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ABSTRACT

Background In Morocco’s health systems, reforms were
accompanied by increased tensions among doctors, nurses
and health managers, poor interprofessional collaboration
and counterproductive power struggles. However, little
attention has focused on the processes underlying these
interprofessional conflicts and their nature. Here, we
explored the perspective of health workers and managers
in four Moroccan hospitals.

Methods We adopted a multiple embedded case study
design and conducted 68 interviews, 8 focus group
discussions and 11 group discussions with doctors,
nurses, administrators and health managers at different
organisational levels. We analysed what health workers
(doctors and nurses) and health managers said about their
sources of power, perceived roles and relationships with
other healthcare professions. For our iterative qualitative
data analysis, we coded all data sources using NVivo

V.11 software and carried out thematic analysis using the
concepts of ‘negotiated order’ and the four worldviews.
For context, we used historical analysis to trace the
development of medical and nursing professions during
the colonial and postcolonial eras in Morocco.

Results Our findings highlight professional hierarchies
that counterbalance the power of formal hierarchies.
Interprofessional interactions in Moroccan hospitals are
marked by conflicts, power struggles and daily negotiated
orders that may not serve the best interests of patients.
The results confirm the dominance of medical specialists
occupying the top of the professional hierarchy pyramid,
as perceived at all levels in the four hospitals. In addition,
health managers, lacking institutional backing, resources
and decision spaces, often must rely on soft power when
dealing with health workers to ensure smooth collaboration
in care.

Conclusion The stratified order of care professions
creates hierarchical professional boundaries in Moroccan
hospitals, leading to partitioning of care and poor
interprofessional collaboration. More attention should
be placed on empowering health workers in delivering
quality care by ensuring smooth interprofessional
collaboration.

Key questions

What is already known?

» In hospitals, interprofessional interactions are char-
acterised by conflicts, power struggles, medical
dominance and daily negotiated orders that may not
serve the best interests of patients.

What are the new findings?

» Human resource shortages, poor working conditions
and lack of institutional backing of and clarity around
internal regulations all limit the decision space for
health managers, who rely more on soft power than
on formal hierarchy to do their work.

What do the new findings imply?

» Reinforcing the role of clinical managers and em-
powering general practitioners and nurses to take
responsibility for coordinating and integrating care
may facilitate better integration and coordination of
care in hospitals.

BACKGROUND

Since 2000, health system reforms imple-
mented in low and middle-income coun-
tries (LMICs) based on economic incentives
(eg, performance-based financing) have
generated tensions within the public sector
between health workers” market-driven values
and the public service ethos and orientation
of health systems."™ Most of these reforms,
in the age of New Public Management
(NPM), target public agencies and aim to
foster competition and market-related values
(results-based budgeting, contracting and
public—private partnerships). This shift may
have led to negative externalities such as
gaming, goal displacement, corruption and
interprofessional conflicts that hinder the
quality of health service delivery.”™ In LMICs,
evidence points to increased tensions and
power conflicts among members of different
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health professions because of marketisation of care and
the rising expectations of patients, challenging interpro-
fessional collaboration and negatively affecting quality of
care.” * 1

Since 2000, similar NPM reforms have been imple-
mented in Morocco. They include hospital reforms,
results-based budgetary reforms, contracting out, restruc-
turing of hospital governance amid increased health
needs (epidemiological transition, high burden of non-
communicable diseases), growing urbanisation and
fragmented health financing."" '* These reforms aimed
at strengthening local health system governance by insti-
tutionalising quality assurance programmes, establishing
strategic hospital frameworks and performance-based
budgeting and redesigning organisational structures.'*™°
In Morocco, evidence indicates that these reforms were
accompanied by increased tensions among doctors,
nurses and health managers,' '” low interprofessional
collaboration and even power conflicts."®' Several imple-
mentation issues have arisen because of demotivation
of health workers,"” # lack of organisational learning,”
deviant health worker behaviours such as dual private
practices and corruption.' *** One factor was the rising
discretionary power of unionised health workers (threat-
ening negotiation walkouts, strikes, street protests, resis-
tance to performance-based management), who gained
concessions from the Moroccan government in terms of
wages after the Arab Spring movement in 2011.%%

In the field of health policy and system researc
little attention has focused on power relationships among
health professionals and managers.* * In Morocco,
limited evidence is available to describe the nature and
quality of interprofessional collaborations between
doctors and nurses in hospitals. We set out to decipher
the nature of these collaborations by using the theory
of negotiated order®” and Mintzberg’s four worldview
lenses.” We specifically explored the perspectives of
different health professionals (nurses, doctors, midwives,
administrative staff) regarding interprofessional collabo-
rations and power dynamics.

This work is part of a larger study exploring the rela-
tionships among leadership, motivation, performance
and organisational culture.”™ Here, we look specif-
ically at the nature of interprofessional collaboration
and conflicts from a dynamic, multilevel perspective,
evaluating interactions among actors within the broader
organisational, social and historical context of medical
and nursing professions in Morocco.**’

h,26 27

Theoretical background

Theories underlying interprofessional power conflicts in hospitals
The organisational sociology of professions provides
insightful theories for explaining the nature of interpro-
fessional power conflicts and negotiations that govern
the daily practice of health professionals.”** Power rela-
tions between health professionals in hospitals are often
described as being dominated by the medical profes-
sion.” ** In hospitals, professions are organised into

hierarchies, with medical specialists at the top, where
power is pluralist (formal/informal, soft/hard, collab-
orative/competitive) and present in daily interprofes-
sional relations. ™’

Strauss introduced the concept of ‘negotiated order,
which explains the constant consensus building and nego-
tiation between interconnected professionals (doctors
and nurses), in which each professional category tends
to exert influence over the other, grounded in exchange
and reciprocity. Both have something the other wants: for
doctors, it is access to information from ward nurses, and
for nurses, it is the prestige of having a close relationship
with the doctors.*

The negotiated order is the consequence of both
formal and informal negotiations between professions
that traces to the increased specialisation of healthcare
professions.*”™ * The interactions between professional
groups and professions play a crucial role in shaping
powgr@structures and negotiation processes in hospi-
tals.

Professional silos in hospitals

Hospitals are the archetype of professional bureau-
cracies.” They are characterised by dual hierarchies:
managers at the top holding formal authority over admin-
istrative staff but with limited control over the behaviours
of professionals. They are also characterised by a multi-
tude of professional partitions separating doctors from
nurses and other caregivers.” * These interprofessional
partitions create many professional silos (or chimneys)
that fragment the health system and constrain horizontal
integration of care and interprofessional collabora-
tion™* % (figure 1).

Medical dominance

The medical profession is characterised by autonomous
members who have formed professional structures (virtu-
ally hermetically) sealed by collegial bonds and sepa-
rated from external members (nurses and administrative
staff). This partitioning creates a sense of fellow feeling,
a strong collective identity and solidarity among doctors
that obliges them to support each other and act in the
best interest of the medical profession.”’ Doctors are
organised into professional hierarchies in which seniority
and clinical expertise and experience are highly valued.
Physicians often resist an overcontrolling hospital admin-
istration, which explains why little social control is exerted
over physicians.”* In contrast, nurses derive their power
from their mediator role by connecting physicians to
patients and their families. Nurses have more informa-
tion about patients than physicians do and may use this
information to leverage power in exchange for specific
resources with doctors.” ™

Health workers’ divergent worldviews

Most studies that have explored how the NPM health
system reforms have shaped power interplays and
interprofessional collaboration were carried out in the
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Figure 1

Global North.”*%® In LMIGCs, including in Morocco,
little evidence addresses the individual, organisational
and contextual factors that explain interprofessional
conflicts.®

To understand the diversity of health worker perspec-
tives, we used the Glouberman and Mintzberg framework
as a heuristic tool to make sense of health worker world-
views and of managers in hospitals (figure 2). According to
Glouberman and Mintzberg,30 there are four worldviews
in hospitals: cure, care, control and community.”” *” The
‘cure worldview’ is held by doctors committed to treating
specific diseases and to interventions that change the
conditions of patients, such as caesarean section and
medicine prescribing. They have little interest in admin-
istrative work. In contrast, nurses hold a ‘care worldview’
that values patient-centred care, and they spend most
of their time with patients. A ‘control worldview is held
by managers and their oversight authority who value
control, stability and conformity with procedures. Finally,
the ‘community worldview is held by the governing board,
which holds managers accountable and exerts its power

Top management level

Community Control
Trustee, unions, Managers and their
mediate,e.g. oversight authorities

Weak ties with the hospital Strong ties with the hospital

Cure Care
Doctors Nurses

Operational work level

Figure 2 Four worldviews.

Professional silos (adapted from Glouberman and Mintzberg).*

by constraining resource allocations. These boards are
represented by boards of trustees, media and politicians.

Brief overview of the Moroccan health system

The Moroccan health system is organised into several
interconnected healthcare networks in 12 health regions
(figure 3). The networks include multiple interacting
health actors within and across health districts (circon-
seription sanitaires), provinces and regions.”°” The organ-
isation of healthcare follows the administrative govern-
mental deconcentration (12 regions and 82 provinces).

Primary care is provided by primary care networks
consisting of rural and urban healthcare centres in
many health circonscriptions (or districts) (838 urban
and 1274 rural). There are 12264 habitants per primary
healthcare centre, which provides supportive, preven-
tive and curative care including maternal and neonatal
health services.”®

Secondary and tertiary care are provided by a pyramidal
hospital network that comprises 149 hospitals including
(semiautonomous) provincial and regional hospitals and
inter-regional (fully autonomous) teaching hospitals with
a total of 233931 beds and 10 psychiatric hospitals with
1454 beds. In the public sector, there is a ratio of 1398
inhabitants per hospital bed. The private sector is highly
developed with more than 10346 beds (8355 medical
specialists, 5190 general practitioners). The private and
public sectors combined allow for adequate coverage of
993 habitants per hospital bed.

These main networks are interconnected by an emer-
gency care network comprising local emergency units
and prehospital emergency units (emergency medical
regulation centres, reanimation and emergency services
including medical air transportation), and medicosocial
institutional networks that include non-acute care (eg,
rehabilitation centres and nursing homes).

METHODS

For this study, as noted, we sought to understand power
dynamics that govern interprofessional collaboration
in healthcare settings using the theory of negotiated
order® and Mintzberg’s four worldview lenses.”’ More
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Figure 3 The Moroccan health system. HC, healthcare.

specifically, we compared doctors’ perspectives on inter-
professional collaboration with the perspectives of nurses
and health managers.

We used a multiple embedded case study design that
takes into consideration the role of social and cultural
context and allows for flexible exploration of various
levels of analysis from the individual to the professional
group to the organisational level.” We also contextual-
ised our findings through a historical analysis following
previously published guidance®™ ® to elucidate how
nursing and medical professions were developed during
the colonial and postcolonial eras in Morocco.

Case selection

We selected four hospitals designated as EJMH, NHMH,
RKMH and SMBA. Our choices were guided by the
maximum variation among the study sites (eg, bed
numbers, rural and urban areas, population of the catch-
ment areas; figure 4).

Participant selection
We selected participants from different professional
groups (doctors, nurses, support staff and administrators)

Territory : Commune

PRIMARY HEALTH CARE NETWORK

Urban HC Level 1

Population : 25,000.

Service:Comprehensive
primary health care

Reference centers
&

Service : Reproductive
health, youth centers..etc)

Urban HC Level 2

Population : 50,000.

Service : Level 1 + Emergency
obstetrical care, laboratory
ultrasounds & screening.

and different healthcare units and managers from
different organisational levels (senior, middle and oper-
ational levels) within the four hospitals. We purposely
selected hospitals with contrasting organisational
performance (ie, extreme case selection according to
Patton®), as indicated by the national quality assurance
programmes between 2011 and 2016.

In this study, we posited that perspectives on interpro-
fessional collaboration/conflicts and medical dominance
would differ between different front-line health workers
(doctors, nurses, administrators) and between clini-
cians and hybrid managers (health professionals filling
additional managerial roles such as head of the medical
department) (see box 1 and figure 5). To this end, we
included participants from different organisational levels
(strategic, eg, governing board; middle, eg, department
head; and operational, eg, head of services) (see box 2) 0

Data collection
First, we carried out four empirical case studies in the
four hospitals using interviews, focus group discussions

4

Belrhiti Z, et al. BMJ Global Health 2021;6:¢006140. doi:10.1136/bmjgh-2021-006140



8 BMJ Global Health

Case 2
Constructed: 2013
Beds: 333
Population: 1,265,285.
Location: urban

Human resource : 434

Case 4
Constructed: 1961
Beds: 320 Beds
Population: 452,979.
Location: urban

Human resource: 273

Figure 4 Case study selection.

(FGD) and group discussions between 1 January and 30
June 2018 (table 1).

Interviews

In total, we conducted 68 face-to-face interviews until
saturation was reached: 17 at EJMH, 18 at NHMH, 16
at RKMH and 17 at SMBA. The average duration of
interviews was 40 min. We followed guidance on quali-
tative interviewing from Rubin and Rubin regarding,
for example, structure, conversational partnerships,
follow-up questions and probes.64

Group discussions

We conducted eight FGDs following guidance from
Krueger and Casey.”” When the required number of six
to eight members for an FGD was not reached, we instead
conducted 11 group discussions with a limited number of

Box 1

Purposive participant selection

Senior managers (executive board)

» Hospital director.

» Chief medical officer (CMO), ‘ Chef des péles des affaires médicales'.

» Chief nursing officer (CNO), ‘ Chef du péle des soins infirmiers'.

» Administrator, ‘Chef des pdles des affaires administratives'.

Middle managers (head of health departments/services)

» Administrative department (‘Pdles des affaires administratives OR
‘admission service’): head of unit (human resource (HR) or financial
unit).

» Pharmacy: pharmacist in chief.

» Medical department (ie, mother and child): doctor in charge and
nurse in charge.

» Surgical department (operating theatre or emergency department):
doctor in charge and nurse in charge.

Operational staff

» Administrative department; administrator.

» Pharmacy: one pharmacist and one technical staff.

» Medical department (eg, mother and child unit): one doctor and one
nurse.

» Operating theatre or emergency unit: one doctor and one nurse.

Case 1l
Constructed : 2004
Beds: 76
Population: 365,000.
Location: peri-urban

Human resource: 93

Case 3
Constructed: 1970
Beds: 76
Population: 100,000.
Location: rural
Human resource: 70

participants from different professional profiles (doctors,
administrators, nurses).

Interviews and FGD guides, pretested in pilot hospital
study, are presented in online supplemental files 2 and
3. All interviews, group discussions and FGDs were audio
recorded and transcribed at the exception of one inter-
view. In this specific case, the first author took notes and
used memory recall at the end of the interview.”* Respon-
dent sociodemographic characteristics are detailed in
online supplemental files 4-7. At the end of each interac-
tion, we summarised key themes following guidance from
Miles et al’® in field notes. At the time of data collection,
the interviewer had a training as a medical doctor in
public health, and in public management with an experi-
ence as a former hospital manager. This allowed in-depth
experiential knowledge about local hospital settings,
quick connection with respondents and more in-depth
details from interviewees.

In a second phase, we conducted a narrative literature
review including contextual analysis, and historical anal-
ysis of regulation and legislation related to the develop-
ment of the nursing and medical professions during the
colonial (1912-1956) and postcolonial eras.

Data analysis
We first analysed the reasoning, perspectives and mean-
ings attributed to health workers in the four case studies
about their perceived roles, sources of power and relation-
ships with other healthcare professions. For our purposes,
we adopted the cyclic iterative process described by Yin®’
including compilation, interpretation, discussion and
drawing conclusions. All data sources were coded using
concept and NVivo coding™ and the data managed with
NVivo V.10 software.”” We conducted a thematic analysis
according to the concept and theories described above.
Online supplemental file 8 presents the codes and their
frequency as expressed by health managers and health
workers.

Next, we carried out a historical analysis as a lens
for making sense of the major patterns underlying
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the emergence of nursing and medical professions
in Morocco. Following guidance from Mahoney and
Rueschemeyer,” we used document analysis and review
of legal regulations and historical documents to unravel
the processes that may underlie how nursing and medical
professions emerged during the colonial and postcolo-
nial eras in Morocco and how they may explain our
empirical findings.

RESULTS

In the next section, we present how health workers
(doctors and nurses) and health managers (hospital
directors and clinical managers) described power
dynamics underlying their interprofessional collabora-
tions. We start with the history of medical and nursing
professions in Morocco that allows better understanding
the power interplays among nurses, doctors and the
health administration.

Box2 Role and responsibilities of health managers

The hospital director or chief executive officer (CEO) is often a
medical doctor. He has oversight authority on all hospital staff.

He is responsible for strategic hospital planning and operational
management (financial, technical and human resource management).
He ensures the continuity of health service delivery, the
implementation of central directives, policies, rules and procedures.

He is assisted by an executive board comprising the chief medical
officer (CMO), the chief nursing officer (CNO), an administrator in
charge of the administrative affairs division (AAD), the doctor in chief
of the reception and admission service, the pharmacist in chief and
two representatives of elected professional councils (nursing council
and council of doctors, dentists and pharmacists). The CMO oversees
the coordination of care, organisation of medical activities, resources
and the continuing medical education. The CNO is in charge of the
coordination of nursing staff planning, activities and continuing
education. The administrator oversees the management of human
resources, finances, accounting, logistics and support services.

At intermediate level, doctors in chief of department, assisted by
nurses in chief, oversee respectively the coordination of medical and
nursing activities as well as the coordination of care and management
of department resources. At the operational level, each clinical service
is managed by a medical doctor, assisted by a nurse in chief, who
supervise and coordinate care within their respective span of control.

History of medical and nursing professions in Morocco
Before independence
The professionalisation of Western medicine in Morocco
was initiated during the French Protectorate (1912-1956)
after the decline of eastern medicine in the 19th century
(Al-Qaraouine University in Fes stopped teaching medi-
cine in 1893). Medicine was primarily practised by French
military doctors in regional and provincial hospitals or in
their own private practices. Their practice was regulated
by a ‘French’ college of physicians created in 1941.7°
Medicine was taught only to French colonial students in
a medical school in Casablanca.”

Nursing education was based on practice, learning
on the job, 6-month internships in regional hospitals

Table 1 Characteristics of the study participants
NHMH EJMH RKMH SMBA

Managerial function

Senior managers 4 4 3 4
Middle managers 3 7 2 5
Line managers 5 2 4 3
Operational staff 20 30 17 33
Total 32 43 26 45
Professional profile
Doctors 13 14 4 14
Pharmacists 1 3 1 1
Nurses 14 15 14 20
Administrators 4 11 7 10
Total 32 43 26 45
Age category
20-30 6 3 5 3
31-40 11 11 6 17
41-50 9 10 9 11
51-63 6 19 6 14
Total 32 43 26 45
Gender
Female 20 25 10 24
Male 12 18 15 21
Total 32 43 26 45
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and mentorship from French physicians. Trainees grad-
uated as ‘Adjoints Spécialistes de la santé or ‘registered
nurses’ in diversified nursing disciplines (prenatal and
early childcare, pharmacy, surgery, electroradiology,
biology, biochemistry, hygiene and preventive medicine,
maternal delivery, medicine, ophthalmology, microbi-
ology, serology and haematology, social medicine and
psychiatry) (Arrété viziriel du 5 October 1913).7

Later, in 1941, formal nursing education began with
the creation of a French school of nursing and social assis-
tants in Casablanca. A nursing diploma was conferred,
called the ‘Diplome d’Etat Francais d’Infirmieres Hospi-
talieres’, and accredited by the French authorities. In
1944, the colonial administration created nursing schools
for Muslims in Casablanca, the ‘Ecole d’auxiliaires médico-
sociales Musulmanes’, which conferred a diploma that was
considered less prestigious and produced general prac-
tice nurses (nursing assistants and registered nurses)
(“Infirmier Brevet¢ or ‘Mommarida’).

After independence in 1956

In 1956, Morocco had only 55 doctors.” To address the
acute shortage in nurses and medical staff, the Moroccan
government has implemented successive educational
reforms since an initial national health conference
in 1959.”" ™ ™ These reforms comprised the creation
of faculties of medicines (1962 in Rabat, 1975 in Casa-
blanca).

Medical training lasted 7 years and produced about
400 medical students a year. In late 1990, new educa-
tional reforms were implemented aimed at training 3000
doctors annually by extending the staffing and student
capacities of existing faculties and creating new ones in
different locations (Marrakech and Fes in 1999, Oujda
in 2008, Agadir in 2016, Tangier in 2017).75 However,
in 2018, more than 5800 Moroccan doctors immigrated
to Organisation for Economic Co-operation and Devel-
opment countries.”® In addition, in 2021, there is an
increased mobility of medical doctors from the public
sector to the private sector. Evidence supports also
that despite the legal prohibition of dual practice in
Morocco,” it is still common and mostly unregulated.”

During the period between 1956 and 1973, reforms
were aimed at extending the number of nursing schools
in various locations to address the acute shortage of
nurses. In 1973, a new nursing educational reform was
implemented to enhance the quality of nursing training.
Nurses graduated as qualified registered nurses, or
‘infirmier dipléomé d’état’. This diploma was accred-
ited by the Ministry of Higher Education only in 2013,
however. Online supplemental file 1 summarises the
major historical development of the professions of medi-
cine and nursing in Morocco during the colonial and
postcolonial eras.

In the next section, we present the perspectives of
health workers on medical dominance in hospitals as
expressed by health workers and managers in the four
case studies.

Professional hierarchies

According to physicians interviewed in the four hospitals,
doctors represent the tip of the professional hierarchy
pyramid in hospitals. Respondents emphasise the impor-
tance of professional values by expressing their strong
commitment to their professional ethos and strong colle-
gial bonds, with limited ties to formal hospital adminis-
tration. This relationship can be seen from outside the
collegial bonds among the physicians, as this pharmacist
(EJMH 25) describes:

In this hospital, similarly to all public hospitals, doctors do
not consider the administration as a friend. They are of-
ten against it. The administration is their enemy. Honestly
speaking, they do not facilitate the task for hospital manag-
ers. Implementing change in health units and throughout
the hospital is really challenging for the director.

At work, the doctors strongly rely on teamwork, colle-
giality and maintaining a good relationship with medical
colleagues or ‘confreres’ to meet patient needs. This profes-
sional allegiance is used to counterbalance the decisions
of hospital directors, such as establishing an obligation to
increase occupation rates and end external consultations
in inpatient departments. The doctors achieve their alle-
giance through ‘coping strategies’,* such as over-referral
of patients (ie, referring patients to other hospitals when
it is not necessary), absenteeism and strikes.

Clinical managers (ie, doctors who have manage-
rial tasks in addition to their clinical duties) are more
respected by their medical colleagues than formal admin-
istrators because of the solidarity among the clinicians.
According to one clinical manager, hybrid managers play
an important role in reducing professional resistance
and ensuring compliance with organisational policies,
such as activity transfer of the operating theatre from an
old to a new hospital location.

The head of a surgical department (EJMH 13) asserts
that his influence over physicians stems from respecting
professional boundaries, his sense of collegiality and his
aim to protect the interests of the medical community.
An example is averting potential litigation from unsatis-
fied patients by teaching new surgeons how to convince
patients or their families to sign medical waivers. This
respondent says:

Hierarchical authority does not exist in the coordination
of care between doctors in public hospital settings. The
relationship between doctors is governed by mutual re-
spect and friendliness. [...] In general, heads of units have
no formal authority over doctors, in contrast with the au-
thority they hold over nurses. We [clinical managers] are
considered by doctors as a confrére [colleague] with addi-
tional administrative tasks. We are never considered as a
hierarchy.

In EJMH, a medical head of department was highly
respected for his clinical expertise and professional
seniority and his role as a member of the regional order
of physicians (researcher note 17 January 2018). As this
pharmacist (EJMH 25) reports:
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In this hospital, there is a second director [referring to the
medical head of the mother and child department] highly
respected by doctors. A specific set of rules governs the re-
lationship between clinicians, the head of the department,
and the formal administration. They constrain and force
hospital managers to get their things done their way. They
appointed among them a leader on the basis of his knowl-
edge and seniority. He was so influential that the director
could not convince surgeons to replace their old surgical
instruments with new sets. No one could force the surgeons
to use the new sets!!! Even though this altered the quality
of the sterilisation process with old boxes, non-adapted to
the autoclave (the boxes remained opened). In this case,
the administration could not make the necessary changes.

Respondents, regardless of their professional profile
(specialist, hybrid manager or administrator), consider
that interprofessional collaboration is ensured through
consensus building and constant negotiation and not
through formal authority flows. Hybrid managers
and administrators were obliged to rely on soft power
dynamics and continuous negotiation to ensure adequate
coordination of care.

According to one general practitioner head of a depart-
ment (NHMH 31):

It is not easy for me as a general practitioner to supervise
specialists’ activities at the outpatient department. In the
beginning, they were resistant. It was difficult to build a
trust relationship. By getting to know them more closely
and by working with them, I managed to understand their
needs and tried to resolve organisational issues. We suc-
ceeded in working as a team. Managing this medical de-
partment is about teamwork.... We are constantly looking
to find consensus and agreed-upon solutions in planning
our clinical consultation agenda. Coordination between
doctors is about respecting their opinions and trying to
find an agreed-upon solution for all.

A general administrator (EJMH 8) also speaks of their
specialised role in the care of collaborations:

By allocating the adequate material to specialists, there
were no further power struggles, (and) dominance relat-
ed to the use of the equitable use of surgery rooms at the
operating theatre by different surgeons. Things are getting
smoother after the interprofessional commissions (com-
missions including head of department and frontline work-
ers) were created. This has eased the conflicts between
surgeons and heads of departments, we (managers) could
only play a palliative role and not a curative role in dealing
with professionals.

Why soft power is better in dealing with physicians

Our analysis shows that to alleviate the power of physician
expertise, hybrid managers use their personal informal
relationships, mutual adjustment (replacing doctors
in their shifts and expecting them to do the same) and
consensus building to ensure a smooth continuity of care
and comprehensive patient-centred care. This strategy
explains why clinical managers emphasise participative
decision-making, task delegation and collegiality among

doctors, as this surgeon and chief of clinical services
(NHMH 11) does:

I am close to the personnel; I have an accessible manage-
ment style. I try to be close to physicians, I try not to create
tensions, and they listen to me a bit. I try to understand
their specific needs.

They argue that informal personal relationships are
more effective than managerial control to gain trust
of colleagues and get work done. This trust is based
on expected social exchange and reciprocity from
colleagues. They use ‘smart power’® by gaining the
trust of health workers rather than exerting authority,
which is often ineffective because of the lack of institu-
tional backing, as occurs when a chief executive officer
(CEO) cannot apply regulations and procedures out of
fear from unions and because of their limited decision
space in terms of sanctions and disciplinary actions. From
another surgeon and head of a department (EJMH 13):

Doctors may leave patients in the reanimation service for
days. I cannot reprimand them, otherwise they will react
aggressively, and they will fight back. They often agree to
comply when I tell them gently to take care of patients.

In addition to weak institutional backing, hospital
CEOs also lack managerial decision space. Their legit-
imate power is supported by hospital legislation and
organisational decree that CEOs have authority over all
personnel.”® ™ Yet this power is limited because of the
inability of hospital directors in the Moroccan context
to mobilise additional resources or carry out disciplinary
actions against their staff. These functions are central-
ised at the central and regional levels. In the Moroccan
context, despite multiple accountability mechanisms,
such as a web form and phone number for complaints
and clinical audits, CEOs have insufficient power to
sanction health professionals at the local level unless the
central and regional authorities trigger the disciplinary
actions.

According to one CEO (EJMH 7):

Hospital directors do not have sufficient power in man-
aging staff. They do not have sufficient resources to moti-
vate staff. They do not have the power to sanction deviant
behaviours. To give you an example, I have two medical
specialists, one of them is highly productive, the other is
just doing the minimum required tasks. I am not able to
motivate the well-performing specialist. They both have
the same salary and the same career opportunities in the
public sector!

This lack of decision space is also explained by the lack
of clarity in internal regulations and ambiguity in terms
of role clarity and attribution (ie, division of responsibili-
ties). According to the head of a financial unit (EJMH 3):

Regulations of institutionalised administrative perma-
nence (shift carried by managerial teams in off duty
hours...) did not provide specifications about who will be
doing the shift. Do administrative shifts mean a shift by an
administrative staff? Or by chief nursing officers who carry
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out administrative functions? What does administrative
permanence mean? Which tasks should be carried out?
These arguments were discussed by administrative staff.
They also claimed that there is no compensation for this
extra amount of work.

Specialists setting the rules of the game

Specialist doctors regulate their own consultation
scheduling and weekly amount of work in the hospital.
The administration does not set the daily consultation
rate. The physicians dictate to the administration the
maximum number of consultations they will do 1day/
week, with a maximum of 12 weekly. They also avoid
managerial meeting (researcher notes 16 and 17).

According to the head of a financial unit (SMBA 36):

Appointments are given directly by physicians and not by
the admission and reception service. Physicians also set the
maximum number of consultations (12 to 15 consultations
a week).

We observed during our fieldwork that physicians came
to the hospital at their own convenience to do rounds
individually with the available nurse. Hence, nurses
derive power from their knowledge about patients in
the hospital ward. No staff meetings are held. We also
observed that specialists seldom participated in multi-
disciplinary meetings. In EJMH, for instance, specialists
were not present in at least two meetings despite having
been invited by the CEO.

According to interviewees (a hospital pharmacist and
a hospital administrator), physicians also can counterbal-
ance the power of the hospital CEO by thwarting formal
administrative procedures. As the pharmacist puts it
(EJMH 25):

What could the administration do against the surgeons in
this case [surgeon reluctance to replace old surgical instru-
ments with the new set]? Sending an complaint letter is
useless!!! Doctors will eloquently respond to it!! The ad-
ministration has a limited say in surgeons’ decisions. Their
technical knowledge allows them to self-endorse their de-
cisions or even exert counterproductive pressures on the
director. They could deliberately send two unsatisfied pa-
tients to the director’s office. He will be then occupied for
the rest of the morning.

Nursing professional hierarchy

We found that the context of the nursing profession in
Morocco is characterised by the dominance of a strong
nursing identity as well as an acceptance of the hospital
hierarchies. Nurses have a strong collective identity, an
‘esprit de corps’. According to a nurse and team leader
from an emergency department (EJMH 43):

During shifts, we work as a team with simplicity, person-
al relationships, and kindness. We communicate about
problems. When I notice that something is wrong, I do
not shout at my team members. People do not like to be
brutalised. If someone is tired, he is replaced by another.

The nursing tasks flow smoothly. If T start shouting at them,
there will be no respect, and work will not be done.

Nurses were also organised into a nursing hierarchy.
Frontline nurses and midwives accept direct supervi-
sion from nurses in charge of clinical units. The nursing
hierarchical line was perceived as useful in organising
workflows and clarifying roles and reducing workload.
According to a chief nursing officer (EJMH 1):

We designed for each nursing team a team leader. He is
responsible for drug and material distribution during day
and night shifts and during the weekends or holidays. The
departing team passes on the instructions to the team
leader, who verifies and notifies the reception of material,
drugs, and medical instructions.

However, although they complied with the hospital
authorities, nurses held discretionary power. The acute
shortage of nurses constrains the power of managers to
sanction absenteeism because it is difficult to replace
nursing staff. According to a nurse in chief of an emer-
gency department (SMBA 17):

I tolerate that some nurses come late. I could not exercise
my authority over them and send complaint letters. The
administrative procedure takes time! Meanwhile, nurses
might send a medical certificate that covers their absence.
I will then be obliged to look for replacements for their
shifts. I prefer to replace them for 20 minutes or more rath-
er than reprimanding them for being late.

Because of the acute shortage of nurses, managers’
authority is constrained related to human resource
management. CEOs could not oblige nurses to come to
work outside of formal working hours and prefer to nego-
tiate and seek compromises with nurses to fill the acute
shortage, according to one hospital CEO (EJMH 7):

[...JAnother daily challenge is the human resource short-
age. For example, a nurse in a shift could not come to work
and handed to the administration a medical certificate
during the weekend. I have no administrative authority
to bring extra nurses to fill this position. I just rely on my
personal relationship with them. He [the requested re-
placement] could accept by expressing that he appreciat-
ed helping me because of my individual consideration. On
the other hand, he could also refuse to come, and I have
no authority to force him because he had already worked
during his shifts according to work schedule.

Divergent perspectives between doctors and nurses

All nurse interviewees expressed the need for mutual
respect and adjustment and reduced status difference
with doctors as a way to facilitate care coordination.
According to a nurse in chief of a clinical department
(EJMH 12):

In my opinion, the relationship between doctors, nurses,
and administrators needs to be fluid. We are all comple-
mentary. Doctors could not work without us and vice ver-
sa. Before, nurses carried out physiotherapy for inpatients
without a formal prescription from doctors. They adjusted
mutually. Now, junior nurses are not willing to carry out
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these tasks without a formal written prescription from
doctors and approval from their nurse in chief. This has
created barriers to the fluid coordination of care. This ex-
plains the actual tense climate between nurses and doctors.
(FGD, nurses)

In contrast, doctors considered that setting professional
boundaries is essential for ensuring mutual respect. They
expressed that the job of nurses is to follow medical
instructions, as this surgeon (EJMH 13) asserts:

A status difference between doctors and nurses is essential
to the natural equilibrium. It has to be built on respect.
Nurses should always talk to doctors with respect. I am
talking here from the nurses’ standpoint. If this respect is
lost, the professional barrier between nurses and doctors
is withdrawn!

This divergent perspective and lack of common under-
standing of interprofessional collaboration has led to
increased bargaining between nurses and doctors, as this
surgeon describes:

Now, nurses start calling doctors by their first names. Phy-
sicians could not give instructions anymore. Respect is lost.
Nurses start negotiating in applying medical instructions.
In this specific case, asserting excessive control techniques
will not serve physicians’ best interests.

Nurses engage in bargaining with doctors because they
are unable to negotiate institutionally regarding inade-
quate staffing and suboptimal working conditions, as this
nurse (EJMH 35) says:

In my opinion, our relationships with doctors and super-
visors are friendly, we can discuss, communicate without
problems. They could not anymore interfere with our
nursing practices because the necessary working condi-
tions are not met and because there are no specific nursing
occupational regulations. If doctors start overcontrolling
our practices, this will lead them to failure. (FGD, nurses)

DISCUSSION

Our study findings confirmed the dominance of medical
specialists occupying the tip of the professional pyramid.
Our study showed, in line with others,”® **** that physi-
cians can impose their own work schedules on hospital
managers and divert from the hierarchical line to serve
the interests of their medical community by reinforcing
their professional autonomy within the enclaves of their
clinical departments.

Our study also shows the existence of professional
hierarchies™ that counterbalance the power of formal
hierarchies.” * * This is in line with the role of profes-
sional identities in settings with multiple professional
silos, transforming the hospital into a highly compart-
mentalised structure (pigeonholing).'” * This medical
professional hierarchy and compartmentalisation of care
reflect the notion of a professional hierarchy.* **

These professional boundaries are explained by the exis-
tence of a stratified order in care professions (eg, special-
ists vs generalists, surgeons vs medical specialists, doctors

vs nurses).” ®* These social boundaries or ‘professional
partitionings’ are based on the level of expertise, clin-
ical seniority and shared norms and values.” They lead
to observed instances of social closures, as described by
Weber,90 which refers to a form of social stratification
relying on the exclusion of individuals from professional
groups formed based on educational credentials indi-
cating competency.”’ %% 891

Our study also highlights the contradicting and
contrasting perspectives of nurses and doctors. This
diversity of professional worldviews can be traced back
to the socialisation process in medical and nursing
schools.” Waring and Currie asserted that ‘ Professional
groups produce strong social and cognitive boundaries that
provide a cultural and institutional framework within which
clinical performance is interpreted and enacted at a local level A

In Morocco, the socialisation process of doctors could
be traced to medical education reforms after indepen-
dence in 1956 and in 1997 and in 2015.”*** These reforms
strongly influenced the professional socialisation of
doctors by extending the duration of medical studies to 7
years, establishing multiple medical and surgical special-
isations and extending the role played by the national
order of physicians in regulating the deontology of the
medical profession” ™ (see online supplemental file 1).

In line with other studies,4 304999 \ve also found that
there are many rifts between doctors and nurses.
Previous authors® *** have asserted that nurses may turn
to other sources of power to counterbalance the medical
professional hierarchy either by monopolising ward
information or by engaging in coping strategies (strikes,
absenteeism), with negative consequences for patient-
centred care.”’ ' 1!

The divide between nursing and medical education
could be explained in the Moroccan context by an
education programme that remained unstructured and
informal until 1973 and produced less qualified nursing
assistants or ‘infirmier brevet¢. Only later, during 1973—
1993, was the duration of nursing studies extended to 3
years in newly created nursing institutes, ‘Institut de forma-
tion aux carriéres de santé ."*® This contrast between medical
and nursing professional development and the insuffi-
cient adaptation of nursing regulations may explain the
medical dominance. To date, no college of nurses has
been created, and regulations place the nursing profes-
sion under the tutelage of physicians.'”

These interprofessional conflicts explain the power
struggles in the daily delivery of care in hospitals.* '**
Such power struggles are essential to ensure better adap-
tation to complex clinical challenges* **® and smooth
interprofessional cooperation.* ' However, the lack
of managerial control may lead to deviant behaviours
that can alter the public service and professional ethos
and favour maximisation of self-interest by establishin
informal rules governing these behaviours.* ® %% 1
Morocco, this lack of managerial control, similar to other
North African countries,109 stems from the semiauton-
omous statute of hospitals and the subsequent limited
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decision spaces of managers in terms of human resources
management and additional resource mobilisation.'*
Health managers are also facing pre-existing structural
challenges such as the acute shortage and demotivation
of physicians due to lack of career development opportu-
nities, poor working conditions and unsatisfactory remu-
neration in the public sector.'” %™

According to Strauss, these negotiated orders in hospi-
tals and in healthcare in general are shaped by the diver-
gent values, stakes, legitimacy and goals among the actors
and the complexity of the negotiation issue.''’ Structural
factors also bind them, including resource availability
(eg, an acute nurse shortage), organisational capability
(in our case, lack of institutional backing and inability
to improve working conditions), medical dominance and
power, the subspecialisation of care professions and the
division of labour.* "' 10

Both doctors and nurses are constantly negoti-
ating with health service managers for the required
resources to carry out their jobs. This situation, with a
focus on control, positions the health administration
as a ‘patronage profession’ that derives its power from
controlling the resources that health practitioners
require to do their work.* Health workers counterbal-
ance managerial power by bypassing rules and regula-
tions or limiting access of patients to care (eg, limiting
the number of consultations per day) or by engaging
with the community or adopting negative work attitudes
(absenteeism, dysfunctional patient—provider interac-
tions).* The result is a top management that fears the loss
of control and introduces new rules, which in turn leads
to a top-heavy bureaucratic and ineffective healthcare
organisation structure.” *°

This process also explains why health managers in our
study often relied on ‘soft power’® to deal with physi-
cians and nurses, bringing attention to the importance
of clinical managers (physicians with managerial duties)
who connect the dots between the formal hierarchy and
frontline health workers.""™* Clinical managers or
professional elites hold considerable power, legitimacy
and control over clinical department resources (staff,
material). Their allegiance is oriented towards collegi-
ality and the notion of solidarity within each professional
category, as described previously,”® ! 8288 8999

We also found indications that unions play a major
role in building internal alliances, counterbalancing the
authority of formal hierarchy. In Morocco, physicians are
allied in a union of physicians who work in the public
sector (Syndicat independant des Médecins du Secteur
Public). Nurses are organised into professional associa-
tions (midwives) and coordinating committees within
various public administration labour unions.

This study has some limitations. The historical analysis
was limited by the available relevant historical data and
the time constraints of our study (part of a PhD study).
We acknowledge that we did not explore the perspective
of hospital oversight authority such as provincial and
regional health officers, and central directors. However,

this study focused in particular on the everyday politics
that are essential to explain what constrain health policy
implementation at local levels.'”

We acknowledge the methodological issues in the retro-
spective study of historical accounts. Our findings, asin all
retrospective research, might be affected by recall bias.''®
By validating our findings against different data sources
(individual interviews, historical documents, regulations,
FGDs, human resource archives), we improved the accu-
racy of the information collected.

In this work, the multiple embedded case study design
proved appropriate for allowing the theoretical replica-
tion, described previously,” of both the negotiated order
theory® and the four worldviews” in four Moroccan
hospitals.

Future research might explore the use of other theo-
ries (principal agent theories, transaction cost theories,
shadow hierarchy) to explain the interlinkage between
top-down implementation of health policies, power
dynan}ilgs and the interprofessional collaboration at local
levels.

CONCLUSION

Effective hospital managers need to understand the
nature of these negotiated orders and how they influ-
ence daily coordination of care.""™® " They also need to
overcome professional boundaries by promoting open
communication and prohibiting deviant behaviours that
negatively affect quality of care. Managers should also
incentivise teamwork and interprofessional collaboration
by reducing status differences between different groups
of health providers (eg, quality circles).''? 1'%

Attention should be placed on the empowerment of
general practitioners and nurses to take responsibility for
coordinating and integrating care from a patient-centred
perspective.'** This step would allow for better integra-
tion of care by producing flat horizontal, hub-like coor-
dination systems.

We stress that top-down hierarchical control and
performance management reforms that have been
implemented are poorly adapted to the nature of profes-
sional bureaucracies in which health workers hold other
informal sources of power that best serve their inter-
ests.” In response, policymakers need to decentralise
key human resource functions at the hospital level and
transform hospitals to autonomous entities ‘Etablissement
Public de Santé '™ More attention should also be paid
to the promotion of professional public service values
by reforming medical and nursing education around
patient-centred care and the development of social
accountability mechanisms.'*

In summary, health managers need to adapt their
leadership practices to fit the needs of each specific
professional category by: (1) reducing status differ-
ences and empowering general practitioners and nurses;
(2) involving doctors and specialists in participatory
decision-making and providing them with the necessary
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resources to experience their self-efficacy and autonomy
as related to their psychological needs; (3) walking the
talk and showing individual consideration for administra-
tors and direct supervision for low-level cadres; and (4)
carefully selecting hybrid managers to better serve the
public interest.

Twitter Zakaria Belrhiti @drbelrhiti
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