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ABSTRACT

This thesis presents health care organizations as heterogenic and highly complex in
nature with particular normative structures underpinning their formal rational structures. |t
seeks to explore the evolution of organization structure as applied to a medical
corporation in Qatar and to examine the nature of organizational culture and

multiprofessional cohesiveness. In doing so it assesses a range of models on
organizational design and change.

The three hospitals that compose the corporation are investigated through triangulated
Interpretative qualitative and quantitative methodologies and the application of the
Competing Values Framework. The comprehensive approach of the investigation
resulted in a series of conclusions on the evolution of hospital organizational structures,
the link between life cycle and structure, forms of organizing health services,
characertistics of professional structures, the nature and success of change management
strategies, coordination mechanisms, organizational and professional cultures, and health
service, organizational and team effectiveness assessment.

Findings demonstrated that autonomous and sometimes conflicting professions worked in
harmony and cohesiveness as a consequence of shared core values and the human
relations focus of health organizations. In examining organizational design it showed that
coordination mechanisms were preferred to integration mechanisms with the former
playing an important role in conflict resolution and human relations. Finally, findings
indicated that when organizational design has shortcomings, the organization substitutes
through other mechanisms.
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CHAPTER 1 INTRODUCTION

1.1 Introduction

This study explores the characteristics and evolution of organization structure in a medical
corporation composed of three hospitals by assessing a range of models of organizational
design and change. It also examines the sociological context of health organization by
exploring the nature of organizational culture and multiprofessional cohesiveness. Finally,

it assesses organization effectiveness by assessing health service effectiveness,

organizational effectiveness and team effectiveness.

A specific feature in this study lies in its theoretical and methodological eclecticism and its
location. The study moves across schools of thought on organization in order to best
understand the nature of the organizations under study. In order to achieve
methodological eclecticism within the interpretative paradigm it uses a planned
triangulation of qualitative and quantitative research methods. The selected perspectives
and combination of structure, culture, change, and effectiveness studies to explore health
settings result in worthwhile findings. Additionally, this study is the only one of its kind set

in Qatar. It sheds light on how there are more similarities than differences across national

boundaries.

1.2 The relevance of research into organizational structure, change, culture and

effectiveness in hospital settings

The objectives of this study are to explore the evolution of organization structures as
applied to a medical corporation in Qatar (by assessing a range of models of
organizational design and change), to examine the nature of organizational culture and

multi-professional cohesiveness, and to assess organizational effectiveness.

Three principal propositions will be addressed and tested:

1. Health professionals are inherently individualistic, specialist in character, enjoying

autonomy yet when brought together in a hospital setting work within a generic and

systematic framework.
2 An organization structure, which focuses on integration and coordination, will promote

harmony and effectiveness in highly complex settings.
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3. An effectively designed organization structure is one that is supported by proper
processes and systems.

Research questions were broken down by section. Some questions asked by the
researcher when exploring culture are:

1. What are the differences between the general characteristics and values of the

different organizational members and the differences between general characteristics

and values of organizational members and the organization itself?

2. Where there are differences, how are these handled by organizational members? Are

there conflicts due to differences in values and culture?

3. In which ways, if any, does national culture affect organizational culture and structure?

4. In which ways, in any, does culture affect organizational effectiveness?

Some research questions used to explore the evolution of organizational structure and

organizational design are:

9. What are the characteristics of the past structures and those of the developing one?
What characteristics are specific to hospital settings?

Does the present organizational structure contribute to individual/group/organizational

effectiveness”?
8. Which organizational design and configuration best fit the internal and external

characteristics of the organization?

0. What constitutes an effectively designed organization?

Some research guestions used to explore change are:

10. What are the mechanisms through which change has taken place in the organization?

11. How successful or unsuccessful have change processes been?

12. What are the building blocks for successful change management in health settings?

Some of the research questions used to explore organizational and team effectiveness

dlre.

13 What are the different approaches to assessing organizational effectivenesss?

14. Which organizational assessment approaches are generally used in health settings?

15 How can effectiveness be measured and what does this measure say about the

organization under study?
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16. What are the types and structural/process characteristics of the developing teams?
17. How effective are these teams?

18. What elements contribute to team effectiveness?

1.3 Outline of the thesis

In addition to this chapter there are nine more chapters in this study. Chapters Two to
Four, which constitute Part One, cover theoretical material. Part Two; Chapter Five
describes the methodology used. Chapters Six through Nine, which constitute Part Three,

describe and analyse the findings. Finally, chapter Ten concludes by summarizing and

drawing the main findings together.

Chapter Two explores theories of organization, organizational structure and change. The
first section of this chapter sets the ground and theoretical boundaries of this study. The
second section explores hospital characteristics, the difficulties in achieving the proper
balance between integration and differentiation and compares different models of medical
structures from the US and British NHS experiences on a differentiation-integration
continuum. The third section explores change management theory, approaches and

models.

Chapter Three explores some of the theoretical material on organization and team

effectiveness. The first section explores the different organizational assessments
approaches and focuses on the Competing Values approach. It also explores the
difficulties in assessing organizational effectiveness in public health services from the U.S
and British NHS experiences. The second section explores literature on team types,

designs and evaluation methods. It also discusses some factors that may affect group

effectiveness.

Chapter Four explores organizational, professional and national culture. The first section

explores definitions, perspectives of organizational culture. It also addresses cultural
strength studies. The second section explores professional culture, the classification of

health professions and interprofessional relations. The final section explores national

culture by studying research on national culture and research on the attributes of Arab

management culture.

Chapter _Five describes the research philosophy and methodologies of this study. The
frot section discusses methodological eclecticism within the interpretative paradigm. The
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second section describes the questionnaires, interviews and documents collection
methodologies.

Chapter Six explores the evolution of hospital organizational structure and change
management by exploring the development of Hamad Medical Corporation’s (HMC)
structure from 1979 to 1999. Chapter Seven explores findings on organizational design
by studying organizational structure and processes. Chapter Eight explores HMC'’s
organizational culture by studying the homogeneity of core values, professional culture
and national culture. Chapter Nine explores overall organizational effectiveness using the
Competing Values framework and team effectiveness by exploring team functioning and
performance.  Finally, Chapter Ten concludes the study by summarizing the main
findings, addressing the original propositions, and putting recommendations for further

studies on this subject.
1.4 Research methods and concepts

Rooted in interpretative theory building, this study is inductive in that the researcher
becomes involved Iin the events studied by attempting to observe from the perspective of
the organization member’s experience of the area of study. It attempts to overcome some
of the positivist critiques of case study methodologies by adopting suggested methods for
developing testable hypotheses and theory from case study research. Finally, in order to
achieve methodological eclecticism within the interpretative paradigm this research uses

planned triangulation of qualitative and quantitative research methods.

Combinations of qualitative and quantitative methods are used for investigation. Two

highly framed questionnaires were distributed. The first explored effectiveness,

organization structure, change and culture and was distributed to 300 individuals of whom
171 responded. The second explored committees and teams effectiveness and was
~distributed to 100 organizational members of whom 70 responded. A total of 114

interviews were conducted which covered organizational structure, structural changes ana

interprofessional relations. Extensive documents collection was also undertaken.

Questionnaires were analysed with the help of a statistical software, interviews were
coded then quantified so as to identify the most common responses and relevant
documents were summarized. Quotes from interviews and documents were used to
ilustrate and explain findings. There were very few variations between the qualitative and

quantitative findings. Nonetheless, where there were contradictory findings, these were

expressed and an explanation sought.
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CHAPTER 2 THEORIES OF ORGANIZATION, ORGANIZATIONAL STRUCTURE AND
CHANGE

2.1 Introduction

This chapter commences by introducing and comparing the various schools of thought in
organization theory. By exploring different perspectives and theories, the first section sets
the ground and boundaries of the study. The second section explores designing hospital
structures by first identifying the specific hospital characteristics that influence
organizational design, then discussing the difficulties of coordination. It thereafter reviews
ana compares different models of medical structures from the US and British NHS
experiences. These two have been selected seeing that the Qatari system largely follows
the structures prevelant in the U.S. and the British system has undergone similar changes

to those undergone by the Qatari system.

The third section explores some theoretical material and research on change
management and structural change. After identifying some of the difficulties of managing
change and reviewing the theoretical foundations underpinning change management,
some approaches to change and methods of intervention are analysed. Finally, the

nature and methods of achieving structural change are studied.

2.2 Theories of organization

2.2.1 Introduction

There are many different classifications or groupings of organization theories, for, as
theories emerged, some were accumulative and complementary, while others were
contradictory and in disagreement with previous schools of thought (Bolman and Deal,
1984: Hatch, 1997). Ott and Sheritz’'s (1991) grouping of the different organization

theories into eight schools has been selected for this stuay for its completeness and

holistic approach to the development of different organization perspectives, an aspect

found particularly important when studying the application of organization theory in health

care settings.
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2.2.2 Classification of theories of organization

Table 2.1 Development of Theories of Organization, outlines the major elements of each

of the eight perspectives'. It presents each school’s representative theorists, its view of
organization, its research methods and results. There is no distinct end or beginning to

one school; they all melt into each other, build on or deconstruct each other.

It is interesting to observe how the theorists’ view of the organization has evolved
throughout the various schools of thought. The Classic School viewed the organization as
rational, mechanic and goal oriented. Two main streams of classical theories developed:; a
sociological (Marx, 1867, Weber, 1946; Durkheim, 1893) and a classical management
(Taylor, 1916; Fayol, 1916, Barnard. 1938) theory stream. The Neoclassic School, by
realizing that organizations are also social systems with non-rational elements. criticized
the classic pioneers for their narrow vision and paved the ground for the Organizational

Behaviour/Human Resources, ‘Modern’ Structural, and Systems/Contingency Schools.

Although the three schools view organizations as rational and utilitarian each had its
distinct contribution to organization theory. The Organizational Behaviour/Human
Resources School viewed the organization as being in co-dependent relation with
employees. Common themes of the organizational behaviour theorists are motivation,
group and individual relations, leadership, the person-organization interface, power and
dependence and organizational change (Ott, 1989). The ‘Modern’ Structural School saw
the organization as being in constant struggle between differentiation and integration

whereby most organizational problems result from structural flaws and can be solved by

changing the structure.

The Systems/Contingency and Population Ecology Schools of thought described
organizations as complex organic systems that are in continuous interaction with therr
environments and to which contingent approaches were needed. The Population Ecology
school of thought drew on Darwinian theories of evolution concerning themselves with the

formation, adaptation, competition, selection and survival or death of organizations

(Hannan and Freeman, 1977).

' See Annex 1 for a detailed study of the different perspectives.
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Table 2.1 Development of theories of organization

School | Classical Neoclassical _ OB/Human Resources ‘Modern’ Structural Systems/Contingency Multiple Contingency/ Power and Politics Culture/Symbolism
Market Organization .
Representative | Marx (1867) Simon (1946,1960) Munsterberg(1913,1922) Burns & Stalker (1961) Katz & Kahn (1966) Cyert & March (1963) Baldridge (1971) Weick (1979)
Theorists | Durkheim (1893) Parsons (1956) Mayo Team (1933) Blau & Scott (1962) Thompson (1967) Connolly,Conlon&Deutch Pfeffer (1978,1981) Berger&Luckman(1967)
Taylor (1916) March&Simon(1957) Maslow (1943) Walker&Lorsch(1968) Galbraith (1973b) (1980) Kanter (1979) Pondy & al. (1983)
Fayol (1916) Cyert & March (1963) McGregor (1957) Thompson (1967) Hannan&Freeman(1977) Keeley (1983) Allan&Porter(1983) Schein (1985)
Weber (1946) Selznick (1948) McClelland (1966) Mintzberg (1979) | Jensen & Meckling(1976) Mintzberg (1983) Sergiovanni&Corbolly
Barnard (1938) Argyris (1970) Jaques (1990) | Day & Day (1977) (1984)
| Sathe (1985)
Kilmann & al. (1985)
View of | Rational. Rational utilitarian. Rational utilitarian. Rational utilitarian. Rational utilitarian. Non rational. Non rational. Non rational.
Organization | Mechanic. With non rational In co-dependent relationship | Struggles between Complex organic Legal entity. Political institution. Made up of human
Goal oriented. elements. with employees. differentiation and systems. Market of coalitions with Market of coalitions with | assumptions and
Social System. iIntegration. Contingent approaches negotiated order. negotiated order. values.
: are needed.

Methods | Observation. Empirically derived Empirically derived Empirically derived Quantitative analytical. Perceptual Studies. Perceptual studies. Perceptual studies.
Historical Analysis. observations. observations. observations. Logical-positivist (cause- | Qualitative Studies Observation/participant Observation/particip:
Intellectual/Personal Normative/Prescriptive Objective, quasi- effect). observations. observations.
Reflections. assumptions. experimental. Objective, quasi- Qualitative Studies. Qualitative Studies.

esperimental.

Results | Theoretical Critiques of classicals. Humanistic/Optimistic Typologies. Systems theories. Normative perceptual Normative theories of Narratives and case
frameworks. Human, political and organizational assumptions | Theoretical frameworks | Contingency theories. analysis. power and influence. studies.
Management social issues in and theories. around differentiation Population ecology views.
principles for organizations raised. and Comparative studies.
practice. Integration. Statistical analysis.

Adapted from: Ott and Shefritz (1991)
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It was the Multiple Constituencies/Market Organization School that first described the
organization as essentially non-rational; a view that was later adopted by the Power and
Politics and the Culture/Symbolism Schools. This perspective described the organization

as a legal entity, a market of coalitions with negotiated order.

T'he Power and Politics School further pursued this view by adding that the organization is
mostly a political institution. They realised that power is a structural fact, that
specialization and division of labour create small, interdependent units with varying
degrees of importance in the organization (Pfeffer, 1981; Kanter, 1979; Mintzberg, 1983).
Since organizational resources are limited, conflict is inevitable, making influence, power,
and politics the means in competition to achieve dominance (Baldrige, 1971). Competing
organizational coalitions form around professions with the competition not always

revolving around organizational goals emphasizing the non-rational nature of

organizations.

The last school, the Culture/Symbolism School, considered the organization as being
made up of human assumptions and values. Researchers under the symbolic frame
argued that realities are social constructs and hence, in organizations, meaning and thus

realities are established by organizational members (Weick, 1979; Berger and Luckman,
1967; Pondy et al., 1983).

Table 2.1 also permits an exploration of the shift in research methods throughout the
schools and the consequent shift in type of results obtained. The Classic School relied on
observation, historical analysis and intellectual reflections. The results were theoretical
frameworks, and general management principles. The Neoclassic School introduced
empiricism into the observation and as a result were able to critique and point to
weaknesses of the intellectually derived classical theories. The normative/prescriptive
assumptions that underlined the empirical observations of the Organizational

Behaviour/Human Resources School resulted in humanistic and optimistic organizational

assumptions and theories.

The ‘Modern’ Structural School relied on empirical, objective, quasi-experimental
methods. Its output is mostly typologies and theoretical frameworks around differentiation
and integration. The Systems/Contingency School relied too on objective, quasi-
experimental methods and quantitative analysis but they introduced a new concept, the
logical-positivist approach, into organization research. The results of this school are

mostly comparative and statistical studies as well as systems and contingency theories.
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The Multiple Constituencies/Market Organization School and the Power and Politics
School are similar in their research methods. They both relied on perceptual and
qualitative studies, which resulted in normative theories and perceptual analysis. The
Culture/Symbolism School also relied on perceptual and qualitative methods, however,
because of its less normative approach and its belief that the organization is made up of

human assumptions and values, the results of this group are mostly narratives and case
studies.

2.2.3 Conclusion on theories of organization

Under the umbrella of the classical school’s rational, mechanistic and goal-oriented view
of the organization and the neoclassical school’s critique of this narrow vision, this study
draws on various perspectives. Studies from the organizational behaviour perspective are
used to understand group and inter-group relations and approaches to organizational
change. Approaches to change such as action research, Lewin’'s three-step model,
phases of planned change, and models of change are explored in this study (Argyris,
1970: Burnes, 1992: Lewin, 1958; Bullock and Batten, 1985; Joss and Kogan, 1985).

The study of organizational structure is rooted in the ‘modern’ structural and systems,
contingency and population ecology perspectives. The different organizational structures
applied in hospital structures ranging from Burns and Stalker's (1961) theory of
mechanistic and organic organizations, through Minztberg’s (1979) models of
organizations to the resurgence of the bureaucratic form (Weber, 1946; Jaques, 1990),
are described. The struggle with differentiation and integration between organizational
units and the acute problems of coordination in hospital settings is explored using modern
structural theories and systems theories (Haimann and Scott, 1974, Thompson, 1967
Lawrence and Lorsch, 1967 Galbraith, 1973b). Theories from the population ecology

perspectives are used to explore the evolutionary change of hospital structures (Hannan

and Freeman. 1977; Van de Ven and Poole, 1992).

The study of organizational effectiveness using the application of the competing values
mode! (Quinn and Rohrbaugh, 1981 and 1983; Cyert and March, 1963; Keeley, 1983) has
ts roots in the multiple constituencies’ perspective. Power and politics theories are found
to be important in furthering the understanding of hospital structure and culture. The

peculiarities of health settings with their multiple professional cultures and structures
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require the maintenance of a delicate balance of power between the different coalitions in

hospital organizations (Georgopolous and Mann, 1962; Pfeffer, 1978).

Finally, the organizational culture and symbolic management perspectives have been
used to study professional, organizational and national culture. Professional culture is
explored through early studies on socialization of professions (Flexner, 1915; Carr-
Saunders and Wilson, 1933; Millerson, 1964 Moore, 1970) and more recent health
professions characterizations (Etzioni, 1969; Forsyth and Danisiewicz, 1985; Freidson,
1970a, 1970b). Organizational culture is explored through the differentationist
perspectives (Schein, 1985; Gregory, 1983; Smirchich, 1983; Mogan et al., 1983
Anthony, 1994; Meek, 1988) as well as the integrationist perspectives (Hatch, 1997: Deal
and Kennedy, 1982; Kotter and Heskett, 1992; Denison, 1990). Finally, national culture is
explored in general (Hofstede, 1980) and more specifically through studies on Arab
management culture (Hickson and Pugh, 1995; Al-Faleh, 1987; Attiya, 1992; Muna,

1980).

2.3 Designing hospital structures

2.3.1 Introduction

Having noted the different theories of organization, this section explores the designing of
hospital structures. It commences by identifying the specific hospital characteristics that

Influence organizational design. It then explores the difficulties of coordination, achieving

the proper balance between differentiation and integration, in hospital settings. Finally,
different models of medical structure from the US and British NHS experiences that are

found relevant to this study will be studied and compared.

2.3.2 Hospital characteristics

Before exploring the designing of hospital structures it is important to identify their specific
characteristics and elements as these highly influence organizational design.
Georgopolous and Mann (1962) identified seven characteristics of hospitals: (a) a reliance
on extensive division of labour, (b) a high interdependence of services, (c) a human
system which relies on formal procedures and policies and structures making it a highly

formal. quasi bureaucratic organization, (d) a high degree of specialization and

differentiation together with the need to coordinate skills and tasks make organizational
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coordination important, (e) the normative structure formed by professional values that
underpins the formal rational structure helps in integration and coordination of activities, (f)
a structure with no single line of authority in which administrative authority follows a formal
hierarchy and the medical staff are outside the administrative line of authority, and (g) the

multiple lines of authority require the maintenance of a delicate balance of power in
hospital organizations.

In another study, Goergopolous (1972) notes that the original main objective of a general
hospital is to render personalized and professional treatment to patients, and the
unpredictable and sometimes urgent nature of work has lead to a conflict between actions
that are individualized and personalized and generally applied organizational rules and

standards, a conflict between decisions based on expert knowledge and organizational

authority, and a management by crisis situation.

Another contradiction in the health setting noticed by Georgopolous (1972) is the need for
clarity of accountability and low tolerance for ambiguity/errors contrasted with the
professional’s preference for work autonomy. This creates a system where effectiveness
depends upon the technical and social systems and where coordination of these two
elements and the coexistence of multiple authority lines, is vital and difficult. Finally, he
notes that it is important in this setting to have mutual understanding among the

organization members about one another’s roles, work problems, and needs.
2.3.3 The problem of coordination

Achieving effective coordination, the proper balance between differentiation ana
integration for harmonious functioning with minimum frictions, is particularly difficult
because these two are generally viewed as different poles, and because of the high
complexity of hospitals (Georgopolous and Mann, 1962; Haimann and Scott, 1974;
Thompson, 1967; Lawrence and Lorsch, 1967a; Galbraith, 1973a). Various coordination
mechanisms have been proposed by researchers on this subject and a contingent
approach in selection of the appropriate mechanism for the particular organizational

setting, system and environment has been recommended (Thompson, 1967; Lawrence

and Lorsch, 1967b; Galbraith, 1973a).

March and Simon (1958a) noted that coordination may be achieved via programming of

activities and continuous feedback. Litterer (1965) indicated that three coordination

mechanisms were available for managers; using the organizational hierarchy, using the
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organization’s administrative systems and procedures, or relying on voluntary coordination
activities by organizational members. Likert (1967) recommended the use of linking pins,

people with membership in two groups in the organization.

Thompson (1967) noted that the mechanisms selected would have to depend on the type
of task interdependence; whether tasks were pooled (Independent but located in the same
area), sequential (where they must be ordered in a particular sequence to produce the
end result), or reciprocal (where tasks are cyclical and require feedback). He also
recommends, for most cost effectiveness, to structure subunits so that activities within that

subunit are as homogeneous as possible, thus avoiding costly and complicated
Interdepartmental coordination.

Lawrence and Lorsch (1967a) suggested a direct link between proper integration and
effectiveness and recommended the use of task forces, teams, project offices and
Integrators to achieve coordination. Galbraith (1973b) considers organizations as
information processing networks, where the critical tasks are information processing and
decision-making. Thus, the main objective of the organization design is to ensure the
efficient flow of information to decision-makers. Increased uncertainty results in an
Increased need for information by decision-makers and two scenarios are available to
handle the increased amount of information need. First, decreasing the information needs
of the organization via proper forward planning or decreasing the expected level of
performance and making the organization output-oriented. Second, increasing the
organization’s information-processing capacity via improved vertical information systems
or lateral relations between departments. Mechanisms for improving lateral relations
noted are: promoting direct contact between managers, liaison roles, task forces,
integrating roles, managerial roles, or matrix structure. Galbraith (1973a, 1977) in another
study distinguished five approaches to coordination; hierarchy of authority, rules ana

regulations, planning and goal —setting, vertical information systems, and lateral relations.

Van de Ven et al. (1976) noted that coordination had to be achieved through impersonal
activities (standardization efforts), personal activities, and group activities. Huse (1980)
identified four mechanisms for coordination: programming, planning, customs and
feedback. Mintzberg (1983) noted that mutual adjustment, direct supervision,
standardization of work processes, standardization of outputs, and standardization of

worker skills helped in coordination of activities. Other mentioned integrating mechanisms

include collegial participatory decision-making structure, committees, quality circles and

quality improvement teams (Long and Longest, 1996).
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2.3.4 Models of medical staff organization

A brief review of the different models proposed by various researchers as being applicable
to health settings is conducted. It is then followed by a discussion of studies specific to the

British NHS organization structures that have been found quite analogous to those
adapted in Qatar.

One of the earliest studies is that of Burns and Stalker (1961b), who distinguished
between two types of organizational forms: mechanistic form and organic form. The
mechanistic form is most suitable in organizations that are in stable environments and
resembles the traditional bureaucratic form. As for the organic form, it may be found in

unstable environments and its emphasis is on the application of specialized knowledge.

Scott (1987) identified three distinctive types of organizational forms that have evolved in
health settings to support the autonomy of health professionals: the autonomous.
heterogeneous and conjoint organization. In the autonomous professional organization
there are clear and distinct separate lines of authority, control mechanisms and
administrative structures for the professional staff and administrative staff. The
heterogeneous professional organization is one in which the professional staff are
subordinate to an administrative structure and are accountable to the organization.
Finally, the conjoint professional organization is one in which the professional and
administrative staffs are roughly equal in power and influence. Scott (1987) notes that

matrix and parallel structures are variants of this form.

In another study Shortell (1982) describes the traditional functional organization with dual
hierarchy which exists In many hospitals as incompletely designed, with the non-medical
staff organized along functional lines and the medical staff around divisional lines.
Nonetheless, he notes that because of the incomplete form of these divisions (no clinical
or administrative support), the dual or even triad hierarchy of authority in hospitals that

was first observed by Smith (1776) developed in order to balance the sharing of power.

Shortell (1982) then proposes three alternative models of medical staff organization that
are comparable to Scott’s (1987) organizational forms; the independent-corporate model,
the divisional model, and the parallel model. In the independent-corporate model, the
medical staffs are completely and legally independent of the functional organization with
which they have a contractual relationship. Although the advantage of this model to the

medical staff is considerable autonomy, there are difficulties in forming such a group.
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Other disadvantages are the difficulties of coordination, and the reduction of the ability to
respond to changes rapidly.

The divisional model is one in which the medical staffs are organized in medical divisions
and the division heads have the functional support to conduct their tasks. The hospital
becomes a totally integrated caring organization where vice-presidents for finance,
planning etc... have staff duties and coordinate with the divisions’ managers. Shortell
(1982) equates this model to Scott’'s conjoint organizational form. Cross-divisional teams
or committees for organizational wide issues can support this structure. The medical staff
would enjoy more authority and control in the divisional model but have to learn new
management skills. As for the hospital, it gains better control of resources. more
integration, improved efficiency and flexibility but administration on the other hand loses
control over hospital administration and nursing staff as it decentralizes power and
authority to the division heads. This model is appreciated in large teaching hospitals

where physician managers are strong and interdivisional communication and cooperation

IS fostered.

Shortell's (1982) final model is the parallel model in which the existing dual authority
functional structure is left untouched and a separate permanent parallel medical staff
organization whose function is to integrate, plan and solve problems is created. The
parallel medical staff organization members have their operating responsibilities in the
functional structure and spend some of their time working for the parallel organization,
usually organized in committees. Its advantage is that it enables dealing with complex
problems that the functional structure is incapable of solving and it provides the meaical
staff with an opportunity to share their input into management issues. As for the hospital,
this structure enables it to involve physicians without greatly changing the existing
structure. However, much training and support of parallel staff are needed and there Is the
possibility that the functional organizational members perceive the parallel organization as

a threat, or that it starts overriding the bureaucratic structure.

Kimberly, Leatt and Shortell (1994) describe the different forms of hospital structures and
note the presence of functional structures in small general hospitals, divisional structures
in large teaching hospitals, and that, more frequently of late, matrix and program

structures are being adopted as a way to improve lateral coordination and the information
flow. They note that without formally adopting the matrix, most hospitals have the

characteristics of matrix structures and may be considered as in the early stage of matrix

structure. The fourth form they observed is the parallel structure.
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Charns and Tweksbury (1993) identified nine forms of health service organizational

designs and present them on a continuum moving from most differentiated (pure

functional organization) to most integrated form (pure program organization):

Functional organization, they note, was found in most hospitals until 1980s and can
still be found in some organization. Its main advantages are economies of scale, and a

strong focus on each function. Its main disadvantages are no Integration, weak

coordination and possible territorialism and fragmentation of care.

Parallel organizations:

The first of these five parallel organizations is addition of a new function to the
functional organization that retains its weaknesses and strengths.

The second form is the direct contact, where integrative managers or program
managers are given responsibility for specific programs that they accomplish through
Interpersonal skills and personal influence.

The third form is the creation of limited lifetime task forces composed of medical staff
and managers.

The fourth form is having dedicated personnel in the organization by reorganizing
departments into subunits.

The fifth parallel organization is the creation of more permanent teams’ led by one

person or a nursing/medical/management trio. This form introduced dual authority and

accountability to team members.

The matrix organizational form with its dual functional and program dimensions, Its
dual responsibilities, dual authorities, dual reportability and dual career paths is liked

by hospitals for its flexibility but it is difficult to achieve a true balance with the

possibility of conflict due to its ambiguities.

The final form, the program organization, is one in which each division is completely
self-contained with only support services like finance and personnel provided centrally.
This form has the advantages of being focused, integrated, and responsive to

environment and consumers. However, because of the duplication of functional
department’s work, the loss of economies of scale, of organizational wide control on

standards, and of power of all other professions other than medical staff, a modified

program organization is preferred in hospitals.
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With regards to matrix structures, true matrix is rare in hospitals; task forces and teams
areé more common and are sometimes wrongly called matrix structures. Dixon (1977)
proposed the matrix structure as an alternative to the multi-disciplinary team adapted after
the 1974 NHS restructuring, but admitted that considering the practical difficulties faced at

Implementing the multi-disciplinary team structure, it would not be simple to implement the
more permanent and administratively difficult to manage structure.

Mintzberg (1979a) divided the organization into five parts; the strategic apex (those who
set the strategic direction), the operating core (those who do the basic work), middle line
(middle and lower managers), technostructure (those who are responsible for
standardizing work processes-staff and not line responsibility) and the support staff (those

who provide indirect services), and proposed based on various of their configurations five

configuration that describe most organizations:

- The Simple Structure is seen in small organizations where the strategic apex Is one
person and the operating core is a small group. Such structures, if very small, may
not even have a technostructure, middle line, or support staff.

- The Machine Bureaucracy is found mostly in manufacturing organizations, has similar
characteristics to Weber’s classical bureaucracy, and its main distinguishing character
is significant and well developed technostructure and support staff.

- The Professional Bureaucracy is mostly found in hospitals and is characterized by an
important operating core (professionals) with decentralized decision making to
operating core staff, an underdeveloped technostructure, and In the case of large
hospitals, highly developed support statt.

. The Divisionalized Form is one with independent units joined by a corporate
administration and may be found in multiorganizational health systems and large state
governments. In this form, the middle-line is large and well developed as divisional
managers have substantial responsibility and authority.

- The Adhocracy Form is one that is complex, nonstandardized and fluid in which power

is constantly shifting from one base to another. It has similarities with the matrix

structure and project form.

Mintzberg (1995) also proposed that a number of ‘contingency’ or ‘situational’ factors such
as age, size, technical system, environment and power structure influence organization's
choice of design. Four of these contingency factors are relevant to our research. First,
the proposal that ‘the larger the organization, the more elaborate its structure; that is, the

more specialized its jobs and units and the more developed its administrative
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components.” (Mintzberg, 1995, p.361). Second, the more dynamic and complex the
environment, the more organic and decentralized the organizational structure. Third. the
greater the external control of an organization the more centralized and formalized its

structure. Finally, that fashion, rather than rationality, favours the structure of the day or
culture, even when this one could be inappropriate.

Before moving to the British NHS structure, a note on the bureaucratic form of
organization is important as hospital characteristics such as high formality, extensive
aivision of labour and respect for lines of authority lend themselves to the bureaucratic
form (Georgopolous and Mann, 1962). The most determined defender of the bureaucratic
form of organization is Jaques (1990), who states that the bureaucratic structure has,
despite its problems, persisted because it is the only appropriate structure especially in
large organizations. In his view the problems with bureaucracy are due to
misimplementation and not understanding the nature of hierarchy and layering and gives
as example implementation in hospitals, which he notes “function in spite of the system,
only because of the enormous professional devotion of their staff.” (Jaques, 1990, p. 257).
However, he believes that we should stop looking for other solutions such as group

dynamics, which go against the accountability systems of organizations. He concluded by

saying that,

“Managerial hierarchy or layering is the only effective organizational form for
deploying people and tasks at complementary levels, where people can do the tasks
assigned to them, where the people in any given layer can add value to the work of
those in the layer below them, and finally, where this stratification of management
strikes everyone as necessary and welcome” (Jaques, 1990, p. 262).

2.3.5 The NHS reorganizations and the rise of the clinical directorate within the

divisional structure

The British NHS has undergone many well-documented structural changes and
restructuring attempts. Studying the evolution of hospital structures in the NHS has been

found to be beneficial in understanding the evolution of hospital organization structure in

Qatar.

Flynn (1992) describes the NHS structure in the period after 1948 as that of a tripartite
functional structure of separate nursing, medical and administrative hierarchies forming a
“sose federation” in which the medical staff were in contractual relationship with the NHS.

Hospitals reported to Regional Hospital Boards and were managed by Hospital
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Management Committees. The 1974 reorganization had as its objectives to improve
coordination, unity, management and efficiency by introducing some ‘scientific
management’ concepts (Flynn, 1992). Three ‘tiers’; Regional Health Authorities, Regional
Hospital Boards, and Area Health Authorities were created. A multidisciplinary ‘Area
Team of Officers’ reported to a ‘Regional Team of Officers’ and functioned by a

consensus management system. Packwood et al. (1992) note the presence of specialty

divisions In the area’s structure as early as then.

The 1983 Griffiths Report (Griffiths Report, 1983) observed that the NHS had no clear
management structure and, drawing from private sector management concepts,
iIntroduced general management, accountability and scientific management methods. A
hierarchical chain of command, and a high degree of centralization were achieved by
appointing general managers at regional, district and unit levels and holding them
accountable for performance and the creation of directorates of finance, personnel, etc...
(Flynn, 1992; Harrison, 1988; Packwood et al., 1992) But the greatest contribution of the
Griffiths Report to the NHS was the introduction of a management philosophy and

concepts of performance and efficiency (Davidson, 1989).

Packwood et al. (1992) note that:

“The overall (result) was a structure that was familiar and flexible. But because It
represented an amalgam of past purposes, some of which conflicted, some of which
had become outdated, it was a structure that required strong leadership in the key
roles to provide a sense of direction” (Packwood et al., 1992, p. 69)

Overveit (1992) in a study of the different management structures in the NHS and their

relationship with professional autonomy, found three broad types:

1 Autonomous Professional Managerial Structures. In this type, all professionals In an
authority are organized under a profession-manager. In one variant of this type, the
profession manager reported to the employing authority. In the second, the profession-
manager reported to a general manager, who in turn reported to the employing
authority. However, the profession-manager stil had access to the employing

authority.
5> Autonomous Departments. In this type of structure, practitioners were organized In

divisions with varying degrees of autonomy. In one variant the head of the department

was fully accountable to the general manager. In the second, the head of the

department was accountable for defined services only and in the third, the
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professional leader had a more co-ordinative role. This form was most common in the
NHS after the unit management of 1982.

3. Joint Management Structures: in this type, a general manager and a professional
superior jointly managed heads of departments. In one variant they reported to a
professional manager for professional issues and to the general manager for
managerial issues. In the second variant multi-disciplinary teams, under the guidance

of a professional superior, managed the departments.

Packwood et al. (1992) described the traditional Unit/Division structure before the
Introduction of the Resource Management efforts as one in which individual consultants
had case autonomy and where chairmen of clinical specialties were elected and became
members of the Medical Executive Committee. Nurses and other professional groups had
their own hierarchies and functional budgets, and communication was mostly through

hierarchical chains of management or medical representatives.

The Resource Management Initiative (RMI) commenced in 1986 and had as its aim to
maximize resource utilization by actively involving clinicians and managers in decisions on
resource allocation and holding them accountable (Buxton et al., 1989). This initiative
was supported by the reorganizations in the last years in the NHS and more recently the
1989 White Paper proposals that reiterated the importance of giving responsibility to the

medical consultants, since they are the one who decide on the allocation of resources, In

resource allocation decisions and management.

Packwood et al. (1992) note that as the RM initiative continued, “it became apparent that
one set of approaches to RM could be characterized as structure-led, changes in process
being seen first to require appropriate organization structure if they were to bite”

(Packwood et al., 1992, p. 67) giving resource management the reputation of being

synonymous with clinical directorates (Disken et al., 1990)

The clinical directorate structure with its focus on sub-unit multidisciplinary management
and the processes and outputs of care, a structure imported from the John Hopkins
Hospital in Baltimore, had been introduced in NHS hospitals by 1986 (Packwood et al.
1992). Different clinical models had been existing In the US for years, such as the John

Hopkins Model (unity of command), Wodinsky’s model (shared accountability) and
Angermeier and Booth model (split accountability) (Brady and Carpenter, 1986).
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In their evaluation of RM in six sites in 1990, (Packwood et al.. 1992) found that hospitals
adopted one of the two models; the clinical directorate or the clinical grouping structure. In
the clinical directorate structure, the clinical director who is generally a consultant
maintains his practice as clinician but is also responsible and accountable for the
directorate’s budget. The clinical director reports either to the unit management board or
the unit general manager and is a member of the unit management board. The director is
supported by either a nursing director and/or a business manager. Consultants maintain
their practice autonomy but adhere to directorate’s plans and budget. The complications
of this form are the selection of the appropriate size of directorate and the need for
training clinical directors in management skills. There are also the risks that the clinical
director’s role does not get fully developed in terms of decision making and authority and
they stay purely ‘diplomatic’ or on the side, that the clinical directors become ‘powerful

baronies’.

The second form found was the clinical group structure, which is the transitional form
between the traditional structure and the clinical directorate and has been equated to the
matrix structure, where the clinical director has a coordinator role. Nursing and other

support staff are accountable to their own hierarchies and medical consultants contribute

to the unit general management via the medical advisory committees.

Packwood et al. (1992) note that the clinical directorate structure may be viewed as
further strengthening of management and bureaucratisation by incorporating the clinicians
into the management hierarchy or, on the other hand, as an increase of medical power.
They also link the development of clinical directorate with the “emergence of a new post-
bureaucratic form of organization (Hoggett, 1991), characterized by decentralization,

managerial devolution and professional incorporation in management.” (Packwood et al.,

1992, p.75)

Disken et al. (1990) in their survey of clinical management structures In 13 acute units
note that these structures were similar to those developed in the US. The units they
surveyed varied in number and size of clinical directorates, with smaller units having up 10

six clinical directorates and larger units up to 16 with sub-directorates, and paramedical

departments managed by consultants as well.

They identified three alternative models of the clinical directorates, and note that In
general a top-down and bottom-up approach to management has resulted in successful
clinical directorates. The first is the Consultant Manager as similar to the clinical
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directorate model presented by Packwood et al. (1992). It is one that is highly
decentralized with the business and nurse managers reporting to the consultant manager

who has complete budget and service responsibility and accountability.

The second model is the consultant coordinator, similar to Packwood et al.’s (1992)
clinical grouping model, in which the consultant acts as a coordinator of services and
reports to the medical representative. The final model is the clinical general manager.
Although clinical general managers may be responsible for operational management, the
medical staff relate to management via their hierarchy and their elected representatives.

This structure relies on teams and boards for lateral coordination between doctors and
managers.

Disken and al., (1990) note that important prerequisites for successful clinical directorates
are clear job descriptions, role allocations, and accountabilities for each of the Clinical
Director, Nurse Manager and Finance/Business/Information manager. The latter could be
part time or forgone in small directorates by having a Nurse Manager only. In addition
training in management skills for the clinical directors is needed as well as an
understanding by key players of each other’s roles and responsibilities. They also note
that resistance may come from other professions than the medical staff for it removes
hierarchical career ladders for them and removes the control power of respective

professional hierarchies, thus weakening their position as a profession.

2.3.6 Comparision of different organizational structure models

Table 2.2 Oraanizational Structure Models Compared on a Differentiation-Integration
Continuum is a table that presents some the different organization structure models

applied in health settings and discussed in this section on a differentiation-integration

continuum with models in Grid | being the most differentiated and models in Grid IV the

most integrated. The last three models on the table are NHS specific and represent the

various forms of the divisionalized model (Grid Ill).

This table illustrates how the models in Grid |, such as the functional model, autonomous
model, pure mechanic model, the independent corporation and the simple structure are
those that most promote differentiation. Grid 1ll models offer a balance between
differentiation and integration but even within this level there are models that lean towards

more or less integration. For example, the heterogeneous model, divisional model, some
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forms of the parallel organization and some forms of clinical groupings lean more towards
differentiation. The mixed organization with its teams and task forces, the joint
management structures and consultant manager clinical directorate models incline
towards integration. Grid V models such as the parallel model, modified program or
program organization promote most integration with very little differentiation. The vast

array of choices of models demonstrates how difficult it is to achieve the right balance
between differentiation and integration in health settings.

Shortell and Kalzyuny (1983) note that there are two purposes for organizational design,
the first to achieve effective coordination and integration of tasks, and the second, to
design the organization in a manner that it may monitor and respond to its environment
via appropriate communication, information and control mechanisms. Galbraith (1973b) in
his Information-processing model suggests that the main objective of organizational
design is to ensure the efficient flow of information. They, like many other organizational
structuring theorists, recommend a contingency approach to organizational design

(Woodward, 1965; Thompson, 1967; Lawrence and Lorsch, 1967b; Burns and Stalker,
1961a; Mintzberg, 19/79a)
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Table 2.2 Organizational Structure Models Compared on a Differentiation-Integration Continuum
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2.3.7 Conclusion on designing hospital structures

The review of hospital characteristics suggested by Georgopolous and Mann (1962)
paints a picture of a highly interdependent human system that relies on extensive division
of labour and formal, quasi-bureaucratic organization to function. The high degree of
specialization and differentiation and multiple lines of authority make coordination vital and
difficult. These characteristics have resulted in a delicate balance of power, conflicts
between expert knowledge and organizational authority, the contradictory need for work

accountability and autonomy, and a need for mutual understanding and clarity of roles and
functions (Georgopolous, 1972)

Achieving the proper balance between differentiation and integration is particularly difficult
In complex hospital settings (Georgopolous and Mann, 1962: Haimann and Scott, 1974
Thompson, 1967; Lawrence and Lorsch, 1967a; Galbraith, 1973a) and a contingent
approach to selecting the appropriate coordination mechanism has been proposed
(Thompson, 1967; Lawrence and Lorsch, 1969, Galbraith, 1973b). An array of
coordinating mechanisms have been proposed by researchers such as organization
hierarchy (Thompson, 1967, Litterer, 1965; Galbraith, 1973a and 1977; Long and Longest,
1996), administrative activities such as standardization, planning, and rules and
regulations (March and Simon, 1958; Galbraith, 1977; Van de Ven et al., 1976; Huse,
1980), improving lateral relations through liason roles, integrators, task forces, and group
activities (Likert, 1967; Lawrence and Lorsch, 1969; Galbraith, 1973b and 1977; Van de
Ven et al., 1976; Long and Longest, 1996), improving vertical information systems ana
feedback (Galbraith, 1973b and 1977; March and Simon, 1958; Huse, 1980) and finally

voluntary personal coordinating activities (Litterer, 1965, Van de Ven et al., 1976).

The evolution of hospital structuring in the British NHS is reviewed in order to better
understand the evolution of hospital structures in Qatar. The NHS structure evolved from
a tripartite functional structure (Flynn, 1992) through a multi-disciplinary team based
structure, and a highly centralized bureaucratic period (Flynn, 1992; Harrison, 1988;
Packwood et al., 1992) to a clinical directorate structure encouraged by the Resource
Management Initiative (Packwood et al., 1992; Disken et al., 1990). However, Packwood
et al. (1992) noted that because of the successive structural changes the existing

structure was composed mainly of an amalgamation of past restructuring initiatives and

that it required strong leadership to provide a sense of direction.
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Different models of medical structure from the US and British NHS experiences are
explored and compared on a differentiation-integration continuum ranging from functional,
mechanistic model to the parallel or program model. However, hospital characteristics
such as high formality, extensive division of labour and respect for lines of authority have
been found to lend themselves to the bureaucratic form (Georgopolous and Mann, 1967)
more than organic, matrix and forms (Jaques, 1990; Mintzberg, 1979a. Dixon. 1977). The

vast array of choices of models demonstrates how difficult it is to achieve the right balance

between differentiation and integration in health settings.

Proponents of the contingency approach such as Shortell and Kalzyuny (1983) suggest
two of the purposes of organizational design; to achieve effective coordination and
integration of tasks, and to monitor and respond to the environment via appropriate
communication, information and control mechanisms. Finally, Galbraith (1973b) suggests

that the main objective of organizational design is to ensure the efficient flow of
information.

2.4 Organizational change

2.4.1 Introduction

This section studies some theoretical material and research on change management and
structural change. First, some of the identified difficulties of managing change are
explored. Second, the theoretical foundations underpinning change management are
discussed. Third, some approaches to change and methods of intervention are analysed

and finally, the nature and methods of achieving structural change are explored.

2.4.2 Difficulties of managing change

Managing change is difficult and problematic (Howarth, 1988; Burnes, 1992, Greenwood
and Hinings, 1996). Many examples of failed or disastrous change attempts have been
documented in the academic empirical and theoretical literature on change (Burnes and
Weekes, 1989: Cummings and Huse, 1989; Kanter, 1989a; Keller, 1982; Greenwood and

Hinings, 1996).

Some of the difficulties identified are that, most organizations find transformational change
difficult and are subject to inertia (Johnson, 1987; Pettigrew, 1985; Whipp and Clark,
1986), resistance may reverse changes as in the changes in the British NHS (Greenwood
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and Hinings, 1996), and political obstacles as vested interests of powerful managers are
threatened such as rewards, reputation and power that are Closely tied to their policies

and ideologies (Greenwood, Hinings, and Miller, 1997: Burns and Stalker, 1961a; Dalton,
1959; Halberstam, 1986; Pettigrew, 1973).

Empirical literature recognizes that organizations are not autonomous islands but are set
within an institutional and technical context in which predominant modes of organizing are
reinforced by normative pressure from outside the organizations (Granovetter, 1985) and
that strong mimetic, normative and coercive processes are at work to shape and constrain
organizations, most specially in uncertain or ambiguous environments (Greenwood and
Hinings, 1996; Meyer and Rowan, 1977: Oliver, 1991; Child and Smith, 1987: Zucker,
1977). Change has been found to be risky, costly and disruptive enough to dramatically
destabilize organizations (Greenwood and Hinings, 1996;: Hannan and Freeman. 1984).
As a result of this high probability of failure, large-scale changes only occur In response to
crisis (Greenwood and Hinings, 1996). Considering all the above, merits of not changing
(stability, developing a competitive advantage, routine functioning, aligned expectations

and smooth coordination) have been pointed out by academic literature (Greenwood and
Hinings, 1996).

Another reason why change is difficult to manage is the different types of change; radical
vs. Incremental, revolutionary vs. discontinues, and the vast array of change techniques.
Yet, change is viewed as very normal and necessary; an urgent aspect of organizational
life (Kanter, 1989; Peters, 1988; Senge, 1990; Tichy and Devanna, 1986). This has also
been identified in the public sector where a growing recognition of the need for
fundamental changes in the way public organizational organizations are structured and
managed has been noted (Berzeley, 1992; Johnston, 1993; Osborne and Gaebler, 1992;
Robertson and Seneviratne, 1995). In the case of health services, changes in the national
healthcare and increased public expectations are changing the characters of hospitals. In
the UK, this can be seen in the recent introduction of change efforts such as the
introduction of general management (1983), the Resource Management Initiative (1986)
and the internal market (1990) and TQM, BPR and benchmarking initiatives (Packwood et

al., 1998).

However, considering the unique features of public organizations, change management In
this sector has been found to be more difficult (Robertson and Seneviratne, 1995; Meyer,
1982. Rainey, 1983; Cummings and Huse, 1989) and even more so in the political nature

of hospital settings (Packwood et al., 1998).
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There are many internal and external levers for change which managers need to draw
upon to accomplish successful changes (Common, Flynn and Mellon, 1993). Internal
levers are those within management control emphasized by organizational development
iterature (Greiner and Schein, 1988). External levers include competition, restructuring,
power shift in stakeholders, visibility pressures and pressures for better service design
though TQM or performance measurement (Common, Flynn and Mellon, 1993).

Burnes (1992) notes that the management of change is one of the key issues that

distinguish the successful from the less successful organizations and that;

‘there is a general agreement that such changes do not fail because of faults in the
technology or techniques employed per se, but because of companies’ lack of ability
In terms of planning and managing change, motivating and involving employees,
and designing and implementing suitable job and work structures — all key aspects
of any type of organizational change.” (Burnes, 1992, p.151).

Thus, although change is regarded as a normal aspect of organizational life, its difficulties
and risks have been well documented, especially in the public health sector (Robertson
and Seneviratne, 1995; Meyer, 1982; Rainey, 1983; Cummings and Huse, 1989,
Packwood et al., 1998). Some of the obstacles identified are resistance, political
obstacles, and costs (Greenwood, Hinings, and Miller, 1997; Burns and Stalker, 1961,
Dalton. 1959: Halberstam, 1986; Pettigrew, 1973). In large scale radical changes the
obstacles compound making the probability of failure higher (Greenwood and Hinings,
1996). Drawing on the right external and internal levers for change and properly planning
and managing change were found to be important for the success of the organization
(Common, Flynn and Mellon, 1993; Greiner and Schein, 1988).

2.4.3 Theoretical foundations

The theory of change management is drawn from concepts, metaphors and theories from
a number of social sciences disciplines ranging from child development to evolutionary
biology (Burnes, 1992; Van de Ven and Poole, 1995). Van de Van and Poole (1999)
dentified four basic schools of thoughts that are generally used in combination to explain
observed change processesz. The life-cycle theory regards change as imminent and that
organizations move towards a prefigured end state. The teleological perspective

assumes organizations are purposeful and adaptative, taking action towards an

envisioned end state. The dialectical theory perspective assumes organizations exist in a

-

2 gee Annex 2 for a more detailed description of the basic schools of thought
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pluralistic world where stability is a balance of power and change a shift strong enough to
confront status quo. Finally, the evolutionary perspective explains change as a
cumulative selection and retention process of organizational forms. This study draws on

all four perspectives to explain structural change but more specifically on the life-cycle,
dialectical and evolutionary perspectives.

Burnes (1992) considers that three schools of thought form the central planks of change
management theory:

1. The Individual Perspective school

Two views dominate this perspective; the Behaviourists and the Gestalt-Field
psychologists. The Behaviourist theory assumes behaviour is learned, individuals are
passive recipients of external and objective data, and human actions are conditioned by
their expected consequences (Burnes, 1992). Behaviour modification can be achieved
through manipulation of reinforcement stimuli by rewarding desired behaviour. Gestalt-
Field theorists assume that learning is a process of gaining or changing insights, outlooks,

expectations or thought patterns and that behaviour arises from how the individual uses
reason to interpret stimuli (Burnes, 1992).

2. The Group Dynamics school

The oldest of the schools, it emphasizes bringing about organizational change though
teams and work groups (Schein, 1969; Burnes, 1992). Lewin (1958) reasoned that
Individual behaviour is a function of the group environment/field and that change efforts
must focus on influencing and changing the group’s norms, roles and values (French and
Bell, 1984; Cummings and Huse, 1989; Smith et al., 1982; Burnes, 1992).

3. The Open Systems school

This school views organizations as a composite of interconnected sub-systems and that
any change to one part of the system will have an impact on other parts of the system,
affecting its overall performance (Scott, 1987; Burnes, 1992). Burnes (1992, p. 157) notes
that, “The objective of the Open System approach is to structure the functions of a
business in such a manner that, through clearly defined lines of co-ordination and
interdependence, the overall business objectives are collectively pursued. The emphasis
is on achieving overall synergy, rather than on optimising the performance of any one

individual part per se.” Miller (1967) identified four principal organizational sub-systems
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as, the organizational goals and values sub-system, the technical sub-system, the
psychosocial sub-system and the managerial sub-system.

This research adopts the view that a holistic perspective that utilizes approaches and
techniques to change from the individual, group and systems perspectives would be more
appropriate. This approach has attracted support from Burns and Stalker (1961a),
Woodward (1965) and Lawrence and Lorsch (1967b) (Burnes, 1992). On the other hand.

it has been critiqued by Bulter (1985) and Beach (1980) as being impractical and
simplistic (Burnes, 1992).

2.4.4 Models of change

Burnes (1992) suggests that most approaches to change can be related to three basic
models; action research, the three-step model, and phases of planned change that in turn

arose from the work of Lewin (1958). The three models are:

1. Action Research Model

Developed by Lewin (1958) and later adopted by the Tavistock Institute in Britain, action
research Is based on the proposition that an effective approach to solving organizational
problems must involve rational and systematic analysis of the issues in question (Burne,
1992, p. 161). Action research projects are generally composed of three groups: the

organization, the subject, and the change agent. The three parties agree to come

together as a group, under mutually acceptable and constructed terms of reference and

carry out together data gathering, analysis and diagnosis (Burnes, 1992).

Some of the barriers of action research are the need to gain the commitment of both the
organization and the subject of the change as well as the importance of the presence of a

‘felt-need” where realization that change is necessary is important for the success of the

change (Burnes, 1992).

2. Three Step Model

Lewin (1958) put forth the view that successful projects should involve three steps,
unfreezing (the present level), moving (to the new level), and refreezing (the new level).

The unfreezing phase requires some form of confrontation meeting or re-education

process for those involved. Bowers et al. (1975) suggested achieving this through team
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building or other forms of management development activities, in which the problem to be

solved is analysed and data presented to demonstrate the existence of a serious problem
(Burnes, 1992).

The main objective of the refreezing phase is stabilizing the organization at a new state of
equilibrium in order to safeguard from regression to the old ways of working (Burnes,
1992). It is achieved through the use of supporting mechanisms that positively reinforce
the new ways of working; such as organization culture, norms, policies and practices
(Cummings and Huse, 1989). The main barrier of this model is that the three steps

towards change are somewhat broad and require further definition (Burnes, 1992).

3. Phases of Planned Change Model

Writers have developed Lewin’s three-step model into a number of phases. After
reviewing over 30 model of planned changed, Bullock and Batten (1985) developed an
iIntegrated, four phase model of planned change which describes planned change in terms
of two major dimensions: change phases (distinct states an organization moves through

as It undertakes planned change) and change processes (methods used to move an

organization from one state to another) (Burnes, 1992).
The four change phases identified by Bullock and Batten (1985) are:

Exploration Phase: Change processes related to this phase include realization of the need
for change, searching for outside assistance to assist with planning and

implementing the change, and establishing a contract with the consultant which

defines each party’s responsibilities.

Planning Phase: Change processes related to this phase include information collection for
proper problem diagnosis, establishing the change goals and designing the

appropriate actions to achieve these goals, and getting key decision makers to

approve and support the proposed changes.

Action Phase: Change processes of this phase include establishing appropriate

arrangements to manage the change process and gain support for the actions to

be taken, evaluating the implementation activities, and feeding back the results so

that any necessary adjustments or refinements can be made.
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Integration Phase: Change processes of this phase include reinforcing new behaviours
through feedback and reward systems, gradually decreasing reliance on the
consultant, diffusing the successful aspects of the change process throughout the

organization, and finally, training managers and employees to monitor the changes

constantly and seek to improve them.

Burnes (1992) notes the fundamental difference between the different approaches is the
degree of positive involvement of those who are expected to change. The choice of
approach reflects management’s core values and beliefs and the dominant culture that

exists in the organization. He also comments on the importance of achieving behavioural

change:

‘No matter which theory or level of focus (the individual, the group, or the
organization) was adopted, the end result was the same: the need to change the
way Individuals and groups behave. This is a true for situations that involve
changes in technology and structures as it is for those that solely involve changes in
tasks. If the changes in structures and tasks are not accompanied by changes in
behaviour, then the objectives of the change process are unlikely to be fully met”
(Burnes, 1992, p.167).

In reviewing quality management programs implementation Joss and Kogan (1995) found
that a variety of change models have been applied to the NHS in the two commercial

research sites observed. Four of the seven models that they have identified are relevant

to this study®:
1. Top-down and bottom-up models of change

Top-down models assume that sound allocative decisions are best taken from the top
(Hunter, 1983). Since policy-making and implementation are interactive processes, such
approaches tend to inhibit rather than promote innovation at peripheries (Joss and Kogan,
1995). Bottom up models on the other hand aim at consensus through learning rather
than compliance and control (Hunter, 1983; Joss and Kogan, 1995). The most effective

sequence of introduction and implementation has been found to be those that are top-lea

and bottom fed where joint agendas are created with those on the operational levels (Joss

and Kogan, 1999).

3 The other models identified are: normative and operational models of working, managerial and

collaborative modes and policy and planning process (Joss and Kogan, 1999).
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2. Backward mapping and forward mapping

Similar in concept to bottom-up and top down models backward mapping and forward
mapping focuses on implementation. In forward mapping models, the traditional
Implementation process, policy-makers at the top of the organization set objectives and
iImplementation is achieved through phased application of specific techniques (Joss and
Kogan, 1995). On the other hand, backward mapping starts at the point of delivery and,
similarly to top-led and bottom fed models (Hunter, 1983), a balance of backward and

forward mapping activities (EImore, 1982) can be achieved for better results (Joss and
Kogan, 199%5).

3. Normative re-education and coercive strategies

These are based on theories on ways in which individuals or groups can be persuaded to
work. In contrast to coercive strategies, normative re-education approaches brought about
by change agents assume that culture will move forward towards “open learning and
dynamic self correction’ and emphasizes the involvement of clients in the program of
change (Chin and Binn, 1969; Joss and Kogan, 1995).

4. Rational organization and political bargaining

The organization’s rational process and political bargaining cannot be separated when
considering change programs (Joss and Kogan, 1995). According to Wolman (1934)
implementation is primarily a rational process divided into the formulation and carrying out
phases. The program formulated must be designed in a manner to analyse organizational
capacity and problems, to accommodate for political problems, and to tackle unintendead

consequences of change in order to succeed (Joss and Kogan, 1999).

Authors agree that change interventions are generally structured, involving several distinct
states and aiming at, directly or indirectly, improving performance (French et Bell, 1984;
Bullock and Batten, 1985: Burnes, 1992). However, with the vast array of interventions
and techniques available, choosing the appropriate response to the organization's
particular situation is difficult and managers can be tempted to select the response which
is easiest, nearest, or most successfully promoted even in presence of evidence pointing

to their weakness or irrelevance (Simon, 1957; Burnes, 1992, Hinings and Greenwood,

1996).
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Argyris (1970) points out that for interventions to be successful they must generate valid
Information, provide free informed choice for those Involved, and create a commitment on
the part of those involved to the choices made. Later Burke et al (1981) added that
successful interventions must also lead to cultural change (Burnes, 1992). This condition
nas been added based on the argument that organizational socio-structures are

supported and legitimised by organizational culture (Allaire and Firsirotu, 1984; Burnes,
1991 and 1992; Handy, 1986).

French and Bell (1984) focused on the role of the change agent in structuring the
Intervention in order to ensure the success of the change intervention. French and Bell
(1984) classified activities to be performed in interventions as: diagnostic activities. team-
building activities, inter-group activities, survey feedback activities, education and training
activities, techno-structural or structural activities, process consultation activities, Grid
Organization activities, third party peacemaking activities, coaching and counselling
activities, life-and career-planning activities, planning and goal-setting activities, and
strategic management activities.

The works of Schmuck and Miles (1971) and Huse (1980) introduced the concept of level
of involvement making it possible to link levels of involvement to the types of change
involved (Burnes, 1992)*. Huse (1980) categorized change interventions along a
continuum based on the “depth” of intervention, ranging from the “shallow level” to the
‘deepest level’. Deep level intervention or change, he proposes, is one that is concerned

and affects the work and personality of the employees and requires full involvement of the

individual for it is to be accepted (Burnes, 1992, p.173).

This section outlined various models of change. Burnes (1992) identified three basic
models: action research, Lewin’s three-step model and phases of planned change. Most
relevant to this research are Lewin’s unfreezing, moving and refreezing phases and

Bullock and Batten’s (1985) four phases; exploration, planning, action and integration.
Joss and Kogan’'s (1995) top-down and bottom-up models, backward and forward

mapping, normative re-education and coercive strategies and political bargaining are also

relevant to this research.

* Schmuck and Miles (1971) produced a classification of methods and techniques _under three
headings; the diagnosed problem, the focus of attention and the mode of intervention.
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All models and schools of thoughts emphasize the importance of achieving behavioural
change but differ in the degree of involvement of those expected to change. Research has
suggested that successful interventions are those containing free exchange of
information, involvement and lead to cultural change (Argyris, 1970; Burke et al., 1981;
Allaire and Firsirotu, 1984: Burnes, 1991 and 1992; Handy, 1986). The level of involvment
has been linked to<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>