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ABSTRACT

Health care delivery systems face different obstacles when engaged in

health information systems implementation. The success of such systems is
dependent upon many factors. These factors must be identified and carefully
considered to ensure successful system implementation. This study
Investigates possible factors affecting successful information systems

implementation in the Kuwaiti health care delivery system within the public

and private sectors.

The research was designed as an exploratory study in which qualitative
and quantitative approaches were used. In the first stage (qualitative) a focus
group was formed and then a semi-structured interview was administered.
Themes that emerged from the interviews were used to develop a
questionnaire that was used in the second (quantitative) stage of the study.

The study covered stakeholders from the public and private sectors in Kuwait.

The qualitative part investigated the impact of certain factors on system

implementation successfulness. Based on interviewees’ responses, three major
themes emerged. Those were used to develop the questionnaire which was
used in the quantitative part of the study. The questionnaire was aimed at
describing the perception of the stakeholders to the preset factors with regard
to their effects on the success of implementation in their respective

organisations. From both sectors, a sample of 493 respondents was randomly



selected. The response rate for the questionnaire from the two sectors ranged

from 59% to 72% depending on the stakeholders’ group of respondents.

When examining the findings of the questionnaire, the perceptions of
the top management in the public sector at MOH and Al-Amiri hospital were
similar toward most of the factors studied. However, they were different from
those of the end users. On the other hand, the perceptions of the top

management and the end users were similar in the private sector. .

The top management 1n the public sector (MOH and Al-Amiri
hospital) ranked the following factors in this order as the most important

factors that affected successful health information systems implementation in
the public sector: Accountability; Resistance to change; Organisational

diversity; Organisational stability; and Incentives.

The end users in the public sector ranked the following factors as the
most important factors that affected successful health information systems

implementation in the public sector: Lack of end user involvement;

Insufficient planning; Training; Incentives; and Uncertainty of benefits.

Both the top management and end users of the public sector ranked

“Incentives” as one of the most important factors that affected successtul

health information system implementation, but this was the only point of

agreement between them.

In the private sector, the top management ranked the following factors

as the most important factors that affected successful health information




systems implementation: Resistance to change; Ease of usage; Competition;

Incentives; and Compatibility.

The end users in the private sector ranked the following factors: Ease

of usage; Timeliness; Incentives; Relative advantage; and Competition.

The top management and end users in the private sector concurred

over the importance of the following factors: Ease of usage; and Competition.

In conclusion, both the public and private sector participants (top
management and end users) ranked ‘Incentives’ as one of the most important
factors that affected successful health information system implementation,
while the top management in both sectors (MOH, Al-Amiri and Al-Mowasat
hospitals) ranked ‘Resistance to change’ as one of the most important factors

that affected successful health information system implementation.

In all, the results show that the primary factor affecting successful

implementation of health information system regardless of the sector and the

employment category is ‘Incentives’, followed by ‘Resistance to change’.

The information produced in the current study was used to produce
recommendations on the successful future implementation of health
information systems in Kuwait. The recommendations are based on empirical
findings, and are to be respectfully commended to strategists concerned with

improving health care delivery system in Kuwait.



The first and most obvious recommendation regarding future research
would be a replication of the same study, but with the inclusion of more
comprehensive attributes such as: 1) Vendor services (e.g. hardware
performance, expansion and growth potential, ease of modification, interface
capabilities, ease of installation, and upgrading capabilities. 2) Vendor
selection factors (e.g. vendor reputation and company philosophy, system

pricing, and vendor resources. 3) Patient satisfaction with the system benefits.

The second recommendation is to use the same organisational, cultural
and user satisfaction factors to examine health information systems
implementation in a specific facility such as an Army or Police hospital versus

a public hospital.
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CHAPTER ONE

INTRODUCTION

This chapter is divided into eight introductory sections. The first

section presents an overview of the background to the research study’s
subject. The second section introduces the topic of Hospital Information
Systems, whilst the third section locates broader issues in Information
Systems Implementation research that are relevant to the study. The fourth
section then presents the central topic of this thesis: namely, the problems
surrounding the implementation of the Health Care Delivery System in
Kuwait. The fifth and sixth sections spell out respectively the research
study’s aims and the questions it seeks to answer. This is followed by a
section on the anticipated impact of this research study, and, finally, a

summary concluding the chapter’s contents.

1.1 Overview

Kuwait 1s a relatively small, wealthy country with a population of

2,041,961 (Ministry of Planning, 2002). Immigrant and expatriate workers
constitute 65.4% of the total population. In Kuwait, as in other countries,

health care services occupy an important and significant position amongst the

decisions made by the government.

In Kuwait, health care and treatment is provided for all citizens and

expatriates free of charge or at nominal cost. Approximately 7% of Kuwait’s

18



the gross domestic product (GDP) is expended annually on healthcare. This
compares with to 6.9% in UK, 13% in USA, 4% in Saudi Arabia, 5% 1n
Egypt, and 3% in Lebanon (World Health Organisation, 2002).The per capita
per annum expenditure of the Kuwaiti government on health was 165 KD

(£262) in the year 2000 (Ministry of Health, 2002). This compares with £1000

in the UK, and £2497 in the USA (Smith & Nephew sustainability report,

2003).

Acknowledging the increase in medical knowledge and the need to
contain increasing medical costs (Blois, 1986), health authorities are searching
for an optimal way to utilise medical knowledge at an affordable cost for the
population. In developed countries today, it has become essential to find an
efficient means to manage and retrieve medical data and information to aid
practitioners in their duties. Consequently, in many developed countries, the
medical community has turned to computers and information science systems
such as the Integrated Medical or Health Information System (HIS) to solve

the problem of managing medical information and the ensuing data exploston.

Today, this application of computers in the medical field ranges from
data collection to medical diagnosis (Blois, 1986; Javitt, 1986). This discipline
is called Medical Informatics'. In the Kuwaiti Health Care Delivery System

(HCDS) there is local pressure to improve the quality of health care while

' According to Greenes et al (1990) “Medical informatics is the field that

concens itself with the cognitive, information processing, and communication
tasks of medical practice, education, and research, including the information

science and the technology to support these tasks™.
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containing health care costs. An HIS is a tool that has the potential of an
improving or achieving better quality” of care while aiding in cost control.

With the rapid technological development in Medical Informatics and the use

of HIS, considerable interest in the potential of an HIS has been expressed by

health care authorities in the Kuwaiti Ministry of Health (MOH).

The MOH in Kuwait has made three attempts in recent years to
implement HIS in the public sector HCDS. However, these attempts have
experienced several problems. Although there were many plans for HIS

implementations, only a few were attempted, and no attempt has yet been

completely successful (Shah et al., 1996; Shah, 1998; Al-AbdelHadi, 2000;
MOH, 2002). The reasons for these failures in the public sector have yet to be

investigated. In the private sector hospitals, HIS implementation has also

been attempted recently.

This study was conducted to identify the various factors affecting

successful implementation of HIS in both the public and private HCDS.

1.2 Overview of a Hospital Information System (HIS)

There is no standard definition of a Hospital Information System

(HIS). Different authors define different aspects of it in different ways. To

complicate matters further, some authors define this term to fit the emphasis of

* According to Johnson et al (1989) “Quality is the total set of features and
characteristics of a product or service that define its ability to satisfy stated or

implied needs”.
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the author’s writings. Some authors use the term “Medical Information System

(MIS)” when talking about HIS.

Shortliffe et al (1990) state that:

“The purpose of a hospital information system (HIS) is to manage

the information that health professionals need to perform their jobs

effectively” and efficiently*”.

Although the terms HIS and MIS are often used interchangeably, MIS

emphasises the patient care components for individual patients. In the current
study, an MIS will be defined as a computer system that implements and
supports a ‘Computer-Based Patient Record’ defined by the Institute of Medicine
Committee (USA) to be “an electronic patient record that resides in a system
specifically designed to support users by providing accessibility to complete and
accurate data, alerts, reminders, clinical decision support systems, links to
medical knowledge, and other aids” (Dick et al., 1991). As regards an HIS, the
thesis will use Cobler’s (1984) definition, which defines HIS as “a system in a
hospital that collects data and transforms it into information". This is a broader

definition that includes MIS as one part of HIS.

3 Effective: “Achieving a desired result. Effectiveness is often associated with

institutional values” (The PDMA, 1996).
* Efficient: “Minimising waste or effort. Efficiency is distinguished from

effectiveness. Rarely are efficiencies encouraged "At all costs", instead
being balanced with risk and cost. Efficiency is often the result of the
continuous improvement of processes” (The PDMA, 1996).
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The literature shows that there are different models of HIS. One of the most
comprehensive models was proposed by Friedman et al (1987). They describe
the structure of a practical model of a Hospital Information System (HIS). This
model includes the following modules: 1) core application modules that

perform or assist with basic hospital functions; 2) business, managerial, and

financial modules that perform or assist with traditional financial functions; 3)
communications and networking modules that allow and facilitate
communication amongst all resources; 4) departmental-management system
modules that assist in the managerial process in order to manage, plan, and

improve efficiency; 5) medical documentation modules that perform standard
traditional manual functions by automating order entry, reporting results, and
documenting and retrieving medical data; and 6) medical support modules that

perform or assist in the process of data interpretation and decision making.

The main advantages of an HIS include improvements at management,

clinical, and production levels in an organisation (Friedman et al., 1987). At the

management level the HIS helps to aid managers in conducting strategic

planning, and technology assessment. It also aids them in assessing the level of
risk associated with adding new services, technologies, and facilities, or in
modifying or eliminating existing services. At the production level, the HIS can
lead to better utilisation of resources through computerisation. It provides
automated staffing and scheduling and an appropriate supply of equipment and

materials based on patients’ needs. Also, the HIS can contribute to better

22



communication, thereby reducing the waiting time for orders, information, and

results, and eliminating of unnecessary services (Shortliffe, 1976).

In general, then HIS can aid in : 1) speeding up communications; 2)
eliminating or reducing redundant data or procedures; 3) minimising error rates
by setting entry and verification rules for users entering the data; 4) organising

data to aid decision making for diagnosis and therapy; and 5) it can play a role in

auditing clinical activity.

On the other hand, there is much in the way of potential for unintended,
possibly dysfunctional consequences that the implementation of HIS can trigger

(Goldstein et al., 2002). Ash et al (2004) stated that:

“Professionals could trust the decision support suggested by the
seemingly objective computer more than is actually called for
(Weizenbaum, 1976; Burnum, 1989). Also, HIS could impose
additional work tasks on already heavily burdened professionals
(Berg et al., 1999; Massaro, 1993) and the tasks are often clerical
and therefore economically inefficient (Tenner, 1996). They can
upset smooth working relations and communication routines
(Coiera, 2000; Dykstra, 2002). Also, given their complexity HIS
could themselves contain design flaws ‘that generate specific
hazard and require vigilance to detect’ (Shojania et al., 2002;
Effken et al., 2002). As a consequence, HIS might not be as

successful in preventing errors as is generally hoped. Worse still,

HIS could actually generate new errors (Weiner et al., 1999; Bates  _

et al., 2001; McNutt et al., 2002)".
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Clearly, then, any evaluation of the success of HIS implementation needs

to take into account both benefits and disadvantages, at both a system-wide level

and at the level of individual users.

As regard the situation in Kuwait, the literature indicates that HIS
implementation is an organised effort, directed toward diffusing appropriate
information technology within the user community (Randolph et al., 1990). It is

believed that HIS implementation is a process that creates and introduces change.

1.3 Information System Implementation Research

In the field of information systems (IS), numerous studies have been
carried out focusing on the assessment of implementation methodologies on four
levels: namely, individual; group; organisational and inter-organisational levels.
Research at both the individual and group levels explores the factors that control
the process of accepting and adopting the technology among individuals or
groups (Lorenzi et al., 1997; Li, 1997; Downing, 1999). On the other hand,
research at organisational and inter-organisational levels examines the diffusion
process of technological innovation in the organisation and beyond (Vincent,
1997; Kaplan, 1997a; Ash, 1997a; Lucas, 1992; Lorenzi, 2000). Moreover,
different research questions will yield different research methodologies. The
studies tend to analyse three main lines: normative, factor, and process. The

normative approach explores the problems and difficulties encountered during

the implementation process. However, these studies are often incomplete in their

description or characterisation of the problems, as well as in proposing a
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methodology to follow in order to achieve a successful implementation

(Ginzberg, 1978).

A great deal of studies has been based on the interaction between

technology, people, tasks, and organisational structure (Kaplan, 1997a).
Abundant research activity has also been conducted to try and draw a better
conceptual image of IS implementation, with the aim of raising the level of
competence and efficiency of the institutions and organisations. The literature
includes IS implementation case studies (Charles et al., 1997; Bagley et al.,
1999; Payton, 2000), as well as discussions of problems, or success and failure
factors (Paliva et al., 1995; Sarinen. 1996; Ash, 1997 a; Charles et al., 1997;
Jiang et al., 1999; Southon et al., 1999; Hwang et al., 1999; Lorenzi et al., 2000).

In addition, other studies emphasise the role of user satisfaction (Downing,

1999).

The continuous advancement of information technology (IT), especially

in the healthcare environment, has led IT, healthcare, and medical informatics
researchers to apply other methods to the assessment of information systems.

Ginzberg (1978) states that the objectivists use quantitative approaches, whilst
subjectivists use qualitative approaches to their subject. A multi-method
approach has also been formulated to assess information systems in a single site
(Kaplan et al., 1988). However, to date, there has not yet been an empirical

research study of information systems implementation that follows the
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suggestions by Newman (1994), and stems from the political consequences of

the system failure and the competitive value of success.

In the 1960s and 1970s many IS’s were unsuccessful and were unable

to reach their goals. This drew the attention and interest of Lucas (1978), who
began to study the implementation of the technology. Wetherbe (1988)
supported and understood the complexity and importance of IS
implementation, and he emphasised that “Unfortunately, one of the least

understood and most overlooked issues of information system is

implementation” (Wetherbe, 1988:237).

Researching the adoption and diffusion of new trends in IT in
healthcare organisations, and in other organisations in various fields, is an
important and crucial task, as the process of implementing IT is complex and
consumes a substantial amount of time, effort, and money. Moreover, the risk
of failure 1s reported as 30% or greater in cases of implementation of “large-
scale information systems” (Chgrles et al., 1997). In an attempt to lower the

risk involved in implementing of complex healthcare IT systems, many

healthcare organisations have turned to software package solutions (Lucas,
1992; Charles et al., 1997; Schneider, 1998). This method of IS
implementation necessitates, beforehand, a complete and thorough exploration
of the available software development market. In theory, this should ensure

that, in the long run, a reliable, robust system implementation will take place,

leading to user satisfaction as well as achieving a continuum of care, leading
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to full system utilisation and involvement. However, Martin (1984) has
addressed the issue of the lack of a secure environment in the IT

implementation process. He writes:

“CIO magazine and others have been writing about “’Client/Server” for
a couple of years. First they were full of “’Silver Bullet” stories, usually
based on reports from technology salesman about the success of IT

projects, which were (supposedly) nearing completion. More recently,
they have been filled with the horror stories of projects gone wrong
through choice of technology vendor/product and lack of common sense
management, now even the business press is clearly on the bandwagon.
It’s difficult to know what the reality is, in large part because that reality
is constantly shifting” (Richard, 1994:12).

From the above statement we can conclude that many
organisations have faced and are still facing many barriers and obstacles with
their information systems implementation schemes. Melville (1977) and Lorenzi
et al (2000) reported that many investigators believe that most implementation

problems are related to behaviour rather than to technology, because introducing

a new IT technology 1nto an organisation means creating change (Kaplan, 1997a;

Kissinger et al., 1996). This requires good technical and organisational skills that

should be provided by the existing environments—internal and external- of the

system.

Clearly, then, the complexity of healthcare IS necessitates requires an
in-depth systemic approach to implementation, so as to ensure the effective

introduction of IT to the healthcare sector.
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1.4 A Statement of the Problem

High quality data are considered to be a key component in decision

making at all levels of health care (Wyatt, 1995). Adopting systems to provide

the data and information that are necessary to the decision making process is

becoming essential in today’s competitive health care environment.

In 1991, the Kuwaitit MOH focused on introducing HIS to different health
care facilities. These plans were introduced in an attempt to address different
challenges the ministry had faced for almost two decades. These challenges
included, most obviously, the massive destruction of the health care system by
Iraqi forces, which was estimated to be approximately 75% of the ministry’s
infrastructure’ (Al-AbdelHadi, 2000). Other challenges included over-utilisation
of the ministry’s services by non-nationals, uncontrolled dispensiﬁg of MOH
medication to non-nationals, and absence of accreditation systems for hospitals.

Since no study was ever conducted to evaluate the HIS implementation process 1n

* Dictionary of Economics by Rutherford (1992) defined the term infrastructure
as “ The basic services or social capital of a country, or part of it, which make
economic and social activities possible by providing transportation, public
health and education services, and buildings in which community activities can

take place. Railways, airports, hospitals, schools, roads, sewage systems, and
reservoirs constitute the major types of social capital. Countries with the
poorest infrastructures are either those with low per capita incomes, 1.e., the
less developed countries, or those with governments practicing laissez-faire
policies which seek to minimise the role of the state”.

The McGraw-Hill Dictionary of Modern Economics (1983) also,
defined the term infrastructure as “the foundation underlying a nation’s
economy (transportation and communications systems, power facilities, and
other public services) upon which the degree of economic activity (industry,
trade, etc.) depends .... The better and more complete a nation’s infrastructure,

the better and more effectively its economic activity can be carried on”.
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Kuwait, or to investigate the factors affecting the success of the implementation

process, the idea to conduct this study arose.

1.5 Aim of the Study

The aim of the study is to identify and describe the factors that have

previously affected and may affect the success of future HIS implementation in
Kuwait’s HCDS as perceived by the concerned stakeholders® in both the private

and public sectors.
1.6 Research Study Questions

The following are the research questions used in the current study.

Question One (Q1): Based on the literature review, what are the factors

that affect HIS implementation success in Kuwait’s HCDS (i.e. public and private

sectors)?

Question Two (Q2): What are the stakeholders’ perceptions of the factors

affecting the successful implementation of HIS in Kuwait’s HCDS (i.e. public and

private sectors)?

Question Three (Q3): How can we use the results of the study to improve

future HIS implementation?

° A definition of stakeholders by AbdelHak et al (1996:12) as follows: “Health
care stakeholders have a vested interest in the organisation. More specifically,
they are the individuals, groups and organisations who (1) have a stake in the
decision and (2) may attempt to influence those decisions and actions”.
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1.7 Research Study Impact

This study will hopefully be significant by providing insight into
overlooked factors that influence hospital HIS implementation in Kuwait. It is

hoped that the outcome of this study will enrich the research literature on

implementation research literature with a new and reliable evaluation of factors
that may affect the success of HIS implementation. It 1s also hoped that it will
provide some principles that can be used by healthcare organisations and decision
makers on the path to HIS implementation. Successful HIS implementation
would be expected to bring benefits to patients, management, physicians, and

other health care providers through more effective and efficient communication

and administrative processes.

1.8 Summary

HCDS in Kuwait faces different obstacles during HIS implementation.

The success of such systems is dependent upon many factors. Such factors must
be identified and considered to ensure successful system implementation. Since

the need to provide a HIS is appreciated in Kuwait, and has been attempted, albeit

unsuccessfully, this study was planned to identify possible factors affecting

successful information systems implementation in Kuwait.

The next chapter provides a description of different aspects of Kuwait as a

state and a society. It also gives a description of the Kuwaiti HCDS, and the

history of HIS implementation within it.
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CHAPTER TWO

THE KUWAITI HEALTH CARE DELIVERY SYSTEM

This chapter is divided into three sections. The first section provides a
description of different aspects of Kuwait as a state. The second section is devoted

to giving a sociological perspective on Kuwaiti society. Section three describes

the Kuwaiti HCDS, and gives a brief overview of the history of HIS
implementation within the Kuwaiti health system. The chapter ends with a

conclusion, which also serves as an introduction to the following chapter.

2.1 Section One: The State of Kuwait

2.1.1 Location. The state of Kuwait is situated in the Middle East region,
with a strategic location at the head of the Arabian Gulf (Persian Gulf), between

Iraq and Saudi Arabia, (see Figure 2.1). Kuwait’s total area is 17,820 sq km (CIA,

2001).

2.1.2 Economy. Prior to the discovery of oil, the economy of the country

was based on three main resources: pearl fishing, agriculture, and trade. Pearl

fishing was initially the most important, but is currently in a state of declined

because of the Japanese cultured pearl industry.

Before the oil crisis in 1973, the price of oil was relatively low. As a

result, no major capital investments were made (Kubursi, 1984). Beblaw1 states,

“Early at the beginning of the century, the oil barrel cost about $1.20 in the US.
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By 1970 it was only $1.69 a remarkable stability with no parallel in recent

history” (Beblawi, 1984:4). After the oil crisis until 1979, the official o1l price

fluctuated between $34 and $45 per barrel, generating high revenues for the Arab

Gulf States.

Kuwait exports 90% of crude oil and refined products to Asia and
Western European markets. On the other hand, Kuwait imports finished
products such as appliances and vehicles from industrialised nations,

particularly Japan, the United States, the United Kingdom, and Western

Europe.

From the beginning, Kuwait realised that oil revenues would not serve the

country’s financial and economical needs forever. The strategy the government
adopted was to concentrate on building long-term industries, both oil- and non-oil

based. The size of the country, along with a developed education system, has

helped create these industries (Beblawi, 1984).

Since the mid 1990s, Kuwait has been heavily involved in industrial
cooperation with other wealthy Arab Gulf States. In addition to industry, the
country’s long term plan is to develop banking, telecommunication, trade, and
other expertise and services that do not exist in the other Arab Gulf States.
Development projects are underway and other services are planned. It is thought
that the use of foreign labour and expertise could help attain this objective.
Therefore, international immigration to Kuwait and the consequent increase in

population growth rates may play an essential role in the foreseeable future to

32



bridge the gap between the demand for manpower and its availability from the

total population. Before the Iraqi occupation Kuwait had the distinction of having

the highest per capita income in the world (Shah et al, 1996).

Kuwait provides its citizens (Kuwaitis and non-Kuwaitis) with health,
educational, and retirement benefits (Shah et al, 1996). After the Iraqi occupation

the economy improved moderately from 1994 to 1997, with growth in industry

and finance.

2.1.3 Government in Kuwait. The state of Kuwait terms itself a
constitutional democracy, with the constitution guaranteeing freedom of religion
and worship, of individual liberty, and freedom of the press. It claims to embody
the positive aspects of both presidential and parliamentary systems prevalent in

democratic societies (Spasted, 1980).

The constitution outlines the structure of the Kuwaiti political system,

which is organised into four major institutions:
1. The Head of State (the office of the Amir)

2. The Legislature (the National Assembly)

3. The Executtve Branch (the cabinet and administrative

departments)

4. The Judiciary

Executive authority is vested by the Amir. It is exercised by the cabinet of

Ministers, which is headed by the Crown Prince. Legislative authority is vested
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jointly in the Amir and the National Assembly of fifty members, who are elected

through a direct secret ballot. The right to vote is accorded to Kuwaiti males who
are 21 years or older. Although there is a strong movement for giving the right to

vote to women, at this time males alone enjoy this right. Judicial authority in

Kuwait 1s exercised by the courts in the name of the Amir (Khalaf, 1984).

The constitution covers the State and system of government, the basic
concepts of Kuwaiti society, general rights and duties, authorities, and general and

provisional statutes. It protects all citizens against discrimination on the grounds

of race, language, and social origin.

The state of Kuwait follows a free economic system in which government
fiscal policy plays an important role. However, the private sector makes a major
contribution to the economy of the State. Perhaps the most significant positive

feature of the government in Kuwait is its ability to broadly distribute the wealth
of the country on Kuwaitis. Certain essential consumer commodities, which are

made available through co-operatives, are subsidised by the State, as 1s the case
with the supply of electricity and water. Likewise, the State ensures the support of

Kuwaiti citizens with disabilities or illness, as well as of the elderly. Education

and health care services are provided to Kuwaiti citizens without charge (Naim et

al., 1986).

2.1.4 Historical Development of Kuwaiti Society. The state of Kuwait 1s

approximately 300 years old. It came into existence when the Al-Sabah family

moved to the region, along with some other families from Saudi Arabia.



Historically, Kuwaiti society has been free from social distinctions as they may
pertain to race, caste, and other sociological factors which divide societies into
different segments. Further, Islam as a faith does not allow social distinctions in
general and social isolation in particular. However, Kuwaiti society was

historically comprnised of three clusters.

The first of these represented the Royal Family, and the second group was
comprised of some of the wealthiest families, who were predominantly merchants
and traders. These wealthy families ranked next to the royal family and enjoyed

considerable political influence, as the ruler consulted them for major decisions

related to state affairs. The merchant class was distinguished by kinship

relationships and intermarriages. Within the hierarchal framework of the merchant
class, there were those who were much closer to the royal family, and then there
were those who were captains of various ships that were used in trade. “Below
these levels were the office clerks” (Al-Naqeeb, 1978:264). The third cluster was
comprised of the large working class, which included fishermen, pearl divers,
sailors, shipbuilders and general labourers (Shehab, 1964:461). However, with the
discovery of oil and the massive wealth accumulated by the society over the last
four decades, the labouring class has literally disappeared because of the
extensive welfare services provided by the government. The jobs historically

performed by the labouring classes among Kuwaitis are now carried out by

immigrant workers.
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The social stratification that existed prior to the discovery of o1l did not
have a significant middle class. But with the discovery of oil, one major
noticeable change in the social stratification was the emergence of a large middle
class. The bureaucratic, small businessmen and middle management personnel

predominantly come from this middle class. Another class which is a recent

phenomenon is comprised of skilled expatriate workers. Most of these came to

Kuwait when the major developmental efforts began in the early 1970s.

Another milestone in Kuwait’s history pertains to the Constitution, which
was written and adopted 1n 1962, the year Kuwait got its independence from

British control. The National Legislatives Assembly was also established in 1962.
The National Assembly has 50 directly elected, male members. To date only male

Kuwaitis have the right to vote. Parliamentary representation, scholars agree, has

provided a boost to the middle class (Salih, 1991:54).

2.1.5 Labour Force. Rapid growths in oil production and per capita
revenues, beginning in the mid-1950s, have resulted in Kuwait being in the
forefront of economic development among the Arab countries of the Arabian
Gulf, for the past two decades (Al-Refaei et al., 1992). As a result of the rapid
growth of the economy, new divisions of work were created. The manpower
needed to fill these divisions led the government to adopt an “open door” policy
for non-Kuwaiti labourers. Most less developed countries suffer from an

abundance of labour and a shortage of capital. The situation in Kuwait is almost

uniquely reversed. In 2002, Kuwait had a total population of 2,041,961. Of that,
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34.6% were Kuwaitis and 65.4% were non-Kuwaitis (Ministry of Planning,
2002). This is a result of rapid expansion of the national economy, which has

required an additional workforce.

Figure 2.1: A Map of the State of Kuwait

Like other Gulf States, Kuwait has long claimed that the use of an

expatriate workforce is merely a temporary phenomenon. However, the fact that

Kuwaitis represented little more than a fifth of the workforce in 1980, and are
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projected to be just under a quarter of the labour force in 1990, clearly suggests a
long-term dependence on foreign labour (Shah, 1986). Farah (1983:43) identified
“push and pull” factors as instrumental to the large-scale labour migration to
Kuwait. The push factors include the high surplus-labour conditions in many of

the surrounding countries. On the pull side are the attractive wages, well-

developed social services, the abundance of consumer goods, and Kuwait’s

political tolerance.

In discussing the labour force in Kuwait, Alessa (1981) indicates that
numerous Kuwaitis refuse to do any manual work because of its lack of prestige.
Most Kuwaiti prefer professional, managerial, and governmental jobs. Thus there
is a general imbalance in the distribution of the labour force in Kuwait. Most of
the Kuwaiti labour force is concentrated in the governmental sectors (91.3%),

while the private sector has only 6.8% with the joint sector accounting for 1.9%

(Ministry of Planning, 2002).

In the light of the more challenging situation now facing Kuwait, as a
result of the war with Iraq in 1990 and the subsequent liberation, followed by

the successful but expensive effort to rebuild the country quickly, several
studies have been conducted to improve the workforce situation. Studies of
the World Bank’s Economic Memorandum (1995), the National Five Year
Plan (1996), and the Kuwait Government Civil Service Conunission’s Report

on Resolving Overlaps (1992) have addressed a wide range of issues related to
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the personnel system in the public sector. These studies identified the

following problems:

* Aninadequacy in the government’s staffing system with respect

to job placement and interagency co-ordination;

* Excessive concentration of decision-making authority, and

confused distribution of functional responsibilities; and

e De-motivating characteristics of the civil service system with
respect to promotions (which are based solely on education and

seniority level), and an absence of correlation between pay and

productivity.

To address personnel system problems, the studies recommended
enhancing the status, role, and responsibilities of the Civil Services
Commission, modifying policies and practices for hiring, promotions, job
classification and grade classification, introducing performance criteria into
the promotion system, putting incentive systems in place to increase
productivity, applying market value as a reference for salary, and a
remuneration scheme based on the principle of equal pay for work of equal
value. Recommendations for developing a human resources strategy and
determining long-term workforce requirements (particularly for the health
sector) included optimising human resource utilisation through a national

promotion campaign, and promoting the training and education of youth and

the participation of women in the workforce.
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2.1.6 The History of HCDS in Kuwait. The history of health care
services in Kuwait dates back to the early 1900s. In October 1904, the

American Mission at Kuwait established the first clinic and appointed the first

clinic and appointed the first physician. Before that date, the Kuwaiti

population used Arabic and traditional medicine and remedies, in which herbs

are primarily used for healing (Al-Jarallah, 1996).

In 1914, the American Mission established the first hospital in Kuwait,
named ‘“The American Hospital”. Following that, in 1920, the American
Mission established a Women’s Hospital. Those two hospitals were the only
hospitals serving the people of Kuwait until the late 1940s. In 1949, two
additional hospitals were opened: Al-Amiri and the Psychiatric hospital.
Following that, different hospitals with different specialties were established,
including a Maternity Hospital in 1961, and the Infectious Diseases Hospital
and Al-Sabah Hospital in 1962 (Naim et al, 1986, Al-Jarallah, 1996). Around
the same time, a Ministry of Health (MOH) was established and the HCDS

gradually started to take the shape that it has today. Table 2.1 shows the

number of the various health care facilities that serve Kuwait today.

2.1.7 The Ministry Of Health (MOH). The Ministry of Health
(MOH) is the superior authority that controls both the public and private

sectors. The MOH decides the country’s health and medical priorities and sets

policy.
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Administratively, a Minister, who is a political appointee (Figure 2.2),
heads the Ministry of Health. The Minister of Health can be a member of the
National Assembly, or someone who is not a legislator and is appointed on the

recommendation of the Prime Minister, with the expectation of the Crown
Prince and the heir-apparent to the Amir. The Ministry’s executive head, who
1s called the Under-Secretary, is generally a medical doctor with considerable
experience. The Under-Secretary is assisted by 11 Assistant Under-
Secretaries. Notable among these are the Assistant Under-Secretaries for
Technical Affairs (who manage all medical care aspects), Financial Affairs,
Allied Health Services, Dentistry Affairs, and Drug Control. Each Assistant
Under-Secretary 1s responsible for a number of directorates, each of which is
headed by a Director. Each directorate, it may be noted, is further divided into

sections. Another important feature of the organisation of the MOH pertains to

Health Regions (Districts).

The HCDS 1s divided into 5 health regions and each region 1s headed

by a Regional Director and has a general hospital which provides primary

health care. The speciality services are utilised through referral from the
clinics or from the general hospitals to the speciality hospitals/clinics. The
researcher examined the MOH organisation structure in order to identify

stakeholders concerned with HIS implementation in chapter five.
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2.1.8 The Current Structure of the HCDS in Kuwait. In order to have a
HCDS that 1s more accessible and decentralised, the policy planners in Kuwait
have adopted the policy of regionalisation of the health care system. In principle,
the system envisions the concept that a defined community or regton should share

the responsibility of defining its health problems and solving them.

Organisationally, this task is fulfilled through a general hospital to which a
specific number of clinics (dispensaries and speciality clinics) are attached. In
addition, each region 1s required to have a comprehensive preventative health

programme and the requisite health promotion programmes (Naim et al., 1986).

The MOH identified six health regions (districts): Al-Sabah, Al-Amin, Al-
Farwaniyah, Al-Jahra, Mubarak, and Al-Adan. Each region provides for the

comprehensive health needs of a population of 250,000 to 300,000.

The regional hospitals, also known as general hospitals, with a combined
bed capacity of 2,431 beds in 2002, render secondary level health care, together

with the ambulatory care services in the eight specialised hospitals, with a bed
capacity of 1,994 in 2002. These hospitals offer referral- based tertiary level

health care services to all residents of Kuwait (Stephen, 1992).

The bulk of the health services in Kuwait are provided by the MOH.
However, curative services are provided by the private sector as well. Kuwait has

4 private hospitals and 3 oil company hospitals, as well as 21 dental clinics and 51

general medical clinics, all of which are private.
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Table 2.1: The Various Health Care Facilities in Kuwait Today

Facility Number
Public Care;
General Hospitals:

Al-Amin (408 beds)

Al- Farwaniyah (462 beds)
Al-Jahra (437 beds)

Mubark Al-Kabir (370 beds)
Al-Adan (505 beds)
Al-Sabah (400 beds)

Specialty Hospitals

General health care ctr. 85

_——
\®)

Dental care 67

:
Child care 64

General health care ctr.
O1l company hospitals

Dental clinics 21

Al-Mowasat (200 beds)
Al-Hadi (150 beds)
Al-Rashid (50 beds)
Dar-Al-Shifa (180 beds)

II

Source: MOH 2002
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2.1.9 Health Manpower. In 2002, Ministry of Planning statistics showed
that the total number of employees of MOH was 28,957. 47.5 % of these were
Kuwaitis and 52.5% were non-Kuwaitis, distributed among the different
departments and health care facilities in the Ministry organisation. In the
Ministry, which is the superior authority, 90% of employees were Kuwaitis and

10% were non-Kuwaitis.

There are indications that the national policy of “Kuwaitisation” of in
the public services 1s, to some extent, achieving its objectives. According to
the statistics of the MOH, the percentage of Kuwaiti physicians working in
the Kuwaitt HCDS (both public and private) increased from 23.3% in 1995 to
31.2% in 2002. Also, the percentage of Kuwaiti dentists and nurses increased

from 26% and 10.4% respectively in 1995 to 28.1% and 12.8% 1n 2002.

However, the number of expatriate medical and paramedical staff in
the MOH hospitals still exceeds the number of Kuwaiti staff. In 2002, the

number of doctors working in the MOH hospitals was 3525: Kuwaiti
physicians represented only one-third of this total number of physicians,

whereas, Egyptian physicians formed the dominant nationality, with 39.4% of
the total number of physicians. Indian physicians are the third largest group,
constituting 7.0% of the total number of physicians. The percentage of
Kuwaiti employees working in non-clinical jobs (administration) in MOH

hospitals is 75%, while the percentage of non-Kuwaitis 1s 25%.
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There are over seventy Arab, Asian, and European nationalities
employed by the MOH. Egyptians represent one-third of the entire expatnate
workforce sector: there are 4,711 Egyptian employees, representing 33.3% of
the total expatriate workforce in the ministry. Indians form the second largest
nationality, with 3,873 employees, representing 27.4% of the total number of
expatniates. The Filipino workforce of 1,719 employees constitutes 12.2%.
European manpower is the smallest sector among the nationalities, being

1.4% or 200 health professionals employed by the ministry.

2.1.10 Summary. Kuwatt is a small, rich, and democratic country,
with high export revenues owing to the oil industry, and, until comparatively
recently, one of the highest per capita incomes in the world (Shah, 1998). Due

to the nature of its economy;, its demographics are such that the population of

non-Kuwaitis exceeds that of Kuwaitis.

In accordance with these demographics, the health services rendered

by the MOH rely heavily on expatriate manpower. Reviewing the manpower
statistics in the MOH shows the extent of diversity of the nationalities of

health care professionals. Therefore, an important conclusion to be drawn
from these statistics is that studying how diversity affects organisational

performance is an important adjunct to the maintenance of adequate staffing

Ircsourcces.
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2.2 Section Two: Sociological Perspectives on Kuwait

2.2.1 Overview. Social stratification is quite important in Kuwaiti
society. Additional attention has been devoted to the societal structure of

Kuwait here, because the subject of this research has a strong connection with
the norms and the traditions of this society. Furthermore, the conditions under
which healthcare personnel, including the expatriate workforce have to

function, have been included essentially to provide the optimal premises for

the objectives of this study.

Therefore, this section presents a brief discussion of pertinent aspects
of the sociology of Kuwatiti society. In this respect, some of the theories
pertaining to social stratification are summarised briefly. Specifically, the
historical development of Kuwaiti society is reviewed with reference to
different social classes, followed by an account of the composition of the

migrant workforce. Furthermore, selected social distinctions between

" Kuwaitis and non-Kuwaitis in the workplace are identified, and their effects

on the administrative systems in the Kuwaiti HCDS are discussed.

2.2.2 Basic Theories of Social Stratification. Since ancient times,
social philosophers have been concerned with economic, social, and political
inequalities (Tumin, 1985). Most societies, from the simplest to the more
complex, have some form of social inequality. In particular, power and
prestige are unequally distributed between individuals and social groups

(Owen, 1968). It is important to make the distinction between social
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Inequality and social stratification, which is a particular form of social
iequality. It refers to the presence of social groups which are ranked one

above the other, usually in terms of the amount of power, prestige, and wealth

their members possess. Those who belong to a particular group or stratum
have some awareness of common interests and a common identity. They share

a stmilar lifestyle which, to some degree, distinguishes them from members of
the other social strata. For instance, the Indian caste system is a living

example of a social stratification system (Haralambos, 1985:25)

A number of theories of social stratification can be found in the
literature. However, the functionalist, Marxian, and Weberian perspectives

have historically been accorded higher recognition in western sociological

studies.

When functionalist, such as Tumin (1985), attempted to explain
systems of social stratification, they based their explanation on the

frameworks of larger theories which sought to explain the operation of society
as a whole. They assumed that there were certain basic needs or functional

prerequisites which must be met if a society is to survive. These theorists
therefore looked to social stratification to see how far it met these functional
prerequisites. Furthermore, they assumed that parts of a society form an
integrated whole, and thus they examined the ways in which the social
stratification system is integrated with other parts of society. In brief,

functionalists are primarily concerned with the function of social
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stratification, and its contribution to the maintenance and well-being of a

society (Haralambos, 1985:30).

Marx, on the other hand, viewed social stratification differently.

According to his theory (Marx, 1961), social classes develop on the basis of
the different positions or roles which individuals fulfil in the productive
scheme of a society. Marxist perspectives emphasise social strata rather than
social inequality in general (Tumin, 1985). The fall of the Soviet system some
have argued, has diminished the value of the Marxist perspective.

Nonetheless, its historical value deserves recognition.

The work of the German sociologist Max Weber represents one the
most important developments in stratification theories (Haralambos, 1985).
Like Marx, Weber views social class in economic terms. He argues that
classes develop in market economies in which individuals compete for

economic gain. Weber argues that the major class division is between those

who own the forces of production and those who do not. In Weber’s view any

system of social inequality needs both material and moral support. Power, to

be sustained, requires a legitimate basis in order to ensure that some might

command, and that there would be others who could be counted on to obey

(Owen, 1968:22).

2.2.3 Social Structure of Kuwaiti Society. In order to give a more in-

depth understanding of the effect of culture upon health services

organisations, it is necessary to describe some of the social characteristics of
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Kuwaiti society. To that end, this section will briefly examine the character of

Kuwaiti society and its basic social values in particular.

As observed earlier, three major social groups are recognised amongst
Kuwaitis. However, a much broader and clearer distinction exists between the
rural and urban groups. Today, Kuwait is essentially a city state, and each
segment of the population has all modern amenities such as electricity,
running water, sewage, air-conditioning and other essential services.
Historically, however, a majority of Kuwaitis lived on what would then have
been described as rural areas, and the population of these rural segments was
divided into different tribes. Whilst urban society became divided into upper
class families and lower class families, which mixed through inteﬁnarriage,

the rural families remained divided into different tribes.

Islam, as the chief religion, plays a crucial role both in shaping
Muslim Arab culture and as an underlying force. According to Islam beliefs,
the family and society are far more important than the individual. It 1s from
this historical perspective that an individual in an Arab society owes his well
being to the strength of his community or society. While Islam not only
allows but encourages freedom of expression, it requires its followers to abide
by certain agreed principles. Contrary to western democratic norms, in which
a majority always carries the day, a Muslim community is always supposed to

follow those who are righteous and to adhere to the dictates and ordainments

of God, even if they are in the minority. From this perspective, the role of the
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community and society outweighs individual freedom. An individual in an
Arab culture is supposed to carry out the decisions of the community or the
society. However, it is important to note that a decision-maker or an

administrator in Islam, like in other monotheistic religions, 1s supposed to be

impartial and objective in assigning jobs or distributing benefits.

In Arab culture, mutual co-operation between families and groups is
imperative. The traditional principles of loyalty and responsibility to the
family or the community ensure that individual interests are subordinated to
those of the family or the community. In such a social arrangement, an
individual receives family or community support and security in return for his
loyalty and services to the community. Thus, kinship becomes a powerful

source of potential power, which other expatriate groups do not often share.

Kuwaitis and non-Kuwaitis have their distinct cultures, languages, and
traditions, but they all have to mix together in the work environment, where in
most cases the expatriates outnumber the Kuwaitis. Outside of the workplace,
however, the Kuwaitis and non-Kuwaitis segments of the population are
separated in terms of areas of residence. Kuwaiti laws do not permit any
expatriate to buy property in Kuwait, unless it is for the residents of the Gulf
Co-operation Council countries. The Kuwaitis themselves can also be viewed

as living in different categories of residential areas, because residential areas

are broadly divided into three types. First, there are single family dwellings

which are usually owned by affluent Kuwaitis. Then there are middle income
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and low income houses or apartments for Kuwaitis. A number of rich

Kuwaitis also own apartment complexes which they rent to non-Kuwaitis.

Al-Khras (1982) observes that factors such as the temporariness of
migration, the low degree of social interaction between Kuwaitis and non-
Kuwattis, and the social disparity between different sections of the society,
are all likely to lead to low worker morale. Such conditions are also likely to
lead to an absence of social cohesion within society, and at times a growing
hostility among its various sectors. Al-Khras further contends that the

beginnings of social conflict are rooted in the feelings of certain social groups

who perceive that they are underprivileged, and exploited by other groups.

2.2.4 Composition of Migrant Workforce. As mentioned previously,
the population of Kuwait is estimated to be 2,041,961. Of that number, 34.6%
are Kuwaitis and 65.4% are non-Kuwaitis (MOH, 2002). The non-Kuwaitl
population is divided into the following major ethnic groups: non-Kuwaitl
Arabs, Asians, Africans, Europeans, North Americans, South Americans, and
Australians. Among the non-Kuwaiti Arabs, the Egyptians are the main
group, comprising approximately 20% of the total expatriate population,
followed by Syrians (6.8%), and Lebanese (2.5%). The other Arabs constitute
relatively smaller proportions of the population. Among the Asians, the
largest group is represented by Indians, who comprise 19% of the total non-
Kuwaiti population, followed by SriLankans (12%), Bangladeshis (10%),

Pakistanis (7.2%), Iranians (5%), and Filipinos (3.6%) (MOH, 2002).
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Social interaction among these different ethnic groups has been a

subject of study for a number of years. Al-Ostad (1986) contends that the
vartous ethnic groups in Kuwait are viewed as contributing towards a
pluralistic society rather than a “melting pot”. This, he argues, 1s mainly due
to government policies, which separate residential areas for Kuwaitis and
non-Kuwaitis. While the different ethnic groups have their own social

organisations, the social interaction between Arabs and non-Arabs is

somewhat limited.

2.2.5 Social Distinctions at the Public HCDS.

2.2.5.1. Social Influence and Power Distribution. Non-Kuwaitis are
not considered to be part of the administration or of society, because they do
not have the right to vote or to join any labour unions, occupational groups, or
even sports clubs as active members. Even in government departments 1t 1s
very rare to find Kuwaitis and non-Kuwaitis sharing the same office. Usually

Kuwaitis occupy individual offices, and non-Kuwaitis occupy the smaller

rooms. The interaction among Kuwaitis and non-Kuwaitis in offices 1s
generally limited to official work. However, in academic settings and
hospitals, relatively closer and freer interaction is observed, although the
Kuwaitis generally believe in and assert their superiority over non-Kuwaitis 1n
most work settings. Another pertinent aspect of societal interaction pertains to
the differences that exist between Kuwaitis. Most Kuwaitis who have a rural

background believe that they owe their allegiance to their tribe. However, 1f a
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situation arises in which there is a difference between a Kuwaiti and non-
Kuwaiti, all the Kuwaitis will put aside their differences and unite as one
person. Finally, some expatriates have been granted Kuwaiti citizenship, but

despite their citizenship they do not enjoy a social status equal to that of

Kuwaitis, because such people are viewed as “second class” Kuwaitis and

generally remain somewhat isolated from the Kuwaiti community.

Kuwaitis are a minorty in their own country, yet they possess the
superior social positions. Non-Kuwaitis generally have a lower social status
than most Kuwaitis do, but they nevertheless enjoy considerable control over
the administrative machinery in the MOH hospitals, essentially because many
of the middle management and most of the low-level employees are
expatriates. However, the top managerial positions in the MOH are held by
Kuwaitis, while the middle management positions are generally filled by non-
Kuwaiti Arabs, predominantly Egyptians. Significantly, though, these latter
positions are the ones which implement policy rules or regulations and
establish procedures in the Kuwaiti system. Therefore, the administrative
mechanisms wielded by the expatriates in general and the Egyptians in
particular give them a more or less unique access to information about the
running of the MOH. It is believed that they frequently keep this information

to themselves, as a substitute for authority and even, perhaps, as gpotential

weapon. Consequently, middle management positions afford expatriates a
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considerable alternative source of power. Consequently, middle management

positions afford expatriates a considerable alternative source of power.

The lower level employees are generally Asians. Similar to the big gap
between the Kuwaitis and the non-Kuwaitis Arabs, there is also a big void
between the middle and lower management employees, the former being
predominantly Egyptians and the latter being predominantly Asians. This has
resulted in clearly marked social distinctions between these three classes of

upper management, middle management, and the workers.

Much has been written about power distribution in stratified societies.
Haralambos (1985) has given a comprehensive analytical account of power
distribution. His literature review places emphasis on the works of Pareto
(1963), whose regarding his theory on the process of social life states that in
all societies two classes of people appear- a class that rules and a class that 1s
ruled; Mills (1951), who observed that American society was dominated by

the power elite; and Dahl (1973), who maintains that to discover the
distribution of power within any society, one has only to examine the actual

pattern of decision making. Thus, most of the principal works that discuss
stratification within society support the pluralist position. However, there are
other scholars who have seriously criticised pluralism. They contend that the
pluralists ignore “non-decision making” a situation in which some are
perceived to have the power to prevent some issues from reaching the point of

decision. While the literature provides many arguments both for and against
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the pluralist view, the situation in Kuwait is different, and rather more

complex.

Kuwaiti society is dominated by two basic groups of people —-Kuwaitis
and non-Kuwaitis. The non-Kuwaitis do not have any meaningful, direct role
In the decision-making process, and they are in effect subordinate to the
Kuwaiti managers. However, within the Kuwaiti section of the population, as
observed earlier, there is an elite which makes the major decisions and
therefore controls the destiny of the society and its organisations. This means
that the non-Kuwaiti population is inevitably subservient to more powerful
indigenous strata within the society. A Kuwaiti employee, whether he is in a
top management or middle management position, always has unhindered
access to the most senior person in an organisation, who 1s always a Kuwaiti.

This may not be the case for non-Kuwaitis.

Since most, if not all, non-Kuwaitis have migrated to Kuwait for the

sake of money, their inherent desire is to please their Kuwaiti employer in
order to maximise enjoy job security and sustain their income. This

propensity to subjugate themselves for monetary gain weakens the expatriate

socially. The majority of non-Kuwaitis, although highly competent in their

professional training generally prefer not to take a stance which would put
them in a position of competition with Kuwaiti supervisors and managers.

Hence, this is a reason for non-Kuwaitis being socially disadvantaged. Leavitt

et al (1973:751) contends that:
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“A Kuwaiti’s ability to communicate directly with the Kuwaiti
top hierarchy is helped, in large part, by other capacities, roles, and
status, which they might possess within or outside the
organisation. Kuwaitis, by virtue the influence they can exert in

this way, enjoy a greater amount of job security, status, and
authority”.

Our primary interest in this section, i1t may be recalled, was briefly to
discuss the effect of social status on the distribution of power and influence,
In conclusion, 1t 1s evident that the non-Kuwaitis have a lower social status in
Kuwaiti society, that the Kuwaitis as an informal social group are more united

than the non-Kuwaitis, and that the Kuwaitis hold more influential positions

than non-Kuwaitis do in the administration.

2.2.5.2. Language Barrier. The official language in Kuwait 1s Arabic;
therefore all executive and judicial decisions are passed and recorded 1n
Arabic. All the official documentation in Government offices is also In
Arabic. The only exceptions are the internal matters of some private

companies which use English as the working language, or some academic

faculties.

As mentioned earlier, Kuwait employs manpower from many
countries. In the Ministry of Health, for instance, expatriates from more than
seventy countries are employed. Since the language is Arabic, and a vast

majority of the workers are from Asia, there are, inevitably, serious
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difficulties faced due to language barriers. Whilst a full-scale study of these 1s

beyond the scope of this study, it is worthwhile exploring the issue briefly.

A vast majority of nurses, radiographers, and medical laboratory
technologists are from Asia, as are many of the medical doctors and dentists.
The issues related to the language barrier are twofold. Firstly, the non-Arabic
speaking patients may run into serious difficulties when they are being treated
or provided with care from Arabic speaking staff. Similarly, Arabic speaking
patients in general and the Kuwaitis in particular face many difficulties when
they have to deal with doctors or allied health professionals who do not speak
Arabic. Therefore quality of care, as it pertains to patient satisfaction, is often

seriously hampered.

Another aspect of difficulties arising from language barriers stems
from the fact that the middle management positions are generally held by non-
Kuwaiti Arabs, predominantly Egyptians. Most of these workers have a very

poor comprehension of the English language, and are therefore constrained to
converse in Arabic. The non-Kuwaiti Arabic-speaking staff view this as a

mechanism purposefully employed to use the Arabic language as a source of
power, and a mechanism which enables the Arabs to withhold requisite

information. These factors also create management difficulties for the health

care delivery system.

2.2.5.3. Employment Policies. The government of Kuwait 1s

committed to “Kuwaitisation” to the greatest extent possible. Specifically all

b
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senior administrative positions in the public sector are supposed to be vested

in Kuwaitis. Similarly, the middle management positions are accorded to
Kuwaitis whenever they are available. Further evidence on discriminatory

government policies towards non-Kuwaitis is pointed out by Khouja et al

(1979:49):

“With government policies not allowing them to own real
estate or company shares, they have not been able to participate
fully 1n the fruits of increased economic prosperity. Hence a
growing feeling of frustration and lack of belonging to the country

in which they work and live has developed among them”.

Because of the obvious difficulties created by stratification and power
differentials in the workplace, some attempts have been made to study the
work environment of the expatriate manpower in Kuwait. For instance, Shah
(1986), in her study on foreign workers in Kuwait, concluded that the level of
commitment to national goals (of Kuwait) within such an environment is
bound to be low, and the elements of frustration and labour alienation are

likely to be high. The impact of such an environment on the indigenous labour

force is bound to be negative, since social relations within the work situation

are likely to be based on mutual hostility and mistrust, rather than on co-

operation and trust.

Notwithstanding the policy of the Kuwaitisation of staff recruitment,
the Ministry of Health, in its endeavour to employ qualified staff, recruits

medical doctors, dentist, pharmacists, and allied health professionals from
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wherever they can find them. There is a general understanding that the
government does not want to employ staff from only a few selected countries.
Such recruitment policies have political implications. Therefore, the

government tries to maintain an optimal balance in employing people from
various nationalities and regions. However, the presence of various
nationalities which are potentially competing against each other, can

contribute to further aggravation of the already hostile work situation (Shah,

1998).

2.2.5.4. Stress at the Workplace. Work-related stress is another

contentious subject, and some employees face this factor more often than
others. In particular, it was found during interviews and discussions with
various supervisors and employees that the language barrier creates a certain
amount of stress among some of the employees. This stress becomes
particularly noteworthy when instructions are given by a supervisor who does
not speak the same language as the employees does, and the employee does

not have a proper comprehension of the language used by the supervisor.

Similarly, the documentation of medical records may be deficient in the sense

that many non-Kuwaiti Arab physicians do not carry out proper
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