic well-being .060 4.502 .375 392
Work group relations .084 3.575 377 317
Performance and discipline .037 2.815 .379 267
Centralization .039 1.972 .380 229
Organizational climate not significant
Staff development and skill use not significant
Policies, goals and procedures not significant

Appointments, promotions and transfer not significant

'all t-values significant at p < .005 except for centralization where p = .049
2all F-ratios significant at < .001

According to the analysis, seven of the QWL dimensions explain 38 percent of the
variation in job satisfaction. While thisis statistically significant (p < .001), it leaves
62 percent of the variation unexplained. Indications of what these other factors are
can be determined with additional research.

The seven QWL dimensions that explain the greatest variation are morae and
motivation, supervision, participation in decision-making, economic well-being, work
group relations, performance and discipline, and centraization. Each of these
dimensions is positively related to job satisfaction — as is expected. Thus, for example,
as morae and motivation increase, so does job satisfaction; as participation in
decison-making increases, so does job satisfaction. The same is true for the
remaining dimensions that have a significant relationship. The implication of thisis
that in order to improve job satisfaction, the MOH should focus its efforts on
improving these seven dimensions of work life.

The second step in analyzing the determinants of job satisfaction among MOH
support staff was to add the control variables to the model to see what changes this
causes in explaining variation in job satisfaction, as well as the specific QWL
dimensions that explain the variation. The results of this are shown in Table 3.4.4.
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Table 3.4.4: Determinants of job satisfaction among M OH support staff when
including control variables

: o2 )
I(\?v?)?ﬁelri]f%egit n\]/:rr];agrl]()e coefficient | t-value’ (ggfji?i\?e) (;;I:j?ttil\?e)

(Constant) 1.341 6.479

Morale and motivation .329 17.810 315 1203

Supervision 136 6.560 .359 730

Monthly saary .008 9.038 372 514

Parti cipation 143 7.290 384 406

Y ears worked in the government -.040 -6.707 393 338

Economic well-being .061 4.696 399 288

Performance and discipline .050 3.829 403 251

Work group relations .090 3.903 407 223

Y ears worked in current location .015 2.567 408 199

Months since last promotion -.0001 -2.124 409 180

With the addition of the control variables, several changes occurred. First, the
adjusted R? value increased slightly from .380 to .409 — an increase of approximately
three percentage points, meaning that the percent of variation in job satisfaction
explained has increased to 41 percent. Second, al the QWL dimensions that were
part of the previous model are significant in this model except for centralization.
Third, the control variables that are significant include: salary, years worked in
government, years worked in their current location, and months since the last
promotion. Salary and years worked in their current location are positively related to
job satisfaction so that as salary and years worked in their current location increase, so
does job satisfaction. On the other hand, as the number of years worked in
government and the number of months since their last promotion increases, job
satisfaction declines.

In summary, what the findings from the analysis of determinants of job satisfaction
among MOH support staff suggest is that to improve job satisfaction, the MOH
should focus its efforts on making improvements in these six dimensions of work life,
i.e,
Improving the morale and motivation,
Improving the quality of supervision,
Increasing participation in decision-making,
Enhancing economic well-being,
Taking steps to strengthen work performance and taking corrective
action against weak performance, and,

e Promoting improved work group relations — team building, group

dynamics, conflict resolution, mutua support and encouragement.

Aswith medical staff, thisis not to suggest that the other dimensions of work life are
not important; rather, change efforts could begin with these dimensions where the
expected impact is greatest.



4. Summary and Implications

This fina section summarizes the magjor findings of the study in the form of four
tables showing QWL scores for the medical and support staff of the MOH, and, the
medical and support staff of UNRWA. Some observations will be made from which
some concluding implications will be drawn.

4.1 Medical staff: MOH and UNRWA

Table4.1: Attitudes of MOH medical staff towards 12 dimensions of work life

Work life dimension Physicians | Dentists | Midwives | Nurses | Average
n=352 | n=105 nN=96 | n=45| n=599
Job satisfaction 7.19" 7.35 783 | 6.86° | 7.30
Participation in decision- 5.59 5.79 596 | 580 | 5.70
making
Work motivation 6.60 6.39 6.90 6.62 6.61
Centralization of decision 515° | 507 | 530 |589%| 522
making
Supervision 6.43 6.43 6.82 6.74 6.52
Eg f development and «ill 649° | 643 | 6562 |580%| 643
Appointments, promotions 5.71 566 | 593 | 515 | 570
and transfers
Economic well-being 465" 447 536 | 4.87 4.75
Organizational climate 5.65 5.38° 6.24° 5.80 5.71
Performance and discipline 4.81 4.83 4.74 4.95 4.81
Clarity of policies, goas and 5.21 5.19 572 | 549 | 531
procedures
Work group relations 5.29 498" | 550° | 557" | 5.29

* 1 = very unfavorable attitudes, 10 = very favorable attitudes
1= significant difference between physicians and midwives at p = .05
2= significant difference between midwives and nursesat p = .05
= gignificant difference between physicians and nursesat p = .05
= gignificant difference between dentistsand nursesat p = .05
= significant difference between dentists and midwifesat p= .05

AW

On the basis of the summary data shown in Table 4.1, five observations are made:

e MOH medica staff, as a group, has relatively favorable attitudes towards their
(@) jobs, (b) morale and motivation, and (c) quality of supervision.

e MOH medica staff, as a group, has the least favorable attitudes towards (a)
economic well-being, (b) MOH practices with respect to tolerating weak
performance and discipline, and (c) the extent to which decision-making is
centralized. However, these al fall in the “neutral” range — neither favorable
or unfavorable.
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The overall mean score of 5.78 indicates that the MOH medica staff have
neither favorable nor unfavorable attitudes towards the quality of their work
life.

Examination of QWL scores by MOH medica occupation shows that
midwives have the highest overal quality of work life by having the largest
number of high scores (9 of 12).

On the other hand, the data indicate that MOH dentists appear to have the
lowest overal quality of work life by having the largest number of low scores
(7 of 12).

Table 4.2 summarizes QWL scores for all each UNRWA medical occupation.

Table 4.2: Attitudes of UNRWA medical staff towards 12 dimensions of work

life*

Physicians | Dentists | Midwives | Nurses | Average
Work life dimension (n=24) | n=9) | (n=10) | (n=9) | (n=49)
Job satisfaction 7.60 71.73 7.53 1.24 7.54
Participaiion  In  decision- 510| 648 610| 551| 555
making
Morale and motivation 6.90 7.46 6.50| 6.93 6.89
Centralization o decision 533| 558 552| 480| 530
making
Supportive supervision 7.00 7.88 6.73 7.29 7.10
ﬁ;ﬁ development and skill 710|  7.72 717| 622| 703
Appointments, - promotions 573| 679 545| 489| 565
and transfers
Economic well-being 571 5.54 5.15 4.61 5.37
Organizational climate 5.21 6.96 5.58 4.92 5.44
Performance and discipline 6.19 5.28 5.50 5.63 5.84
Clarity of policies, goals and 502 711 533| 641| 603
procedures
Work group relations 6.60 6.78 6.40 6.46 6.55

* 1= very unfavorable attitudes, 10 = very favorable attitudes

On the basis of the data shown in Table 4.2, five observations are made:

UNRWA medical staff, as a group, has relatively favorable attitudes towards
their (a) jobs, (b) the quality of supervision, (c) staff development and skill
use, (d) morae and motivation, and (e) work group relations.

UNRWA medica staff, as a group, has the least favorable attitudes towards
(@) the extent to which decision-making is centralized, (b) economic well-
being, and (c) organizational climate. However, these al fal within the
“neutral” range — neither favorable nor unfavorable.

The overall mean score of 6.19 indicates that the UNRWA medical staff has
neither favorable nor unfavorable attitudes towards the quality of their work
life.
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e Examination of QWL scores by UNRWA medical occupation shows that
dentists have the highest overal quality of work life by having the largest
number of high scores (10 of 12).

¢ On the other hand, the data indicate that UNRWA nurses appear to have the
lowest overal quality of work life by having the largest number of low scores
(6 of 12).

4.2 Support staff: MOH and UNRWA

Table 4.3, which is a repeat of Table 3.2.6, summarizes QWL scores for al each
medical occupation for both the MOH and UNRWA.

Table4.3: Attitudesof MOH and UNRWA Support staff towards 12 Quality
of Work Lifedimensions*

MOH UNRWA

(interventio (control
Work life Dimension n group)

group) (n=74)

(n=2611)

Job satisfaction 7.14 7.40
Participation in decision-making 5.93 5.63
Morale and motivation 6.49 6.83
Centralization of decision making 4.95 4.63
Supervision 6.81 6.87
Staff development and skill use 6.73 6.90
Appointments, promotions and transfers 5.53 4.86
Economic well-being 4.93 5.81
Organizational climate 5.85 5.33
Performance and discipline 5.44 5.88
Clarity of policies, goals and procedures 5.09 5.74
Work group relations 5.24 6.19

* 1 = very unfavorable attitudes, 10 = very favorable attitudes

On the basis of the data shown in Table 4.3, three observations are made for MOH
support staff:

e MOH support staff has relatively favorable attitudes towards (a) their
jobs, (b) the quality of supervision, (c) staff development and skill
use, and (d) morale and motivation.

e MOH support staff has the least favorable attitudes towards (a) economic well-
being, (b) the extent to which decision-making is centralized, and (c) the
extent to which policies, goas and procedures are clear. At the same time,
each of thesefall in the “neutral” range — neither favorable nor unfavorable.

e The overall mean score of 5.84 indicates that the MOH medical staff have
neither favorable nor unfavorable attitudes towards the quality of their work
life. Thisisdlightly higher than the mean of MOH medical staff (5.78)
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In addition, for UNRWA support staff, three observations are made on the basis of
data shown in Table 4.3:

e UNRWA support staff has relatively favorable attitudes towards (a) their jobs,
(b) staff development and skill use, (c) the quality of supervision, and (d)
morale and motivation.

e UNRWA support staff has the least favorable attitudes towards (a) the extent
to which decision-making is centralized (b) the way in which appointments,
promotions and transfers are handled, and (c) organizationa climate.
However, each of these fal in the “neutra” range - neither favorable nor
unfavorable.

e The overal mean score of 6.01 indicates that the UNRWA support staff has
neither favorable nor unfavorable attitudes towards the quality of their work
life. Thisisdlightly higher than the mean of UNRWA support staff (5.84).

4.3 Determinants of job satisfaction

For the MOH medica staff, the four significant determinants of job satisfaction
include: (&) morale and motivation, (b) supervision, (C) appointments, promotions,
and transfers, and (d) economic well-being.

For the MOH support staff, the six significant determinants of job satisfaction are: (a)
morale and motivation, (b) quality of supervision, (c) participation in decision-
making, (d) economic well-being, (e) performance and discipline, and, (f) work group
relations.

4.4 Implications

In light of the above summary of findings, the following recommendations are offered
for consideration by the MOH as a means of improving the quality of work life.

4.4.1 MOH medical staff

e Deveop policies, programs and procedures that will improve those
QWL dimensions that have the lowest scores. economic well-being,
weak work performance and actions to correct weak performance, and
centralized decision-making

e Build on and promote those QWL dimensions leading to relatively
high job satisfaction. The four most important dimensions include: (a)
morale and motivation, (b) supervision, (c) appointments, promotions,
and transfers, and (d) economic well-being. A review of the specific
questions in the questionnaire (Appendix 1) composing each of these
dimensions will give further guidance.

¢ In that midwives have the highest score on the largest number of QWL
dimensions, conduct further research on how this may be explained
and replicate, as appropriate, with other medical staff occupations.
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e Inthat MOH dentists have the lowest average QWL score, give specid
emphasis to improving those dimensions that have a low score. Since
UNRWA dentists have the highest average QWL score, an exploration
of the reasons for this may be instructive for MOH dentists.

4.4.2 MOH support staff

e As with MOH medica staff, develop policies, programs and
procedures that will improve those QWL dimensions that have the
lowest scores. For the support staff these include: economic well-
being (same as medical staff), centralized decision-making (same as
medical staff), making more clear the policies, goals and procedures
related to the support staff.

e As with the medical staff, build on and promote those QWL
dimensions leading to the relatively high job satisfaction scores of
support staff. For the support staff, the six most important dimensions
include: (a) morae and motivation, (b) supervision, (c) participation in
decison-making (d) economic well-being, and (e) work group
relations.

In addition to the six recommendations summarized above, a theme common to both
medical and support staff is the relatively unfavorable attitudes towards the extent to
which decision-making is centralized. Developing and testing, with a control group, a
decentralized decision-making model in one or two governorates could be considered.
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Appendix 1. Quality of Work Life Survey
Questionnaire

JOB SATISFACTION

Strongly _ Strongly
Disagree ~ Agree

1. It seems that my friends are more
interested in their jobsthanl aminmy 1 2 3 4 5 6 7 8 9 10
job.

2. | am often bored with my job. 1 2 3 4 5 6 7 8 9 10

3. | fedl fairly well satisfied with my
job.

4.1 am satisfied with my job for the
present time.

5. | definitely dislike my work. 1 2 3 4 5 6 7 8 91 10

6. | feel that | am happier in my work
than most other people.

7. Most days | am enthusiastic about
my work.

8. My job is not very interesting. 1 2 3 4 5 6 7 8 9 10

9. | find real enjoyment in my work. 1 2 3 4 5 6 7 8 9 10

10. Sometime | feel like resigning. 1 2 3 4 5 6 7 8 9 10
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PARTICIPATION

11. When changes are made that
affect how | do my job, | am not
usually consulted.

12.My supervisor asks my opinion
when a problem related to my work
arises.

13.My supervisor encourages
subordinates to participate in
important decisions.

14. Ministry employees do not have
much opportunity to influence what
goes on in thisministry.

15. | have little influence over
decisions that affect my job.

16. | have agreat deal of freedom to
do my job as | think it ought to be.

17. In my work | am seldom asked
for my ideas.

MORALE AND MOTIVATION

18. The moralein thisministry is
low.

19. Most employees in this ministry
seem to be giving their best effortsto
their jobs.

20. | carealot about my work.

21. | feel | am important to the work
of this ministry.

Strongly
disagree
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Strongly
Agree
9 10
9 10
9 10
9 10
9 10
9 10
9 10
Strongly
Agree
9 10
9 10
9 10
9 10



MORALE AND MOTIVATION

Strongly » Strongly
disagree Agree
22. | used to care about my work
more than | do now. 1 2 3 4 5 6 7 8 9 10
23. | fedl very little loyalty to this
ministry. 1 2 3 4 5 6 7 8 9 10

24. | talk about this ministry to my
fiends as a good ministry to work in.

25. What happensin thisministry is
important to me.

26. | often think about resigning. 1 2 3 4 5 6 7 8 9 10

CENTRALIZATION

Strongly » Strongly
disagree Agree

27. Not much action can be taken in
this ministry until a senior officer at 1 2 3 4 5 6 7 8 9 10
headquarters approves a decision.

28. A person who wants to make his
or her own decisions would be 1 2 3 4 5 6 7 8 9 10
quickly discouraged in this ministry.

29. Even small matters have to be
referred to someone higher up for a 1 2 3 4 5 6 7 8 9 10
final decision.

30. | have to ask my supervisor
before | do almost anything.

31. | can make many decisions
without a senior officer’s approval.

32. In this ministry, authority is
clearly delegated. 1 2 3 4 5 6 7 8 9 10
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SUPERVISION

Strongly _ Strongly
disagree " Agree

33. My supervisor is not very good at

solving work related problems. 123 45 6 789 10

34. My supervisor triesto solve
problems quickly when they occur.

35. My supervisor tells people when
they have done a good job.

36. My supervisor provides the
guidancel needtohelpmedoagood 1 2 3 4 5 6 7 8 9 10
job.

37. 1 can talk openly and honestly to
my supervisor about my work.

38. My supervisor does not insist that
subordinates work hard.

39. My supervisor tells people when
they have not done a good job.

40. My supervisor treats subordinates
fairly. 1 2 3 4 5 6 7 8 9 10

41. It isdifficult to disagree openly
and honestly with my supervisor.

42. My supervisor is not very
interested in hearing what | have to 1 2 3 4 5 6 7 8 9 10
say about my work.

43. My job duties are clearly defined
by my supervisor.

44. My supervisor is agood person to
work with. 1 2 3 4 5 6 7 8 9 10

45. | understand exactly what is
expected of mein my job.

46. My supervisor sets a good
exampleby workinghardathisorher 1 2 3 4 5 6 7 8 9 10
job.
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ON THE JOB DEVELOPMENT AND SKILL UTILIZATION

Strongly » Strongly
disagree Agree
47_._l\/_|yjobmake£gooduseofmy 1 2 3 45 6 7 8 9 10
abilities.
48. Employees of this ministry do not
receive the proper training they need 1 2 3 4 5 6 7 8 9 10
in order to do their jobs well.
49.IWOL_JIdllk_emo_refreed_omtotry 1 2 3 45 6 7 8 9 10
out new ideas in doing my job.
APPOINTMENTS, PROMOTIONSAND TRANSFERS
Strongly » Strongly
disagree Agree
50. There are sufficient opportunities
in this ministry for advancing my 1 2 3 4 5 6 7 8 9 10
career.
51_. Peoplewhogetpromotedlnthl_s 1 2 3 45 6 7 8 9 10
ministry are the ones who deserve it.
52. | would be more willing to work in
rural areasif there were special 1 2 3 4 5 6 7 8 9 10
incentives and benefits.
53. Employees should not be
transferred so often to different 1 2 3 4 5 6 7 8 9 10

geographic locations.



ECONOMIC WELL BEING

54. Considering the kind of work | do,
my salary is adequate and fair.

55. The employee benefits | get
(vacation, sick leave, pension, etc.) are
adequate.

56. Thesalary | receivefor my jobis
similar to that of peoplein other
ministries doing similar jobs.

57. Compared to ajob outside the
government, the job security that my
job providesis very important to me.

ORGANIZATIONAL CLIMATE

58. An atmosphere of cooperation
exists among employees of this
ministry.

59. Senior officials of this ministry
have a sincere interest in doing
something about any problems that

60. In general, thisministry isagood
place to work.

61. | think this ministry is changing
for the better.

Strongly
disagree
1 2 3
1 2 3
1 2 3
1 2 3
Strongly
disagree
1 2 3
1 2 3
1 2 3
1 2 3
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DISCIPLINE

62. Disciplineisaserious problemin
thisministry.

63. Poor performance is usually not
tolerated in this ministry.

64. This ministry needs to take more
effective disciplinary action against
poor performance.

CLARITY OF MINISTRY
PROCEDURES

65.1 am clear about this ministry’s
policies and procedures that affect me.

66. | feel thisministry tells me as
much as | would like to know about
its plans & goals.

67. My specific unit or section has
clear goas and plans to meet them.

WORK GROUP RELATIONS

68. Personality conflicts in my work
group interfere with getting the work
done.

69. | get cooperation from peoplein
other parts of this ministry when |
need it.

Strongly
disagree

1 2 3 4 5 6

1 2 3 4 5 6

1 2 3 4 5 6

GOALS,

Strongly
disagree

Strongly
disagree

1 2

7 8
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"~ Agree
7 8 9 10
7 8 9 10
7 8 9 10

POLICIES AND
» Strongly
"~ Agree

Strongly

v

Agree

3 4 5 6 7 8 9 10

9 10 7 8 9 10 7 8



WORK GROUP RELATIONS

Strongly » Strongly
disagree Agree

70. My work group works well
together.

71. If aproblem arisesin my work
group, people are willing to bring it 7 8 9 10 7 8 9 10 7 8
up with our supervisor.

72. Conflicts within thisministry are
typically resolved through discussion 7 8 9 10 7 8 9 10 7 8
and compromise.

73. Conflicts are often left unresolved. 7 8 9 10 7 8 9 10 7 8

74. 1 know who my supervisor is. Yes No

BIOGRAPHICAL INFORMATION

75.Your ageis:
76.You sex is: Mae
Female
77.Your martial statusis: Married
Single
Widowed
Divorced

78. How many years of education have you compl eted?
79. How many years have you worked in the Civil Service?

80. How many years have you worked in your current geographic location?

81. What Governorate are you posted in?

82. What is your job title?

83. How many months ago was your last promotion?

84. What is your monthly net salary
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85. Socio-economic status (see chart for definitions):

Upper middle class

Middle class

lower middle class

skilled working class

semi and unskilled working class
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Appendix 2: Detailed tables of background
variables

Table A3.1.1: Distribution of males and
females of MOH medical staff, unweighted

and weighted
Gender Unweighted | Weighted
N % N %
Male 154 56.2 350 58.5
Female 120 43.8 249 415
Totd 274 100.0 599 100.0

Table A3.1.2: Marital status of MOH medical
staff, unweighted and weighted

Marital Unweighted | Weighted
Status N % N %
Married 227 82.8 509 85.1
Single 47 17.2 89 14.9
Tota 274 100.0 599 100.0

Table A3.1.3: Income of MOH medical staff,

unweighted and weighted
Income Unweighted Weighted
N % N %
0-180JD 11 4.0 17 29

181-360JD | 131 478 | 260 43.4

361-540 JD 99 36.1 | 215 35.9

541-720 ID 29 106 |98 16.4

721-900 JD 4 15 |9 1.5

Tota 274 | 100.0 | 599 100.0
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Table A3.1.4: Education of MOH medical
staff, unweighted and weighted

Years of | Unweighted | Weighted
Education N % N %
0-12 2 7 5 .8
13-16 78 28.5 155 25.9
17-19 150 54.7 309 51.6
20+ 44 16.1 140 21.7
Total 274 100.0 599 100.0
Table A3.1.5: Social status of MOH medical
staff, unweighted and weighted

Socia Status | Unweighted Weighted

N % N %
Upper middle 2 74.8 457 76.3
Lower middle 69 25.2 142 23.7
Total 274 100.0 599 100.0

Table A3.1.6: Yearsin civil service of MOH
medical staff, unweighted and weighted

Years of | Unweighted | Weighted
Civil service N % N %
0-5 93| 339 167 27.8
6-10 72| 26.3 145 24.3
11-15 71| 25.9 189 31.6
16-20 28| 10.2 72 12.0
21-25 10 3.6 26 4.3
Totd 274 | 100.0 599 100.0
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Table A3.1.7: Yearsworked in current
location of MOH medical staff, unweighted

and weighted

Yearsin Unweighted | Weighted

ooion | N | ® [N | %
0-2 years 125 45.6 255 42.7
3-4 years 49 17.9 122 20.4
5-6 years 29 10.6 67 11.2
7-10 years 50 18.2 118 19.6
11-15 years 13 4.7 24 4.0
16-25 years 8 2.9 13 2.1
Totd 274 100.0 599 100.0

Table A3.1.8: Yearssincelast promotion of
MOH medical staff, unweighted and weighted

Years since | Unweighted | Weighted
IparS(’)tmoti on N % N %

0-2 years 64 234 150 25.1
2-4 years 73 26.6 174 29.1
4-8 years 25 9.1 78 13.0
8-12 years 1 4 3 6
Never 111 40.5 193 32.2
Totd 274 100.0 599 100.0

Table A3.1.9: Occupation of MOH medical
staff, unweighted and weighted

Job title Unwei ghted Weighted

N % N %
Physician 155 56.6 352 58.8
Dentist 50 18.2 105 175
Midwife 53 19.3 96 16.1
Nurse 16 5.8 45 7.6
Total 274 | 100.0 599 | 100.0
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Table A3.1.10: Distribution of MOH medical staff by
Governorate, Unweighted and weighted

Governorate Unwel ghted Weighted

N % N %
Amman 80 29.2 256 42.7
Madaba 8 29 8 1.3
Zarga 16 5.8 28 4.6
Baga 21 7.7 47 7.8
Irbid 51 18.6 110 18.3
Ajloun 11 4.0 11 1.8
Jerash 9 3.3 18 3.0
Mafrag 12 4.4 19 31
Karak 25 9.1 41 6.9
Tafileh 9 3.3 18 29
Maan 19 6.9 30 50
Agaba 13 4.7 15 25
Total 274 100.0 599 100.0
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Appendix 3: Crosstabulations of medical
occupations and job satisfaction

The data in Table A3.3.1 show what percentage of the medical occupations was
satisfied or dissatisfied with their jobs.

Table A3.3.1: Job Satisfaction medical occupation: MOH
Job Medical Occupation Total
Satisfaction physician  |dentist midwife nurse countl%

Count|% Count|% Count|% Count|%

very dissatisfied|0 a 0 .0 0 .0 0 .0 0 a
dissatisfied 23 |66 |4 36 |0 .0 6 141 |33 |56
neutral 65 (184 (30 |285 |10 |10.2 |4 7.8 |108 (18.0
satisfied 162 |46.1 |32 (305 (48 (495 |29 |64.3 |271 |45.3
very satisfied |102 |28.8 (39 |37.4 |39 |40.3 |6 13.8 |186 |(31.0
Total 352 |100.0{105 |100.0|96 |[100.0|{45 [100.0{599 |100.0

Approximately 76 percent of all medical staff were very either very satisfied or
satisfied with their jobs while less than six percent were very dissatisfied or
dissatisfied with their jobs. By occupation, midwives were the most satisfied with
their jobs (90% either very satisfied or satisfied with their jobs) followed by nurses

(78%), physicians (75%), and dentists (68%).

The category that showed the most

dissatisfaction with their jobs was nurses (14%) followed by physicians (7%) and
dentists (4%). These differences are statistically significant (3 = 41.3; p = .000).
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Appendix 4: Participation scores by
Governorate and |ncome group

As shown in Table A3.3.1, some | Table A3.3.1: Participation mean scores by
governorates had significantly Governorate, MOH
higher satisfaction with
participation than others. Karak, |Governorate N Mean Sd.
Irbid, and Jerash had the most Deviation
favorable  attitudes  towards |amman 256 |541 |1.55
participation  while  Zarga,
Aqgaba, and Jerash had the least |Madaba 8 |5% |20
favorable attitudes towards |Zarga 28 1480 |162
participation. Irbid  had |Baga 47 591 |2.02
significantly higher scores than ,
Amman (p < 001), Zarga (p < Irbid 110 |6.42 |1.62
.001) and Maan (p = .006). Ajloun 11 554 [1.42
Karak had significantly higher |Jerash 18 |6.24 |2.38
scores than Amman (p < .001) Mafraq 19 557 |1.28
and Zarga (p < .001). None of
the other control variables, such |Karak 4 |664 (191
as gender, marital status, years |Tafileh 18 |559 (134
worked in government, etc., were [\vaan 30 |5.08 [1.43
;?P Slffégﬁrgrl]y related  tojob Aqgaba 15 4.87 |1.68
Tota 599 (570 (1.72

According to the datain Table A3.3.2, the middle-income group (JD 361-540) had the
least favorable attitudes towards the extent of participation with the highest income
group having the most favorable attitudes.

The highest income group had | Table A3.3.2: Mean participation scores by
significantly more favorable income group, MOH

attitudes towards the extent of — 95% Ci

participation than all the other Group N | Mean | 9

income groups (p < .05) except (D) Deviation|| ower |Upper

for the lowest income group.

Smal sample size probably 0-180 17 |5.60 |1.97 460 |6.61

explains the lack of significant |181-360 260 (579 |1.71 5.59 |6.00

differences in attitudes towards |361.540 215552 [1.70  [529 [5.74

gﬁ:jtllc(:)lvp\)/io?nggtr\r,]\/ eeg': Otll]s highest 541-720 98 |5.69 [1.65 536 [6.02
721-900 9 |755 |202 598 |9.13
Totd 599 [5.70 (1.72 556 |5.84




Appendix 5: Crosstabulations between
participation and medical occupation

What percentage of each category of the medical staff was satisfied or dissatisfied
with the extent of participation in decision-making? To answer this question, cross
tabul ations were done between the four groups of medical staff and five categories of
satisfaction. Theresults are shown in Table A3.3.1.

Table A3.3.1: Attitudestowards participation in decision-making by medical
occupation, MOH

Attitudes towards Medical occupation Total
participation physician  |dentist midwife nurse court |%
Count | % Count | % Count |% Count | %

very dissatisfied 21 58 |7 6.7 |4 47 |0 0 32 5.4
dissatisfied 85 240 |22 21.0 |13 137 |11 236 |131 |21.8
neutral 126 |35.7 |30 288 |44 (458 |17 384 |217 |(36.3
satisfied 97 274 |43  |410 |28 29.5 |17 379 |185 (30.9
very satisfied 25 70 |3 25 |6 6.3 |0 0 33 5.6
Totd 352 |100.0(105 |100.0|96 100.0 {45 100.0({599 |100.0

What the datain Table A3.3.3 show is that a nearly equal percentage of medical staff
are either very satisfied or satisfied with the extent of participation in decision-making
(36.5 %), or, were neutral about their attitudes (36.3%). Approximately 27 percent
were very dissatisfied or dissatisfied with their jobs. By occupation, dentists were the
most satisfied with the extent of participation (44% were either very satisfied or
satisfied) followed by nurses (38%) and midwives (36%). The occupation that
showed the most dissatisfaction with the extent of participation was physicians (30%)
followed by dentists (28%) and nurses (24%). These differences are statistically
significant (y* = 22.4; p = .034).
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Appendix 6: Crosstabulations between
mor ale and motivations, and, medical
occupation

Cross tabulations, shown in Table A3.3.1, were done between the four groups of
medical staff and five categories of morale and motivation.

Table A3.3.1: Attitudes towards morale and motivation by medical occupation

Morale and Medical occupation Total
motivation iCi i idwi
physician dentist midwife nurse Count 1%
Count |% Count|% Count | % Count |%
very
unfavorable 2 .6 0 .0 0 .0 0 .0 2 4
unfavorable 32 9.0 13 12.7 |6 5.9 2 34 52 8.7
neutral 118 33.6 |45 435 (30 314 |18 39.6 |212 354
favorable 147 418 (31 29.8 (38 389 |24 53.5 (240 40.1
very favorable |52 149 |15 141 |23 238 |2 35 92 15.3
Totd 352 100.0 [105 ({100.0 |96 100.0 |45 100.0 |599 100.0

The group that had the highest levels of morale and motivation were midwives in that
63 percent had favorable or very favorable attitudes. This was followed by nurses
(57%) and then physicians (56.7%). The group with the most unfavorable attitudes
was dentists at 13%. Dentists also had nearly an equal percentage of neutral attitudes
(43.5%), or, favorable or very favorable attitudes (43.9%). Overal, approximately 55
percent of all medical staff had high levels of morale and motivation compared with
the nine percent that had low morale and motivation. However, none of these
differences were statistically significant (x* = 20.6; p = .057).
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Appendix 7: Crosstabulations between
economic well-being and medical
occupation

Cross tabulations were done between the four groups of medical staff and five
categories of economic well-being in order to assess what percentage of each medical
staff occupation had higher or lower levels of economic well-being. The results are
shown in Table A3.3.1.

Over two and one-half times as many of the medical staff was dissatisfied or very
dissatisfied with their economic well-being as were satisfied or very satisfied with it
(48.2% to 18.8%). Nurses expressed the most dissatisfaction with their economic
well-being (54.1%) followed by physicians (52%) and dentists (51.2%). Dentists,
midwives, and nurses had nearly the same proportion expressing satisfaction at or

near 24.6%. These differences were statistically significant (x* = 69.43, p < .001).

Table A3.3.1: Attitudestowards economic well-being by occupation

_ Occupation Total
\?vcelo:]ct;glrfg physician dentist midwife nurse Count 1%
Count (% [Count (% Count |% Count |%
very dissatisfied |67 19.1 |34 325 (14 145 |3 7.3 118 19.8
dissatisfied 116 32.9 |20 187 |13 134 |21 46.8 |170 284
neutral 117 |33.3 |25 242 |46 476 |10 213 (198 [33.1
satisfied 34 9.7 |24 233 |13 136 |11 246 |83 13.9
very satisfied 17 49 |1 13 10 109 |0 0 29 4.9
Total 352 [0 105 (1000 [96 (1000 [45  [1000 |509 |1000
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Appendix 8: Crosstabulations between
supervision and medical occupation

Cross tabulations were done between the four groups of medical staff and five
categories of supervision with the results shown in Table A3.3.1. Oveadl,
approximately 55 percent of the medical staff was satisfied or very satisfied with their
supervision while just under 15 percent were dissatisfied or very dissatisfied with it.
Midwives expressed the most satisfaction with their supervision (54 percent were
either satisfied or very satisfied) while physicians, dentists and nurses had nearly the
same score ranging from 52.9% - 54%. Dentists had the highest proportion
expressing dissatisfaction at approximately 21 percent. These differences were
statistically significant (3 = 37.6, p = .001).

Table A3.3.1: Attitudes towards supervision by medical occupation

Occupation Total
Supervision physician dentist midwife nurse Count 19

Count |% |[Count |% Count (% Count (%
very dissatisfied |12 33 |3 31 0 .0 0 .0 15 25
dissatisfied 47 13.5 |19 178 |6 6.0 0 .0 72 12.0
neutral 107 304 (26 25.0 |29 306 |21 469 |184 30.7
satisfied 131 37.2 (31 29.8 |45 466 |21 457 228 38.1
very satisfied 55 15.7 |25 242 |16 16.8 |3 7.4 100 16.8
Totd 352 éoo. 105 |1000 |96  |1000 |45  |1000 |599 |100.0
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Appendix 9: Crosstabulations between staff
development and skill use and medical
occupation

Cross tabulations were done between the four groups of medical occupations and the
five categories of satisfaction with staff development and skill utilization and is
shown in Table A3.3.1. According to the data, approximately 50 percent of the
medical staff was satisfied or very satisfied with the extent of staff development and
skill use with 8.9 percent being very dissatisfied or dissatisfied. As an occupational
group, physicians expressed the most satisfaction with staff development and skill use
(52.5 percent were either very satisfied or satisfied) while midwives and dentists had
nearly equal percentages (51.7% and 51.5% respectively). Midwives had the highest
proportion expressing dissatisfaction at approximately 17 percent. These differences
were statistically significant (x* = 30.43, p = .002).

Table A3.3.1; Attitudes towar ds staff development and skill use by medical

occupation
Staff Occupational Group Total
gne‘éesl‘zfl)mjesr: physician dentist midwife nurse court 1%
Count (% Count (% Count |% Count |%

very dissatisfied |1 2 |0 0 0 0 0 0 1 1
dissatisfied 25 72 |6 5.8 16 169 |5 109 |53 8.8
neutral 141  |40.1 |45 428 |30 314 |29 63.2 |245 |40.9
satisfied 141 |40.0 |46 443 |33 344 |8 18.7 |229 |38.2
very satisfied 44 125 (8 7.2 17 173 |3 7.1 71 11.9
Tota 352 [{100.0{105 (100.0 (96 100.0 |45 100.0 |599 |100.0
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Appendix 10: Crosstabulations between
organizational climate and medical
occupation

Cross tabulations between the four groups of medical occupations and the five
categories of satisfaction with organizational climate and is shown in Table A3.3.1.

Table 3.3.1: Attitudestowards Organizational Climate by medical occupation

Occupation Total
Organizational — ; —
dimate physician dentist midwife nurse Count 19
Count (%  |Count |% Count |% Count |%
very dissatisfied |42 12.0 |27 256 |9 9.0 0 .0 78 13.0
dissatisfied 73 20.8 (14 136 (11 112 |11 245 (109 183
neutral 101 (286 (21 |202 |32 [328 |21  |464 |175 |29.2
satisfied 87 24.7 |22 208 |23 242 |3 6.1 135 22.5
very satisfied 49 139 |21 198 |22 228 |10 230 (102 |17.0
Totd 352 100.0{105 |100.0 (96 100.0 (45 100.0 |599 100.0

Nearly 40 percent of all medical staff are satisfied or very satisfied with the
Organizational Climate while approximately 31 percent are very dissatisfied or
dissatisfied. The occupational group that has the highest satisfaction with
Organizational Climate is the midwives with 47 percent being very satisfied or
satisfied followed by dentists at just under 40.6 percent. While the dentists are the
second most satisfied group, they aso have the largest proportions that are very
dissatisfied or dissatisfied at 39.2 percent. This is because they have the smallest
percentage that is neutral towards organizational climate. Physicians follow with
nearly 33 percent being very dissatisfied or dissatisfied with the organizationa
climate. These differences were statistically significant (y° = 45.57, p < .001).
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Appendix 11: Crosstabulations between
appointments, promotions and transfers
and medical occupation

Cross tabulations between the four groups of medical occupations and the five
categories of satisfaction with appointments, promotions and transfers is shown in
Table A3.3.1. Approximately 30 percent of al medical staff was found to be satisfied
or very satisfied with the appointments, promotions and transfers while approximately
28 percent were very dissatisfied or dissatisfied.

Table A3.3.1: Attitudes towar ds appointments, promotions, and transfers by
medical occupation

Appointments,  |19b title grouped Total
g;?jr?roa;[rllcs)fnesr's physician dentist midwife nurse count 1%
Count (% Count | % Count |% Count |%

very dissatisfied |4 1.1 |6 57 |4 40 |0 0 13 2.3
dissatisfied 73 206 (26 |251 |21 218 |21 454 (140 |234
neutral 173 |49.0 |43 |40.7 |30 311 (19 412 |264 |44.1
satisfied 81 229 (26 (247 |26 271 |6 134 |139 (232
very satisfied 23 6.4 |4 38 |15 16.0 |O 0 42 7.0
Totd 352 [100.0(105 |(100.0 |96 100.0 |45 100.0 |599 [100.0

The occupational group that has the highest satisfaction is the midwives with 43.1
percent being very satisfied or satisfied followed by physicians at approximately 29
percent. Nurses have the largest proportion that is very dissatisfied or dissatisfied at
45.4 percent. Dentists follow with nearly 31 percent being very dissatisfied or
dissatisfied with the appointments, promotions and transfers. These differences were
statistically significant (3> = 44.51, p < .001).
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Appendix 12: Crosstabulations between
policies, goals and procedures and medical
occupation

Cross tabulations were done between the four groups of medical occupations and the
five levels of satisfaction with policies, goals and procedures with the results shown in
Table A3.3.1.

Table A3.3.1: Attitudestowards clarity of policies, goals, and procedures by

occupation
o Medical occupation Total
Godls, policies — ; —
& procedures physician dentist midwife nurse Cournt |9
0
Count {% |Count (% Count |% Count |%

very dissatisfied |53 151 (17 158 |9 9.1 3 7.1 82 13.7

dissatisfied 82 232 |22 208 |10 10.3 |13 293 (127 |21.2

neutral 109 30.9 (37 354 |39 40.7 |17 36.9 |202 (337
satisfied 89 252 |23 223 |32 336 (11 233 |155 (259
very satisfied (20 56 |6 58 6 6.2 2 35 33 5.6
Total 352 100.0{105 |100.0 (96 100.0 |45 100.0 |599 [100.0

Overdl, a larger percentage (34.4%) is dissatisfied with the policies, goas, and
procedures than are satisfied (31.5%). As with most of the other QWL variables
examined thus far, midwives have the largest share (39.8%) expressing satisfaction.
Physicians as a group express the greatest dissatisfaction with policies, goals, and
procedures (38.3%), followed by dentists and nurses who each have approximately
36.5 percent. These differences were not statistically significant (y° = 16.47, p =
171).
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Appendix 13: Crosstabulations between
work group relations and medical
occupation

Cross tabulations between the four groups of medical occupations and the five
categories of satisfaction with work group relations are shown in Table A3.3.1 below.
Thirty percent of the medical staff expresses dissatisfaction with work group relations
while approximately 23 percent express satisfaction. There is no person who is “very
satisfied.”

Table A3.3.1: Attitudes towardswork group relations by medical occupation

Work group |10 title grouped Total
relations physician  |dentist midwife nurse court |%
Count |% |Count |% Count |% Count |%

very dissatisfied|8 22 |3 31 |4 43 |0 .0 15 25
dissatisfied 97 274 |44 419 |12 126 |12 270 (165 |275
neutral 162 |46.1 |41 39.2 |57 59.0 |23 514 (284 |47.4
satisfied 85 24.3 |17 158 |23 24.1 |10 217 (135 |226
Totd 352 |100.0{105 |100.0 (96 100.0 |45 100.0 |599 [100.0

Within occupational groups the expressed satisfaction, physicians and midwives are
nearly identical at just over 24 percent. The occupational group that is most
dissatisfied with work group relations is the dentists at 45 percent followed by
physicians (29.6%) and nurses (27%). These differences are statistically significant
(% = 25.14, p = .003).
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Appendix 14: Crosstabulations between
centralized decision-making and medical
occupation

Cross tabulations were done between the four occupational groups and the five
categories of centralization with the results shown in Table A3.3.1. The largest
percentage of medica staff (49%) were neutra regarding the extent to which
decision-making is centralized or decentralized. On the other hand, more respondents
disagreed (30.3%) than agreed (20.7%) that decision-making is decentralized. By
specific occupation, midwives had that largest percentage (36.8%) that felt decision-
making is more centralized followed by dentists at 31.7 percent. The occupational
group that had the largest percent agreeing that decision-making was more
decentralized was nurses at 30.7 percent. These differences are statisticaly
significant (2 = 24.89, p = .015).

Table A3.3.1: Agreement that decision-making is decentralized by medical

occupation

Occupation Total
Decision-making — , —
is decentralized physician dentist midwife nurse Count 1%

Count (% Count | % Count |% Count |%
strongly disagree |30 86 |8 8.0 6 59 0 .0 44 7.4
disagree 76 21.7 |25 23.7 |30 309 |6 129 |137 |229
neutral 175 49.7 |51 488 (41 429 (26 56.4 (293 |49.0
agree 70 19.9 |19 183 |17 176 |12 272 (119 |19.8
strongly agree |0 .0 1 13 3 2.8 2 35 6 9
Tota 352 100.0{105 |100.0 |96 100.0 |45 100.0 |599 |100.0
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Appendix 15: Crosstabulations between
performance and discipline and medical
occupation

Cross tabulations of the percentage of each medical occupational group that feel there
isadiscipline and performance problem is shown in Table A3.3.1.

Table A3.3.1: Agreement that weak performance and need for corrective action is
not a problem by medical occupation

Weak performance Occupation Tota
not a problem physician  |dentist midwife nurse Court 9
Count (% Count (% Count (% Count |%

strongly disagree 38 10.7 |16 14.8 |10 10.7 |6 141 |70 11.7
disagree 112 (319 |24 23.0 |39 40.6 |14 29.8 |189 [31.6
neutral 143 |40.5 |50 47.7 |34 35.6 |18 40.7 |245 |41.0
agree 59 16.9 (15 144 |9 9.1 |7 154 |90 15.1
strongly agree 0 .0 0 .0 4 39 |0 .0 4 .6
Tota 352 |100.0 (105 |100.0 (96 100.0 |45 100.0 {599 |100.0

The largest share of MOH officials (43.3%) disagree that weak performance and need
for corrective action is not a problem; that is, they fed that performance needs to
improve and more effective corrective action needs to be taken. Forty one percent
feel neutral about this and less than 16 percent fedl it is not a problem. Over 51
percent of the midwives (the largest of the occupationa groups) fedl that performance
needs to improve and more effective corrective action needs to be take, followed by
nurses (43.9%). Approximately 17 percent of physicians (the largest group) feel that
weak performance is not a problem. These differences are statistically significant (32
=32.21, p=.001).
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