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Abstract 

Purpose: The concept of zero bureaucracy, as the slogan 

for redesigning health services, is analyzed in the research 

paper. It considers Fujairah Hospital a case of concern. It 

places the institution within a more rigid framework 

within the broader digital health and public-sector 
innovation ecosystem of the United Arab Emirates.  

Methodology: As the post-implementation reviews, 

conducted by peer review and hospital-specific, are 

relatively small, the study does not claim to measure 

Fujairah Hospital's performance directly. Instead, it 

incorporates peer-reviewed articles on administrative 

burden, documentation workload, digital transformation, 

telemedicine, public-sector innovation, sustainability, and 

artificial intelligence to clarify the processes by which 

bureaucratic simplification can be used to improve care 

delivery. 

Findings: The analysis develops a conceptual framework 

of the relationship between zero-bureaucracy practices 

and service outcomes through five mediating pathways: 

process simplification, information integration, time 

reallocation, patient navigation, and learning feedback. It 

then contextualizes Fujairah Hospital within the existing 

evidence in international and UAE telemedicine literature, 

synthesizing quantitative evidence, sustainability 

analysis, AI-enabled redesign, and a critical discussion of 

trade-offs. The paper also argues that zero bureaucracy is 

most warranted when it reduces low-value administration, 

traceability, clinical governance, and equity. 

Simplification in this context does not mean removing 

supervision; rather, it involves restructuring the 

administrative system so that staff are working and 

patients' time is spent on clinically meaningful 
interactions.  

Unique Contribution to Theory, Practice and Policy: 
The final recommendations include standardized 

measurement, interoperable digital infrastructure, 

documentation reform, human-centered implementation, 
and enhanced evaluation capabilities. 

Keywords: Zero Bureaucracy, Healthcare Service 

Delivery, Fujairah Hospital, Administrative Burden, 

Digital Transformation, Telemedicine, Artificial 
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INTRODUCTION 

The use of formal processes, documentation, procedures, and responsibility systems assists 

healthcare organizations not only in ensuring patient safety but also in streamlining complex 

work. However, it is this very machine that guarantees quality, which can simultaneously be 

the source of delay, duplication, fragmentation, and professional frustration when poorly 

designed or allowed to get out of hand. In modern health systems, administrative work is no 

longer marginal to service provision; it is embedded in how patients receive care, how 

personnel structure clinical judgments, and how institutions divide time, information, and 

responsibility. In this regard, a practical question is not whether the presence of bureaucracy in 

healthcare is acceptable, but what kind of bureaucracy is permissible, what the necessary 

amount is, and when administrative routines begin to crowd out the values of care. (Herd et al., 

2021; Murad et al., 2024). 

In this study, it is important to distinguish between “green tape” and “red tape”. Green tape 

refers to effective administrative rules that support patient safety, accountability, traceability, 

fairness, and clinical governance. These rules provide added value because they guide decision-

making, protect patient, and ensure the delivery of responsible services. In contrast, Red Tape 

refers to ineffective or excessive administrative rules that create delay, duplication, 

unnecessary approvals, repeated documentation, and fragmented patient journeys without 

adding meaningful value to safety or quality.  Therefore, the aim of zero bureaucracy in this 

paper is not to remove administrative oversight entirely, but to eliminate Red Tape while 

preserving and strengthening Green Tape. In healthcare, simplification must be understood as 

a redesign of administrative systems, not as deregulation. 

One controversial solution to this problem has been proposed: the concept of zero bureaucracy. 

The correct interpretation is that it is not the abolition of rules or weakening of government. 

Instead, it can be characterized as a methodical removal of procedural complexity, redundant 

approvals, redundant documentation processes, and unfinished service handoffs that add 

insignificant safety or accountability and impose measurable costs on patients and staff. The 

idea particularly applies to the healthcare sector, since administrative burdens are felt at 

multiple levels simultaneously. When navigating appointments, referrals, forms, follow-up 

instructions, and reimbursement requirements, patients incur learning, compliance, and 

psychological costs (Herd et al., 2021; Ilea & Ilea, 2024) .The burdens of documentation, the 

inbox, and workflow fragmentation can take up time that could have been devoted to direct 

care (De Groot et al., 2022; Murad et al., 2024). The managers face similar tensions in 

balancing control, standardization, performance, reporting, and service responsiveness amid 

increased demand and limited resources. 

These stresses make the healthcare industry a key location to examine the elimination of 

bureaucracy. A hospital cannot become very fast and break stuff. Any reform that makes the 

processes easier should not compromise patient safety, data integrity, professional 

accountability, and ethical regulation. This implies that the issue of bureaucratic simplification 

in healthcare is a design issue, not a deregulatory one. The question is: what administrative 

aspects are value-creating, historically accumulated, and can be redesigned with the assistance 

of digital tools, new work design, and smarter operating routines? In recent studies on the 

administrative load, digitization, and innovation in the sphere of the state, the main idea is that 

health systems can work more effectively in providing services by alleviating the navigational 

http://www.iprjb.org/


International Journal of Strategic Management   

Vol.5, Issue 1, No.5, pp 62 - 91, 2026     

ISSN: 2958-9681 (Online)                                                                                                                                        

                                                                                                                       www.iprjb.org                                                                                                                                

64 

 

friction, uniting the information streams, and aligning the administrative processes with the 

logic of patient care (Stoumpos et al., 2023; Mauro et al., 2024; Cinar et al., 2024). 

The UAE policy context provides a strong justification for examining zero bureaucracy in 

healthcare. The UAE Strategy for Government Services 2021–2025 emphasizes the redesign 

of government services through digital access, customer-centered delivery, data sharing, and 

the principle that customer data should be requested only once. It also positions the reduction 

of government procedures as a national priority, making bureaucratic simplification part of the 

UAE’s wider public-sector transformation agenda (Government of Dubai Media Office, 2023; 

UAE Government, 2025). 

Fujairah Hospital aligns its strategic direction with the national priorities of the United Arab 

Emirates and operates as part of the Emirates Health Services system, which translates federal 

healthcare and government service objectives into operational practice. (Emirates Health 

Services, n.d.). Therefore, the hospital is not presented in this study as an isolated institutional 

case, but as part of a wider federal healthcare ecosystem working toward service redesign, 

digital transformation, and improved patient experience. 

From a hospital perspective, this link is particularly important because healthcare services are 

highly procedure-based, time-sensitive, and directly connected to patient safety, service 

accessibility, and patient experience. Reducing unnecessary administrative steps can support 

faster access to care, decrease repeated visits, improve staff productivity, and allow clinical and 

administrative teams to focus on higher-value interactions with patients. Accordingly, Fujairah 

Hospital provides a relevant setting for understanding how zero bureaucracy can support both 

national service transformation goals and hospital-level improvements in quality, efficiency, 

and patient-centered care.  

This paper analyses a case concerning Fujairah Hospital. In this case, the hospital is presented 

as an instance of policy entrenched within the broader trend of reforming the climate of the 

United Arab Emirates, where modernization of healthcare, development of telemedicine, and 

redesign of services delivered to the population have been scaled up over the past several years. 

Nevertheless, there is a key methodological warning that needs to be raised at the outset: post-

program, peer-reviewed studies that focus solely on Fujairah Hospital are few and far between. 

Based on this, the current paper does not purport to provide a primary-data assessment of the 

causal influence of a single institution. Instead, it uses Fujairah Hospital as the center of a 

focused secondary analysis. The question that requires analysis is whether the hospital, as part 

of a larger system of digitalization, can be reasonably supported by the broader peer-reviewed 

literature on reducing bureaucratic burden, telemedicine, documentation reform, and public-

sector innovation. (Stoumpos et al., 2023; Raimo et al., 2023). 

This paper will argue that zero bureaucracy can only improve the delivery of health care 

services when implemented as selective simplification, in other words, the selective removal 

of low-value administrative procedures, increased digitalization, improved responsibility lines, 

and controls maintained. Without interoperability, simplification, which can be provided to 

staff and quality assurance, may only help redistribute load, rather than reduce it. Compared 

with evidence-based, human-focused simplification, the potential to shorten pathways, become 

responsive, reduce navigational effort, and liberate organizational care resources is greater. It 

is in this light that the Fujairah Hospital case is examined in the following sections. (Cinar et 

al., 2024; Mauro et al., 2024). 

. 
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Research Questions 

 What can be done to minimize administrative complexity in healthcare service delivery 

at Fujairah Hospital through zero-bureaucracy practices? 

 How are operational efficiency, patient experience, and service performance affected 

by process simplification, digital integration, telemedicine, and reform of 

documentation? 

 What are risks, such as burden shifting, digital exclusion, over-simplification, and 

weakened governance, that need to be regulated when zero-bureaucracy initiatives are 

adopted in hospitals? 

 How can the digital transformation be sustainability-oriented and supported by artificial 

intelligence to facilitate a more efficient, accountable, and human-centered service 

model in the hospital? 

Research Objectives 

 To explore the connection between zero-bureaucracy practices and healthcare service 

delivery outcomes in the environment of Fujairah Hospital. 

 To create a conceptual framework describing the impact of administrative 

simplification on efficiency, patient navigation, documentation burden, and service 

quality. 

 To compare the logic of reforms in Fujairah Hospital to the applicable evidence in the 

UAE and globally on telemedicine, digital transformation, and reduction of 

administrative burden. 

 To measure the sustainability and artificial-intelligence aspects of zero-bureaucracy 

reforms in healthcare administration. 

 To determine policy and strategic suggestions that may assist in scaling, measurable, 

and governance-sustaining simplification throughout the healthcare institutions. 

Hypotheses 

 H1: Zero-bureaucracy practices will tend to enhance operational efficiency and patient 

experience by eliminating low-value administrative processes, minimizing unnecessary 

data entry, minimizing unnecessary physical visits, and sustaining clinical governance. 

 H2: When documented, digitized, telemedicine, and artificial intelligence can be 

documented to reduce clerical load, promote clinically meaningful work, and exist 

within transparent, auditable, and human-monitored governance, they are likely to 

enhance workforce sustainability and service performance. 

LITERATURE REVIEW 

The literature on zero bureaucracy in health care is extensive across numerous areas. However, 

it can be summed up in a single fact: the avalanche of administration in health systems is 

expensive for patients, employees, and institutions, and much of it is unnecessary. The most 

relevant literature is the administrative burden literature. Burdens, according to Herd et al. 

(2021), are to be examined as both an institutional demand and an expert burden on service 

consumers. The model separates learning costs, compliance costs, and psychological costs, all 

of which are of high importance in healthcare situations where the patient is forced to possess 

knowledge of eligibility laws, where to find information, where to fill in duplicate paperwork, 

where to authorize, and communicate across disintegrated service interfaces. Kyle and Frakt 

(2021) also support this view by showing that patients in the United States are increasingly 
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performing administrative tasks to sustain the health system, such as spending time on 

insurance, billing, scheduling, and recordkeeping. This does not help with administrative work; 

being confined to organizational employees, it is most often transferred to patients and families. 

The scoping review by Ilea and Ilea (2024) puts the research issue in a more urgent perspective 

by revealing that the empirical corpus of knowledge is still working out interventions to reduce 

administrative burdens proactively. In a review, they have determined that most studies report 

the burdens, and a few percent measure mitigation. This is significant to the current paper, as 

zero bureaucracy will eventually have to shift from the sphere of description to that of 

intervention. It would not be enough to establish that there are burdens; it would require a 

plausible reform model to identify the source of the burden, its spread within the service 

system, and which redesign choices can, in fact, reduce without impairing legitimate 

accountability. 

The second great literary tradition is associated with the documentation burden and the 

professional workload. Docs are necessary in healthcare as they aid in continuity of care, legal 

responsibility, auditing, and inter-clinician communication. Research indicates that 

documentation can be overly detailed, out of order, or technologically lagging behind practice. 

In a mixed-methods study, De Groot et al. (2022) evaluated documentation practices among a 

group of community nurses and found that perceived workload was closely linked to 

documentation activities. Of note, their work explains the distinction between clinical and 

organizational documentation, suggesting that the load is higher when staff perceive 

documentation as more of a managerial or reporting requirement than a patient care 

requirement. Murad et al. (2024) contribute to this discussion by conducting a systematic 

review of methods for assessing documentation burden in the healthcare field and presenting 

11 types of measures related to the burden. Their research confirms that documentation burden 

is not an unlimited grievance but a quantifiable organizational phenomenon that affects time 

utilization, workflow segregation, and clinicians' experience. This literature is highly 

applicable to any zero-bureaucracy agenda, since documentation is among the most 

institutionalized forms of administrative growth in modern hospitals. 

The third scholarly literature focuses on digital change in healthcare. The important thing is 

that, through technology, bureaucracy can be cut or redefined depending on how it is 

implemented. Hermes et al. (2020) argue that the digital transformation of healthcare 

ecosystems is an organizational change rather than the implementation of tools. They underline 

that they have addressed the dynamics of platforms in the light of shifting provider-patient-

intermediary relationships. Stoumpos et al. (2023) assume the wide scope of digital 

applications and find that accessibility, coordination, and patient-centeredness can be enhanced 

through institutional preparedness and adoption. Mauro et al. (2024) will be particularly helpful 

in this paper, as they focus on digital technologies in managerial and support processes rather 

than on clinical decision-making. In their opinion, these technologies, such as AI and machine 

learning, Internet of Things applications, analytics, and cloud systems, can significantly 

influence administrative support functions, and that is where the zero-bureaucracy reforms will 

probably be most efficient. Another study by Raimo et al. (2023) shows that organizational 

capabilities and contextual drivers, rather than technology itself, shape digital transformation 

at the hospital level. That is, bureaucratic simplification is socio-technical: it is as reliant on 

workflows, skills, incentives, and governance as it is on software. The technology paradox is 

also important to acknowledge in this discussion. Although digital systems are often introduced 

to reduce bureaucracy, they may also create new forms of administrative burden when poorly 
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designed or implemented without workflow redesign. Electronic Health Records, for example, 

can improve accessibility, traceability, information sharing, and continuity of care; however, 

they may also increase documentation requirements, duplicated data entry, screen time, and 

non-clinical workload. This has been described in the literature as a form of clerical burnout, 

where healthcare professionals experience fatigue and frustration because a significant 

proportion of their working time is redirected toward electronic documentation rather than 

direct patient care. Therefore, digital transformation should not be treated as an automatic 

solution to bureaucracy. In the context of zero bureaucracy, the aim should not be to convert 

paper-based red tape into digital red tape, but to redesign workflows, reduce unnecessary 

documentation, improve interoperability, and ensure that digital systems support rather than 

burden clinical and administrative staff. 

Telemedicine literature can serve as an example of simplification. Telemedicine is 

transforming how services are delivered by reducing the number of visits, minimizing travel 

and waiting time, and reformatting follow-up to accommodate patients' convenience. The 

literature is particularly useful in the UAE context, as it provides peer-reviewed evidence that 

aligns more closely with the Fujairah Hospital case than with international general studies. The 

study by Alhajri et al. (2021) on physicians' perceptions of telemedicine in Abu Dhabi revealed 

that remote consultation modalities are widely accepted as tools for facilitating the provision 

of care in a suitable environment. Alhajri et al. (2022) then contrasted the quality of 

telemedicine and patient satisfaction between hospital outpatient departments and community 

clinics. They found no differences in patient satisfaction and that the organizational structure 

did not necessarily degrade service quality. Hussain et al. (2024) also show that in the UAE, 

users rate telemedicine positively, even though perceived use is higher than actual use; i.e., 

infrastructure and promotion should also be considered, as well as user perception. At the 

population level, the Al Meslamani et al. (2022) study reveals that telemedicine is used 

nationwide in the UAE and demonstrates that COVID-19 led to high levels of tele pharmacy, 

teleconsultation, and telediagnosis. Combined, these studies indicate that the simplification of 

services in the UAE is not a mere dream; it is, in part, already in place through digitally 

mediated contact points. In the UAE context, healthcare simplification must also be understood 

through the privacy-efficiency trade-off. Although zero bureaucracy aims to reduce repeated 

documentation, unnecessary approvals, and fragmented patient journeys, healthcare 

organizations must still comply with strict privacy, confidentiality, and data-governance 

requirements. This is particularly important because Electronic Health Records and digital 

health platforms depend on the collection, storage, access, and exchange of sensitive patient 

information. Prior literature on EHR privacy shows that digital records improve information 

availability and continuity of care, but they also create privacy and security concerns that 

require clear access controls, confidentiality safeguards, and governance mechanisms 

(Gariépy-Saper & Decarie, 2021; Shah & Khan, 2020). In the UAE, Federal Law No. 2 of 2019 

concerning the use of information and communications technology in health fields requires 

healthcare entities to maintain the confidentiality, validity, credibility, safety, and authorized 

availability of health data (United Arab Emirates Government, 2019). Therefore, some 

verification, consent, access-control, and traceability procedures should not automatically be 

classified as red tape. Instead, they may represent green tape because they protect patient 

privacy, legal accountability, data integrity, and clinical governance. The challenge for zero-

bureaucracy reforms is therefore not to remove these safeguards, but to redesign them so that 

they are faster, clearer, less repetitive, and digitally integrated without weakening lawful data 

protection. 
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Together, these literatures suggest a set of increasingly specific propositions. Firstly, the 

healthcare burden is placed on patients and staff rather than formal procedures. Second, 

bureaucratic experience is neither peripheral nor central to documentation and information 

work. Third, digital transformation has the potential to minimize friction, yet it requires 

organizational capacity and workflow redesign to go hand in hand with technology adoption. 

Fourth, telemedicine implies real-life experience of the potential of selective digitization to 

minimize travel, waiting, and service fragmentation. Fifth, the public sector context: reforms 

cannot be considered in abstraction; they must be considered within an institution. Sixth, 

sustainability and AI set new standards for consideration, simplifying bureaucracy and turning 

it into a relatively easy process of strategic significance, yet also more complex. (Herd et al., 

2021; Cinar et al., 2024) 

This paper also addresses many gaps in the literature. A deficit of studies that incorporate 

administrative load, digital transformation, public innovation, sustainability, and AI into a 

singular model of hospital service redesign exists. Most of the articles cover only one of these 

areas: burden/implementation, technology/organizational friction, or innovation/clinical 

workflow. It is more difficult for practitioners to understand how simplification, enabled by 

this disaggregation, leads to improved results. The current paper thus aims to bring these 

strands together into a practical model for interpreting Fujairah Hospital as a case of service 

redesign in the context of a digital transition and the modernization of the public sector. (Murad 

et al., 2024; Bajwa et al., 2021). 

Conceptual Framework 

To go beyond a descriptive discussion, the paper proposes a conceptual framework linking 

zero-bureaucracy practices to healthcare outcomes via a set of mediating mechanisms. The 

framework begins with a naive assumption: administrative complexity is not an inventory of 

rules but a set of transactions that take time, attention, and cognitive resources. When such 

transactions are simplified to be flow-friendly, reduce duplication, and do not compromise 

safety, it is a success. Five of the most important mediating pathways exist. (Herd et al., 2021; 

Mauro et al., 2024). 

The initial route is a simplification of the processes. This includes eliminating multiple 

approvals, streamlining processes, ensuring uniformity in forms, defining routing policies, and 

eliminating unnecessary face-to-face meetings. Hospital operations that can be simplified 

include booking, registration, referral, discharge, results communication, pharmacy 

coordination, and follow-up scheduling. Its direct effect can be measured by reducing the 

number of touchpoints or the time spent waiting. However, the more significant organizational 

effect is that it reduces the likelihood of delays and confusion accumulating. (Stoumpos et al., 

2023; Kosiol et al., 2024). 

The second route is information integration. The bureaucratic burden has also been known to 

persist as information is requested, repackaged, or transferred in and out of disconnected 

systems. Unified records, interoperability platforms, and organized data streams reduce 

duplicate data entry and enable employees to take action based on existing data. The key to 

zero bureaucracy is, hence, information integration, since most administrative frictions are data 

frictions masquerading as such. (Hermes et al., 2020; Mauro et al., 2024). 

The third route is time reallocation. Simplification is important not only because it shortens 

processes, but also because it redistributes labor. By reducing the time nurses spend on low-

value documentation and patients spend on logistics, this time can be used to assess, 
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communicate, manage medications, or recover. The mechanism linking administrative 

redesign to quality of care and professional experience is thus time reallocation. (De Groot et 

al., 2022; Murad et al., 2024). 

The fourth is the patient navigation pathway. A health system can be technically efficient yet 

bureaucratically unfriendly when patients find it difficult to navigate it. Simplification should 

then be viewed in terms of navigability: do appointments become easier to obtain, instructions 

easier to comprehend, records less cumbersome to carry around with the patient, and 

communication less fragmented? The direction given is especially important, as burdens are 

likely to be heaviest among people with low health literacy, chronic illnesses, or complex care 

pathways. (Herd et al., 2021; Kyle & Frakt, 2021) 

The fifth channel is the learning feedback. The process of simplification must be long-lasting, 

and to ensure this, organizations must know whether changes are being made. Digital systems 

can create feedback loops that identify frequent delays, anticipated failure points, recurring 

documentation bottlenecks, or unwarranted patient contacts. This meaning of zero bureaucracy 

is not a one-time clean-up exercise. It is a continuous learning process that compares the present 

burden of the process with the results of the services and makes changes accordingly. (Murad 

et al., 2024; Bajwa et al., 2021). 

These five pathways are not independent; moderators mediate them. The success of 

simplification depends on leadership commitment, digital maturity, workforce capabilities, 

patient digital access, and regulatory design. An identical intervention can have vastly different 

outcomes in a digitally mature hospital and in one with disjointed systems or low employee 

confidence. Context is thus not a background condition but a part of the framework. (Cinar et 

al., 2024; Raimo et al., 2023). 

Recent literature supports the inclusion of leadership commitment and digital maturity as key 

moderating factors in healthcare digital transformation. The adoption of digital health 

technologies by healthcare professionals is influenced by infrastructure readiness, technical 

reliability, workforce capability, training, perceived usefulness, and workload-related concerns 

(Borges do Nascimento et al., 2023). In addition, hospital digital maturity is increasingly 

understood as an organizational capability that includes interoperability, governance, 

leadership, infrastructure, and workforce capabilities, rather than the mere presence of digital 

tools (Cresswell et al., 2025). Therefore, in the proposed framework, leadership commitment 

and digital maturity are treated as active moderators that can either accelerate or block the 

relationship between zero-bureaucracy practices and healthcare service outcomes. 
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Figure 1:Conceptual Framework Showing the Moderating Role of Leadership Commitment 

and Digital Maturity in Zero-Bureaucracy Outcomes 

Note. Strong leadership commitment and high digital maturity can accelerate zero-

bureaucracy outcomes by enabling workflow redesign, interoperability, staff readiness, and 

continuous improvement. In contrast, weak leadership commitment or low digital maturity 

may block reform and create digital red tape, fragmented systems, increased workload, or 

shifted administrative burden to staff and patients. 

The framework also distinguishes planned consequences and risk states. The goals that will be 

achieved are improved access, reduced waiting, reduced duplication, improved staff 

productivity, improved patient experience, and potentially reduced material waste. The risk 

factors include poor documentation, the transfer of unreported work to patients, the informal 

use of AI, and non-adherence to regulations. This is an extremely significant difference. A 

hospital can appear less bureaucratic by eliminating formal procedures, and the workload is 

shifted to the portal, family caregivers, or informal work messages. This burden-shifting risk 

requires explicit emphasis. A zero-bureaucracy hospital may unintentionally become a high-

burden household if administrative work is transferred from staff to patients and families 

through digital portals, repeated online forms, self-scheduling systems, document uploads, or 

follow-up requirements. Prior research on healthcare administrative burden shows that patients 

may experience learning costs, compliance costs, and psychological costs when they are 

required to navigate complex healthcare systems, understand requirements, complete forms, 

and manage service interactions (Herd et al., 2021). This means that visible administrative 

burden inside the hospital may decrease while invisible burden on patients, families, and 

caregivers increases. Therefore, zero bureaucracy should not be evaluated only by counting the 

reduction of internal steps or staff-facing procedures. It should also assess whether the total 

burden across the service ecosystem has genuinely decreased for patients, families, and 

caregivers. The framework then considers zero bureaucracy to be effective when it reduces the 

overall burden on the service ecosystem, rather than simply shifting government burden to 

another actor. (Bajwa et al., 2021; Sepetis et al., 2024). 
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The framework offers a strict analytic prism in the case of Fujairah Hospital. The case cannot 

be inferred from unsupported statements, as institution-specific peer review assessments are 

uncommon. The issue here is not whether all the simplification efforts have been directly 

measured at the hospital, but whether the hospital's operating environment and reform agenda 

are in harmony with the mechanism-outcome pattern as defined in the literature. This 

mechanism-driven argument enhances the scholarly viability of a secondary case study and 

avoids excessive causal language. In this paper, the mechanism-based organization is presented 

in Table 1 (Alhajri et al., 2022; Al Meslamani et al., 2022). 

Table 1: Conceptual Framework for Zero-Bureaucracy Redesign in Hospital Service 

Delivery 

Zero-

bureaucracy 

input 

Primary 

mechanism 

Operational 

mediator 

Expected service 

effect 

Risk requiring 

control 

Duplicate-step 

removal 

Process 

simplification 

Fewer handoffs and 

approvals 

Shorter transaction 

time 

Loss of necessary 

checks 

Integrated 

digital records 

Information 

integration 

Less repeated data 

capture 

Better continuity and 

faster routing 

Interoperability or 

privacy failure 

Proportionate 

documentation 

Time 

reallocation 

Reduced clerical 

overhead 

More clinician time 

for care 

Under-

documentation or 

audit gaps 

Telemedicine 

and hybrid 

care 

Patient 

navigation 

Mode matching to 

the need 

Lower travel and 

waiting burden 

Digital exclusion 

or mis-triage 

Analytics and 

AI support 

Learning 

feedback 

Bottleneck 

detection and 

forecasting 

Continuous service 

redesign 

Opacity, bias, 

weak oversight 

Note. Compiled from the conceptual synthesis developed in the body of the paper using 

evidence on administrative burden, digital transformation, telemedicine, AI, and public-sector 

innovation (Herd et al., 2021; Hermes et al., 2020; Alhajri et al., 2022; Bajwa et al., 2021; 

Mauro et al., 2024). 

METHODOLOGY 

This study adopts a Theory-Led Case Analysis design rather than a systematic review or a 

primary empirical evaluation. The focal case is Fujairah Hospital, and the evidence base 

consists of 16 peer-reviewed sources published from 2020 onward. The study does not claim 

to provide an exhaustive systematic review of all available literature, nor does it claim to 

measure the direct causal impact of zero-bureaucracy reforms at Fujairah Hospital. Instead, 

Fujairah Hospital is used as a contextual case through which the concept of zero bureaucracy 

is interpreted using selected theoretical and empirical literature. 

The use of 16 sources is justified by the niche intersection of the study’s five thematic clusters: 

administrative burden and patient navigation; documentation burden and professional 

workload; digital transformation in healthcare organizations; telemedicine and service redesign 

in the UAE; and public-sector innovation, sustainability, and artificial intelligence in health 

systems. The selected sources are not treated as a statistically representative sample of the 

literature. Rather, they form a focused conceptual evidence base for mechanism-building, 

framework development, and case interpretation. 
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This approach is appropriate because the purpose of the study is conceptual synthesis rather 

than systematic evidence mapping. Recent methodological literature recognizes that literature-

based studies may focus on a specific concept, context, or field, and that theoretical and 

conceptual frameworks can be developed by organizing selected literature around key 

constructs and relationships (Kraus et al., 2022; Luft et al., 2022). Therefore, the relatively 

small number of sources is acceptable because the paper addresses a specialized intersection 

of five research areas, rather than attempting to review the full body of literature in each area. 

The study therefore makes mechanism-based, context-sensitive claims rather than broad 

systematic-review claims. 

One methodological issue is that there is extremely little institution-specific information about 

Fujairah Hospital, more so, information that is peer-reviewed, which directly assesses the zero-

bureaucracy reforms within the hospital. With that, the study interprets the case in the broader 

healthcare sector and the larger UAE reform context since it reads Fujairah Hospital in the 

comparative literature on administrative load, documentation load, digitalization, telemedicine, 

and innovation in the public sector. In situations where it is not the official sources of Emirates 

Health Services, they may be adopted as contextual evidence of the results of the reform at the 

level of the system, but it is not an alternative to the peer-reviewed evaluation at the level of 

the hospital. 

The search strategy focused on five thematic areas, namely, administrative burden and patient 

navigation; documentation burden and professional workload; digital transformation in 

healthcare organizations; telemedicine and service redesign in the UAE; and public-sector 

innovation, sustainability, and artificial intelligence in health systems. These clusters were 

chosen because, collectively, they include all the core constructs needed to understand zero 

bureaucracy as a multidimensional organizational phenomenon. The search terms were a 

combination of the following ideas: administrative burden in healthcare, documentation burden 

in electronic health records, digital transformation in hospital workflows, telemedicine in the 

United Arab Emirates, public sector innovation in healthcare, AI in healthcare administration, 

and sustainability in digital health. (Murad et al., 2024; Mauro et al., 2024). 

Sources had to meet four criteria to be included. To begin with, they were peer-reviewed. 

Second, they were published in 2020 or later. Third, they discussed one or more mechanisms 

likely related to zero bureaucracy, such as procedural simplification, digital integration, service 

redesign, or burden reduction. Fourth, they were contextually or conceptually applicable to the 

case of Fujairah Hospital. The sources were also filtered based on the following criteria: they 

had to be editorials. However, they lacked analytical content, or they had to be non-peer-

reviewed reports or documents whose applicability to hospital service redesign was too 

indirect. The last sample consisted of 16 sources (empirical studies, systematic reviews, and 

conceptual analyses). 

Mechanism mapping was the second step. Instead of isolating individual results, the research 

analyzed sources that explain the path to service outcomes through administrative redesign as 

a group. In particular, the literature of onelemedicine was interpreted not only as an indication 

of the embrace of digital, but also as an example of how the need to spend less time in physical 

space can transform thinking, navigation, and convenience. It was not only documentation 

studies that were read in the form of workload descriptions, but also an indication that 

bureaucratic intensity can recreate the allocation of staff time and perceived capacity. This type 

of reading strategy, based on mechanisms, is especially suitable for secondary analysis of cases, 
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since it allows inferences about the focal organization even when institutional data are sparse. 

(Al Meslamani et al., 2022; Murad et al., 2024). 

The third stage was comparative interpretation. The Fujairah Hospital was placed against three 

levels of comparison: first, the global literature on administrative and documentation load is 

generic; second, the literature of hospital transformations with digital maturity and innovation; 

and third, the literature on telemedicine studies located in the UAE, which allows a closer 

association with the focal context. Such a comparative structure does not allow the case to be 

overread using a single piece of literature. It acknowledges that Fujairah Hospital is not a blank 

slate, nor does evidence in other countries perfectly illustrate it. Rather, it is viewed as a part 

of a stratified institutional context within which burden reduction, digital integration, and 

service modernization interact. (Herd et al., 2021; Alhajri et al., 2022). 

There are obvious limitations of a secondary design of this type. It is incapable of providing 

causal influence on Fujairah Hospital, and it is incapable of providing firsthand staff or patient 

perceptions in the hospital. There is also the risk of misinterpreting the broader literature to be 

used to shed light on a single institution. Nevertheless, the design still suits the paper's purpose: 

to enhance conceptual rigor, combine comparative evidence, and show how a hospital case can 

be examined using the multidisciplinary evidence base in the absence of primary data. The 

restrictions are thus not concealed; they are incorporated in the paper's reasoning. The paper 

makes mechanism-based, context-sensitive claims rather than exaggerated causal claims (Cinar 

et al., 2024; Kosiol et al., 2024). 

Fujairah Hospital as a Policy-Embedded Case and Comparative Analysis 

Fujairah Hospital can best be characterized as a hospital within a reform-oriented health 

system, where digital service models, telemedicine, and administrative modernization have 

become increasingly relevant. The task of analysis is to clarify the meaning of using the hospital 

as a case, since peer-reviewed institutional audits focus solely on the hospital. Fujairah Hospital 

is not considered a data-rich site in the traditional ethnographic sense in this paper. It is handled 

as a theoretically important instance of a publicly funded hospital in a high-capacity, 

digitalizing situation where the logic of zero bureaucracy is feasible, policy-relevant, and 

increasingly operationalizable. This reasoning holds to the extent that this paper is explicit that 

its arguments are inferential, mechanism-based, and comparative. (Alhajri et al., 2022; Hussain 

et al., 2024). 

Fujairah Hospital operates within the federal healthcare governance structure of the United 

Arab Emirates as part of Emirates Health Services (EHS). This institutional positioning is 

important because EHS provides the federal framework for healthcare strategy, service 

standards, digital health priorities, quality governance, and accountability mechanisms. At the 

same time, Fujairah Hospital delivers services within a local context shaped by Fujairah’s 

population needs, referral patterns, service demand, workforce capacity, and community 

expectations. Therefore, the key gain of zero bureaucracy is not simply the removal of 

procedures, but the development of an operating model that translates federal strategic direction 

into locally responsive healthcare delivery (Emirates Health Services, n.d.; UAE Legislation, 

2016). 

The policy-embedded nature of Fujairah Hospital’s operating model can also be understood 

through the digital infrastructure that supports service simplification within the UAE health 

system. For example, EHS digital services are supported by the EHS application and its 

integration with the Wareed health system, which connects EHS hospitals and primary 
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healthcare centers in a single network and enables access to services such as appointment 

booking, medical report requests, and mobile healthcare services (Emirates Health Services, 

n.d.). At the national level, Riayati provides a digital healthcare platform for the National 

Unified Medical Record, supporting the centralization of medical records and the delivery of 

an integrated clinical information system across the UAE (Ministry of Health and Prevention, 

n.d.). In addition, the Mabrouk Ma Yak service illustrates how cross-government digital service 

bundling can reduce the customer journey by integrating newborn-related official documents 

into a simplified process, reducing visits and administrative fragmentation 

(Telecommunications and Digital Government Regulatory Authority, 2024). These systems 

demonstrate that zero bureaucracy in the Fujairah Hospital context is not only a managerial 

aspiration but is embedded in wider federal digital infrastructure that enables data integration, 

service bundling, reduced duplication, and more seamless patient and customer journeys. 

At the second comparative level, Fujairah Hospital may be compared with the literature on 

hospital digital transformation. Collectively, Hermes et al. (2020), Mauro et al. (2024), and 

Raimo et al. (2023) point out that transformation cannot be reduced to the implementation of 

digital technologies. Digitalization provides value to hospitals by transforming managerial and 

support processes, preventing duplication, improving routing, and enhancing information 

continuity. Applying the same knowledge to Fujairah Hospital would mean the most significant 

zero-bureaucracy gains would be realized through integrated appointment systems, 

interoperable records, digitally coordinated follow-up, patient routing to the correct care mode 

decision-support, and more consistent clinical-need documentation processes. In other words, 

the hospital's case significance is that the operating model can drive administrative work out 

of repetitive clerical transactions and into coordinated digital processes. 

The third, contextually closer comparison is founded on the UAE telemedicine research. In a 

study conducted by Alhajri et al. (2021), a group of physicians practicing in Abu Dhabi 

generally considered the value of remote consultation modalities in telemedicine, especially 

when aligning the type of consultation with the clinical need. The conceptual meaning of this 

finding is that zero bureaucracy is not achieved by simply digitizing all interactions without 

regard, but by implementing the least restrictive safe modality to a given care episode. Alhajri 

et al. (2022) provide a slightly more detailed account, comparing outpatient departments of 

hospitals with community clinics, and conclude that the level of patient satisfaction is 

statistically significant in the two settings, although the organizations' structures differ. This 

means that high-quality remote care can be delivered through various service configurations 

when workflows and expectations are aligned. Hussain et al. (2024) take a population 

perspective, indicating that awareness and satisfaction with telemedicine in the UAE are quite 

high. However, actual use depends on the conditions of possibility, such as accessibility, digital 

literacy, and trust. 

These findings in the UAE have three implications for Fujairah Hospital. First of all, they 

demonstrate that the remote and simplified pathways are already credible at the institutional 

level in the national healthcare environment. Second, they show that the gains in patients' 

experience do not depend solely on the prestige or size of the facility, but also on the 

organization of the pathway. Third, they show that simplification strategies at Fujairah Hospital 

should not focus solely on implementing digital channels, but also on aligning patients with 

the appropriate channels without losing continuity or confidence. The introduction of a channel 

of telemedicine in a hospital that does not redesign the booking process, access to records, 
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medication follow-up, and escalation policies may result in parallelism rather than 

simplification. (Alhajri et al., 2022; Al Meslamani et al., 2022). 

The comparative evidence also justifies the reason why zero bureaucracy is not applicable in 

the Fujairah Hospital case. This should not mean the loss of clinically useful documentation or 

the loss of the lines of accountability. Paperwork and regulations are also very important in 

acute care, diagnostics and multi-specialty interaction facilities. De Groot et al. (2022) and 

Murad et al. (2024) suggest a more specific strategy in a combined suggestion: documentation 

excess, redundancy, and inability to align with workflow should be reformed. A digitally 

mature hospital case thus needs to be selectively subtracted with a smarter information 

architecture. It would imply, in the case of Fujairah Hospital, fewer data entries being repeated, 

only templating data where it would be clinically useful, and role-specific documentation 

expectations rather than recording burdens which are one size fits all. 

The other didactic analogy is associated with the variations in the effects of simplification on 

personnel and patients. Telemedicine has the potential to decrease travel and waiting time for 

patients and transfer new types of coordination work to clinicians or support staff. Portal 

messaging has the potential to promote access and amplify inbox workloads. AI in routing can 

shorten administrative processes and add bewilderment to override responsibilities. It means 

that the convenience of the patients or the speed of the manager is not the only aspect of the 

success of zero bureaucracy in Fujairah Hospital. Simplification needs to be ecosystem-wide 

as demonstrated by comparative evidence. The pertinent question is whether the hospital 

minimizes overall friction throughout the service journey as opposed to focusing on hidden 

work in specific positions. (Kyle & Frakt, 2021; De Groot et al., 2022). 

This approach is the most promising when assessing the Fujairah Hospital case as a hospital 

that is at a crossroad between three trends, i.e., the growing awareness of the administration 

burden, a faster pace of digitalization of healthcare streams, and an environment of public-

sector reform that can be redesigned. This mixture makes the hospital an arguably reasonable 

location of zero-bureaucracy thinking. However, it also implies that the case should be 

considered in comparison to more affluent standards than those of quicker service. The 

meaningful assessment would inquire about whether the pathways are more transparent, 

documentation is more incorporated, duplication is reduced, staff time is more secure, remote 

care is more meaningful, and supervision is more balanced. In other words, the hospital is a 

symbolic image not because it is thought to have defeated bureaucracy, but because it 

represents the contemporary dilemma of restructuring the management of the state hospital 

without compromising the governance or quality of services. Table 2 is the summary of the 

comparative benchmark created following the literature (Mauro et al., 2024; Hussain et al., 

2024). 
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Table 2: Comparative Benchmarking Evidence Relevant to the Fujairah Hospital Case 

Benchmark 

domain 

Evidence from comparator 

settings 
Key signal 

Implication for 

Fujairah Hospital 

Administrative 

burden 

Burden research shows that 

patients often perform hidden 

system work, such as learning 

rules, repeating information, 

coordinating appointments, and 

dealing with payment or records 

problems. 

Burden is 

created by 

navigation 

demands, not 

only by clinical 

queues. 

Service redesign should 

reduce repeated data 

requests, unclear routing, 

and avoidable handoffs. 

Documentation 

burden 

Documentation studies show that 

staff workload rises when record 

keeping expands beyond clinically 

useful information and when 

burden is measured across 

multiple workflow categories. 

Not all 

administrative 

work is care-

creating. 

Documentation reform 

should be central to any 

zero-bureaucracy 

strategy. 

UAE 

telemedicine 

experience 

UAE studies report substantial use 

of telepharmacy and 

teleconsultation and broadly 

positive satisfaction across 

outpatient and community settings. 

Simplified 

remote 

pathways can 

preserve 

experience 

while reducing 

transactional 

attendance. 

Hybrid care models can 

reduce travel and 

waiting without 

lowering perceived 

quality. 

Hospital 

digital 

transformation 

Hospital transformation literature 

shows that digital value depends 

on interoperability, workflow 

redesign, managerial capability, 

and user adoption rather than on 

technology installation alone. 

Technology 

alone does not 

remove 

bureaucracy. 

Simplification should be 

tied to process redesign, 

staff capability, and 

governance. 

Sustainability 

and AI 

Sustainability and AI studies 

indicate that digital redesign may 

improve environmental and 

operational efficiency, but only 

when transparency, bias control, 

and accountability are retained. 

Low-friction 

systems still 

require 

oversight. 

Evaluation should track 

paper reduction, avoided 

visits, workload, and 

algorithmic risk 

together. 

Note. Comparative synthesis derived from peer-reviewed studies on administrative burden, 

documentation burden, telemedicine in the UAE, hospital digital transformation, sustainability, 

and AI governance (Kyle & Frakt, 2021; De Groot et al., 2022; Al Meslamani et al., 2022; 

Alhajri et al., 2022; Raimo et al., 2023; Sepetis et al., 2024; Bajwa et al., 2021). 

Quantitative Evidence Synthesis 

The initial quantitative area deals with patient administrative burden. Kyle and Frakt (2021) 

show that administrative work is a quantifiable and ubiquitous feature of patient experience in 

US health system, and that the patterns of burden bearing are affected by demographic 

variations. They found that women were more likely to engage in administrative work, and the 

higher the income, the fewer subsequent burdens. These findings are significant to zero 

bureaucracy in that they show that burden is not an apolitical nuisance; it is patterned and 

stratified in a social way. The simplification can also entail equity repercussions, as well as 
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efficiency repercussions. Ilea and Ilea (2024) reinforce this by showing that in the studies that 

they have reviewed, only a part of them correlated burden data with patient demographic 

characteristics, and very few of them implemented interventions to reduce burden. The 

implication is clear: health systems that seek to reduce bureaucracy need to measure who is 

strained, how and at which stages in the pathway. 

The second quantitative domain is related to documentation and professional workload. De 

Groot et al. (2022) surveyed 195 Dutch community nurses in a mixed-methods study and 

related documentation activity to perceived workload. However, this finding is used through a 

contextual extrapolation argument rather than direct generalization. The study does not imply 

that Dutch community nurses and Fujairah Hospital specialists experience documentation 

burden in the same way. Labor regulations, professional roles, organizational hierarchy, 

cultural power distance, digital literacy, and EHR workflows differ across contexts. Instead, 

De Groot et al. (2022) is used to identify a transferable mechanism: when documentation 

activities expand beyond direct patient-care value, they can create perceived workload and 

professional strain. If this mechanism is present across healthcare systems, Fujairah Hospital’s 

workforce may face similar structural pressures, although the intensity and form of those 

pressures must be interpreted within the UAE federal hospital context. The quantitative aspect 

is significant because it goes beyond anecdotal assertions that paperwork is excessive. It shows 

that documentation burden can be structured, measured, and related to perceptions of staffing 

pressure and professional strain. Murad et al. (2024) found 135 articles on documentation 

burden and categorized its measurement into 11 areas, including time spent in electronic 

records, inbox work, orders, after-hours documentation, workflow fragmentation, and 

usability. The breadth of these measurement categories is analytically important because it 

implies that zero bureaucracy in hospitals should be assessed multidimensionally. A hospital 

that measures registration time or waiting time alone may fail to capture substantial burdens in 

invisible back-office and professional processes. 

The third quantitative field relates to telemedicine in the UAE. Al Meslamani et al. (2022) 

observe that in their national (UAE) survey of telemedicine users, the most common 

telepharmacy (89.7%), teleconsultation (78.2%), and telediagnosis (23.0) have been used. Out 

of their 496 sample of telemedicine users, 94.6% were using telemedicine to get pharmacist 

advice, 85.1% to order nonprescription medications, and 80.8% to get physician advice. These 

statistics are highly relevant to the argument of zero-bureaucracy as they indicate that 

simplification is not only related to the consultation with the physician. It also deals with access 

to medication, consultations, and reducing physical attendance of unnecessary transactions 

during the interaction. 

Alhajri et al. (2022) add an extra level of structure. They evaluated 515 patients in comparing 

the hospital outpatient departments to the community clinics, and patient satisfaction with 

telemedicine was high in both groups (without statistical difference) in hospital outpatient 

departments (253/343, 73.8 percent) and in the community clinics (114/172, 66.3 percent). This 

finding is especially informative to Fujairah Hospital since it indicates that even with care 

structured via alternative institutional structures, patient-perceived quality may be upheld in 

digitally simplified pathways. Bureaucratic simplification does not always contradict the 

patient experience, as workflow, expectations, and follow-up arrangements are properly 

defined. 
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Hussain et al. (2024) render this picture hard to apply, making it difficult to use in a helpful 

manner. They have surveyed the UAE, revealing a high awareness and positive attitude towards 

telemedicine, but with reduced usage. This gap has analytical importance to the extent that it 

demonstrates that administrative simplification can not be inferred simply on the basis of 

availability. The hospital may offer online services, which may not be used by the patients to 

their maximum capacity due to a lack of online literacy, a need to be reassured face-to-face, a 

lack of trust and an absence of understanding of when remote care is appropriate. The 

interpretation of quantitative adoption evidence should then be done with behavioral and 

organizational issues. Making things simple is effective in the sense that systems are not merely 

technical but are also usable and believable. 

A fourth quantitative area is related to organizational preparedness and digital transformation. 

The authors of the study by Raimo et al. (2023) investigated 103 Italian hospitals and 

discovered that organizational factors (size, age, and teaching status) influenced digital 

transformation levels. This observation is pertinent since it means that the conditions of the 

capability of hospitals determine the possibility of absorbing simplification tools. Given that 

Fujairah Hospital is a state-owned hospital in a digitally ambitious setting, structural factors of 

adoption might be positive; nevertheless, comparative evidence cautions that the institutional 

attributes still affect the extent of implementation. A reform agenda which assumes universal 

preparedness can thus be underestimated in terms of variance in workflow, training 

requirements and local adjustment. 

The fact that quantitative evidence is included alters the quality of the analysis of the paper 

significantly. It does not permit zero bureaucracy to be a spirited discourse. Rather, it finds 

simplification in quantifiable areas of load, access, workflow, and use. The moral of the story 

in the case of Fujairah Hospital is not that certain quantitative evidence has already been 

published demonstrating local success. Rather, it shows that the mechanisms that lie at the core 

of zero bureaucracy are capable and necessary to be done measurably. This is particularly 

needed where hospitals would like to differentiate between actual burden reduction as opposed 

to administrative relabeling. The selected numerical data are condensed in Table 3 to keep the 

quantitative data in the body of the analysis and not in the conclusions (Murad et al., 2024; 

Alhajri et al., 2022). 
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Table 3: Selected Peer-Reviewed Quantitative Indicators Relevant to Bureaucratic 

Burden and Simplification 

Study 
Quantitative 

indicator 
Reported result 

Implication for Fujairah 

Hospital 

Ilea & Ilea (2024) 

Studies linking 

burden to 

demographics 

12 studies; only 3 

intervention attempts 

Burden reduction should be 

measured and tested, not 

assumed 

Murad et al. 

(2024) 

Documentation 

burden measurement 

categories 

135 articles; 11 burden 

categories 

Measurement should go 

beyond waiting time alone 

Al Meslamani et 

al. (2022) 

UAE telemedicine 

use among users 

Telepharmacy 89.7%; 

teleconsultation 78.2%; 

telediagnosis 23.0% 

Remote pathways can 

reduce transactional 

attendance 

Alhajri et al. 

(2022) 

Telemedicine 

satisfaction by setting 

Hospital OPD 73.8% 

vs community clinics 

66.3%; P=.19 

Simplified digital care can 

retain satisfaction across 

settings 

De Groot et al. 

(2022) 
Survey sample size 195 nurses 

Documentation burden can 

be linked to perceived 

workload 

Note. Values reproduced from peer-reviewed studies cited in the reference list. These indicators 

are included in the main analysis to support quantitative comparison before the conclusion 

rather than as an appendix or post-conclusion add-on (Ilea & Ilea, 2024; Murad et al., 2024; Al 

Meslamani et al., 2022; Alhajri et al., 2022; De Groot et al., 2022). 

Sustainability and the Role of Artificial Intelligence 

The aspect of sustainability stretches the promise of value of zero bureaucracy to speed and 

convenience. There are at least three related senses of sustainability in healthcare: 

environmental sustainability, operational sustainability and workforce sustainability. The 

issues of environmental sustainability relate to the consumption of paper, physical travel, waste 

of resources, and the intensity of infrastructure. Operational sustainability is about whether 

redesigned routes will be more dependable with time or will cause new backlogs in a different 

location. The question of workforce sustainability is whether employees can sustain the quality 

of service without the chronic overload. A zero-bureaucracy agenda that maintains sole 

attention to immediate turnaround time but no consideration of these wider dimensions is not 

a complete strategy. (Sepetis et al., 2024; Mauro et al., 2024). 

In terms of environmental concerns, it is conceivable that computerized and streamlined routes 

reduce wastage. Reduced paperwork, a reduction in repetitive print outs, fewer unnecessary 

patient trips, and increased accuracy in scheduling are all measures that lead to a decrease in 

material intensity. Sepedi et al. (2024) contextualize this argument within a bigger healthcare 

sustainability framework, which connects digital transformation to environmental, social, and 

governance objectives. Their input is valuable since it does not make the simplistic assertion 

that all digitalization is inherently green. Digital systems still use power, will need servers and 

devices, and will incur e-waste in the long run. It is not the rhetoric of paper lessness per se 

that is the sustainability benefit, but the optimization of the net resources. In the case of a 

hospital such as Fujairah Hospital, the pertinent question is, do the digitized pathways displace 

the unnecessary friction and not add another layer of digital steps on top of the already existing 

analog steps. 
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Operational sustainability is also important. Telemedicine and digitally integrated follow-up 

can stabilize service systems by reducing the physical facility congestion and allowing some 

of the interactions to be asynchronous or virtual. Nevertheless, these benefits persist as long as 

the online channels are controlled. The poorly developed portals can either increase the number 

of messages, overlap consultations or lead to uncertainty about escalation. Simplification 

becomes operationally viable when the restructured process has explicit triage policies, well-

established responsibilities, and good fallback mechanisms in case of complicated situations. 

Sustainability, in this regard, is reliant on process discipline, but not on technical adoption. (Al 

Meslamani et al., 2022; Kosiol et al., 2024). 

The short-term concern is workforce sustainability. This is among the most appropriate 

arguments to endorse zero bureaucracy because of the capability to protect the limited clinical 

attention. The documentation load, disjointed systems, and ineffective digital interfaces make 

them fatigued and decrease the amount of time which can be spent on patient-facing work. 

Both Murad et al. (2024) and De Groot et al. (2022) underline the notion that the administrative 

work can be a structural component of overload. Once the simplification is successful, 

clinicians should have a more streamlined working process, fewer instances of duplication and 

workarounds. Unless simplification is achieved, the work of the administration can merely 

devolve into inbox work, exception handling, or patient troubleshooting. 

At this crossroad, artificial intelligence is introduced. AI offers automated coding assistance, 

routing assistance, anomaly recognition, demand forecasting, appointment optimization, 

speech-to-text documentation assistance, and predictive recognition of patients that may 

benefit from remote monitoring or proactive outreach. Bajwa et al. (2021) present the idea of 

AI acting as a tool that can transform healthcare to become more efficient and offer clinical 

decision-making. Mauro et al. (2024) suggest that AI and machine learning can be instrumental 

in supporting the operations of administration. The most justifiable AI applications to zero 

bureaucracy are those that decrease clerical congestion, aid queue management, or aid 

documentation without covering the accountability of decisions. 

The case study of the Fujairah Hospital indicates there are three types of simplification that AI 

can contribute to. Firstly, predictive triage tools could be utilized to refer the patients to the 

most appropriate type of consultation and, therefore, to reduce the number of patients attending 

in person and wasted appointments. Second, ambient or assisted documentation systems may 

reduce clerical workload by transforming verbal communication to formal documentation, 

which clinicians confirm. Third, analytics tools may be used to determine common bottlenecks 

during registration, follow-up, referrals, or pharmacy turnaround to aid in continuous service 

redesign. (Bajwa et al., 2021; Mauro et al., 2024). 

The critical literature should not be blind. AI systems have the ability to imbibe bias with 

training data, decrease transparency, and impose new governance burdens around validation, 

oversight, and accountability. A concrete example is AI-supported insurance pre-authorization. 

Prior authorization is already recognized as a burdensome administrative process for patients, 

provider employees, and payers, with provider-side respondents reporting substantial staffing 

and time resources devoted to the process (Sahni et al., 2024). Although AI may be proposed 

as a solution to reduce this burden, automated approval systems may also create AI-induced 

bureaucracy if hospital staff must repeatedly adjust clinical documentation, resubmit claims, 

provide additional justification, or respond to opaque algorithmic decisions. In such cases, 

administrative work is not eliminated; it is converted into exception handling, documentation 
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correction, and algorithm-facing negotiation. Therefore, AI should be evaluated not only by its 

processing speed, but also by whether it reduces or redistributes administrative burden across 

staff, patients, and payers. An efficient routing algorithm can be systematic in favoring 

individuals with unconventional presentation, language barriers, or poor digital access due to 

their language, poor digital access, or unusual presentation. Equally, documentation tools may 

reduce typing, at the cost of adding more review load or generating inaccurate summaries. The 

simplification provided by AI therefore needs to be superseded by human processes and 

auditing, and a clear delineation of the high-stakes usage. That is, AI ought to minimize 

bureaucracy and not develop algorithmic bureaucracy. (Bajwa et al., 2021; Cinar et al., 2024). 

The intersection of sustainability and AI forms a broader conclusion: the future of zero 

bureaucracy is not merely digital, but discriminately intelligent. More and more hospitals will 

require systems that can minimize low-value transactions without harming explainability, 

patient trust, and equal access. Regarding Fujairah Hospital, it implies that any simplification 

plan that involves the use of AI would need to be introduced in phases, linked with certain 

administrative distress, and quantified not just by the metrics of technology implementation 

but also by workforce and patient outcomes. (Sepetis et al., 2024; Bajwa et al., 2021) 

Critical Discussion: Limits, Risks, and Tensions 

This section brings forward the major implications of the analysis by balancing the potential of 

zero bureaucracy and its operation, its moral risks, and its risks of governance. The 

simplification is not viewed as a mere improvement in the discussion, but the situation in which 

simplified administrative complexity can improve how healthcare is provided without the need 

to jeopardize safety, equity, accountability, and professional judgment is evaluated. 

Threats of zero bureaucracy must also be confronted in a compelling academic account. 

Simplification can be a self-evidently good thing in much popular discourse. However, the 

available literature has shown that when it is not clearly defined and romanticized in a political 

context, simplification can have detrimental effects. The initial threat is oversimplification. 

Hospitals require quality documentation, traceability, escalation procedures, a consent form 

and quality measures. Reform can remove documentation or review steps that are important 

safety roles by rendering all of the administrative work a waste. It is not bureaucracy as such 

that is the problem, but disproportional bureaucracy. A strict zero-bureaucracy approach should 

thus be drawn between the necessary forms of protection and accretions of the past. (Herd & 

Moynihan, 2021; Cinar et al., 2024). 

The second risk is the shifting of the burden. Certain reforms streamline services in that the 

formal institution undergoes fewer clerical processes, but the overall load on patients and 

employees can even go up. Portals have the potential to shift administrative workload to 

patients who are required to post, monitor, decipher, and rekey information. Coordination work 

can be sent to families via remote pathways. Booking ease (front-end) may cause overloads on 

the back-end inbox (clinicians). This is especially useful when it comes to the patient burden 

literature, as it demonstrates that the convenience perceived by the organization is not the same 

as the convenience perceived by the user (Herd & Moynihan, 2021; Kyle & Frakt, 2021). The 

zero-bureaucracy route which Fujairah Hospital has been following would then have to enquire 

not merely where something has been removed from the institution, but whether the work went. 

The third threat is digital exclusion. The study of telemedicine awareness in the UAE shows 

that there is a high level of awareness and satisfaction, but the use of telemedicine is determined 

by the level of confidence, accessibility, and appropriateness (Hussain et al., 2024). Strictly 
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digital channels can be harmful to patients who are less digitally literate, face language barriers, 

have sensory challenges, or experience unreliable connectivity. This risk is particularly 

important in the UAE socio-demographic context, where public hospitals may serve a highly 

diverse population that includes elderly citizens, expatriate residents, non-native speakers, 

patients with varying levels of digital literacy, and families who may depend on caregivers to 

navigate health services. Evidence from the Arab region shows that older persons’ ICT access 

and use are shaped by personal, environmental, and technology-related factors, including 

usability, accessibility, sociocultural considerations, privacy concerns, and caregiver support 

(Chalghoumi et al., 2022). In the UAE, telemedicine research also shows that awareness and 

satisfaction may be high while actual use remains limited, indicating that digital availability 

does not automatically translate into equitable use (Hussain et al., 2024). In Fujairah Hospital’s 

context, a digital-only interpretation of zero bureaucracy could therefore marginalize patients 

who face language barriers, limited confidence with portals, or difficulty completing online 

forms without assistance. Such exclusion would conflict with the equity pillar of zero 

bureaucracy, because a process may appear efficient for the institution while becoming less 

accessible for vulnerable patient groups. Therefore, digital simplification should be designed 

as assisted, multilingual, and multimodal, ensuring that digital pathways reduce friction 

without removing human support where it is needed. A hospital that assumes “digital-first” 

automatically means “patient-centered” may unintentionally make access more difficult for the 

very users who require support the most. One-channel service design should not be the result 

of zero bureaucracy. It has to suggest low-friction multimodality, where digital pathways are 

present and work, yet there are also assisted choices. 

The fourth risk relates to the workforce adaptation. This does not always imply that 

administrative reform fails because of the incorrectness of the logic behind it, but simply 

because the processes, tasks, and capabilities of the staff have not been restructured logically. 

Multisystem that are layered on existing processes tend to add to cognitive load. These 

templates of documentation can proliferate. Exception handling can be compounded. There can 

be ambiguity in the responsibilities of message management or patient education. The hospital 

now seems modern on paper, and members of staff are subjected to greater fragmentation of 

practice. This is why documentation burden research is so important: it proves that 

organizational overload is so often caused by numerous small misalignments in processes 

rather than a few large and obvious flaws. (De Groot et al., 2022; Murad et al., 2024). 

The fifth risk is weakening of governance. The state hospitals are liable to equity, 

accountability and legal accountability. The administrative simplification must be verifiable 

and valid, especially when it is supported by AI or automated rules. As Cinar et al. (2024) 

remind us, the institutional context affects innovation in the public sector. The speed of 

execution can be desirable in a high-capacity reform environment but can also press the 

deliberation. A hospital reform program that adopts fast process elimination without firm local 

validation can subvert the validity of the new process unknowingly. This is especially the case 

with the introduction of AI-based triage, automatic routing, or workflow prioritization. 

The sixth threat is metric reductionism. Since simplification efforts are usually pursuing visible 

wins, organizations can be excessively interested in turnaround time, waiting time, or the 

number of procedural steps eliminated. These are good indicators, but not enough. Even a 

shorter process can be perplexing. Even a digital route might need to be re-tried due to poor 

information quality. Clinicians may be working after-hours, which may be hidden by a more 

rapid registration. The above measurement plan is not a technical appendix but rather the 
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subject of ethical consideration. Zero bureaucracy should be evaluated in contrast to a balanced 

scorecard that comprises patient navigation, staff burden, quality integrity, and equity. (Murad 

et al., 2024; Sepetis et al., 2024). 

In the meantime, a critical discussion should not be skeptical. The literature reviewed in this 

paper demonstrates that there is an administrative burden, documentation overload is a 

consequence, and digital redesign may contribute to access and that telemedicine may help to 

achieve the quality of the services. The issue is not whether we should pursue simplification, 

but the means of regulating it. The best type of zero bureaucracy is a rigorously evidence-

based, selective subtraction/intelligent redesign program. It gets rid of unproductive friction, 

provides necessary protection, monitors the transfer of burden that goes undetected and corrects 

processes with feedback. This meaning of zero bureaucracy is not anti-administration. It is pro-

value administration. (Stoumpos et al., 2023; Kosiol et al., 2024). 

Fujairah Hospital has certain implications of this critical perspective. It is not that 

straightforward a tale that more digitalization will be synonymous with less bureaucracy, which 

the hospital would be rated on. Rather, it should be measured by whether redesigned pathways 

can lower the total transaction costs along the care pathway; whether staffing is less 

fragmented; whether patient navigation is more conspicuous; whether governance is more 

conspicuous; and whether the benefits are equally shared. The case of the hospital, as such, is 

symptomatic of the primary problem of healthcare reform in the modern day: systems should 

become informationally smarter, administratively lighter and ethically stronger. It is only in a 

scenario where it resolves that paradox and not worsens it that zero bureaucracy can be utilized. 

(Alhajri et al., 2022; Murad et al., 2024). 

Discussion-Based Recommendations 

The discussion recommends that zero bureaucracy should be implemented as controlled 

simplification, rather than a general reduction of administrative regulations. Firstly, Fujairah 

Hospital should distinguish between protective and low-value bureaucracy; the former is 

efficient in terms of safety and accountability, whereas the latter wastes time, doubles up, and 

frustrates. This difference would allow the hospital to stream processes affecting the patients 

and continue with documentation, escalation and audit processes which are essential to the 

clinical governance. 

Second, when any redesign is assessed, patient and workforce indicators should be considered. 

Patient navigation difficulty, failure of digital transaction, redundant information request, 

documentation time, work after-hours, perceived workflow fragmentation of staff, and 

unnecessary physical visit have been suggested to be addressed. Such measures allow one to 

conclude whether simplification is indeed reducing burden or is merely transferring some 

invisible burden off the institution onto patients, families or clinical staff. 

A further recommendation is to ground integrated digital records in existing UAE health 

information exchange models. A relevant example is Malaffi, the Health Information Exchange 

platform in Abu Dhabi, which securely connects healthcare providers and enables real-time 

exchange of patient health information through a centralized database of unified patient records 

(Malaffi, n.d.). For Fujairah Hospital, Malaffi is not cited to suggest direct institutional 

adoption, but to illustrate the operating logic required for zero bureaucracy: reducing repeated 

data requests, improving continuity of care, supporting safer information sharing, and 

minimizing duplication across the patient journey. Therefore, integrated digital records should 

be treated as core infrastructure for controlled simplification, ensuring that administrative 
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reduction is supported by interoperable data flows rather than by asking patients or staff to 

repeatedly reproduce information. 

Among the associated recommendations is to convert the Emirates Health Services indicators 

of telemedicine into a hospital-level assessment template. In practice, Fujairah Hospital would 

monitor the cases of patients served through streamlined pathways, avoidance of physical 

visits, time savings, and average service time and would also compare these outcomes with 

equity, safety, and workforce indicators. This would help generate a disjunct between actual 

burden reduction and symbolic streamlining and would conform the local measurement to 

national reform results that have already been reported by EHS (2024). 

Third, the hospital should look at a progressive digital and AI strategy that first targets the low-

risk, high-burden administrative processes, which involve appointment routing, queue 

forecasting, documentation, and follow-up coordination. Human oversight and audit trail, 

explainability criteria, and equity tracking of these tools are required to make certain that digital 

transformation is a blessing to no bureaucracy, instead of building an algorithmic bureaucracy 

and digital exclusion. 

Policy and Strategic Recommendations 

The analysis suggests a set of operations and strategic suggestions. Functionally, Fujairah 

Hospital should aim at pathway mapping of high-volume services to determine redundant 

approvals, data entries and redundant physical attendance requirements and unnecessary 

handoffs. The burden that is shared, apparent, and low risk should be the starting point of the 

redesign to simplify. This is likely to include booking of appointments, follow-up 

appointments, drug refills, and relaying of findings and regular administrative audits. Any 

pathway thus mapped should detect important governance controls and process remnants. 

(Cinar et al., 2024; Mauro et al., 2024). 

Second, the hospital will have to implement a burden-measurement dashboard, which would 

help to reflect the patient and staff experience. This should include ease of navigation as 

reported by patients, failed online purchases, unnecessary information searches, documentation 

time, work after hours on records, and manual workarounds. The simplification will be merely 

symbolic and not measured, and subject to confirmation bias. (Herd & Moynihan, 2021; Murad 

et al., 2024). 

Third, documentation reform must be viewed as one of the flagships of zero bureaucracy. 

Templates, required fields, duplicate capture points, and documentation responsibilities should 

be reviewed with clinicians and nurses rather than dictated only through top-down 

administrative requirements. Adequacy in documentation should be prioritized rather than 

documentation maximalism. A practical approach is Documentation by Exception (DBE), also 

known as charting by exception, where routine or expected care is not repeatedly documented 

in detail, while deviations from expected standards, changes in patient condition, exceptions to 

care pathways, unusual events, or clinically significant concerns are recorded clearly. This 

approach aligns with recent calls to reduce clinical documentation burden and redesign 

documentation practices so that clinicians can spend more time on patient care rather than 

repetitive electronic documentation (Hobensack et al., 2022). However, DBE should only be 

introduced with clear baseline assessments, evidence-informed clinical protocols, predefined 

criteria for assessments and interventions, audit trails, and staff training to ensure that reduced 

documentation does not weaken patient safety, legal accountability, or continuity of care 

(College of Registered Nurses of Manitoba, 2020). 
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Fourth, telemedicine needs to be structured as a modality strategy, but not a technology project. 

Clinical appropriateness, convenience, and continuity needs should direct the routing of 

patients to remote, in-person, or hybrid care. Scheduling, escalation, patient education, and 

medication coordination administrative systems need to be modeled based on that modality 

logic, remote care will only generate parallel bureaucracy instead of simplifying it. (Alhajri et 

al., 2022; Hussain et al., 2024). 

The hospital and the governing system should strategically invest in interoperability and data 

governance. Zero bureaucracy is based on information integration since a lot of burden comes 

about due to fragmented records and duplication of verification. The investment decisions 

should then be made with emphasis on the systems that reduce overlaps in functions as opposed 

to the expansion of distinct digital tools. (Hermes et al., 2020; Raimo et al., 2023). 

The other strategic recommendation is to include a redesign with sustainability analysis. The 

proposed changes should not be evaluated solely based on the criteria of speed and satisfaction, 

but also in terms of their likely effects on the paper usage, patient travel, space need, workload 

of the staff, and the intensity of digital energy. This would ensure that sustainability is not an 

afterthought but would put simplification in the context of stewardship of the whole health 

system. (Sepetis et al., 2024; Al Meslamani et al., 2022). 

Finally, the first principle of AI adoption should be low-risk, high-burden, supported by a 

Human-in-the-Loop (HITL) framework. Hospitals should begin with administrative pain 

points where AI can reduce repetitive work while maintaining strong human oversight, such as 

queue prediction, documentation assistance, appointment routing, follow-up prioritization, and 

demand forecasting. In this model, AI should support decision-making rather than replace 

professional judgment. A human administrator or clinician should remain the final governance 

check, especially when AI outputs affect patient access, scheduling, escalation, insurance 

coordination, or continuity of care. This HITL approach can reduce the risk of algorithmic 

bureaucracy by ensuring that automated recommendations remain explainable, reviewable, 

auditable, and overrideable. More caution should be taken with high-stakes clinical 

applications. AI should satisfy the criteria of explainability, human override capability, 

auditability, bias control, and accountability before it can be considered a legitimate 

bureaucratic simplification tool (Bajwa et al., 2021; Mauro et al., 2024). 

All these suggestions are in line with the overall thesis of the paper, namely that zero 

bureaucracy is most effective in cases where it is not brought up as a campaign to get rid of the 

burden, but rather as a constant capacity to redesign. (Cinar et al., 2024; Sepetis et al., 2024). 

Human-Centered Impact Narrative 

As a way of preserving the human-centered element of the analysis, it is useful to compare two 

possible patient journeys through the lens of the Patient Effort Score (PES). PES refers to the 

degree of effort a patient or family must expend to understand, access, complete, and follow 

up on a healthcare service. In this paper, PES is used as an academic tool to show how 

administrative friction competes with compassion, nurturance, and patient-centered care. 

In a weighted route, an elderly diabetic patient who needs periodic check-ups, medication 

renewal, and occasional specialist review may be required to make multiple calls, repeat 

demographic and clinical information, travel physically to clarify an issue, wait for pharmacy 

coordination, and manage different points of contact across disconnected service steps. 

Clinically, the care may still be satisfactory; however, the service experience becomes effort-
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intensive. A high PES in this route reflects not only waiting time, but also cognitive effort, 

emotional stress, repeated explanation, family coordination, and uncertainty about what to do 

next (Kyle & Frakt, 2021; Alhajri et al., 2022). 

In a zero-bureaucracy path, professional review and safety checks would not be removed. 

Instead, the pathway would be redesigned to reduce unnecessary effort while preserving 

clinical governance. The patient would receive a clear follow-up plan, be routed to the 

appropriate care modality, avoid repeating information already available in the system, receive 

medication guidance through a streamlined process, and know what to do if symptoms change. 

Staff would receive the case as a coherent journey rather than as fragmented transactions. A 

lower PES in this route would indicate that the patient and family are spending less effort on 

administration and more attention on health, recovery, and communication with care providers. 

This comparison shows that Patient Effort Score is not merely a service metric; it is a way of 

making compassion measurable. Administrative friction consumes the cognitive and emotional 

bandwidth of patients, families, and clinicians. Therefore, zero bureaucracy has human-

centered value when it reduces the effort required to receive care without weakening safety, 

equity, or accountability. In this sense, needless administrative work is not neutral. It competes 

with nurturance and compassion by shifting attention away from care and toward navigation, 

repetition, and problem-solving (Alhajri et al., 2021; Murad et al., 2024). 

Conclusion 

This paper proposes that zero bureaucracy does not necessarily mean the removal of the 

government, but rather a redesign of the administrative framework in a manner that the 

healthcare organizations may gain access, coordination, and accountability with fewer 

frictions. Based on Fujairah Hospital as a case of a policy-based institution, the paper has 

synthesized peer-reviewed evidence on administrative burden, documentation workload, 

digital transformation, telemedicine, sustainability, public-sector innovation, and artificial 

intelligence. The latter synthesis showed that bureaucratic simplification can yield considerable 

payoffs if it is operationalized through process simplification, information integration, time 

reallocation, patient navigation, and learning feedback. (Herd et al., 2021; Mauro et al., 2024). 

The analysis also found that simplification is not universal and automatic. There is no need to 

reduce burdens; digital systems can alienate a population, and AI can create new governance 

concerns. In this regard, the most justifiable type of zero bureaucracy is selective 

simplification, the selective removal of low-value administrative complexity, yet without the 

removal of the documentation, supervision, and ethical controls that are required in the 

hospitals. (Ilea & Ilea, 2024; Sepetis et al., 2024). 

In the case of Fujairah Hospital, the case is important because of what it symbolizes in an 

extended reform-based health context: a modern-day public hospital grappling with the two-

fold necessity to be administratively leaner and operationally smarter. This paper therefore 

concludes that zero bureaucracy can improve the delivery of health care services but only where 

it is measurable, humanistic, digitally integrated and governance saving. Future studies should 

expand this analysis with primary data, including hospital personnel and patients, so that the 

experience of simplification can be better assessed at the ground level and how it influences 

the quality, equity, and the sustainability of the workforce over the long run. (Alhajri et al., 

2022; Raimo et al., 2023). 
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The other implication is that zero bureaucracy is a science of government rather than a 

communications slogan, which the leadership must implement. Simplification must be co-

owned by clinical, operational, and digital leaders; redesigned with a small cycle and measured 

with patient, workforce, and quality indicators at the same time. In practice, it means that the 

reduction in the number of forms, visits, approvals, or documentation should be entirely 

compensated by the clear-cut monitoring of the safety events, the failures of escalation, the 

digital drop-offs, and the hidden operations in terms of workload transfer. Only at this stage 

will the hospitals be able to distinguish between the actual administrative reform and fake 

streamlining. In reform-oriented hospitals such as Fujairah Hospital, zero bureaucracy would 

be a long-term pledge that would translate to reality, by building a model of service that is not 

only quicker, but more consistent, fair and strong. (Cinar et al., 2024; Bajwa et al., 2021). 
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