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ABSTRACT

Reid (1986) indicated that in an ideal situation,
health manpower planning at a national level would be
an aggregate of planning for individual and different
categories of health workers, taking full account of
geographical inequalities and demographic,

epidemiological and institutional factors.

Recognizing that nurses employed by the Ministry of
Health in Bahrain comprise the largest group of health
workers and consume a large portion of its budget, the
decision was made to dedicate this study to nursing.
In addition continuous search for a methodological
approach for estimating nursing needs in Bahrain was
also a stimulus for concentrating on this significant
category of health workers. The results of this work
will hopefully set the stage for future studies in

other disciplines of health manpower.

One of the objectives was also to develop a framework
which at least could be pursued by the Gulf states for
the assessment of nursing manpower. It is therefore
hoped that this study will contribute further to and
strengthen nursing in Bahrain as a scientific and

professional career.

Health manpower planning on the other hand is a
controversial and difficult exercise (Reid, 1986).
Uncertainty in the economic, political and social
climate can easily invalidate the ﬁost carefully based
projections. Given the paucity of data about nursing
manpower in Bahrain and the probable inaccuracy of
some of what is available, it is believed that this
study should be considered as a first attempt in nurse

manpower planning in Bahrain.
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This study has attempted to identify the total nurse
manpower needs of the Ministry of Health using the
Criteria For Care method in the secondary care setting
as well as assessing nursing activities and hence

manpower needs in primary health care using a modified

version of Hurst and Costin approach.

The results show that at the existing supply rate a
mismatch would continue to exist until the year 2000.
It could be concluded that Ministry of Health might be
able to fill the gap and achieve more Bahrainization
in the field of nursing beyond the year 2000. With
the changing demographic pattern of the society
served, the explosion of technology and the rising
expectation of the people, the demand for health
services in Bahrain will continue to rise. This will
result in an increased demand for health personnel in

general and nursing manpower in particular.

The challenge which we will continue to face is to
address the need for nurses and close the gap between

demand and supply.
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THE STUDY PROBLEM

CHAPTER ONE
INTRCDUCTION
Nursing manpower makes a major contribution to the

total health care service in Bahrain and is a vital
component in its organization. The latest figures
show that 1366 nurses are working at the Ministry of
Health comprising 21% of its workforce and 57% of its

health force. The nursing budget in 1990 reached
around 8 million dinars (12.5 millions sterling

pounds)representing 21% of the total budget of the
Ministry of Health. Unfortunately, however, the
amount of manpower planning activities and research in
the field of nursing is still limited and has not yet
received the necessary attention and concern of

health planners.

As Reid (1986) indicated, the importance of manpower
planning in the nursing profession is being recognized
increasingly at both national and local level. In
many instances the impetus to engage 1in manpower
planning has risen out of financial cuts. while
health care delivery systems all over the world are
fasing external pressures foreing administraters to
manage personnel with the greatest efficiency
possible, the Ministry of Health in Bahrain has been
fortunate so far in receiving adequate support and
financial resources to continue its developmental and
expansion plans. Indicators, however, show that the
State of Bahrain will be facing a new era where
government organizations will start to compete for
somewhat limited as well as depleted resources. The

Health Sector is no exception and the nursing section
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in particular being the largest personnel group must
be able to justify its needs, productivity levels and

staff expenses.

Inspite of the long history of nursing education in
Bahrain going back to 1959, Bahrainization (the
process of replacing an expatriate with a Bahraini
citizen having the right qualification and experience
at the right time and place) in the Nursing Services
is still slow and apparently not keeping pace with the
development and expansion of the health services and

tha inagrsaging demand feor nurses.

The Bahrain Government, nevertheless has always been
determined to ensure that there are adeguate nursing
services to meet the needs of the people. Evidence of
the government's concern 1s reflected by the
increasing number of nurses employed by the Ministry
of Health which increased from 661 in 1980 to 1366 in
1990. In doing this, the government has resorted to

overseas recruitment from a numbker of countries.

In addressing the health manpower situation in
Bahrain, Chapter Two will reflect on the number of
AUFEss and the Bahrainization eshiaved in the nursing
field. While Chapter Three discusses health manpower
planning globally as well as methods of estimating
demand, supply and the imbalances between the two,
Chapter Four will discuss manpower planning issues
arising from the nursing establishment being one of
the largest categories of health manpower. Chapter
Five examines techniques for assessing nursing
requirement using patient classification methods.
Chapter Six discusses two methods for determining
nurse manpower in Bahrain; Criteria For Care ({Ball,
Goldstone and Collier, 1984) and an adaptation of
Hurst and Costin (1987) approach. While Chapter Seven
presents the results and data analysis, Chapter Eight




elaborates on issues pertaining to patient
classification, nursing manpower 1in Bahrain and
finally provides an account of recommendations. The

challenge facing the Nursing profession in Bahrain is
not only to augment the 27% Bahrainization at the
staff level and to bring it up to an acceptable level,
but also to increase the number of nurses to meet the

rising demand on the health services in this country.

THE STUDY PROBLEM

While there is no doubt that there is a pressing need
for more nurses in Bahrain, no attempts have been made
to assess the nursing requirements scientifically.
There is still a dilemma regarding the nursing
staffing situation in both the Salmaniya Medical
Centre which is a secondary health care setting and
the health centres which provide primary health care
for the people of this country. There are a number of
guestions which should be asked: Are the wards and
health centres over or under staffed? Are the nurses
spending adequate time on direct care?; and are nurses
engaged 1in a number of non-nursing activities that
they have to do at the expense of their major role in

patient care?

As the nursing force becomes larger and more
infiluential the pnead foer studiss to Aspaps the currant

nursing situation and needs as well as future demand

become more evident and pressing.

In the midst of such change and uncertainty, there
remains the enduring understanding of the purpose and
value of research: to reduce uncertainty and bring
clarity to areas of ignorance. From this perspective
the purpose of this study could be summarized as: to
examine the current levels and situation of nursing

manpower at the Ministry of Health, to develop
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guidelines for estimating future supply and demand for
nursing manpower; and, identify likely short falls and

suggest ways and means for correcting mismatches.

While it was anticipated that the study would produce
raesults that will be useful for the nursing
administration and senior Ministry of Health
officials, the researcher in his capacity as a Dean
of the College of Health Sciences which is the sole
training institution for nurses in Bahrain, was also
aiming at reaching findings that will have impact on
this institution and 1its future orientation and

direction in the field of nursing education.
SUMMARY

This Chapter highlighted the problems and challenges
faced by the Nursing Profession in Bahrain. The data
presented o©R tHe &Bigs orf the Puraidg fores and 1vse
cost, justified the reasons for dedicating the thrust
of this study to such category of health workers. In
conclusion this chapter illustrated the need for
research in the field of Nursing in Bahrain. The next
chapter will review the Health Situation of Bahrain
reflecting the development of its manpower, resources

and facilities.

e




CHAPTER TWO

HEALTH SITUATION IN BAHRAIN

INTRODUCTION

Fulup and Roemer (1987) emphasized that fundamental to
health manpower planning, is a knowledge of the
current manpower situation. The types and numbers of
all health personnel currently in the country are the
outcome of previous operations of the health manpower
development process at least in general terms. Such
data can also be used as a starting point for future
efferts. If ecorresponding infermation for earlier
periods is available, trends can be determined, but

the current situation remains most important.

In reviewing health manpower planning the first
initial step is to undertake a situation analysis
which not only covers the past and present situation,
but also future forecasts. 1In any situation analysis,
the following aspects should be considered (WHO,
1981): Socioeconomic, Demographic, Epidemiologic,
Health Policies, Health Resources and Health Services

details.

By providing information on the operation of the
entire health manpower development  process, a
comprehensive country review should reveal both what
health manpower planning, production, and management
have achieved and where it has failed. Based on these
guidelines, a review of health situation is Bahrain

is presented.
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establishment of six clinics and dispensaries. In
1938, construction began on the first government
hospital at Naim area, which was completed in 1942 and
had 200 beds. In 1948, the Health Department took
over from the Manama Municipality its facility for
mental health and staffed it with physicians, making
it the first in the region to be placed under
professional medical care. In 1950, a building for

the Directorate of Public Health was constructed.

In 1954, the demand for hospital care had outgrown the
Naim Hoespital and construction of +the Salmaniya
Hospital began. The new hospital was completed in
1959; a year that also marked the opening at Muharrag
of the Women's Hospital and the establishment of the

School of Nursing.

In 1968, the Health Department, headed by Dr. Alil
Fakhro drew up a general plan for a comprehensive
health care programme, which served as its basic
planning structure for many years. It  included:
training programmes for Bahraini citizens in all
health fields; a comprehensive health centres network
covering all villages and islands of Bahrain;
strengthening of the public health department and
curative medicine; and, development of medical
records. The period 1969-1988 witnessed a number of
developmental changes in the health services in
Bahrain. In 1971, the health department became the
Ministry of Health, with the appointment of Dr. Ali
Fakhro as the first Minister of Health.

Health services expansion in Bahrain has not, however,
been able to draw upon enough staff from local
resources. If one loocks at the staffing pattern of
the Ministry of Health in the early seventies, the
percentage of expatriates was still high, with 70% of

physicians, 84% of nurses and 32% of allied health
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personnel being non-Bahrainis. Reliance on foreigners

is especially problematic in health care.

It is essential that there be a cultural understanding
between the patient and the health care provider,
whereby they can communicate in such a way that
accurate medical histories and complaint reports can
be obtained, and prescribed courses of treatment can
be understood and followed. In Bahrain, there are
communication difficulties between foreign non-Arabic-

speaking health personnel and Bahraini patilents. In
primary care, an effort is being made to place Arabic-

speaking health service personnel in those health
centres where the population is predominantly Bahraini
nationals, and to place non-Arab health service
personnel in centres with the heaviest foreign
population concentrations, particularly in Manama.
Bahrain realized that to achieve self-sustained
economic growth, it had to develop it's human resource

in the most optimal way.

To meet this challenge, the Ministry of Health
embarked on a two pronged approach: a major emphasis
was placed on overseas training and staff development;
and, a local institution for training various health
professionals was established in 1976. The College of
Health Sciences (CHS) started to provide the much
needed central training in health fields. Unlike many
other countries, Bahrain chose to prepare the base of
the health manpower pyramid first, and to stress
development of middle level personnel who were
critically needed at this stage of expansion and
development. In addition a Family Residency Programme
for physicians was established in 1979; so far 41
family physicians have graduated and assumed their

responsibilities in different health centres.

In 1979, the new Salmaniya Medical Centre was opened
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to provide secondary health care for the citizens and
residents of Bahrain. 1In 1978 Ibn Sinna was the first
modern health centre to be opened and the beginning of
the eighties witnessed the adoption of the State of
Bahrain the concept of "Health For All By the Year
2000",

To continue its efforts in meeting the increasing
health needs of the population the Ministry of Health
has drawn a comprehensive 5 years Health Plan for the
period 1989-1993. This plan calls for expansion and
further development of the health services and

facilities.

BAHRAIN HEALTH PLAN 1989 - 1993

As the efferts of the Government of Bahrain continues
to provide the best health care for its people, the

Council of Ministers State of Bahrain requested the
Minister of Health to submit a Health Plan reflecting
future needs in regard facilities and manpower. A
task force of Ministry of Health Officers prepared a
plan covering the period 1989- 1993. The plan
attempts to address the needs for additional medical
services necessitated by population growth, needs for
new clinical and diagnostic services which reflect
technological advances, and needs to complement

existing deficiencies in health services.

The plan is based on the assumption that by 1993 the
population will reach 545,698 (as projected by the
Central Statistics Organization). This vreflects
around 19.25% increase in population over the 1987
figure of 457,599, Accordingly this plan aims to
provide extra medical services for a growth in
population of around 88,099, In addition it caters
for strengthening and improving the existing medical

services on the island.

B
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POPULATION

TABLE 1 shows the medium projection of the population
by age group, sex, and nationality in 1990. While the
total population is 503,022, around 32% are non
Bahrainis. oOut of a total 336,165 Bahraini 18% are in
the age group (0-4 years), 14% (5-9 years), 11% (10-
14 years), 10% (15-19 years), 10% (20-24 years}, 9%
(25-39 years), 7% (30-34 yeare), 5% (35-39 years), 3%
(40-44 years), 3% (60-69 years), 2% (70 and above).
This distribution shows that around 72% of the

Bahraini population are young (under 30 years of age).

Population changes

Population changes in Bahrain are affecting health and
health care systen. Bahrain's fertility rates are
still high compared to its relatively low mortality
rates. Accordingly, there is a large excess number of
births over deaths. The rate of natural increases of
the population is thus very high. Population growth
is also enhanced by high 1levels of migration to
Bahrain. Assuming high fertility and high migration,
population projections suggest an increase in total
population to 545,698 in 1993.

These population changes will quickly affect Bahrain's
health care system, and with the increasingly young
population in Bahrain, there will be a rapid increase

in needs for maternal and child care services.

The increasing elderly population of Bahrainis will
require more long-term care, including homemaking and

day care, as well as nursing home care, and will also
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require more hospital services.

The geographic distribution of the population of
Bahrain has also been influenced by both migration and
natural increasa. Tha suburban movement of younger
Bahrainls has been generated by lncreasing rates of
family formation and the availability of suburban
housing from the Ministry of Housing and the private

sector.

As more suburbanizing takes shape, Bahrainis of the
younger ages will place increasing demands on maternal
and child health care services. Older Bahraini

populations will also require special health services.

Bahrain families have characteristic strong ties
between their members. While it 1is true that
presently sons and daughters no longer live with their
parents after marriage, they are, nevertheless,
maintaining close links and regular visitation with
each other. 1In cases of hospitalization of any member
of the family, the patient is constantly and regularly

visited by relatives.

Through the provision of nursing care, nurses have
very strong and direct contact with patients and their
relatives. Due to the heavy commitment of doctors in
the clinics, theatres and training sites, relatives
find themselves having more access to nurses who are
always available in the ward. They usually have
constant encounters with nurses for inguiring about
their patients conditions, progress and day to day
activities. Nurses on the wards have also a major
role in health education especially to patients

suffering from infectious diseases.

considering the increasing demand on the health

services and in attempt to reduce hospitalization days
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and costs, there is a trend at present to capitalize
on the characteristic strong family ties among

Bahrainis to involve them in providing health care at
homes. Family members are therefore encouraged to

learn how to share in caring for their relatives after
being discharged from the hospitals. They are even
provided with necessary supplies and materials for
example for wound changing dressing, and simple
injections. Assistance from community nurses is

available if and when needed, through health centres.

MAJOR _HEALTH CARE FACTILITIES IN BAHRAIN

The Government of Bahrain provides free health care to
all its residents. Through its hospitals, clinics,
and health centres (Figure 1), the government is
making every effort to meet the health care problems
and needs of its citizens. The private sector shares

in this responsibility to some extent.

The network of 19 modern health centres distributed in
the island facilitates the provision of Primary Care
and contributes to the attainment towards the
Government goal "Health for all by the Year 2000".
The ratio of health centres/1000 population is 0.38
and it is anticipated that it will rise to 0.40 in
1993 according to the 1989-1993 Health Plan.

The health centres are operated through health teams
led by family physicians. There is also a labour
force clinic to serve the needs of the expatriate work
force. These health centres are supplemented by the
largest government hospital the Salmaniya Medical
Centre, 5 rural maternity hospitals, a geriatric

hospital and a psychiatric hospital.

A military hospital and three private hospitals also

contribute to the provision of secondary health and
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maternity care for Bahrain's citizens and residents.

The secondary health system is under pressure to meet
a number of growing needs. First, there is an
increasing demand for medical services for child birth
as well as pre and post natal care for mothers and
children. Second, there is an increasing demand for
geriatric facilities brought about by increasing
number of older population. Third, there 1is an
increasing demand for Psychiatric care and four, there
is a need to improve and expand accident and emergency
care including the paramedical ambulatory services to
deal with increasing number of road accidents as well

as occupational injuries.

In 1988, the total number of beds available in the
government, military and private hospitals reached
1501, giving a total bed/1000 population ratio of 3.1.
According to the 5 year plan 1989-1993 this ratio will

rise to 3.9.

In addition to this state-financed health system,
private facilities are available. The American
Mission Hospital (40 beds) was established in 1903.
There is a military hospital for the defense forces
(200 beds), the Bahrain Petroleum Company Hospital (40
beds) offers advanced health care to its employees and
their families. Each of the ship building companies
(ASRAY) and the Bahrain Aluminum Company (ALBA) has
its own medical services provided through health
clinics with 20 beds. Another, sophisticated
hospital, the International Hospital (100 beds) is
privately owned and administered. Around 40 private

clinics provide health care for a fee.

The Health services are being complemented by the
crucial Public Health Directorate which is responsible

for disease prevention and control in Bahrain.
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If one attempts to compare health services in Bahrain
with those in the Arabian Gulf Region, a lot of
similarities would be noted. Health care is free in
all Arabian Gulf States; the infrastructure is almost
the same with Ministeries of Health being responsible
for the major health facilities which includes

primary, secondary and tertery care.

All Arabian Gulf States invest a significant portion
of their annual budgets in building health facilities
and equipping them with modern and sophisticated

medical equipment.

Extensive efforts are being made by all Arabian Gulf
States in the area of health manpower development
whereby training institutions are being established to
produced the much needed categories of health

personnel.
MORTALITY

Mortality Declines and Differentials

Bahrain's death rates have been falling throughout the
20th century, and likely even before. By the time of
the first reliable estimates, for the period 1965-
1971, mortality had undergone a transition from high

to low rates.

Bahrain's mortality transition has followed what is
termed the ‘'delayed model,” rather than falling
slowly. While public health and medical knowledge
slowly accumulated, as in developed countries,
mortality in Bahrain  appeared to fall most
dramatically due to vigorous application of imported

technology developed in the 20th century.

Because the dramatic mortality declines in the past
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few years have brought Bahrain's mortality to a
relatively low level, further improvements will be

smaller and more difficult to achieve.

Further reductions in mortality require changes in
habits of personal hygiene and child care, and
outreach and individual treatment to assure that those

who do contract diseases are treated promptly.

The issue is whether health measures that postpone
illness throughout life mean that ill-health, physical
decline, and death will be compressed into a few of
the older years . Equally, the opposite maybe the
case; that there is no real compression of mortality
into a few years when only the older population is
considered. How medical resources are to be used will
soon be an important health policy question in
Bahrain. Public health and hospital care may stand in
potential competition for medical resources. The
resolution of this issue will have an impact on both

younger and older generations.

INFANT MORTALITY AND LIFE EXPECTANCY

TABLE 2 shows the medium projection of the infant
mortality rate (per 1000 live birth) and the 1life

expectancy at birth (years) in Bahrain.

As illustrated, infant mortality has dropped from 160
per 1000 live births in the period 1950-1955 to 30 in
the period 1985-1990, and is projected, to drop to 22
by 2000. Since most infants death occurs in hospitals
the effect of death under reporting on infant

mortality is thought to be minimal.

An important guestion concerning mortality, is what
will be the future course of infant mortality in

Bahrain? In a number of high mortality developing
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countries, there are now signs that infant mortality
rates are not decreasing as rapidly as in the recent

past, and in some cases may even be increasing.

Bahrain is not in this category; it may even have
already met goals for infant mortality established for
the Third United National Development Decade. 1In 1983
a State of Bahrain - World Health Organization team
estimated infant mortality as between 20 and 30 per
1000 live births (Ministry of Health - WHO, 1983).
This is a lower estimate of infant mortality than is
usually found for countries with comparable life

expectancies.

As for life expectancy at birth, it has risen from 51
years in the period (1950-1955) to 69.8 years in the
period 1985-1990. As projected, life expectancy in
the year 2000 will rise to 72.2 years. It 1is
anticipated that changes in diet, smoking habits and
stressful activities will help Bahrainis to avoid some
of the problems of degenerative diseases

characteristic of Western nations. Nevertheless,
Bahrain does have the probiems asseciatea wileh

polluting industries, including aluminium smelting,
0il field and oil refining operations, and shipyards.
The potential for environmentally induced illness is
high since air, 1land, and water pollution from
industries can affect most of Bahrain's population.
Further, Bahrain's rapid economic development and
interaction with large foreign population could lead
to increase in medical problems associated with
alcohol and drug abuse, and other forms of stress

related illnesses.

CAUSES OF DEATH

Due to under-registration of deaths in Bahrain, it is
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difficult to assess changes in death rates by causes.
However, some judgments regarding the relative
importance of deaths attributed to specific causes may
be made from considering the percentage of all deaths
attributed to specific causes. Changes in the ten
leading reported causes of death provide an
alternative view of shifts in recorded mortality.
Figure 2 indicates the ten leading causes of death at

Salmaniya Medical Centre in 1989.

By far, the most important current causes of mortality
in Bahrain are those which reflect modernization and
its accompanying stress and social disorganization,
Circulatory system diseases, accidents, poisoning and
vielence, and cancer, which represent "modern" ways
of death, accounted for 64 percent of the reported

deaths in Bahrain in 1989, up from 48 % in 1974.

Of particular concern for health planning over the
next decades will be the extension of disease concepts
to a number of behaviours which have yet to come fully
into the preview of the Ministry of Health, These
include alcoholism, drug abuse, overeating, behaviour
disorders, Alzheimer's disease and other
characteristics of an aging population; the increasing
variety of chronic disease patients at all ages
occasioned by the decline in infant mortality;
accidents, poisoning, violence; environmental illness
reflecting exposure to toxic substances in the
atmosphere, on land, and in the water; and

occupationally-based illnesses.
MOREBIDITY

Data from Salmaniya Medical Centre describe only the
illnesses treated there. The incidence and prevalence
of diseases treated or diagnosed at the health

centres, at private hospitals and clinics, and by
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physicians in private practice are still not very well
documented. For cxample, 2030 cascs of diseases of
the circulatory system were discharged from Salmaniya
Medical centre In 1989, as Indicated in Flgure 3 which
shows the ten leading principle diagnosis and number
of discharges at Salmaniya Medical Centre in 1989. It
is evident that a circulatory disease rate calculated
from these data excludes persons with circulatory
diseases who were not treated, those who were treated
as outpatients (either private or public) and those
who were treated in private hospitals. Thus, disease
rates based on Salmaniya Medical Centre data may under

estimate the incidence of diseases in Bahrain.

The patient load at Salmaniya Medical Centre has grown
during the last few vyears. In 1978, there were
approximately 11,700 patients discharged from
Salmaniya Medical Centre. By 1989, this had nearly
doubled to 20,600. Thus, any increase in disease
rates between 1978 and 1989, in part, will be due to

the increased bed capacity during that time.

There is no way to separate from this the true
increase or decrease in disease rates occurring in the
population. The discussion of increases or decreases
in disease rates is therefore tentative. Diseases
treated at Salmaniya Medical Centre are generally
"chronie", "degenerative" or diseases of
"modernization'". An exception to this, however, is
the category "respiratory diseases", which includes
infectious diseases such as the common cold, sore

throat and influenza.

Ilinesses assoclated with pregnancy and childbirth as
well as respiratory diseases, led the list of diseases
treated at Salmaniya Medical Centre in 1989. Most of
this increase is due to an increased number of

hospital deliveries, and to the expansion of the
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maternity hospital and its incorporation into

Salmaniya Medical Centre.

More information regarding pregnancy related morbidity
is being reported and the same is likely true of the
increase of morbidity during the prenatal period.
Infectious and parasitic diseases are declining in
Bahrain, as shown by both public health and hospital
data, with heart and respiratory diseases increasing
as life expectancy increases. Road accidents, another
hazard of modern life styles, are also increasing.

HEALTH POLICY ISSUES

Recent mortality decline, higher 1life expectancy
rates, increases in the population of childbearing
age, increases in recorded annual births, and rapid
economic and social development are affecting current
health needs and future health in Bahrain. Continued
economic and social <development 1in Bahrain and
immigration from less developed areas necessitate
continued emphasis on improving general sanitation,
personal hygiene, and autcmobile and occupational
safety. A parallel concern for health planning in
Bahrain will be an increasing focus on substance
abuse, occupationally-based illness, disabilities of
older people, and the increasing variety of chronic

disease patients.

Past public health measures were cost-effective in
reducing infectious and parasitic diseases. These
measures will give way in the future to more
individualized health care services and health
education. The educational and social changes
required to obtain full utilization of public health
knowledge and medical services are costly and slow.
They require increasing numbers of trained health care

personnel, as well as numerous health centres located




26

cloge to potential clients.

Social and economic modernization affect health in two
ways First, improvements in the health care system
decrease the incidence of disease (via preventive
medicine) and enhance the survival and functioning of
those who become ill but receive treatment. Second,
goma  aspeets of medernization, including sewage
disposal treatment systems, efficient transportation
and communications, and new housing have positive
health effects, as do some related changes in life

styles.

Medical sérvices as are now found in Bahrain were
gradually developed over time, creating an
appreciation of modern medicine. Then medical
services shifted from curative to prevention and from
prevention to promotion of health. This suggests that
the major steps to be taken in Bahrain now involve
prevention of disease, and then the promotion of
health. It is fortunate that Health appears to be a
priority with the Government, and that the health care
system is appreciated and well accepted by Bahraini

population.

The greater concentration of Bahrainis in the younger
and older ages and the higher percentage of married
Bahrainis will also differentiate the health needs of
the population and shape the future health care

delivery system in the country.

HEALTH EXPENDITURE

TABLE 3 shows the health expenditure compared to
public total expenditure over the period 1975-1990. In
1975 expenditure on health services was BD 9,655,000
(£15,000,000) against a total public expenditure of BD
195,504,000 (£304,687,500) constituting 5%. By 1990
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health increased +to BD 37,754,000
(£58,940,625) against the total public expenditure of

BD 543,000,000 (£848,437,000) or 7% of the budget.

expenditure

In 1989 secondary health care constituted 57.3% of all
health followed by 22.8%
health care, 8% on services, 5.5% on training, 4.3% on
2.1% on

expenditure, on primary

administration and support services and

capital expenditure.
health incurred by the
government of Bahrain per individual per annum is BD
90/- (£141).

rapid population increase and the government's desire

The average expenditure

The growth in expenditures reflects both

to provide modern health care for its people.

TABLE 3 HEALTH EXPENDITURE (IN BAHRAINI DINARS)
COMPARED TO TOTAL PUBLIC EXPENDITURE 1975-
1990
Fiscal Health Total Public % Yearly
Year Expenditure Expenditure Growth
*%1975 9,655,000 195,504, 000 5% 100%
1976 14,388,000 291,535,000 5% 149%
1977 21,232,000 388,000,000 5.5% 220%
1978 21,464,000 280,000,000 7.7%  222%
1979 21,068,000 283,020,000 7.5% 218%
1980 27,298,000 329,000,000 8.3% 283%
1981 30,006,050 381,649,604 7.9% 311%
1982 35,962,660 472,200,000 7.6% 372%
1983 39,237,030 519,423,000 7.6% 406%
1984 34,725,834 538,590,000 6.4% 360%
1985 34,294,266 508,548,000 6% 355%
1986 31,870,548 487,118,000 6% 330%
1987 33,494,581 554,584,000 6% 347%
1988 35,716,923 530,000,000 6.7% 369%
1989 36,027,648 540,000,000 6.7% 373%
* 1990 37,754,000 543,000,000 7.0% 391%
* Budgeted Figures
* & 1975 is the base year
SOURCE: MINISTRY OF HEALTH ANNUAL REPORT, 1989
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MANPOWER AT THE MINISTRY OF HEALTH

In 1990 the total number of Ministry of Health
employees reached 5475. Figure 4 shows the number of
Bahraini and non-Bahraini employees during the period
1981-1990.

While 26% of the total manpower is non-Bahraini, it is
still evident that the Ministry of Health is
progressing well towards its goal of Bahrainization.
As for the distribution of the employees according to
their Jjobs allocation, around 51% work in the
hospitals, 26% in the primary health care settings and
23% in different Ministry administrative and services
units as well as College of Health Sciences,

TABLE 4, shows the distribution of the health manpower
of the Ministry of Health according to their
specializations during the period 1987-1989. Out of
a total of 1125 nurses at the staff level and above in
1989, only 26% (261) are Bahrainis. Bahrainization in
nursing personnel at the general nurse level, however,
increased from 14% in 1984 to 27% in 1990. While
Nurses constitute 21% of the Ministry of Health total
manpower force, they at the same time comprise 57% of

its health manpower force.

Inspite of the shift of emphasis in the Ministry of
Health toward Primary Health Care, 81% of the nurses
employed by the Ministry of Health work in hospitals.
According to a study in 1985 (Bosanguet and Gerard,
1985), 84% of nurses in the United Kingdom are also
still working in hospitals. While in Bahrain, the
physician and nurse per 1000 population ratios at
present are 1.18 and 4.05, it is planned that they
will reach 1.44 and 5.67 respectively in 1993,
according to the 1989~-1993 Health Plan. The total

number of all categories of nurses working at the




29

‘0661 “YIBIH Jo ANSIUIjA ‘so1ys18)s Jamoduepy :3ainog

I66T 0661 6861 8861 LS8GT 9861 S86T P86Y €86 I86L I86T

_ i e | e ——— | i - 00€°T
\ ra
ea¥'|L . ‘
‘O —+ 008°T
" ~— 00€°T
lugeIqeg-uoN gu o —— 008°‘C
ueIyeg .
- oog‘s
g96'2
zz1'g “90F : T 008'e
..... ve2'e 1e'e T T T T T T T T T .
60v'c
evs'e 3
—— 00EP
..... PELE- « v cmmm s s m e E B E SRR E SR o o P
1z6'c e
2s0't

066T-T86T Jeax A JomodueAl YI[BSH JO ANSIUTA p 21081




30

TuTeIeg-UON ¢ UeE' N
TUTEIURE ¢ Uyeg ¢ ASM
6867 xodey TenUUY UITESH JO AIASTUTW 3DIN0S

6 $T £z 6 ST ve 0T LT LZ "yoal ¥ asTdeasyl
- dronQ/s3sTdeasyaoIsSAYd
A 8 0s 17 9 1S S% L zs ‘yoslL 3 xeudexborpey
0CT LY LYT 90T v LFT LOT 68 SYT oaL
% s3sThoToOWDaL e
4 - i 6 < TT 6T C Te o=l
% S3ISTUSThAR Telusg
96T 6¢8 Se0T 0%C TtB TLO0T | T9C 798 SZTT TanocTe
% SSBITW JIPIS) SSS83ITY
£0T g 60T BOT S £1T 501 S 01T "UosL
AveuTeya ¥ SaSToRWIEYS
¥T A B8C 5T ST 0t BT €T Tt S35TAU=A
91z 96T Iy | ez L6T SZF | €9% 202 SHY SueToTsSAYg
ued | yed~-N Te30L ued Ted-K TEA0L Ted | Ueg-N | Te30L

AS0OBDERELYD
LBET 886E 6861

686T-LB5T NI¥HYE ALTTUNOLIUN ¥ A¥CIEIND AS KITVHAH AC AYISINIW NI MEMOANYW HUTEEH ARGt




31

Ministry of Health as on December 1990 reached 1366
(95% female nurses). As illustrated in TABLE 5 the
largest number of nurses are at the staff nurse level
(807). This is followed by Practical Nurses (292) and
specialist nurses (267). As evident from this
distribution, Bahrain is adopting a very unigue model
of nursing personnel whereby the professional nurses
constitute the major composition of the nursing system
assisted by practical nurses and complemented with the
specialized categories of nurses. While 99%
Bahrainization has been achieved at the practical
nurse level, only 27%, 14% and 17% have been attained
at the General Nursing, Midwifery and Psychiatric

levels, respectively.

As for the job distribution of nurses at the general
nurse level and above TABLE 6 shows that 0.5% work in
the Public Health Directorate, 11% in the Health
Centres, 55% in Salmaniya Medical Centre, 23% in the
Maternity Hospital, 8.5% in the Psychiatric Hospital
and 2% in the Geriatric Hospital. These numbers
exclude those nurse tutors working at the College of

Health Sciences.

As evident also from TABLE 6, 89% of the non-Bahraini
nurses are Indians, 8% Filipino, and 3% from other

nationalities.

NURSE MANPOWER DEVELOPMENT TN _BAHRAIN

Bahrain is one among the first countries in the region
to develop a cadre of Bahraini nurses. In 1959 the
first School of Nursing was established, based at the
Salmaniya Medical Centre. In 1976, the College of
Health Sciences was established to meet the much
needed health manpower for the health services in
Bahrain. The Nursing school joined the College of

Health Sciences to become one of its major divisions.
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TABLE 5 NURSING MANPOWER MINISTRY OF HEALTH
STATE OF BAHRAIN

Category NUMBERS OF NURSES
NUurses = = @ s eemmeemm e
Bahraini Non-Bahraini Sub Total
- Licensed 290 2 292
Practical Nurse
Licensed 203 604 807

General Nurses
- Licensed Special-
ist Nurses:

Community 42 ———— 42

. Midwifery 26 162 188

.  Psychiatric 17 20 37

TOTATL, 8578 788 1366

Source: Compiled From Data Included In Ministry of

Health Manpower Statistics - December, 1990

TABLE 6 DISTRIBUTION OF NURSES AT THE STAFF LEVEL AND ABOVE
WORKING AT MINISTRY OF HEALTH ACCORDING TO
NATIONALITY AND JOB ALLCCATION

Nationality PHD Health SMc Pgy. Mater Ger Total
Centre Hosp. Hosp. Hogp.

Bahraini 1 85 158 41 30 2 317
Egyptian - 1 - 1 -- - 2
Jordanian - 1 - - - - 1
Palestinian - 2 1 i -— - 4
British - - 2 - - - 2
Irish - - 1 1 - - 2
Irani - - - - 1 - 1
Indian 2 41 407 38 241 18 747
Pakistani - -- 3 - - - 3
8ri Lanka - 2 5 -— - - 7
Filipino - - 55 13 - 2 70
Mauritanian - - -- 1 -- -— 1
Ghanian - - 1 1 - - 2
Total 3 132 633 97 272 22 1159
Key: PHD ~ Public Health Department

SMC - Salmaniya Medical Centre

Psy. Hosp. - Paychiatric Hospital

Mater Hosp.- Maternity Hospital
Ger Hosp. - Geriatric Hospital
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This amalgamation was an important milestone in the

development of nursing education in Bahrain.

During the last fifteen years a nhumber of nursing
programmes have been developed constituting a complete
and comprehensive nursing education system which
allows the progressive development of practical nurses
to the Associate and Bachelor Degree levels as well as
BEtaining epesialization in thae fialde of goemmunity,
midwifery and psychiatric nursing.

SUMMARY

The understanding of a country's health systenm
infrastructure is crucial if improvements are to be
made in any of its components. This chapter reviewed
the health situation in Bahrain with reference to some
basic social, economic and demographic indicators.
The Government of Bahrain has adopted a philosophy
that health care is a right of every Bahraini citizen
and that the technical and financial responsibility
for providing such care rests mainly with the State,
with some participation from the private sector.
This concern is reflected in a wvast and rapid
expansion in the health services which cater for
Primary, Secondary, and Public Health Care. Recent
mortality decline, higher 1life expectancy rates,
increases in population of childbearing age, increases
in recorded annual births and rapid economic and
social development are affecting current and future

health needs in Bahrain.

Bahrain today has an extensive system of modern health
care which will continue to expansion and develop.

Since the cornerstone of any health plan is the
provision of manpower, Bahrain has made (dreat
investments in manpower development. While the health

services both in the government and private sector
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still depend on expatriate health manpower in certain
fields, the Ministry of Health has made much progress
in health manpower development and its policy of

Bahrainization.

The next chapter addresses the basic issues concerning
health manpower planning, and assesses possible models
or methods which might be applicable to the
development of an effective nurse manpower planning

system for Bahrain.
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CHAPTER THREE

HEALTH MANPOWER PLANNING: AN ASSESSMENT

INTRODUCTION

In order to define health manpower planning, it is
essential that its three components: health, manpower
and planning are defined. Health as broadly defined
by the World Health Organization (WHO) is a composite
of physical, mental and social well being. The health
system itself can be defined in various ways. Field
(1973) describes it as the mechanism that transforms
a society's general resources ({knowledge, personnel
and capital) into special services aimed at meeting
the society's health problems. It accordingly
includes all the society's institutions, activities,
and efforts related to the health of its people.

Most definitions of manpower refer to it as human
resources input into the production process. The
primary function of health manpower is to produce,
promocte and maintain health. Unless manpower
development patterns are appropriate to health needs
and social circumstance in a country it will be
difficult to achieve a level of health that will allow
their people to 1lead socially and economically

productive lives.

Most standard definitions of planning refer to a
process for generating consensus about a desired
future, and specify mechanisms likely to result in the
achievement of that end. As indicated by Boam (1977},

it b gt g s
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planning can only be as good as the accuracy of the
predictions on which it is based. Estimates can be

miraculously right or catastrophically wrong.

Planning as an established profession is comparatively
young, dating from this century only (Midgley, 1984).
Upon the ruins of the second world war, the desire for
better society emerged in Europe as well as North of
America. While the main concern in the United States
was on planned economic development, it was the land
in the United Kingdom that was to be developed (Hall,
1974). From this, a conceptual view emerged which
embraces all aspect of society such as housing,
education and health. The concern with inter-
relationship of various factors within the society
replaced the philosophy of planning on the bases of

physical envirconment (Conyers,1982).

A conceptual view of how the various branches of the

planning tree have evolved Rathwell (1987), Figure 5.

Figure :5 A CONCEPTUAL VIEW OF THE EVOLUTION OF
PLANNING
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Development in planning particularly in the health
field has not Xkept pace with societal changes
(Parston, 1980). This is attributed to the extensive
and ill-defined field of health services planning
(Dear, 1984). Sorkin (1978) notes that the concept of
a pragmatic approach to health planning as an approach
is based on the experience and intuitive skill of the
planners, with absence of clearly defined
methodologies that apply concepts or techniques of

analysis and measurements.

Manpower Planning was defined by the Regional Nursing
and Midwifery Committee (RNMC) South East Thames
Regional Health Authority (1979} as "A strategy for
the acquisition, utilisation, improvement and
preservation of an organizations human resources."
what is then health manpower planning? According to
the RNMC, manpower planning is to ensure that an
organization has "the right number of people with the
right skills in the right place at the right time and
at the right cost". Simply, it is to ensure the
availability of enough health personnel to match but

not exceed the future demand for their services.

Such planning also involves specifying who is going to
do what, when, where, how and with what resources for
what population groups or individuals so that the
knowledge and skills necessary for adequate
performance can be made available according to
predetermined policies and time schedules. This
planning must be a continuous and not a sporadic
process, and it requires sustained monitoring and
evaluation. Mejia and Fulup (1978) stressed that this
process is both dynamic in that it must continually
respond and adapt to any changing situation and
cyclical in that it must progress through repeated
stages of data collection and analysis, plan

formulation, implementation and evaluation. They have
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also referred to some basic conditions which are pre
requisites to planning such as: leadership, readiness
and commitment to change; enabling legislation for
planning; planning implementation and administrative
capacity; and, willingness to implement the plan.
Hall (1972) commented that health manpower planning
involves political decisions and depends on the kind

of political system in a given country.

According to Mejia and Fulup (1978), health manpower
planning is a process as complex in its procedural
stages as it is straight forward in its objectives.
As indicated by Cree (1978), the main objective of
manpower planning is the incorporation of the planning
and control of manpower resources into the total
corporate plan so that all resources are utilised in
the best possible conjunction. By combining the
objectives of health manpower with the criteria of
economic efficiency, Hoare, Lee and Long (1984)
constructed a conceptual model for health manpower
planning. The model incorporates the determinants and
components of health, the resources available for its
production and the costs and benefits associated with

each resource option.

According to Mejia and Fulup (1978) the health
manpower development process of a country should
embrace all the basic functions involved in the
planning, production, utilization and management of
health workers. This is clarified by Dr. Tejada-de-
Rivera, (1978), when he stated that "this task
involves more than a mere focusing on numbers, because
manpower is a resource that can be used in a
multiplicity of ways and the manner in which it is
employed is as important as, and some times more
important than, its numerical supply". A health
manpower plan, therefore represents a coherent set of

practical proposals intended to improve service
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delivery and distributions through changes in the
production, use, and motivation of health manpower

(Mejia, 1978a).

The goal of health manpower planning therefore is to
ensure the provision of the most economical
combination of the manpower skills needed for the
effective, efficient, and safe delivery of the health
services that can be provided within the available
resources. "The importance of health manpower planning
should he self evident, but throughout the worid,
decayed water systems, unmanned health centres, and
empty hospitals stand as monuments to dismally
inadequate manpower planning. The urgency of health
manpower planning should be equally clear, because of
the long 1lag time training health professionals take"
(Baker,1972).

DEMAND ANALYSIS

Hall (1978a) commented that the word demand, though
usually considered to be the opposite of supply has
tended to confront health planners with numerous
semantic and operational difficulties. Klarman (1969)
defined demand as a measure of the guantities of goods
or services that buyers take at alternative prices
with such factors as income, preferences and the

relative prices of other goods taken as constant.

In recognition of the confusion that sometimes arises
through the use of the word demand, researchers such
as Jeffers et al (1971), Boulding, (1966), Burns

(1966) and Lave et al (1975) suggested the use of

requirements or needs as alternatives.

Demand, used in a more restrictive or technical sense,
refers to the sum of the amounts of the various types

of health services that the population of a given area

L e s L e
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will seek and has the means to purchase at the
prevailing prices within a given time period. From
this demand the health manpower reguired to produce

these services can be derived.

FACTORS AFFECTING DEMAND

A wide variety of factors can influence the demand for
health manpower, only some of which are subject to a
measure of control within the health sector. There
are eight categories of factors likely to be of great
concern to the planner. Though all are important,
their relative weights in planning will vary according
to the methodological approach chosen, the nature of
the health system, and the manpower category being

considered. These factors are:

1. Demographic

These factors include the size,
distribution, density, growth rate, age
structure, and sex ratio of the population.
Population size and distribution are

usually the most important.

2. Economic
At any given price a strong positive
correlation usually exists between
disposable income and the demand for health
care. Since price is a mediating variable,
if the demand exceeds the supply the price
will increase and vice versa until a new
equilibrium is established. In the absence
of a price variable, as in a government-
financed health care system, the waiting
time for services and other such variables
will tend to replace the price as the

mediator between supply and demand.
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Social and Cultural
Two important and often overlapping

variables are educational attainment and

the level of health consciousness, or the
degree to which the public is aware of the
availabllity of health care and places a
high valuation on obtaining it. If health
consciousness is low the effective demand
for care is also apt to be low and not well
matched to the main health needs of the

population.

Health status
One would logically expect to find health

status varying inversely with demand, so
that as the health status improves the
demand declines, and vice versa. Although
this tends to be so at any given
socioeconomic level of the population, it
may not be very evident in the population
as a whole because of the high correlation
between socioceconomic status and demand.
Accordingly, in many countries, by reason
of the 1limited availability or poor
accessibility of health care to those with
a low income and/or a low educational
attainment, the demand for health services
may be low among precisely those most in

need of them.

Accessibility

Accessibility is a function of all the many
factors that serve to facilitate or
restrict health care use, which include
travel time to and waiting time at the
health facility, the convenience of the
time of appointment, the cost, eligibility

for care, social and cultural barriers to
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receiving service, and impersonal or
discourteocus treatment at the health

facilities.

6. Resource avallability

The supply of resources may go a long way
towards explaining the demand made on them.
If hospital beds and personnel are
available in abundance, even to the point
of "excess", the utilization rates will,
all other factors being equal, be higher

than would otherwise be the case.

7. Resource productivity

Following on the above, and assuming a
given availability of manpower, hospital
peds, etc. if resource productivity is
increased the output of services will be
greater and a higher level of demand can be

satisfied.

8. Health Care techngology

The 1level of health care technology
attained in a country will have a direct
effect on the services that can be offered,
and hence upon the manpower redquired to
produce them. Moreover, the mere
availability of new techniques may often
result in a desire to introduce them
irrespective of their potential

contribution towards improving health.

Need, represents an estimation based on professional
judgment and current medical technology of the number
of workers or amount of services necessary to provide
an optimum standard of health care. Need exceeds
demand when there are insufficient resources to

produce or purchase services in accordance with
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professionally determined needs. Rathwell (1987}
stressed that the cornerstone of health care delivery
and the planning of its services, is the needs of its
population. Kalino (1979) defined need as the
difference between observed and ideal levels of
health. Bradshow (1977) advocated that need has four

components: normative need; felt need; expressed need;

and comparative need. This notion was supported by
Macstravic (1978) who recommended that needs
assessment should include population survey,
demographic indicators, utilization pattern and

consensus attainment.

MacGuire (1969a} examined the relation between the
total health care needs of a community and the care
actually provided to it, she concluded that at any

given time some needs are not being met.

Theoretically, a country should be able to meet all
other health needs of society with its existing
knowledge and resources. However, in reality, some of
these needs are not being met because resources are
not effectively organized or utilized. Thus
deficiencies may be rectified by modifying the
organization and utilization of manpower so as to
increase the productivity of existing resources. Such
organizational deficits may reflect problems of
maldistribution, but there are other distributional
problems that should also be considered. For example,
a country may at any given time have an improper
balance among preventive, therapeutic and
rehabilitative services; it may have a relative
imbalance among high, intermediate and low level
personnel; or, it may  have an inappropriate
distribution among inpatient, ambulatory, convalescent

and home care services.

Requirements refer +to the amount of services,
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manpower, and so on required to satisfy a given set of
assumptions about how the health sector does, could,
or should function. These assumptions may or may not
be made explicit and may be premised in any one of a

number of different approaches to planning.

Holmstron (1981) commented that when requirements are
expressed as demand, economic reality 1is nore
accurately reflected. He described the estimation of
demand as one of the most important and difficult

aspect of health manpower planning.

Long and Mercer (1980) concluded that local demands
estimates are usually based on subjective assessments
which reflect the professiocnal judgment of managers.
In practice staffing levels are therefore a result of
historical patterns adjusted from time to time
according to changes in the service or budget, but not

based on any analytical method.

Estimating demand is an important aspect of health
manpower planning and such projection of health
manpower requirements presupposes that a suitable
method exists to determine the demand that the future
population of a region or nation will need for health

services.

Methods in use for this purpose vary markedly from
country to country, and techniques for combining the
merits of each one into a single formula are not

available.

It would be helpful, in selecting among the various
methodological approaches to estimating manpower
requirements, if one could consult a coherent taxonomy
of such methodologies. While such a taxonomy does not
yet exist in a comprehensive form, a lot of attempts

to categorize existing methodologies have been
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published in the last few years.

A review of these publications and of the
methodologies indicates that there are no definitive,
agreed-upon exclusive categories for the various
methods. Selecting the method to be used to estimate
manpower requirements is therefore the focal point in
the entire health manpower development process. It is
also a difficult decision, complicated by the fact
that, despite extensive debate, no single methed has
emerged as definitively superior to any other. Each
agency must select the method that best suits its
individual objectives and capabilities, and its
accessibility to data. A review of the literature
reveals a number of approaches for estimating manpower
reguirements. Basically four methods are used in
estimating the demand or requirement of the population
for health services with each method providing

somewhat different results.

The following approaches were adopted: biological
demand, physician-population ratio, economnic-
demographic methods and the service targets. Hall

(1978a) agrees with these methods but suggests using
a '"professional standard approach" for estimating

biological demand.

PROFESSIONAL STANDARDS (BIOLOGICAL DEMAND)

This method determines demand on the basis of health
needs (Hall, 1969). Determination of reguirements are
based on the opinions of expert health professionals
who take into consideration available medical and
technological resources. The health services needed
to obtain a healthy population is translated into

manpower staffing and productivity standards.

This technique appears to project manpower needs based
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on an assumption of what health services should be.
This approach has been criticized by Goldfarb (1975)
for establishing one professional standard while
eliminating the possibility of substituting more
economically efficient mixes of inputs. The main
advantage, according to Sorkin (1977), is that it is
based on serving all health needs which is important

for long-range health manpower planning.

PHYSICIAN-POPULATION RATIQ

This method is described by Hall (1978) as being the
best method for both estimating the demand and
characterizing the supply for health manpower. A
ratio of the number of the health workers to the total
population served is selected in order to determine
the manpower requirement, this ratio is then applied

to the target year population (Kriesberg et al, 1976).

The physician-population ratic method has been
criticized by Hanson (1970) for ignoring changes in
the population composition, changing medical demands,
and not considering the possible increase in health

manpower productivity.

Klarman (1969) reiterates Hanson's stance and Hall
(1978a) agrees with both Hanson and Klarman and notes
that this method has three drawbacks. First, it does
not show how the health sector works. Second, it does
not outline ways of increasing health manpover
productivity. Finally, it does not explore variables
such as the population density in evaluating the
adeguacy of a doctor/population ratio. Bennetit (1965)
also commented that while the ratio of 1:10000 might
be adequate for a high population density region in
Africa, it might not be adequate for low populated

country.
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This method nevertheless has some virtues such as
simplicity, low cost and ease of interpretation of
results. It's simple application and use are due to
the fact that this method essentially requires two
data input; population projection and the desired
manpower /population ratio. Although simple to use and
easy to interpret, the problems associated with using
ratios are numerous. For example, by relating
staffing to only one factor (for example, beds) this
ignores other health care related factors which are
relevant to manpower needs (such as, bed occupancy).
The method also 1lacks flexibility which allows
consideration of particular local circumstances which
may explain different staffing levels (for instance,
ward layout or medical policy). In general the method
suffers from three serious problems: first, it offers
very little in explaining how the health system works
and it does not explain how demand and supply forces
interact. Second, the method converts population to
manpower directly without considering the services
produced so much so that little thought is given to
increasing manpower productivity or functions. Third,
health manpower planners run a relatively high risk
of selecting unrealistic ratios which may have

predictable health policies.

THE ECONOMIC EFFECTIVE DEMAND METHOD

The economic effective demand approach is based on
measurement and projection of the health services
which the users are willing to buy (in a market
context) or are asking for; for example, by going to
the health centre or to the physician's office (in a
non—-market context), regardless of their objective

need for these services.

The implementation of this approach 1is usually

performed through the following stages:
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Observation and gquantification of the
present demand - this implies choice of a
measurement unit, viz: patient visit; bed-
day; working time of each health
profession; and, monetary expression of

these services.

Projection of the demand for health
services to a target year in the future.
This projection can take two directions:
first, the analyst tries to determine what
the demand will be at the target year on
the basis of the most probable development
of each factor of the demand; second, as an
alternative, the analyst makes a
conditional projection in order to see what
the demand will be at the target year if
the price of service steadily increases, if
users incomes sharply diminish, if
insurance coverage is generalized to all
the population, if the mode of population
ageing becomes faster, and so forth. The
two directions are based on a careful
examination of the factors effecting demand

and their development.

Demand for health services 1is translated
into demand for health manpower on the
basis of manpower staffing (or mixture of
personnel) and manpower productivity. 1In
other words, the analyst, having calculated
the amount of services which will be, or
would be, demanded by users, tries to see
what professions will participate in
producing these services and what will be
the output per worker in each profession.
Through examination of these elements, the

required number of workers in each
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profession can be calculated.

A number of researchers question whether this method
offers a better estimation of the number of health
workers regquired. Fein (1967) indicated that the
physician visits were expected to increase partly due
to the increase of populaticn and partly due to better
income, education and health service utilization. As
a result, the demand for allied health manpower and
other health categories will increase. Goldfarb
(1975) criticized economic demographic techniques for
holding utilization rates constant; that is to say, if
a person has visited a physician a number of times
during the year, at the beginning of the study pericd,
the health service utilization rate will be projected
accordingly. Also, in addition to income, there are
a number of variables that affect demand for medical
services. Consequently, it is difficult to study each
of these interrelated wvariables separately to
determine the demand for health professionals
(Goldfarb, 1975), Sorkin (1977) also stressed that
this approach is mainly applicable to countries where
no large inequalities in access to health care occur.
Despite the obstacles in the use of this method, this
apprcach offers some important advantages: first, this
method can provide the health planner with a holistic
view of the dynamics of health services utilization;
for example factors that promote or limit utilization,
demand supply interactions, and the extent to which
certain population groups are receiving services. The
second advantage 1s the method's apparent realism or
conservatism. Largely due to the fact that most
planning based on this method assumes constancy in the
demand for health care in relation to changes with
time, the risk of setting unrealistic objectives

therefore is minimised.
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SERVICE TARGETS METHOD

This technique is widely accepted and used for the
estimation of manpower requirements. It implies that
the first step is to determine the target for the type
and gquality of service needed by the population. It
has been pointed out by Sorkin (1977) that when
service needs are guantified, manpower requirements
can be obtained by applying factors related to
staffing and productivity; such factors, however, are

not easily determined.

Hall (1978a) has emphasized a number of important
advantages and some limitations of this method. He
pointed out that one advantage lies in the easily
disaggregated health services which helps in matching
the health system component with the appropriate
method to estimate demand, productivity, and
consequently, improvement in health services. Among
the advantages are the creation of divisions within
the health services to help facilitate matching each
part of the health system with the most suitable
method for estimating demand for manpower. In
addition it emphasizes the significance of
productivity as well as calling for improvement of
health services. The primary emphasis of the service
targets approach is on the delivery of care. In
addition, Hall (1978a) has highlighted major
constraints such as misjudging the educational
institutions' ability to expand its productive
capacity, the administrative ability to provide the
specific service mix and the public willingness to use
the services produced. Sorkin (1977) agrees with
Hall, and points out that the service targets method
is prone to having standards based on desires rather

than reality, which could lead to policy errors.

Hall (1978), however, maintains that this technique is
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conducive to an active health policy by shaping and
sharing future health events rather than just
anticipating them. The major problem on the other
hand is that it allows the planner to develop a number

of assumptions that may not be realistic.
SUPPLY

Hall (1978b) defined supply as the availability and
characteristics of resources or services at a given or
future time according to specified assumptions about

production, loss and use.

Manpower plans often tend to give more attention to
the analysis of supply than to the study of manpower
requirements. The main reason could be attributed to
the ease with which supply data is collected. While
supply estimates seem to be more reliable than those
of requirements, Hanson (1970) describes a manpower
study where four projections of the supply of
physicians gave results varying from 72,000 to 96,458;
the highest figure being 34% greater than the lowest.

Supply analysis involves the estimation of the three
following components (Hall, 1978b) and are illustrated

in Figure 6:

- Current supply, the current stock of
qualified health manpower. This stock has
two subcomponents: the active supply,
persons employed or seeking employment in
the health sector; and, the inactive
supply, gualified persons potentially able
to serve in health occupations who are
either retired or engaged 1in other

activities.
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~ Future increments, probable additions to
the stock of qualified persons. In
projecting these increments planners need
to consider the available pool of potential
recruits for health occupations, and the
actual, planned, and the potential capacity
of the country's health training

programmes.

- Projected losses, including the expected
losses from attrition over time from both

the current supply and future increments.

In supply projections, priority should be given to the
important categories which constitute significant
portions of the health manpower sector. The magnitude
of the category, its training feasibilities, employer
concerns, and data available are guidelines which
assist researchers in deciding whether any particular
category of health worker is worthy of studying and
projecting its supply. Information is also needed in
supply projections regarding students enrolment,
applicants for admission, students losses, teaching
personnel, cost of training, teaching facilities,
potential curricular changes, foreign gréduates and

potential of the training institution for expansion.

Usually data is cocllected to develop supply
projections of three types: First, the supply at a
future time of persons gualified and physically able
to work in the health sector. Second, the number of
such persons likely to be actually employed in the
sector, given its current and foreseeable capacity to
absorb health manpower. Third, the extent to which
the supply can be increased both with and without
creating new educational institutions. Ideally the
second projection will not be significantly less than

the first, since otherwise qualified health workers
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will either not be able to find employment in their
chosen profession or not be interested in accepting
the jobs available. If the discrepancy between these
two projections is significant policies relating to

manpower requirements can help to reduce the gap.

The third projection takes into account the possible
effect on the supply of policies to increase the
productivity of the existing educational institutions
(through increased enrolment, decreased attrition,
shortened curricula). Simple quantitative data are
helpful but not sufficient for supply projections and
head counts need to be translated into full time
equivalents. Data about the age and sex distribution
in each category of manpower are required in order to
make reliable estimates of attrition rates. Detailed
information about the qualifications (training and
experience) of the members of each pool is essential
to assess the characteristic of and substitutability
within the existing supply of specialized
professionals. Information about the current work
settings of practising professionals and about their
attitudes toward alternative institutional
arrangements is useful in predicting the impact of
proposed changes on the supply of various categories

of health workers.

In particular, policy changes that affect employment
opportunities and conditions will alter significantly
the net losses or gains from occupational transfers

within a country and from migration between countries.

When the plan calls for rapid increases in the supply
rate, information about the capacity and utilization
of present training facilities and about the time and
resources (including academic staff) required to
expand those facilities is prerequisite to realistic

projections. Where the plan calls for significant
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expansion in training facilities, allowance must he
made for the time required to establish those
institutions, the lag between start up and initial
production of trained personnel and the amounts of
trained manpower and other resources that will be
absorbed by the additional training facilities

thenmselves.

Furthermore, information about the characteristics of
the current and the potential pool of applications for
health professions training will minimize the danger
that new training facilities stand empty because other
elements in the system cannot produce adeguate numbers
of gqualified persons who are motivated to seek such
training. As an alternative to increasing the numbers
of new trainees, planners may also consider lower cost
options such as upgrading the skills of practising

professionals.

Finally, supply is influenced by the productivity of
health professionals, this in turn depends on the
kind of training they have received, on the gquantity
and organization of supporting staff and facilities
available to them, and on their accessibility and

utilization by the public,

For most long-range planning, 20 year projections at
five year intervals are adequate. Adjustments may be
made to accommodate specific target years such as the
end of a government administration or the end of the
decade. In conclusion, while supply has been defined
as the total number of currently available and active
workers, demand was defined as the number of
individuals that employers will hire given certain
aconomia conditions and consumers preferences. Demand
minus supply is therefore manpower requirements.
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HEALTH MANPOWER PROJECTIONS AND IMBALANCES

Health manpower forecasting and planning have their
roots in an early study by Lee and Jones {1933). This
study was particularly noteworthy because of its
attempt to focus on the need for health services as a
planning criterion. Forecasting of manpower supply and
demand is performed in order to minimize the personal
and social costs of education, to assist in
administrative planning and to ensure an adequate
supply of manpower for the future. Within the health
professions, education and training costs are higher
than in most other sectors because of the levels of
sophistication and accuracy attained in the health

professions (Born, 1879).

Oover the last three decades, the number of articles
and books published on statistical modelling for
manpower projections has increased. At the same time,
there has been a refinement in the models described,
with the resultant projection coming closer to actual
needs. However, Edwards et al (1983) warns that
projections give only general indications and should
therefore be used only as an aid for determining
potential trouble spots. Forecasts therefore
represent possibilities for the future, not guaranteed

outcomes.

Bartholomew and Forbes (1979), in warning that
forecasting is risky, advise the administrator not to
place too much faith on a single technique. They
suggested that, whenever possible, results should be
cross checked by comparing them with the projected
puteoman produced by ancthar method as well as with

real outcomes.

Even with forecasting, one can be fairly confident

that some unexpected things will occur after
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projections are made. However, Wolfe (1967) argues
that certain conditions will remain unchanged and that
related trends will continue. It is important, then,
that the forecaster not only be cognizant, but also
fully understanding of the assumptions and limitations
of the particular methodology being used.

In the design of health manpower studies, it is
therefore important to maintain a balance between the
development of supply and demand projections. While
this seems self- evident, the usual situation is for
the supply projections to be more carefully developed
than the demand projections. The reasons for the
imbalance are understandable. The concept of supply
is straightforward: supply analysis is tangible; it is
concerned with factual information; and, it tends to

be oriented toward the present.

In contrast, however, demand is a multifaceted and
more difficult concept, its analysis requires the
consideration of alternative views regarding how
health services should be delivered and how rapidly
the health sector should be expanded. The results of
this imbalance are predictable, if supply estimates
are emphasized in the development of a health manpower
study, demand will generally obtain only minimal
consideration. As Hall (1969) commented "since work
in supply and demand may evolve sequentially, rather
than concurrently, data generated on supply frequently
do not respond to the demand needs of the study and
vice versa leaving the planner with nearly ussless
information when the study is completed”. Baker
(1966) pointed out that it is not the health manpower
planner alone who in reality must make decisions
intended to bring about a coordinated synchronization
between supply and requirements, policy decisions
makers must also be included as integral components in

the planning process. Imbalances in fact do not occur
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suddenly, ner do they develop in vacuum.

According to Mejia (1986), the imbalance in health
manpower is often preceded by a confluence of
political, social and economic predisposing factors.
They may exist for some time without being recognized
or even noticed. In addition, educators are not
interested in manpower plans and they give education
a life of its own. Moreover, %the employer-national
health systems are passive recipients of trained
manpower resulting in too little feedback from the
employees to the planners and educators. This lack of
integration between the various elements of the
manpower development process may well lead to
incongruities, irrelevance and imbalances in the
planning, production and management of Thealth
manpower. Fulup (1976) agrees, indicating that health
manpower plans either do not exist in many countries
or are vague in others. He attributes the result of
unbalanced health teams to the increased emphasis on
the classical health categories such as physicians.
Fulup (1976} also cautions that more of this category
of health personnel alone will not solve health

gservices problems.

At the World level, the gap between the developed and
developing countries in the availability of health
manpower has widened. According to McGuire (1979},
these types of failures are universal: they are to be
found both in developed and developing countries,
They can and do occur in economies where the supply of
and demand for health services are regulated by non-
market forces, as well as in those where services are
allocated primarily by market mechanisms. The
imbalances represented in the disproportionate growth
of highly trained wmanpower relative to other
categories of health personnel will certainly be a

factor in retarding the attainment of health for all.
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In only a little more than a decade, concerns and
problems relating to the availability of skilled
health manpower in the United States have taken a 180
degree turn. Indicators showed that they would never
have the physician manpower they need. During the
intervening years, federal policies and programmes
designed to stimulate the expansion of national health
manpower have proven to be remarkably effective.
Accordingly, the total health manpower pool |is
estimated to have grown from perhaps 2.5 million
workers to as many as 6 million workers and a study by
Pennel and Hoover (1970) identified 126 different
categories of health manpower. Accusations have been
made that health educational programmes seem to be
more interested in attracting bodies than in offering
quality programmes that will contribute to the health

care delivery system (Holmstron 1981).

Joseph Califano, a former Secretary of Labour and
Health Education and Welfare (HEW) stated in 1978 that
the U.S. will be facing an oversupply of doctors in
the next decade. For the health manpower planner or
educator this rapid and dramatic shift, from a
sitvation in which increased production was the only
concern, to one in which there are active governmental
efforts to stabilize or even reduce the manpower pool,
represents an entirely new reality. There is, in
fact, a "cultural lag" in the acknowledgment of this
mew  reality by tha public and by its alocted
representatives, as well as by experts and authorities

within the health manpower world.

In conclusion, imbalances between manpower supply and
reguirements occur because the supply of staff is
elther more or less than anticipated. Health manpower
planners should therefore identify any mismatch in
their health manpower development endeavours, analyze

them and make attempts to resolve them. Only when
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this is done, will health manpower plans be

comprehensive and successful in achieving their goals.

SUMMARY

Manpower is the most critical resource in a crucial
sector such as health. It is therefore imperative
that each country should work towards ensuring the
production, deployment and use of manpower in the
right numbers and with the right skills to undertake
current and planned health services functions.
Consequently, health manpower planning should be an

integral element within a country's health system.

This chapter has discussed and presented health
manpower planning from an overall and global
perspective. The next chapter will address nursing
manpower which is one of the largest categories of

health manpower.
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CHAPTER FOUR

NURSING MANPOWER: AN OVERVIEW

INTRODUCTION

The reasons for selecting the category of nursing for
this study are reviewed in Chapter I. The criteria on
which the selection of this study is based is the WHO
(1978) recommendation that in health manpower studies
priority should be given to important and significant
categories which constitute a significant portion of
the health manpower sector. This is very true in the
State of Bahrain whereby nursing constitutes around
50% of the health workers employed by the Ministry of
Health. The shortage of Bahraini nurses and the
efforts of this country to augment the goal of
Bahrainization is an additional factor for selecting

nursing for study.

Since the thrust of this study is on Nursing, an
attempt will be made to define this profession in
light of a series of definitions and interpretations
made by a number of researchers. " Nursing provides
the most fundamental human functions: to help, advise,
encourage, console and comfort people who are
suffering" (Asvall, 1988).

It was noted by Griffith (1972) that nursing is not
clearly defined. He comments that statements about
nursing are often global generalizations or
tautological statements. He quotes, for example, the

description given by the American Nurses Association:
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"The general duty of a nurse is to be aware of the
total nursing needs of the patients and be responsible
for seeing that they are fulfilled". Henderson (1960)
defined nursing as "the unique function of a nurse is
to assist the individual sick or well in performance
of the activities contributing to health, or its
recovery that he would perform unaided if he had the
necessary strength, will or knowledge, and to do this
in such a way as to help him gain independence as
rapidly as possible". It is clear that both gquoted
definitions are conceptual; nevertheless, both
definitions relate to an activity which is performed
by nurses to meet perceived patient needs.
Accordingly, to specify what nursing 1is, should

involve identifying what nurses do!

Gault (1980} described an approach where an observer
in a hospital ward watches nurses at work and lists
what they do. This could lead to a detailed
classifications of activities typical of an industrial
engineering methodology. The Aberdeen study (Scottish
Home and Health Department, 1967) for example, listed

eighty one nursing activities.

Nureing was defined in a similar detailed manner by
McNally (1970). Conner (1961) 1listed five major
functions for nurses: direct nursing care; indirect
nursing care; paper work; communications; and, others.
Jelinek (1967) used a similar gross description of
nursing: "Theoretically it would be possible to
consider the amount of time devoted tec any number of
activity groups, however, there are limitations on the
number of subdivisions that may be considered". He
added that further subdivisions result in a greater
sample size, but that measurement technigques available
are not adequate for providing reliable and consistent

measures for small subdivisions.
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A basic issue to be raised is whether nursing staffing
is a problem. According to Ackoff (1962} a problem is
characterized by: a decision maker; a desired outcome;
a state of doubt as to which is the "best" course of
action; and, an environment to the problem. In
nursing staffing, there is a decision maker, there are
different courses of action, there is the community
and patients environment which the hospital serves,
and there certainly is a state of doubt as to which
is the best course of action to nursing staffing.
Accordingly nursing staffing could be considered as a
problem. The main challenge is knowing what is the
desired outcome. While improving patients health care
or meeting patients needs could be the targets,
identifying operational definitions of "health" and
"needs" and measuring them is even more difficult.
Gault (1980) tried to solve this problem by first
defining the nurse staffing problem. He listed the
following steps for solving the nurse staffing
problems: defining the problem including setting a
standard for nursing care; examination of the standard
of care; review of the delivery of nursing care; and,
the staff model. The final part 1is putting the
solution to the problem and controlling it.

Wandel (1974) maintains that "the right number of
nurses with the right capabilities at the right time
in order to give the quantity and quality of nursing
care at the right cost while obtaining the right
personnel and patient satisfaction" is a major step in
solving nurse staffing. Aydelotte (1973) considers
five additional factors, these are: the gquality of
patient care and its measurement; the characteristics
of the patients and their «care requirements;
prediction of the supply and nursing manpower
required; the logistics of the staffing programme and
the control and evaluation of the guality of care

desired; and, measuring the success of the staffing.
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Let us suppose that the target is to provide standards
of nursing care that patients should receive.
Addressing this issue will entail defining the number
and mix which will provide such a standard of care.
But this is dependent on three components: budgetary
decisions; allocation; and, scheduling (Trivedi,
1974) .

As for the budgetary decision phase, Wandel (1974) was
the only researcher who addressed this issue. He
developed a three stage probabilistic programming
model which addressed the problem of designing and
operating a nurse staffing system for a hypothetical
hospital. His work however did not address how the
demand for nursing, the efficiency of nursing
personnel and the optimal 1level of care could be

estimated.

The basic 1issue is that nursing care has to be
provided 24 hours per day and every day of the year.
Scheduling nurses who usually work 40 hours per weeks
and around 48 weeks per year is therefore a critical
problem faced by nursing and haslth ocare managers,
This problem was addressed and some soluticns were
presented by Miller et al (1984) and Warner (1976}.
They both indicated that nursing requirements per ward
by grade of nurse can be determined 4-6 weeks in
advance. Both Warner and colleagues, and Miller's
models assume that nursing demand is known, but the
schedules obtained may indicate more or less number of

nurses required per shift duty.

While Barr ({1983) discussed the nursing allocation
issue and stated that the ability to assess and
effectively deploy nurses becomes more urgent as
financial constraints intensify, Ball and Goldstone
(1984) concluded that there is no magic formula which

will answer the question of how many nurses are
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needed. Aydelotte (1983} 1is insistent that nurses
manpower planning systems should follow a systematic
approach to determine the number of staff required to
provide care to a specified group of patients at a

pre-determined level.

NURSE_MANPOWER NEEDS ASSESSMENT

In situations where economic resources become scarce,
a number of professions, in particular nursing, are
forced to 1look carefully at how best could they
maintain their organizations and manage their staffing
level. Accordingly the determination and review of
nursing establishments are key determinahts in any
nurse manpower study. With the rapid expansion in
health services and the increasing demand for nurses,
organizations are facing difficulties in Jjustifying
their staffing levels and getting them endorsed. With
the present economic climate, considerable attention
has been given to the issue of nursing staffing, their

establishment and their justification.

Telford (1979) noted that achieving an establishment
which satisfies the needs of the patients, the medical
staff, the nurses themselves and the financial
constraints of +the organization, is difficult,

delicate and sometimes almost impossible.

Nursing staffing studies in the United States (US) and
United Kingdom (UK) started as early as 1360. 1In
determining nursing establishments during the
seventies, nurse managers were advised to adopt the
norm ratio method in which a ratio of nurses per 100
beds was used as a guideline for nursing staffing.
This approach has been heavily crudest. Telford
{1979) argues that the ratio method does not reflect
most of the factors which influence the assessment of

nursing requirements.
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The use of a nurse-population ratio as the basis for
projecting personnel reguirements has been subject to
many criticisms. Bognano et al (1974) referred to a
number of difficulties inherent in this approach
especially the considerations to be made in the
selection of an optimal ratio. Kreisberg et al
(1975) points out that since experts are frequently
asked to select the ratio, reliance on experts allows
one to circumvent the problems associated with an

absence of historical data.

A number of commentators have criticized the norms
system of manpower projection and cautioned against
their use in health manpower planning (Department of
Health and Social Security 1978; Harrison and
Rathwell, 1980). While simple to use and easy to

understand, norms were found to ignore a number of
faocters whieh affeot manpewar nesda, Th additiesn thay

are not flexible enough to consider local
circumstances which could verify variation in staffing
levels. The Department of health and Social Security
in the UK (1983) recommended that when using a norm,
the original purpose and limitation of the norm as it
is developed as well as the assumptions underlying it
have to be considered carefully. Pace and Grimshaw
(1978) however, indicate that using sets of ratios to
monitor staffing, activity and cost relationships may
prove extremely useful. Moreover, Keaveny and Hayden
(1978} refer to the advantages of the ratio method
which are its easiness to understand and apply, and
its relatively simple data requirsments, Burten
(1967) in comparison, states that in 14 years of
experience with the ratio method, projections were

never in error by more than one percent.

Aydelotte (1973) after reviewing a number of methods
on nurse staffing methodology concluded that no fully

satisfactory staffing formula has yet been devised.
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She noted that "nurse staffing methodology should be
an orderly, systematic process based upon sound
rationale, applied to determine the number and kind of
nursing personnel required to provide a nursing care
of a predetermined standard to a group of patients in
a particular setting. The end result is a prediction
of the kind and number of staff required to give care

to patients™.

In an attempt to address hospital nursing
establishments in relation to costs, Feldstein (1967)
in his econometric analysis of 177 large acute non-
teaching hospitals in England found that nursing costs
are a form of general overhead cost since differences
In the avallapility of nursing staff had no effeast on
hospitals output. While this may be misinterpreted as
any numbers of nurses will suffice, the logical
corollary of this argument, as suggested by Barr
(1983} almost twenty years later, is that it may be
only necessary to supply the minimum number of nurses

consistent with an adequate level of patient care.

Barr (1983) also studied nursing establishment within
the financial framework, by surveying the nursing
hours per patient day (NHPPD) and comparing them with
average costs per patient day in acute hospitals.
Barr (1983) also indicated that a staffing formula
while appealing to administrators and finance people
because it serves as an objective framework for cost
containment and forward planning, is not so appealing
to the nursing profession who is suspicious of this
approach for many reasons; including the doubtful
validity of basic assumptions, insufficient
recognition of gqualitative standards of nursing care

and the unconvincing nature of many of the results.

Mulligan (1974a) introduced a patient dependency
scheme which was found to be simple and reliable. The
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method divided patients into three dependency groups
termed "self care" "intermediate care" and "full care"
requiring nursing time in the ratio 1:2:5

respectively.

Tt was observed that a self care patient requires 20
minutes of direct care in a 7 1/2 hours shift. The
method was widely used either to calculate the total
nursing minutes or the workload index. For example in
a ward with three self care, 10 intermediate and two
full eare patients the workload indsx is 3 x 1 + 10 x
2 + 2 x 5 = 33 which in effect means that 15 patients
are eguivalent to 33 self care patients. with a
workload index of 33 and each unit of workload is 20
minutes, the nursing minutes required was calculated
as 33 x 20 = 660. Supposing that as a result of an
observation on the ward it was found that a nurse
spends 40% of her 7 1/2 hour shift on direct care
equivalent to 180 minutes per nurse. Then to provide
660 minutes, 3.67 nurses are needed (660/180}).

Quality of care usually receives scant attention in
gtaffing studies and at best is measured in terms of
the frequency of various procedures. This is a very
task oriented approach which contrasts with current
movements toward the adoption of nursing process. For
example the well known "Aberdeen" formula (1969) deals
with the frequencies of tasks associated with one
class of patients only which is the most highly
dependent. The Mulligan approach (1974a) does not
specifically treat quality of care and Rhys Hearn's
work  (1979) is very oriented toward counting

frequencies.

The Aberdeen Formula, the Mulligan Approach and the
Rhys Hearn method however, were three important
systems which attempted to determine the number of

nurses reguired on the basis of objective data and
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information . In the first two a sort of workload
index was developed based on classifying patients into
groups in order to allow the setting of nursing staff
according to a stated workload index per unit of
nursing time available. In the case of Rhys Hearn

method, geriatric care mainly was considered.

During the late seventies a number of methods for
estimating nursing manpower regquirements were
published. Goldstone (1980a) classified these methods
as a spectrum ranging at the simple end, the norm
formula methods which relate to "X nurses per bed" or
"Y" per head of population". At the sophisticated end
of the spectrum are those methods which use the
multiple regression such as: Total Hospital Nursing
Requirements = a x Medical Beds + b x Surgical beds +

c x Geriatric Beds + 4 x Psychiatric beds + etc.

Goldetone ceommented that the values of "a" and "b" are
vitally important because each extra medical, surgical

etc. bed needs extra "a" nurses. He referred to the
expected errors in estimating coefficients such as
"ar, Since the process of regression analysis is
essentially averaging out what already exists, the
vital values of a, b, ¢, d etc. could be obtained by
putting in all the axisting bed nunbevs and staff
levels. The number that should be in post as given by
the resulting regression equations is obtained as
merely a sophisticated redistribution of what exists.
Goldstone (1980a) concluded that there is a need for
a method which relates staff levels to some higher

form of goal and target.

In recent years a number of methods for estimating the
nurse manpower needs have emerged. Initially the
focus of studies has been on organizations needs, and
only few have studied patients needs. King (1975)

raised the guestion of when will operational research
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begin to look at the part of the system called the
patient care level? Beer (1975) also commented on
such studies by noting that "observers have nhot once
come across any reference to what the health services
are about, namely people who are well or 1ill1l". The
descriptive models were criticized as ones vwhich
relate to the behaviour of nurses in response to
certain aspects of their environment, mainly the
amount of time available and the type and number of
patients. Accordingly they do not address the demand
of patients for nursing care and concentrate on the
supply of nursing care instead. This issue of nursing
demand and the inadequate attention given to it has
also been noted by Hockey (1974). He remarked that
from the studies already carried out more is known
shatit the exwirting nmanpowsy than about the manpewar
regquired.

Levine and Khan (1975) also commented that patients
care requirements have rarely been dealt with
explicitly and that it is not possible to measure
shortages without establishing needs. However, when
shortages are previewed the concern seems to be the

quantity rather than quality.

In the UK the following methods have received the most
discussion and attention: Aberdeen formula, Rhys-—
Hearn method, Telford, Criteria For care, Trent,
Cheltenham, Grasp and Monitor. The methods most
relevant to this research are discussed in more detail
in the next chapter (five). While all these methods
attempted to develop techniques for establishing
staffing levels, some incorporated notions of quality
of care others did not. Nevertheless all these
methods fall under two main categories: "bottom up"

methods and "top down" methods.

The Cheltenham, Criteria For Care and Grasp methods
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are examples of "bottom up" methods and the Aberdeen
and Trent formulae are examples of "top down methods".
In general, "bottom up" methods derive from the
characteristics of patients relating to specified
needs which are timed and converted into nursing
requirements. In contrast, "top down" methods are
characterized by the production of formula and do not
necessarily take account of current or individual

patient needs.

Ruehwarthh and Tasket (19584) deseribed tha "top down!
methods used for estimating nurse manpower
requirements as relating number of nursing to costs or
activity measures such as number of beds, where as the
"bottom up" methods relate requirements to tasks at
ward level. The top down methods derive from past

data and tend to include variables that reflect
guantitative rather than qualitative aspects of care:

for example, the number of patients rather than the

needs of patients.

In 1980 it was estimated that hospitals in the US
spend around $15,000,000 yearly on nurse staffing
studies (Vanghan and MacLeod 1980), and that there are
two objectives for nurse staffing studies: tactical
and strategic. The tactical objective is to establish
a system that balances the nursing staff available
with thess rpaguired ackoerding to the number of
patients and their care needs. The strategic
objective is to summarize the data on "actual" versus
"required" staff, providing feedback that influences

long-range decisions regarding nurse staffing.

Inspite of the many nursing manpower assessment
methods developed, Vanghan and Macleod (1980) comment
that nursing staffing studies have progressed little
since the earliest research performed in the sixties.
They argue that there is a need for improving the
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existing patient classification methods and
standardizing them rather than spending more millions

of dollars in reinventing the wheel.

As more and more studies were done in the field of
nursing manpower, more attention was drawn to the need
for addressing the quality of care provided by nurses.

Assessment of the quality of care provided by the
nursing staff was done in terms of frequency of
varieun prageduras or bLraatment, Geldntons and
Collier (1982b) critised the Aberdeen Formula as
extremely limited in this respect because it deals
with only the frequencies for one class of patients,
the most highly dependent. They also noted that the
Mulligan approach does not specifically treat quality
of care and the Rhys Hearn approach is very oriented
towards counting frequencies. This task orientation
is out of step with modern approaches to nursing via
the nursing process and also difficult to operate due
to the difficulty on agreeing on a pattern for

desirable frequencies.

Goldstone and Collier (1982a) stated that "staffing
levels should relate not only to the number of
patients and their dependency mix, but also to the
environment within which care is delivered and to the
service level that an authority chooses to provide".
The decision process for nursing management as seen by
a number of researchers depends on a number of factors
such as the targeted service 1level, the targeted
percentage of time a nurse should spend in providing
direct care to the patients, a targeted ratios of time
spent between four categories of patients (Minimal or
Self Care, Average Care, Above Average Care and
Maximum Care), and the targeted minutes per shift for
a representative patient in any of the four

categories.
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All these factors have been considered in a study for
the measurement of quality of nursing care in the
United States Jjointly undertaken in 1980 by the Rush
Presbyterian Medical Centre and the Medicus Systems
Corporation and funded by the Department of Health,
Education and Welfare. In a similar study conducted
in 1982 by a team of nurses in Manchester, Goldstone
and Collier concluded that merely adjusting the
number of nurses on wards to meet some average or norm
is too c¢rude an approach to be successful. The
effective and cost effective delivery of nursing care
on a particular ward is sensitive to many variables

that have to be considered by nursing management.

Ball, Goldstone and Collier (1984) adapted the Rush
Medicus measure, anglicized it and tested it for
reliability and nursing validity, the former by a
formal analysis, the latter by extensive discussion
and consultation. He devised a table which could be
used by different hospitals to calculate their

requirements for nurses.

SUMMARY

Nurses are the largest occupational group in the
health sector and will probably become even larger as
they undertake additional functions and
responsibilities. Because of the scope and complexity
of nursing manpower, nurse manpower planning should
be comprehensive in approach and based on valid as

well as so0lid data.

Malin (1986) after reviewing a number of existing
nurse demand methods in the United Kingdom, concluded
that for long these methods have sacrificed relevance
for the sake of what appears to be a spurious vigour.
She recommended that any method has got to have the

commitment of all the nurses involved if it aims to
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be useful and acceptable.

As researchers and nurse administrators are searching
to produce bettar techniques for assessing nursing
personnel, more emphasis must be made on methods that
determine nursing requirements that actually reflect
the needs of patients and the care provided to meet
such needs. The next chapter seeks to shed some light

on some of these methods.
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CHAPTER FIVE

PATIENT CLASSIFICATION: AN OVERVIEW

INTRODUCTION

In recent years the burden of proof for justifying the
rapid increase in health care cost has been imposed
more frequently on hospitals and other health settings
by various government regulatory agencies. Because of
this situation, new techniques for objectively
assessing hospital personnel regquirements are much in
demand. For efficient management of nursing staff,
patient classification systems have been developed in
recent vyears. In such «classification, nursing
interventions are defined as patient contact
activities and are characterized by specificity,
frequency and scope. The scope of the intervention
covers a 24 hour period. Patient Classification may be
generally defined as grouping patients according to
some observable or inferred properties or
characteristics. In nursing the term patient
classification means the categorization of patients
according to some assessment of their nursing care
requirements over a specified period of time. "The
development of patient classification systems in
nursing has been in response to the variable nature of

nursing demand". Conner (1960).

PATIENT CLASSIFICATION

Giovannetti (1979) defined patient classification

systems as grouping patients according to observable
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or inferred priorities or characteristics and nursing

care requirements to determine staff needs.

As defined by Lewis and Carini (1984), a patient
classification system or patient acuity system means
the systematic identification and assessment of the
individualized nursing care requirements of a group of

patients.

As early as 1975 two types of classification systems
were described by Abdellah and Levine. Those were
"prototype evaluation" and "factor evaluation®.
Basically the difference between the two relates to
the actual design of the classification instrument.
The first one which was referred to as "subjective"
generally describes the characteristics of patients
typical to each category. In the second one which was
referred to as "objective" a number of critical
indicators or descriptions of direct care requirements
are separately rated and then combined to designate a
patient's category. A number of comprehensive studies
were undertaken in the seventies on the validity and
reliability of patient classification systems by
Giovannetti (1979} . While Giovannetti (1985)
believed that patient c¢lassification systems can be
extremely effective in matching workload generated by
patients to numbers of nursing personnel, she warned
against confusing them with  such issues as
effectiveness and gquality. Patient classification
systems should thus be considered as tools to aid in
the effective allocation and utilization of nursing
personnel resources. Naturally patient classification
systems play an important role in an objective
determination of hospital personnel requirements,
especially nursing personnel, who constitute a major
portion of a health payroll expenditure. Along these
lines Trivedi (1979) indicated that it is conceivable

that patient classification might become mandatory for
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accreditation of hospitals and other health settings.

Even before the patient classification study of Conner
and associates (1961) there were references to patient
classification system in the literature, for instance

Claussen's (1955) study in army hospitals.

The work of Conner and colleagues (1961) nevertheless
was the first major attempt to solve the problem of
hospital inpatient classification analytically.Conner
based his work on three categories of Patient Nursing
Dependency: Category I (self care); Category II
(intermediate care) and Category III (intensive care}.
Activity sampling observations of nurses work was
done. It was noted that the average direct care per
patient was governed by the number and prefile of the
patients. In the period from 6:00 a.m. to midnight
(18 hours) the direct care delivered was found as
follows (Conner et _al 1961).

Category I cen 27 minutes
Category II e 53 minutes
Category IIT e 137 minutes

Noting that there is a statistical variation in the
figures they were interpreted as 1:2:8. Conner (1561)

derived a ward index as such:

where C = Number of patients in each of the

categories.

Barr (1967) adopted Conner's method. His study used
the same patient classification scheme. Nursing
activity was categorized under 'Care received by
Patients and other". His study included a continuous

observation of 6000 hours of nursing activity. It was
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noted that there was a consistent difference in the
amount of basic and technical care delivered to the

three categories of patients.

Data analysis showed that the average nursing care per
six hours period was:

Care group 1 (self care) .-+ 10 minutes
Care group 2 (intermediate) ... 22 minutes
Care group 3 {intensive) ... 44 minutes

Though a ratio of 1:2:4 could be deducted, Barr et al
(1973) reported slightly different figures for
observed direct nursing care which were closer to

1:2:5. This ratio was used in calculating workload
index which was helpful in assessing nursing staffing

needs.

The work of Conner and Barr led other nurse
researchers to conduct nursing studies based on

nursing dependency categories with the aim of

developing a workload index. Barr et al described an
unpublished study by the Department of Health and
Social Security, England, which identified the
feliewinyg mursing timea for the three different care

categories.

Self care co 30 minutes }

Intermediate care... 61 minutes } between 6:00 am
and 10:00 pm

Intensive care e 152 minutes }

Jelinek (1964, 1967), on the other hand divided
nursing activity into "Direct Patient Care" "Indirect
Patient cCare" and "Other". He introduced four
classifications of nurses which were not included in
Barr and Conner studies. These were ‘'Professional',
"practical"”, "Nurse Aide" and "Student". Accordingly
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he differentiated between nursing activities according
to the grade of nurses involved. His model included
12 equations, and it indicated that what nurses do,
depends on nurses themselves, the time available to
them, and what work other nurses perform rather than
upon patients demands. His model did not lead to
determination of staffing levels merely because
patient factors were not of major significance.
Generally in all the nursing activities studies
described so far, data collection was based on an

industrial engineering methodology.

These studies discussed earlier were indirectly
criticized as lacking objectivity and sound scientific
grounds. For instance Crompton et al (1976)
emphasized the need for objective studies based on
scientific methods for the determination of nursing
manpower. Ahuja and Sheppard (1975) claimed that
their study in which patients needs were translated

into workload used an objective and scientific

approach. Many nursing managers however, Kkept
advocating that nursing workload could neither be
detected nor predicated. This idea was further

mentioned by Charles and Gillot (1979) who indicated
that any formula for determining demands would require

measurement of ward's workload which nurses believe is
not possible.

Most subsequent systems have adopted Conner's work as
a basis for their studies. They have at the same time
attempted to design patient classification instruments
more adaptable to the special needs and requirements
of specific hospitals . A number of studies were
made for the purpose of staffing nursing units in
accordance with patient load. Those include Pardee
(1968), Georgette (1970}, McCartney et al (1970),
Poland et_al (1970), Giovannetti (1973), Bihldorff et
al (1976), Hanson (1976) and Plummer (1976). These
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systems were mainly undertaken by’ nursing
professionals. A number of classification systems on
the other hand were developed implicitly as an
integral part of broader research studies such as
progressive patient care and nurse staffing and

allocation systems. Those include: Freund (1969),
White et al (1967), Griffith et al (1967) and
Feyerherm (1966}). Moreover, there have been sone

studies such as the one by Knowlton and Dunn (1971)
performed for the sole purpose of stratification of
patient charges based on classification. While more
of the studies used patient care items, others such as
those by Feyerherm (1966), and Thompson gt al (1968)
have used individual patient classification
characteristics such as age and length of hospital

stay.

Giovannetti (1972), indicated that in hospitals there
may be wide swings in the demand for nursing care from
day to day and from shift to shift and that such
fluctuations are independent of the number of patients
in the wards. Trivedi (1979) revealed that while 28
patient items were included in the patient
classification instrument, only seven in each shift
were found to be most significant in determining the
amount of nursing time required for patient care. Of
the seven items, four (vital signs, Catheter,
intramuscular and intake/output) were common in the
day and afternoon shifts, the other three were
different. Those were up-in-chair, major dressing
change and feeding in the day shift and ambulatory,
intravenous and special observation in the afternoon
shifts.

According to Giovannetti (1985) however, the
indicators or descriptors used to classify patients
are fairly universal and generally include the

independence/dependence spectrum containing such
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critical indicators as patients ability to feed and

bathe themselves or their mobility status.

Giovannettl (1985) noted that there is little evidence
to suggest that the addition of more detailed
indicators increase the statistical wvalidity of a
classification system. Giovannetti (1985) makes two
other important peoints: first, from a management
perspective, the outcomes of interest are the required
hours of nursing care and not the category of care;
and, second, categorical information has been
confounded by the introduction of care times that
reflect not only patient's demand for care, but how

the nurses will respond to the demand.

Thompson and Diers (1988) concluded that it is
entirely possible for patients to be assigned by the
elassaifieation innbruments teo the eame eategory of
care but require very different direct minutes of
nursing care from shift to shift or unit to unit or
hospital to hospital. All the patient classifications
systems must be associated with the measurement of
workload to be used for their major purpose which is
nursing staffing establishments. Time per nursing
task or patient indicator can be accumulated as total
required time per patient, they are then aggregated
for all patients on a given unit and converted into
full-time equivalent nursing staff. Both the Joint
Commission for the accreditation of hospitals in the
United States and the Canadian Council on Hospital
Accreditation have encouraged if not mandated the use
of patient classification systems for the planning and
allocation of nursing resources. While exact number
of patient classification systems presently in
existence is not known, Aydelotte (1973) reported
around 40 papers on Patient Classification and it is
likely that the number since then tripled or even
reached 4 or 5 times more.




82

Over the past 25 vyears, hospital classification
systems have received attention for the main purpose
of nurse staffing. Attention has ranged from basic
research to the development, refinement and
implementation of staffing methods utilizing various

patient classification systems.

In a survey on priorities in <clinical nursing
research, the need for vallid and reliable methods for
establishing nursihg staffing patterns ranked high
(Lindeman, 1974). Since the number of patients in a
ward may not be an adequate indicator of the demand
for care, grouping patients into categories that
reflect the magnitude of nursing care time provides a
more rational and sensitive approach for determining
the need for nursing care resources. Giovannetti
(1979) indicated that around 1000 hospitals in the
United States of America were using some form of
patient classification system. The majority of these
systems are based on a relatively small number of
approaches such as those proposed by Conner (1970},
Giovannetti (1973) and Jelinek et al (1973). While
these systems do not solve staffing problems, they
provide useful means for establishing an appropriate
baseline staff and for allocating adeguate nurses to
meet daily needs and fluctuations. Gradually,
emphasis shifted more to issues of how to select a
workable patient classification, rather than should

Patient Classification systems be used.

Aydelotte (1973), Abdellah and Levine (1975) and
Giovannetti (1978,1979) have recommended that certain
issues be addressed with regard to patient
classification instruments: continuous checking on
reliability, determination of the predictive validity;
and, increased sensitivity to patient differences.
Haas (1988) also commented that the state of current

literature does not indicate that these issues are
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receiving enough attention to stimulate true
innovation. Haas adds that "missing in the literature
is an appreciation of the fact that any classification
mode is merely a tool or instrument which has limited
measurement capability". A number of researchers
believe that the classification instruments do not
gquantify each nursing incidence or the ongoing cycling
of the nursing process (Haas, 1988; Alward, 1983;
Giovannetti, 1978).

In a study conducted nationwide in the US Giovannetti
and Mayer (1984) identified sixteen problems
encountered by nursing administrators using patient
dependency classifications. These relate primarily to
a lack of understanding of the principles of patient
classification and to inadequate implementation and
monitoring programmes. They suggested that a well
designed and implemented educational programme in
patient elassification system is erucial teo the proper
use of such systems and their survival. Moreover they
recommended the frequent testing of the validity and
reliability of those methods. Vandenkumar (1979) also
supported this notion and indicated that professional
judgment is a valuable and necessary component in the
patient classification process which should not be
over looked in the process of validity and reliability
monitoring. vandenkumar also commented that nurses
professional judgment has been found to reflect actual

nursing situation accurately despite its subjective

aspects. Interaction of Patient Classification
Systems with issues such as : reliability, validity,
user confidence, user acceptance, professional

judgment, education and standard of care as well as
ite contribution to staffing systems and cost
offective Patient Care were emphasized by Giovannetti
and Mayer (1984}.

Recognizing the considerably vast number of different




84

dependency studies the rest of this chapter reviews a
number of such studies. The purpose of this review is
to select the most appropriate methodology for

assessing nursing manpower in Bahrain.

PATIENT DEPENDENCY CLASSIFICATION METHODS

The Mersey Regional Health Authority (RHA) in the UK
began a nurse dependency project in April 1983. The
objective was to design a nurse staffing format, which
provides a scientific base for assessing nurse
manpower needs. 17 wards in three hospitals were
surveyed, workload index forms were completed daily by
tha RUrse 1 sharges ef the ward bstwasn 0j500am and
9:00am and names and ages of all patients in the wards

were listed.

Using nursing expertise, one of the five dependency
categories was ticked, Dependency 1 patient producing
a workload index (WLI) of 1, dependency 2 or WLI of 2
and so on. All five columns were added together to
give a total patient dependency or workload index for
the ward. Miller (1984), however, referred to some of
the problems attached to using dependency measures as
an empirical base for the staffing ratio in long stay

and continuing care cases.

Activity sampling was undertaken for two or three days
in each of the 17 wards, the activities were grouped
under the major headings of: direct nursing care,
indirect (patient related) care; domestic work,
miscellaneous, and non productive with a total of 40
activities. In Mersey's nurse dependency exercise,
only those nursing activities which were in direct
contact with the patient were understood to be direct

nursing care.
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The average percentage of time which nurses spent on
direct nursing care was 45%, while the average
percentage on indirect nursing care was 34% . The
combined findings in the respective wards represented
the degrees of patient dependency (in other words
workload index) and the nurse activity sampling
findings provided the base of the formula for

calculating nursing staffing levels.

While it has been indicated that the Mersey RHA Nurse
staffing Forxmula shows what exists rather than what
should be. Wiseman (1984) suggested the same number
of nurses for a general, surgical or medical wards
with the same workload index and average bed occupancy
as that in the Mersey RHA study.

In Psychiatric-mental health nursing, the challenge of
determining patients illness acuity and implementing
a patient «classification system is significant,
especially when most of the available patient
classification systems focus primarily on physical
nursing care activities that are easily observable and
quantifiable. It took Pardue and Dick (1986), one
year to develop a patient classification system for
their psychiatric nursing service department in the
health science centre teaching hespital in Galveston,
Texas. They used the patient classification form
originally developed by Schroder and Washington (1982)
after making necessary adaptations. The Patient
Classification and HNursing Care Hours Report form
developed was judged to be a valid and reliable method
for determining variations in patient's acuity and
subsequent nursing care hour needs. The form was also
found to be meeting the criteria identified by Unger
(1985) for classification systems.

Chagnon and colleagues (1978) developed a patient
classification system at the Sainte Justine Hospital
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in Montreal canada. They used the Project for
Research in Nursing (PRN 74) devised by Chagnon et al
(1975) for Pediatric Patients as a framework. The
instrument was developed in four stages: first a list
of all nursing interventions was compiled . This list
was then reviewed by more than 100 experienced nurses
who were asked to set up typical nursing care
programmes. The list of intervention was tested for
validity, specificity and exhaustiveness. In the
second stage each intervention was welighted
normatively in number of minutes to direct and
indirect care it required during a 24 hour periocd. 1In
the third stage, a number of patients were classified
according to their need for direct and indirect care
intervention over the 24 hours period. In the fourth
stage, classes were weighted in terms of direct and
indirect care intervention during a 24 hour period

using the formula:

S + (TUP)
P = —crwmm—m——-
T
where S = Patient Care Time
TUP = Task Unrelated to individual
Patients
T = Number of productive minutes

that each nurse can provided
during each shift.

the number of staff required "P" was calculated.

Compared to traditional methods, this method has a
number of advantages, namely that the primary
characteristic of this approach is its normativeness
as regard the list of interventions, their weighting
and the weighting of patient classes. Because the
instrument centres on care required not on care given,
it could therefore be applied to any hospital
settings. Another significant characteristic of this
classification is its objectivity as each patient was
classified on the basis of his total care demand
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calculated by totalling the weights of interventions

needed in his case.

NORTH WEST NURSE STAFFING LEVEL SYSTEM (CRITERIA FOR
CARE)

In an attempt to assess nursing manpower needs within
a framework of quality of nursing care and efficient
use of nursing time, the Criteria for Care project
was initiated. The project included assessment of
workload, analysis of nursing activity, the quality of
care being given and the current satisfaction of the
ward staff with their present levels of staff and

achievement of patient care.

The Criteria for Care system adopted the bottom up
approach and while it wused similar measures of
worklocad as other nurse manpower systems, it did not
differentiate between basic and technical care and
offered an objective measure of nursing care provided
within a described workload. Basically, Criteria For
Care addressed four main issues: how much time should
a nurse spend on direct patient care; how much direct
care should be provided to patients in a particular
dependency group; what ratios should be established
between the amount of direct care to be allocated to
patients in each dependency group; and finally, what
level and quality of care should be achieved? The
North West Nurse Staffing levels project originally
covered medical and surgical wards. In the peried
1979/1980 the system was piloted in 14 wards and
after further development, a full trial of the system

was mounted in Stockport in 1983.

Ball and Oreschnick (1986) described how they applied
Criteria for Care in North Lincolnshire. The study
was conducted in twenty one wards and the 9 wards

which scored between 65% and 81.9% were adopted as
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models from which the manpower planning tool was
determined. The mean average time spent on the direct
patient care in the four dependency groups and the
percentage of all nursing activity spent on the direct

care were estimated.

Ball and Oreschnick (1986) noted that "Patients needs
vary according to age, sex, class and factors which
contribute to their illness patterns and nursing
dependency". Accordingly, they were 1looking into
methods for determining nursing manpower which address
those changes in patient needs and which reflect the
impact of different variables on the needs for nurses.

In addition to using Criteria for Care to determine
the nursing establishment required to provide enough
staff for providing desired standards of care, Ball
and Oreschnick (1986) also assessed the changing
patterns and number of patients by using part of the

formula to create a workload index.

Workload assessment in North Lincolnshire began in
summer of 1984, it showed that in wards with same

number of beds and same daily mean average number of
patients, the workload was much higher in the wards
with more patients in the heavier dependency group.
Ball and Oreschnick concluded that the requirement for
nursing establishment is therefore different. While
the workload changed over the year of study, the
nursing establishment required was assessed by the
mean daily workload of the wards during that period.
Based on the changes in workload the assessed nursing
establishment either exceeds or is less than the needs

for the provision of quality nursing care.

Ball and Oreschnick accordingly suggested either
regulating the pattern of work in the wards or the

provision of flexible nursing staffing pattern to
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maintain the gquality of care throughout the year.

Ball (1987) presented the changes in workload indices
over the year along with the acuity per patient which
is calculated from the bed occupancy and workload
indices. Her presentation demonstrated that acuity
per patient occupied bed increased dramatically in
addition to the increases in bed occupancy. Ball
indicated that it is possible to use the acuity per
patient per occupied bed as a means to predict the
nursing workload resulting from changes in bed

occupancy, case mix or bed allocation changes.

Ball (1987) described the process of nursing care as
a dynamic activity which needs a dynamic model for
balancing quality with the needs of patients and the
available resources. Ball (1987) presented a model of
a nursing manpower and quality of care audit system
based on Criteria for Care (Figure 7).

Further she indicated that continuous monitoring of
workleasd, Aursing resources and gquality recquires graat
efforts from the managers, clinical practitioners and
education staff. She concluded that high quality
nursing care is not achieved with only deployment of
nurses to meet patient needs. The leadership of the
ward sister, the enthusiasm of the nursing team, the
support of the manager and the encouragement and
advice of the education sector were important factors
suggested by Ball for the provision of high quality of
nursing care. The use of acuity data in planning for
nursing requirements to matech changes in levels of
service and use of beds were also highly recommended
by Ball.

Among the many advantages of the Criteria for Care
system is its unique provision of satisfactory

objective data which assist in assessing and
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alleooating nureing regolvurces o meat the neads of the
patients,.

The Criteria for Care system of observation usually
produces adequate information on nursing activities
and the direct care given to a sample of patients in
each hospital ward. This, together with data already
gathered from patients dependency classification and
Monitor, can be used to work out the number of nurses
required to give a certain level of care to a defined

group of patients.

Studies of quality of nursing care and patient
dependency classification have received the overall
encouragement and support of the nurses. Gillet and
Flux (1987) attributed the commitment of the nursing
staff for such studies to a number of reasons such as
the opportunity given to nurse to be involved in
observing nursing activities, the quickness entailed
with enmlliestian af ifntermatlion  apd the aAResEl
incorporation of the feedback received.

Sharing of information between senior nursing staff
and ward staff also initiated negotiation and mutual
understanding and concurrence. Doubts, however, have
been raised regarding the objectivity of nurses
studying nurses. Nurse researchers however believe
that this is the strength of such studies where the
information obtained 1is credible and acceptable
(Gillet and Flux, 1987; Young, 1986).

THE CHELTENHAM METHOD

Over the last sixteen years, a number of methods have
been used throughout Gloucestershire, England, for
estimating the number of nurses required in a ward, a
unit or a hospital. These methods fall in the four

main known approaches: Norms, Statistical Analysis,
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consultative, and Patient Dependency Classifications.

In 1982, the reorganization and restructuring of
Gloucestershire health services provided the setting
for a nursing group to assess critically the current
position of estimating nurse requirements in
Cheltenham, Gloucestershire. The main aims and
objectives of the Cheltenham Project as listed by
Bloore (1984) were: to develop a total nursing
philosophy for +the district and to introduce a
comprehensive system for defining and monitoring
standard of care as well as assessing nurse staffing
levels based on patient classification and workload

indices.

The ultimate objective was to introduce a fully
computeriged system providing nursing care plans,
assessment of nursing workload, comparisons of supply
and demand, nursing costs by ward, patient, specialty,
disease, and assessing future staff training needs.
The project began by dividing the nursing workload
into five categories; basic care, technical care,
administrative duties, domestic activities and
miscellaneocus activities. The study was undertaken in
a number of stages which were listed in the Step-by-
step Cheltenham Nursing dependency Study Guide
(1982). A list of basic care activities was defined
together with the number of nurses required to
undertake each activity. Nurse time for each
activity was also agreed upon either by consensus or

check study.

Technical care activities and times were similarly
defined. This activity list was then used as a basis
for a data collection sheet. Nurses recorded the
number of times each technical care activity was
performed for each patient during a two weeks period.
At the same time certain factors were considered daily
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for each patient in order to categorise them into one

of five dependency care groups.

Wards profile were then prepared; analysis of the
technical care data revealed the proportion of
patients receiving each activity within each care
group. Using this analysis together with the ward
profile information, a technical care profile for each
of the care groups was produced for every ward by both
day and night duty.

The next stage was to consider an acceptable standard
of basle care. This was achieved by examining the
bBaale vare aativity list for each of the eare groups
in turn. The frequency of occurrence of each activity
by day and night within each care group was agreed by
the working group. The proportion of patients
requiring each of these activities was identified by
analyzing the patient categorizing forms; for example,
25% of patients in care group two required one nurse's
assistance for mobilization. The accumulation of
this data produced a 'basic care profile! for each
care group for every ward by day and night duty.
Administrative duties were also listed under two
headings, constant and variable, and notional times
for each activity were agreed upon either by consensus
among the group or by check study. This stage presents
an ideal opportunity to examine critically any duties

which could be done by non-nursing staff.

All the identified nursing workload for basic,
technical and administrative duties together with the
percentage contingency allowance for domestic and
miscellaneous duties were totalled for each care
group. This gave an average nurse time required for
day duty and for night duty to provide the acceptable
standard of care defined by the nursing staff.
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Observational studies were also carried out to
establish the nurse time involved in the care of
different types of day case patients. This identified
the average nurse time per day case for each

speciality.

An information system was then compiled, consisting
of the daily category form with the nursing workload
calculation form on the reverse side. Patients were

categorized at a suitable time each day, based on
thelr projected nursing needs for the next 24 hours.

The anticipated number of day cases was also recorded,
and the number of patients identified within each care
group was multiplied by the appropriate nurse time
regquired for day duty and for night duty for each care

group.

Each day case patient was also assigned the
appropriate nurse time. These figures were added up
to produce the total nurse hours required for day duty
and for night duty. fThese hours were then compared
with the anticipated hours availlable from duty sheets,
and a surplus or deficiency in nursing staffing could
accordingly be 1identified. At this stage the
previously agreed minimum nurse hours required for the
safe and practical running of the ward were taken into

account.

At the end of the 24 hours period the nursing officer
completed the 'action' section of the form indicating
the action taken to redeploy staff according to need.

At the end of each month the nursing workload
calculation forms were summarized and a required whole
time equivalent nursing establishment was produced.
An allowance of 21% was added to account for holidays,

sickness and continuing education involvement. This




85

figure was then compared with the current staffing

establishment.

The Cheltenham system gives the total number of
nursing staff required per duty shift, it however,
does not give any indication of the grade or level of

the nurses needed.

In theilr outline of the development of Cheltenham
system Bell and Storey (1984) indicated that locally
it was felt that the Cheltenham Project was an
analytical approach to patient care which
substantiates professional judgment and fulfils
numerous set objectives. They described it as a
"hottom up" method based on acceptable standards of

care and not a method imposed on nurses form above.

Bloore (1984) indicated that the Cheltenham System was
an attempt to define standards of patient care while
taking account of their physical, mental, emotional
and spiritual needs. She recommended the system for
its marketable value and wide range application. The
DHSS Financial Information Project Team (1984}, have
undertaken some validation studies on the Cheltenham
project methodology to test its credibility as a tool
for the measurement of workload. Reliability testing
studies have also been undertaken to demonstrate the
accuracy of patient categorization. The Financial
Information Project Team (1984) have developed a
computer package. A pilot study using this package
was undertaken in one ward at Cheltenham. Further, the
Nurse Manpower Project for the NHS Management Inquiry
(1984), reviewed the Cheltenham system along with six
other methods and concluded that such "bottom up"
approach was an acceptable basis for nursing needs

assessment.

In conclusion, the Cheltenham System for calculating
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hospital nurse staffing levels is an analytical method
of assessing levels of patient dependency on the
nurse. The system uses a range of physical and
psychological indices, it also uses the identified
nursing workload within specific care groups to
estimate the number of nurse hours required to deliver
an acceptable level of care based on professional
judgments. As Bloore (1984) commented the Cheltenham
method was devised to provide analytical support for

subjective views and professional judgement.

GRASP

In the early seventies, a group of nurses in a
paediatrice unit at the Talmadge Memorial Hospital in
the United States attempted to prove that paediatric
units require more nursing care and consequently could
be understaffed. The results of their efforts was a
system named PETO (from the initials of the
developers' surnames). This proved effective not only
as a workload indicator, but also as a means of
increasing the guality of patient care and staff
satisfaction. Several years latter, the director of
nursing secured a grant to evaluate the system and
explore the possibility of its adaptation for wider

hospital use.

The study lasted for three years and was conducted in
Grace Reynolds Hospital. The result was named GRASP
(Grace Reynolds Application and Study of PETO).

The GRASP manual was published in 1978 and the system
has since been adopted by more than 500 hospitals in
the United States and Canada with beds ranging from
25 to 1000 providing acute, long term and speciality

care.

Mayer (1984) described GRASP as an attractive method
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for its simplicity and flexibility, it differs from
other patient dependency approaches as it does not
classify patients into one of four or five dependency
groups. Instead, 1ts workload measurement tool
permits an accurate assessment of the numbayr of hours
of nursing care each patient will need each day.
While such individualized data provide the best
possible basis for patient distribution, staffing,
guality assurance, budgeting and cost accounting, yet
the dally assessment takes less than one minute a

patient.

Perhaps the key discovery of the GRASP research was
‘Pareto's Law applied to nursing activities. Pareto's
Law describes the phenomenon where a relatively small
number represents the vast majority. The study showed
that of the hundreds of possible direct care nursing
activities, in average 40 to 50 will account for 85%
of the nursing time provided to any given patient.
This means that a tool incorporating these activities
could be developed and used to predict accurately the

nursing time reguired by any given patient.

The significant nursing activities and their
associated time values are usually determined by two
principle ways: by study and by consensus. Nursing
activity studies entail 1listing all possible unit
activities and collecting data (usually over a two
week time period) in order to establish how often each
activity is repeated over 24 hours. These frequency
data, when combined with an eétimate of the time
required for each activity, yield the total amount of

nursing time spent on that activity in 24 hours.

The consensus (or delphi) method is used where there
is a sufficient pool of knowledge or experience from
which reasonably accurate estimates can be made.
Regardless of the method used to determine the
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significant nursing activities and their associated

times values, the time values are compiled as follows:

1. The estimated or measured (clocked) time is
increased by a small margin to account for
fatigue and delay. An accepted industrial
standard is 12% over the clocked time.

2. The times are then multiplied by the
frequency of the activity in 24 hours.

3. The times are adjusted to account for the
activities which are not listed. So if
listed activities represent 85% of the
total nursing time, each listed time value
in (2) above will be increased by the

appropriate amount by dividing by 0.85.

4. All times are then divided by six (minutes
in a tenth of an hour) to reduce time

values to tenths of hours.

Having obtained the total nursing hours required by
the patients in a specific unit, the number of

required nurses could be calculated.

Mayer (1984) who has been directing the GRASP system

since its inception listed a number of advantages for

its use which included: workload management,
allocation of nurses, quality assurance, cost
accounting, budgeting, patient admission  and

distribution. She indicated that GRASP is a proven
method of measuring and managing nursing workloads.
It has been particularly well accepted by nurses
because of its individualized care assessment and
straightforward logic. The system's common
denominator of required nursing hours is a precise and

common language for communication between nursing and
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other hospital departments. This is vital for coest
analysis, funding requests and management decisions.

HURST AND COSTIN

The Hurst and Costin (1987) approach is generally
following the task-oriented systems whereby the
workload measurement design evaluates tasks that a
nurse in a community performs in providing patients
care. It also identifies how much time is required to
complete each activity. The total time required for
all activities is then converted into whole time
equivalent. A patient care assessment chart is used
to determine the time required per patient for
specific curative, preventive and assocliated work
nursing activities. These activities are converted

into hours of nursing regquired.

The Hurst and Costin approach proved to be effective

for the following reasons:
* It is simple and easy to monitor.

* It requires no additional personnel
to complete the nursing activities

assessment forms.

* It is acceptable to primary health

care nursing administration.

* can be performed manually although
computer programme is possible to

develop.

Oof the many published papers reviewed, little
criticisms have been made of Hurst and Costin (or
similar approaches), however, the system(s) can be

criticised in the following manner:
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Hawthorne effect, this approach lead
to some behavioural change, for
example, nurses under observation
may change their behaviour in

providing patient care.

This approach does not attempt to
assess the quality standards nor
does it differentiate among the
levels of care rendered by a staff
nurse, practical nurse, midwife or

aide.

Ccertain tasks must be performed by

certain skilil level.

This approach was easy to implement

and not time consuming to operate.

There have been other problems along the way such as:

*

The possible under or over reporting
of activities which may lead to an
exaggerated time required  per

patient.

Also, many nurses under observation
could have been intimidated by the
observers if the study objectives
questioned the number and mix of the

nurses.

Tn the researcher's view however, the success of this

approach have been major. While the system intended

to measure time required per patient and then convert

the total time into whole time equivalent, the system

affected the entire Primary Health Care Health Centres

operation and morale of the nursing personnel.
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ABERDEEN FORMULA

The Aberdeen Formula resulted from studies carried out
in Scotland over several years beginning as early as
1963. Basically a standard of nursing care was
defined for a totally helpless bedfast patient in
relation to physical procedures and their frequency.
patients were classified according to a five category
scale. Activity sampling was undertaken on work done
by the nurses. Attempts were made to relate
dependency categories to the time spent on basic

nursing.

For example in medical and surgical wards the basic
nursing time for a typical patient in each category is
expressed as a fraction of the time for a totally

helpless patient as follows:

Category Description Category Dependency
Label Weighting
Totally helpless patient A 1.00
Partially helpless patient B 0.80
Patient who is not helpless C 0.75
Semi-ambulant patient D 0.35
Totally ambulant patient E 0.30

With a knowledge of the dependency weightings, any mix
of patients can be converted into the equivalent
number of totally helpless patients and then the
weekly hours of care can be computed, provided a basic

figure is agreed for a category A patient.

The total number of nursing hours per week were
calculated as the sum of Dbasic care hours,
administrative, domestic and miscellaneous time spent
in nursing care. To simplify the calculations, the

Aberdeen researchers found that in wards of the same
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specialty, typical "mixes" of patients existed, giving

similar average dependency levels.

This allowed for replacing the classification of
individual patients by patient-by-patient
classification and hence time allowance, with an
average factor for the speciality, and hence an
average time allowance for each patient. Thus the

Aherdeen Formula is as such :

W

N x [Fx (B+T) + A + D + M ] where

W = average weekly nursing workload in

hours.

N = average number of patients on ward

F = patient dependency factor for ward

speciality.

B = time in hours per week required to
maintain the standard of basic nursing
care for a totally helpless bedfast
patient.

T = time required for technical nursing
of the ward speciality expressed as a
percentage of the time spent on basic

nursing.

A = time per patient per week for

administrative duties.

D = time per patient per week for domestic

work

M = time per patient per week for

miscellaneous duties.
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Goldstone (1980a) suggested that the Aberdeen formula
may be more useful for region-wide planning than for
day-to~day management at local level. He commented on
two main aspects of the Aberdeen Formula. First, he
indicated that since the technical care is worked out
in a fixed ratio to basic care, a wrong basic figure
could lead to a wrong technical figure even if it is
assumed that the ratio is acceptable. Second, he
stressed the fact that there is absolutely no way of
knowing from the published data in the Aberdeen
Formula whether the ratios of 1.0, 0.8, 0.75, 0.35 and

0.3 are really correct.

South Tyneside AHA conducted an evaluation of the
Aberdeen Formula in 1977. While there were no problems
in assessing patient dependency using the Aberdeen
characteristics as guides, the mix of dependencies
for specialities however, varied markedly from the
Aberdeen values. Since variation occurred within
specialities, it was felt that the concept of a
typical "dependency" mix for the speciality was not

valid in South Tyneside.

Since the original Aberdeen Work, a number of
publications presented some updated values of times

spent on basic nursing and dependency factors.

Tn 1978 a more successful application of the Aberdeen
Formula was made in Dyfed covering four wards: General
surgery, orthopaedic, medical and leong stay geriatric.
Mackley (1984) defended the Aberdeen Formula by
stating "ironically this patient dependency method
for predicting staff requirements has drawn attention
to itself primarily because there is so much substance
to it". According to Mackley (1984}, the Aberdeen
Formula's greatest strength lies in the simplicity,
practicality and negotiability of its results. While

a number of academicians criticized it, it is still
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used in Scotland and by the Northern Regional Health
Authority in England.

In a paper abridged from his Ph.D thesis Gault
(1982) ,criticized its technical, methodological and
philosophical aspects.He drew attention to the severe
theoretical limitations imposed by statistical
analyses as opposed to professional judgment.

Mackley (1984), however, indicated that despite
criticism from academics and researchers, the Aberdeen
Formula continues to find favour with nurse managers
in practical situations and remains a successful
attempt in amalgamating nurses’ judgement and
objective data in a practically useful form.

TELFORD METHOD

The work of Telford (1979) started from his belief
that the ratio approaches are crude and the
sophisticated methods demand time and effort in
addition to their poor acknowledgement of the
psychological elements of care. Telford based his
work on the ultimately subjective nature of
professional judgements. Ward staff arxe called upon
to set acceptable levels of staff for morning,
afternoon, evening and night duty for each day of the
week, Nurses had to justify the cases for particular
staffing level and pattern they propose. It is this
structured justification which is the foundation of
Telford's approach. Nurses hours agreed upon were
then converted into whole time equivalents and grading
patterns agreed upon. Allowance of 20% was added, the
allowance was standardized to 20% for all grades of
nurses and this was made of the following components:
annual leave 13%, sickness 6% and inservice education
1%
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Once the units are summarized, the actual and amended
figures are discussed among senior nursing officers
and consensus reached. Telfold (1979) has commented
that since his method is an exercise by nurses on
behalf of nurses, it is very realistic and
professionally acceptable. Nevertheless Telford
method was criticized by administrators and hospital
managers as a subjective system which depends mainly
on nurses judgments which could be prejudiced and
ambitious.

THE BRIGHTON METHOD

While recognizing the fact that so much research has
already been made in the area of nurse manpower
requirements, Waite and Hirsh (1986b) indicated that
none of the available methods could answer all the
questions. While criticizing the dependency methods
as limited, complex, costly and time-consuming, they
also believed that the norms type of "One Nurse to Two
Beds" were too simple and the professional judgment
methods unacceptable outside the nursing professions.
Nevertheless they used the professional judgment of

nurses as developed by Telford.

The Brighton Method (1986) was therefore an extension
of Telford's Method where the researchers attempted to
prove the reliability of professional judgment and
extend it further to tackle a number of nursing
issues. Nurses were asked to make their judgments
about staffing needs at the end of specified periods.
Specifically they were asked how many nurses Wwere
regquired to carry out the work safely and acceptably.
Measurements of workload (number and dependency of
patients and movement in and out of the wards) were

also recorded.

Judgments about the number of nurses required at each
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time of the day were turned into whole time equivalent

using the calculation formula developed by Telford.

Since the authors found out that patient dependency
measures add only 10% to the explanatory power
provided by bed occupancy, they used checklists which
include assessments of how much nurse assistance a
patient reguires for mobility, hygiene and feeding as

alternative.

In summary, the Brighton method included the following
stages: defining workload groups for each nursing
speciality, recording number of patients, soliciting
subjective judgment of staff needed to provide
acceptable level of care, calculating establishments
and using regression to check reliability of judgment
and for producing estimates of WTE for individual
wards. Waite and Hirsh (1986) described the Brighton
Method as easy, flexible, cheap and not time

consuming.

N H P P (NURSING HOUR PER PATIENT)

Reid and Melaugh (1987) described a simple index
which summarizes the nursing hours available per

patient on a daily basis.
The basic equation they used for Nursing Hours Per
Patient (NHPP) was:
Nursing hours
Number of occupied beds.
For day activity they used the formula:

Day Nursing Hours

Number of occupied beds.
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and for night nursing staff they used the formula:

Night Nursing Hours
Number of occupied beds.

The index was considered a crude indicator of ward
activity, the major limitation being that it measures
the hours available and not the care delivered. It
could be useful in stimulating scrutiny of the way in
which staff are allocated relative to occupied beds
and to explore whether the current allocation is best

meeting the need.

A survey conducted by Barr (1983) provided Nursing
Hours Per Patient Day (NHPPD) ratios for acute
psychiatric and psychogeriatric wards in Northern
Ireland. The results demonstrated very considerable
variation in NHPPD in acute psychiatric wards. Reid
(1985) used the data collected in a study of nursing
training in Irish hospital funded by the Northern
Ireland Council for Nurses and Midwives. She analyzed
the data collected on staff hours and bed occupancy in
24 medical wards in 12 hospitals located in four area
Boards to calculate the Nurse Hour Per Patient Day
ratio (NHPPD).

From the results obtained Reid (1985) was able to
suggest that the NHPP index may aid constructive
investigation of staffing levels at either ward level,
unit level, hospital level or regional level. One
immediate criticism which was stated by Reid (1985)
was that +the index did not account for patient

dependency.

Since the index also provides the average nursing
hours per patient, it also may not take account of
patients with particular nursing needs. Reid (1985)
argued on the hypothesis that a greater level of
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available nursing hours per patient leads to a greater
number of hours actually delivered to the patient.
She based her argument on the findings she obtained in
the context of nurse training whereby she proved that
greater staff-student ratios did not necessarily lead
to greater staff student contact because the extra
nursing hours available for supervision of learners
were not deployed in that way. It 1is therefore
important to establish that extra nursing hours
available per patient does in fact lead to extra care
for patients. That care should not only be for the
patients in greatest need but also of the right kind

and extent.
NURSSYS R

McGratty (1985) developed a system for nursing
staffing which was called NURSSYS R. The system is
mainly a worksheet developed for the nurse in charge
of a ward to specify one day in advance how many
nursing hours would be regquired to provide nursing
care in that particular ward. The sheet lists the
status of all the patients who will be in the ward
next day, along with their dependency status: self
care, low, medium or high dependency. Alongside the
dependency rating is listed the number of patients on
the ward for 24 hours. The sheet also includes number
of current patients, number of admissions, number of
discharges, number of patients going to operating

theatre and those returning from operating theatre.

The information collected by the nurse in charge is
then entered into the computer which calculates
requirements for the next day and the actual staff
available. staff required and available are then
compared and any short fall or over staffing are dealt
with.
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While McGratty (1985) describes the system as very
effective in forecasting nursing requirements, the
system did not yet gain the attention of researchers
as other systems and methods have. This is mainly due
to its predictive approach as compared to more

realistic findings obtained in other methods.

Inspite of the number of methods 1illustrated,
determining nurse staffing requirements continued to
be an issue of debate and argument. Bagust and
colleagues (1988) indicated that in spite of the 20
years or even more of nursing research worldwide there
is not yet even a broad consensug on how to determine
nuraa Btaffing rgquirementga

This fact was very alarming to the DHSS in the United
Kingdom who advised nursing managers in 1988 to
rectify that shortcoming as soon as possible. 1In the
North Western Health Region, district general managers
responded by asking a sub- group of DGMs and nurse
advisors to review available methods and suggest

assessment tools for nursing staffing.

It advocated that two existing methods had strong
support in the region, the locally developed "Criteria
for Care" dependency method and the "Brighton" method
based on nurses professional Jjudgments. It was
decided to undertake a direct comparison between the

two systems.

A 12 month study was initiated by the DGMs, staff on
20 wards selected from five districts were involved in
data collection. The two systems examined appeared to
suffer from short-comings: on the one hand, the
Brighton method was crudest as giving unrealistic
inflated figures which reflect the ambition of the
professional nurses rather than the actual numbers
needed. On the other hand it was felt that "Criteria
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for Care" depends heavily on identifying a suitable
model ward as a standard to set for other similar
ones. The choice of a model ward is therefore
critical to the method and variations in results could

be obtained.

The two methods produced estimates of nursing staffing
needs on the same surgical ward with a wide variation.
These variations led North Western Regional Health
Authority to search for an alternative approach which
could be simple, realistic and reliable and at the

game time makes the best use of the data available.

By considering the occasions when a target good level
of care was achieved a straight forward relationship

between nursing hours and simple workload was studied.

A number of advantages were quoted for the formula

which included the following:

- it does not involve complex dependency
assessments - because dependency is
adequately represented by the equation's

factors;

- all the data required are readily
available, with little or no extra work

required of ward staff;

- it reflects a target good level of care, as

identified by nurses; and

- it represents realism, by relying on the
actual staff members rather than

aspirations.

The formula was applied to the 20 surveyed wards and
the results demonstrate that in total, staff members
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are close to the target level. Mismatches, however,

between workload and staff from unit to unit, ward to
ward and day-to- day were evident,

The district general managers of the North Western
Health Region have adopted the formula and funds were
allocated for developing the method for possible wide

application.

It is important to recognise at the outset that each
of the methods discussed in this chapter has been
developed with different purposes and objectives in
mind. In this chapter the focus is mainly on the
possible use of these metheods for estimating nurse
requirements. the methods discussed fall into two
categories. The first category consists of "hottom
up" methods, these are methods in which nurse manpower
requirements are directly related to tasks or
activities at ward level. The "bottom up" methods
include Criteria for Care, Cheltenham and Grasp. The
second category consists of "top down" methods, these
are methods in which nursing manpower is statistically
related to cost or measures of activities. These

methods include Aberdeen, Telford and Brighton.

A summary of key features of each method discussed in

this chapter is presented in Table 7.

NURSING QUALITY ASSURANCE METHODOLOGIES

As Goldstone and Ball (1983) indicated, quality of
nursing care is hard to define and measure. They
believed that the extensive work in the US on
measuring gquality of nursing care merited further
development in the U.K. Goldstone and Ball (1984)
stressed that nursing manpower needs are contingent on
two principal measures: the amount of workload to be

serviced and the level or guality of care to be
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provided. In reviewing a number of mathodologles for
assessing the quality of nursing services, Harvey
(1988) indicated that in quality assurance, there is
a choice between selecting an established measure
anddeveloping local initiatives. She added that there
are a number of problems associated with using
established instruments to measure the quality of

nursing care.

Glovannetti, et al (1986) also argued that there is
insufficient testing of instruments for validity and
reliability. Ventura, et al (1982) showed that there
are Jlow correlations between guality rating on
different instruments. Kitson and Harvey (1987)

mentioned the four most common guality assurance tools

used by nurses: Monitor, Audit, Patient Ssatisfaction
Systems and Quality patient Care Scale (Qualpacs}.
Two of these, Monitor and Quality Patient Care Scales

are now discussed.

NURSING CARE INDEX (MONITOR)

Monitor was the first global evaluation tool for
measuring the quality of nursing care in the U.K. It
was developed in 1983 by Goldstone and Ball as part of
the <Criteria for Care Project. Monitor is an
adaptation of the Rush Medicus instrument which was a
major study conducted jointly in the USA in 1972 by
the Medicus Systems Corporation of Chicago and Rush
College of Nursing and Allied Health. Monitor was
originally developed for use in dcute medical and
surgical wards and consisted of two separate parts:

patient monitor and ward monitor.

The reasons given by the developers of Monitor
Goldstone and Ball, for choosing Rush Medicus
inetrument as a guideline were: its broad content,

coverage and philosophy and the possibility of using
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it as a decision making tool. 1In Monitor the criteria
for measuring quality is based on the extent to which
the nurse concentrates on patient needs. The criteria
for assessing the implementation of the care plan
depends on checking that care is provided according to
that plan. Evidantly tha plan was based on the
assessment of needs and problems.

The major components of Monitor are: planning nursing
care, meeting patient physical needs, meeting patients
non physical needs, such as psychological, emotional
and social support, and finally evaluation of the
nursing care. Therefore, Monitor is basically a
ceries of checklists which attempt to investigate the
level of nursing care provided. This covers the three
major components of the nursing process: planning of
the nursing plan, implementing the nursing plan to
meet the patients needs and evaluating the nursing

care.

Goldstone and Ball (1984) believe that Monitor is a
very successful index of care which is very useful in
deciding on the number and deployment of nhurses.
Recently this tool has been modified to a number of
clinical settings and specialities such as care of the
elderly (Goldstone and Maselino, 1986) and district
nursing (Illsely and Goldstone, 1987).

In his assessment of Monitor, Walker (1985) referred
to the benefits of using Menitor in asgessing tho
level of nursing care. He described it as a useful
tool for evaluation of nursing care with particular
emphasis on the standard of record keeping. Walker
commented that by seeking the answers from a variety
of sources such as nurses, patients, records,
environment and inference, Monitor suffers less of
subjectivity than other gquality based measurement

systems and is more realistic.
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Birch (1986) described Monitor as a system which gives
the ward manager the opportunity to describe the
acuity of each patient, the workload and the manpower
required to achieve a prearranged level of guality and
the appropriate staff mix. Birch also commented that
there is a growing evidence the instrument will be
able to combine all health care components: medical,
allied health and nursing into a single unitary
dencmination. Walker (1985) indicated that Monitor
has received positive and negative criticism from a
number of researchers. For instance Pullan and
Chittock (1986) described it as a most useful tool
which is capable of influencing nursing practice,
management and education. Barnett and Wainright
(1987), however, questioned the wvalidity and
reliability of the tool and Whelan (1987) highlighted
the potential for observer bias, Hilton and Dawson
(1988) raised doubts about the philosophy of Monitor
since it is based on a nursing process framework and
yet claims to be applied to task-oriented nursing.
Brittle and Marsh (1986) criticised the reliance on
patient satisfaction and nursing records as opposed to

direct observation of care.
QUALPACS

Qualpacs, or the Quality Patient Care Scale, was
developed at Wayne State University and is mostly
derived from the Slater Nursing Competencies Rating
Scale (Wandelt and Ager, 1974).

The main difference between the two is that the Slater
scale assesses individual nurse performance by
focusing on nurse-patient interactions and
interventions by nurses on behalf of patients.
Qualpacs, on the other hand is designed to measure the
guality of care received by patients and the final

score is a measure of the quality provided by a ward
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monitor productivity levels, to predict and justify
staffing needs and to assist in the budgeting process
of their divisions. Patient classification systems
have become part of the standard operating procedures
of most health institutions, whether adopted
voluntarily to predict staffing needs and or as
measures of productivity or to achieve and maintain
accreditation. They are becoming the methodologies
used by departments of nursing to define, implement
and maintain a "system for determining patient
requirements for nursing care on the basis of
demonstrated patients needs, appropriate nursing
intervention and priority of care" (Joint Commission
on Accreditation of Hospitals, 1983).

This chapter has reviewed the development of patient
classification methods. A brief description with a
critical overview of the major patient classification

methods was presented.

The next chapter will discuss the two methoeds
selected and used for assessing nursing establishments
in primary and secondary health care setting in

Bahrain.
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CHAPTER BIX

METHODOLOGY
INTRODUCTION

Tn order to select the best methodology for estimating
health manpower dJemand, four key areas need to be
considered. First, particular consideration should be
paid to whether the objective is to project the
continuance of a historical trend or is the turning
point for some change in a basic pattern. Second, the
researcher should look at the level of accuracy
desired versus the cost allowed by budgetary
constraints. Third, the amount of historical data
currently on hand, the extent of the data, and how
much it would cost to collect more data, should also
be considered. The final consideration is the amount
of time required for preparing a forecast, versus the

urgency of the current need for projections.

Historically, future staffing needs in health sectors
have been assessed by a number of approaches such as
use of projections based on historical data, use of
comparative statistical data, performance indicators,
use of formulae within some form of modelling and use

of purely subjective professional judgements.

In the field of Nursing, Mackley (1984) suggested the
following selection criteria: the availability of
objective evidence to support the method chosen; the
effectiveness of the method; and, the acceptance and

application of the results obtained from any of the
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methods. In looking for a method for determining
nursing requirements nurse researchers were concerned
about meeting the following basic criteria which will

enable it to be accepted:

- The system must produce the main elements
of any staffing reguirement and indicate
the number of staff required, and the
tbalance' of grades of staff within the

local situation.

- Allowances and amendments for sickness,
absence, holidays, inservice training and
nursing education, must be taken into
account and realistic adjustments made in

numerical terms.

- The system should be flexible, usable in
all elinical situations, and able to accept
local policy constraints.

- Simplicity must be a part of the system,
for nurses generally prefer straight
forward system, rather than complicated
academic approaches which involve a great

deal of paperwork.

Acceptability must be a key factor, not only to staff,
but also to staff organizations and to management.
This measure of agreement is vital in the present
industrial and financial climate. The system should
also be economic insofar as the expense of putting in
the system must be minimal and the result must be

realistic and attainable.

Malin (1986) suggested that the most sensible course
of action in selecting a method for assessing nursing

requirement would be to start with simple methods that
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were readily understandable and acceptable to all
those involved, and in a staged manner refine the
method to cover any major shortcomings that might

become apparent.

She believed that starting with an initial simple
method is by no means a regressive step. Telford
(1979) has also made a similar remark indicating that
"There may be an initial impression that solutions to
the nursing problems can be produced merely by
calculations, and that the ‘'objective' methods are
more appropriate. It does not take long however, to
make a user aware of the fact that this objectivity is
more apparent than is real, for in each situation
professional judgements are always exercised at some

stage or other of any assessment".

Barr (1982) discussed the seundness of using vary
simple measures as basis for improving nurse
deployment strategies. He concluded that the
*argument used to encourage administrators away from
the use of occupied beds as a measure of workload
could well have been something of a red herring.
While it is certainly true that this ignores the
severity of the condition of the occupants, the
allocation of staff is apparently so bad that the use

of the simpler measure would pay dividends".

One could conclude therefore that there is no single
method for determining nurse requirements which gives
the right and exact answer to the question of how many

nurses are needed.

Hall (1974) stressed that there is no one
methodological approach for the estimation of health
manpower requirements which is best for all country
situations. Each country must therefore select

approaches that are suitable for its own needs and
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conditions. Alternatively it has been advocated that
different approaches might be required for strategic
purposes on one hand and operational planning on the
other hand. In general, different approaches might be
required for different problens. A systematic
approach nevertheless, has the desirable effect of
promoting the efficient and effective use of nursing
resources by providing an opportunity to review and

challenge existing practice.

SELECTION OF THE METHODOLOGY

In Bahrain, research in the field of nursing manpower
is very limited. In fact this study could be
considered the first of its kind in the field of
nursing  manpower in the State of Bahrain.
Accordingly, looking for a methodology that could be
applied in Bahrain and that would produce results
reflecting the existing asz well as futuristic
situation of nursing manpower establishment was deemed
necessary. Following a detailed and extensive
literature review of available methods for determining
nurse manpower needs, it was decided that those
methods based on Patient Dependency Classification

were the most appropriate.

Through centuries, hospital patients have been
classified primarily according to their medical
diagnosis or intervention, age and sex. More
recently, categories have reflected the acuity of
i{llness and type of care needed. During the last 35
years or so, patient classification has acguired a

more specific meaning for nursing administrators.

Nagaprasanna (1988) conducted a study to gather
information regarding patient classification systems
currently available in 251 hospitals in the U.S. His

study showed interesting results indicating that 21%
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of the hospitals were basing their nursing allocation
upon hours per patient day, 4% on number of patients
per full time nurse and 75% were using patient
classification systems. The majority of the hospitals
using patient classification systems indicated that
they have adopted and modified commercial systems
before implementing them. As for the degree of
satisfaction with the patient classification systems,
63% were satisfied and 38% were not satisfied even
though they have been using them for several years.
While 55% of the hospitals were using 4 categories of
patients, 22% were using 3 and 23% were using 5
categories. 60% of the hospitals were classifying
their patients daily and 40% according each shift.
While 54% used computerized patient classification
system, 46% were using manual. As for the number of
personnel needed to maintain the system more than 50%
indicated that the system needs one full time
equivalent, the others indicated that between 2-3 full
time equivalents are needed. When it came to rating
the system in regard to acceptance by nurses, and by
hospital administration, reliability, and ease of
classification, the latter was the highest rated
factors with the other factors rating equal. As
concluded by Nagaprasanna (1988), the present demand
for patient classification systems within the nursing
profession suggests their importance and value in
assisting with the difficult and complex problem of

nurse staffing.

The objective was therefore to select a method that
would address a number of issues such as: how much
direct care should a nurse give to patients in a
particular dependency group, what percentage of her
time should she devote to direct care, what is the
ratio between the time of direct care given to
patients in each of the dependency groups and finally

to identify nurse establishment in primary and
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secondary health care settings in Bahrain. Criteria
for Care (Ball, Goldstone and Collier, 1984) was found
to address these issues, having the advantage of being
easy to use and clear to relate to the nursing
situation in Bahrain. The decision was made to use
the method, and permission from the authors was

obtained.

Since the validity and reliability of the method has
already been measured, it was felt that it is best to
apply the method with minor modification. As a
detailed discussion of Criteria for Care is given in
Chapter 5 (page 87) what follows is an overview of the

main components of the system.

CRITERIA FOR CARE

The system includes five major components:
- Ward Profile Questionnaire
- Patient Dependency Classification

- Nursing Activity Sampling (all nurse

activity and direct care assessment).
- Nursing Care Index (Monitor)
- The Satisfaction Questionnaire

The components are discussed in turn. However, the
Nursing Care Index (Monitor) is discussed in Chapter
5, page 114 in the context of an overview of patient
classification. Similarly, the Satisfaction
Questionnaire is discussed on page 142 in the context

of the Nursing Requirement for Bahrain.
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THE WARD PROFILE QUESTIONNATRE

A questionnaire is distributed to each of the wards
being studied to gather information on current working
pattern prior to «conducting the study. The
information covers areas such as number of available
beds, type of speciality, number of consultants,
nursing hours worked, number and time of shifts, ward

organization and so on.

Patient Dependency Classification

Patients are classified daily into four dependency

categories depending on the nursing care they require:

Minimal or Self Care ... Dependency Category - I
Average Care ... Dependency Category - II
Above Average Care ... Dependency Category - III
Maximum Care ... Dependency Category - IV

The categories are defined by the use of specific
determiners of patient dependency based upon four
major components and two additional determiners.
Details of the guidelines for selection of
classification determiners are given in Appendix A,
volume II. The four components of feeding, mobility,
personal care and nursing attention are further broken
down into individual determiners which reflects the
patient's degree of dependency upon nursing staff for

the provision of that care component.

Each component has a number of determiners which are
classified into a scale according to the amount of
nursing involvement required: A = minimal, B =

average, C = above average.

The two additional determiners include inveoluntary

drainage and or major intervention in the patient
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situation and both are scaled at C. A special form is
used which 1lists the names of the patients, the
components and determiners. The patient is given a
score for each of the main components and two
determiners. Classification is done daily and
preferably at the same time each day. The scores for
each patient are totalled and the patient's dependency
is identified according to the following criteria and

entered in the appropriate column:

- All Scores A coen Category - I
- Mixture of A and B

with maximum of 2 C cens Category - I1I
- 2 or 3 C scores and

more C sores than

A scores Cee Category ~ III
- 4 or more C scores e Category - IV

While patients in Category I and II require minimal
and average nursing care, patients in categories III

and IV require above average and maximum nursing care.

NURSING ACTIVITY SAMPLING

The objective of this component of Criteria for Care
is to record the pattern of nursing activity in the
wards through continuous observation over 24 hours per
day during the seven days of the study. Activity
Sampling covers two aspects; all nurse activity and

direct care sampling.

All Nurse Activity

At 15 minutes interval the activities of all the

nursing staff on duty are recorded. Each observed
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activity is recorded under the categories of direct
care, indirect care, associate work and personal

activity.

A staff list is prepared including the nursing staff,
their grades and code letters for each. The list is
prepared for the whole of the study. Staff are given
identity badges and they are advised to wear them
throughout the observation study. On special forms
termed all nurse activity forms (A), 23 nursing
activities are listed; 12 under "direct care", 3 under
"indirect care", 6 under "associated work", and 2
under "other activities". See APPENDIX B, Volume II

for a description of the various activities.

The forms also list horizontally the categories of the
nursing staff, below each there are five columns for
marking observations at 15 minutes interval and
entering the total hourly units. Each form reflects
one hour of observed nursing activities, accordingly

24 forms are used for each day of the study.

The forms are collated by the time of observation and
placed carefully in chronological order for each day
of the study. The totals for each activity are
entered on another form (B), and a subtotal for each
shift is obtained and entered on second part of Form
(B). The daily Forms (B) are then collated in the
correct sequence and the totals for the 24 hours
nursing activities and the shift totals are entered on
another Form (C). From this data the percentage of
all nursing activities spent on direct care is
calculated. Further information could be obtained
from the data collected: percentages per activity
category per shift during the observation week;
percentage of total direct/indirect and
associated/personal activities performed by each shift

during the observation week; and, the percentage of
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all activities per shift during the observation week.

Direct Care Assessment

After the daily classification of patients into the
four dependency categories has been completed, all
patients in the particular ward are listed in the
sampling form along with their dependency categories.
For each patient four direct care forms are prepared
covering the 24 hours. The forms list vertically the
13 direct care activities: communication, medication,
nutrition and elimination technical, nutrition and
elimination non technical, patient hygiene, patient
movement positioning/exercising, rounds with doctors,
nureing rounds, vital signs, specimen gathering and
testing, treatment and procedures and others.
Horizontally the form lists the categories of nursing
staff, the name of the patient along with his/her
dependency category and ward allocation are entered in
the bottom of the form.

Direct cCare of all the patients in the ward is
observed and recorded at 10 minute intervals
throughout the observation week. The observed direct
care recorded every 10 minute are entered in four
forms for each patient during a 24 hours observation.
Using another form (I), the daily total of direct care
units is entered for each patient and the totals for
each dependency category are then calculated to obtain
the daily total per category. .For each day of the
study one Form (I) is completed. The daily totals
from the seven (I) forms are entered into another form
(J). The daily total of direct care for each category
and the daily total of patients per category are
entered . The daily mean average is obtained by
dividing the weekly total of direct care in minutes by
the number of patients observed during the observation

week.
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To calculate the ratios of Direct Care Per Dependency
Category the daily mean time for dependency categories
11, IIT and IV is divided by the daily mean time for
dependency Category I.

The remainder of +this chapter describes the work
undertaken to assess nursing requirements of the

Ministry of Health, State of Bahrain .

NURSING REQUIREMENTS FOR BAHRAIN

The purpose of the study was to:

- Review the nursing staffing situation at
the Ministry of Health.

- Using the Criteria for Care to determine
the needs for nursing at Salmaniya Medical

Centre which is a secondary level hospital.

- Adapt and further develop Hurst and Costin
(1987) method, and use it for determining
nursing needs in Primary Health Care

settings.

- Provide feedback to concerned Ministry of
Health officials regarding nursing staffing
situation and recommend plans for the
future. Data collection was organized in

three main areas:

A. Wworkload and Nursing Activity 1In

Salmaniva Medical Centre

To obtain adequate information in
this area three observations were
conducted in Salmaniya Medical

Centre: Patient Dependency
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Classification, All Nurse Activity
Sampling and Direct Patient Care
Sampling, in addition nurse

satisfaction was also assessed.

B. Workload and Nursing Activity in the
Health Centres

To obtain adequate information in
this area, nursing activity and
workload at selected health centres

were observed and assessed.

C. Health Officials Feedback on Nursing

situation

To complete the picture regarding
the situation of Nursing in Bahrain
it was necessary to consult the
feedback and comments of a selected
group of health officials and

decision makers.

WORKLOAD AND_NURSING ACTIVITY IN SAIMANIYA MEDICAL
CENTRE

Approval of Salmaniya Medical Centre Officials for
conducting the study

Before starting the study, the approval of the
salmaniya Medical Centre CcChief Executive Officer,
Chief of Medical Staff, and Principal Nursing Officer
was obtained. Meetings were held with Senior Nursing
Officers at Salmaniya Medical Centre to introduce and
familiarize the nursing administration with the
project. On some occasions the advise and feedback
from College of Health Sciences nursing colleagues

regarding issues pertaining to the nursing profession
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and its practice was solicited.

Ward Profile

Prior to starting the study in the Salmaniya wards,
detailed information on the wards was collected using
the same Ward Profile Questionnaire developed for
Criteria for Care. No major changes were deemed
necessary in the content and format of the
questionnaire. Before distributing the questionnaires
to the Ward Nurses in charge a formal request was sent
to the Cchief of Medical Staff and Nursing
Administration in Salmaniya Medical Centre. The
questionnaire includes 76 items and a blank page at
the end for drawing a ward sketch or adding more
information. The guestionnaire items cover a wide
range of information on the ward such as: main
speciality, sex of patients, bed complement, average
patient length of stay, number of available
consultants, timing of consultants rounds, number of
nurses allocated, types and timing of shifts,
allowances for coffee/meal breaks, availability of
ward clerks, services available such as physiotherapy,
occupational therapy, sterilization, visiting hours,
specimens collections, distribution of patients meals,
nurses workload, types and frequency of patients
admission, patients daily meal timings, whether the
ward is used for teaching and training, assignment of
nursing tasks, availability of nursing relief,

responsibility of patients escorting, and few other

ingquiries about the ward set up. = See Appendix C,
Volume II, for details of the ward profile
gquestionnaire.

Wards Selection

To wundertake the study on an appropriate mix of

patients and wards, the above information on different
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Salmaniya Medical Centre wards was used and 15 acute
surgical and medical wards were selected. These wards
vary in bed capacity, nursing staff as well as the
patients they receive as illustrated in TABLE 8.

Training Programme for Ward Nursing Officers  on

Patient Dependency_ Classification

The Principal Nursing Officer at Salmaniya Medical
Centre was contacted and asked to assign 15 wards
supervisors for the Patient Dependency Classification
study. A meeting was also held with the 4 Nursing
Officers responsible for those wards. The objective
and methodology of the study were explained to them.
The 15 ward supervisors were divided into two groups,
each group attended a two hours workshop on using
Patient Dependency Classifications. The following

aspects of the study were covered:
- The purpose and significance of the study.

- The four dependency categories and their

definition,

- The use of specific determiners of patient
dependency, based on personal hygiene,
feeding, mobility and nursing attention.

- The process of patients classification.

- Workload and the average number of patients

in each dependency category.

patient Dependency Classification Study

Before starting the patient classification study, the

claseification form used in the Criteria For Care was
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reviewed carefully to determine whether there was any

need for modification.

The form which is to be completed by the ward
supervisor is designed in such a way to include a
vertical «column for patients names, with the
distribution of ward total dependencies on top of it.
The horizontal column includes the four major nursing
components, PERSONAL CARE, FEEDING, MOBILITY, NURSING
ATTENTION, with a fifth category of OTHER also
included. Under each of the four major categories
three determinants are listed and under the fifth only
two. It was decided to use the form with only minimal
modifications to reflect consistency of the
determinants (see APPENDIX D, Volume II). Each of the
selected wards was provided with a folder containing
the Patient Dependency Classification (PDC)
procedures, as well as a supply of classification
forms. It was agreed that the forms would be

completed daily between 12 noon and 2 pm.

The Patient Classification study started on Saturday
April 29, 1989. The first two days were considered as
a learning experience for the ward supervisors, with

proper data collection effective as from May 1, 1989.

Each day, filled forms were collected from the ward
and fresh ones were supplied. The filled forms were
checked and compiled by the researcher separately for
each ward. During data collection certain problems
were encountered in some of the wards. These were
mainly due to inconsistency of nursing staff in some
of the wards which resulted in inaccurate recording

and filling of the forms.

Periodic review by the researcher and checking of the
completed forms in some wards revealed some mistakes

and reflected inaccurate information. In some
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instances delays were encountered in filling the forms
and information entered later was accordingly

considered invalid and unreliable.

On October 31 1989, and after a close and careful
review of the situation, the decision was made to
discontinue the study in wards due to unusually
increased workload. Data collection continued however
in the six remaining wards. This means that two to six
month data only was collected in nine wards, while
data collection in the other six wards continued for

almost a year.

At the end of each month, a monthly Patient
Classification Summary Form was prepared. This form
(APPENDIX E, Volume II) shows the number of patients
in each of the four dependency groups distributed over
the days of the month. It also includes the number of

beds in the ward.

By the end of the year, a Patient Classification
Yearly Summary Form was also completed for each ward.
(APPENDIX F, Volume II) illustrates the yearly
findings for all the wards surveyed. Each form gives
the total yearly number of patients classified, their
distribution among the four groups, their mean average

and the percentage per group.

Direct Care Assegssment Form

The form used for direct care assessment in Criteria
for Care was carefully reviewed. Some minor
amendments were deemed necessary in the Direct Care
Form to correspond with the number and time of shifts
in Salmaniya Medical Centre. Also two additions were
made to include auxiliary nurses, student nurses and
others to reflect the nurse staffing profile in

Salmaniya Medical Centre. Four forms were used for
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each 24 hour period of observation (Appendix G, Volume
I1).

Fach of the forms includes a vertical column which
lists the following nursing activities:
communications, medications, nutrition and elimination
technical, nutrition and elimination non technical,
patient hygiene, patient movement, positioning,
exercising, rounds, assist doctors, nursing rounds and
checking symptom observation, vital signs, specimen
gathering and testing, treatment and procedures and
others. At the bottom of the form there is a space
for the patients names and ward on one side and
patient dependency category, patient number and total

units on the other side.

ALL NURSE ACTIVITY SAMPLING FORM

The form used for All Nurse Activity sampling in
Criteria for Care was also carefully reviewed. Scme
necessary amendments were made in the form whereby the
categories of nurses in the amended form included:

Sister, Senior Nurse (SN), Practical Nurse {PN),

Auxiliary, Student and others. (APPENDIX H, Volume
i) . The following areas of activities have been
listed:

Total Direct Care

- communication with Patient &/or Family
- Medications (I.V.) Administering

- Nutrition and elimination-Technical

- Nutrition and elimination-non-technical
- patient Hygiene

- patient movement-non-therapeutic

- Rounds or assist doctor/non nurse

- Routine checks, patient rounds, etc.

-~ Vital signs.
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- Specimen gathering and testing
- Treatment and Procedures (Nursing only)

Total Indirect Care

- Cleaning, housekeeping, tasks

- Clerical

- Communication-unit related

- Errands off ward

- Meetings, Inservice, Ward Reports

- Supplies, Check restock

Total Assoclated Work

- Personal and Miscellaneous
- Other

To test the amended forms and identify any possible
problematic areas, it was decided to conduct a pre-
pilot test on two of the wards, and observations of
all nurse activity and direct care sampling were
undertaken for 1 week. Since this was only done
during the morning hours, the results of the pre-
pilot study are not included. The indications were
however satisfactory and no major problems were
encountered in carrying out the observations and

filling the forms.

RECRUITMENT AND TRAINING OF OBSERVERS

Due to the extensive and comprehensive nature of the
study, it was impossible for one person to conduct the
direct care assessment and all nurse activity sampling
in the selected wards on his own. Additional input
was therefore deemed crucial. Considering the heavy

workload at Salmaniya Medical Centre wards and the
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full engagement of the nurses with patient care,

nurse observers were recruited to assist in the study.

Twelve observers were recruited and a training session
was arranged which covered an orientation to the
purpose of the study, the methodology, the forms to be
used and how to fill them. All aspects of the study
pertaining to Direct Care Sampling and All Nursing
Activity were covered. The observers dquestions and
gueries were also addressed. It was agreed to contact
each of the observers well in advance when the

schedule for the observations was completed.

Pilot Study

A comprehensive schedule for the one week pilot study
was prepared with 24 hours daily coverage. Each
observer was notified ahead of the day of observation
assignment. Each shift of observation was to be
completed by two observers and one relief. An
official letter was sent to the Principal Nursing
Officer informing her that the all Nurse Activity and
Direct Care Sampling Pilot study was to start in the
selected Ward. She was requested to inform the
concerned ward supervisors and to ask them to
collaborate and cooperate with the study observers and

facilitate their assignment.

The researcher visited the Ward on several occasions
ahead of starting the pilot test and explained the
purpose, goal and procedure fof the study. A list
with all the nursing staff, auxiliaries and student
nurses in the Ward was compiled and identification
badges were prepared and handed over to the Ward. The
observation study during the 24 hours as well as for
the whole week was carefully and closely supervised

and monitored.
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When the pilot study was completed the forms were
collected and carefully reviewed, and checked. All
indicators showed that results were satisfactory and
it was decided to start both observations in five

other wards.

The observations were carried consequently with a 2
days interval between each ward. The same team of
observers undertook the whole observations to ensure
consistency in assessment and recording of nursing

care.

As it has been already discussed, patient direct care
observation was noted by one observer at 10 minute
intervals and all nurse activity at 15 minute
intervals by another observer. It has bheen thought
that parts of the nursing activities might have been
missed between any observations. However, as the
observation progressed it became clear that the
criteria for care system takes account of these
probable loss of activities and that is compensated
for, by observing nurse activities for 24 hours over
seven days period, the duration of the study.
Training of students did not represent any problem in
assessing nursing activities in the wards due to their

limited number.

Direct Care Assessment

A duty rota for each of the wards was prepared and
posted in each of the wards. The observers were
contacted well in advance and urged to report
punctually to the assigned ward and on the assigned
day and shift. Though the study started with ward 43,
duty rotas for all the wards were prepared. The
amount of direct care given to all patients in each of
the four dependency categories was recorded every 10

minutes during the 24 hours and for seven days.
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The data was recorded in the Direct Care Assessment
Forms (APPENDIX G, Volume II). This was done after
the daily classifications of all patients into the
four dependency categories has been made. Rather than
observing selected number of patients in the ward, all
patients were observed and the direct care given was
recorded in the forms. For each patient 4 forms were
completed E, F, G and H. The patients name,
dependency category as well as the ward, date of
observation and day of the study is entered on each
form. Each direct care form lists the observation
time at 10 minute intervals. The observer records
each direct care activity by placing a tick on the
form each time a nursing staff member is observed
giving direct care to a patient (see also page 136).
The four forms for each patient were clipped together.
Patient forms for each day of the study were checked,

compiled and kept ready for analysis.

All Nurse Activity Sampling

Along with direct care assessment, all nurse activity
sampling was undertaken in the five wards starting
with Ward 43. The duty rota prepared for direct care
assessment also included all nurse activity sampling.
Lists with all the nursing staff in the concerned
wards were prepared, this included all categories of
nurses, hospital attendants and ward clerks. All

staff and students were given identification badges.

The activities of all the nursing staff on duty in the
selected wards were observed and recorded every 15
minutes. Each observed activity was recorded in the
forms under the pertinent category of direct care,
indirect care, associated work and personal activity.
The observations were carried over the 24 hours and

continued for seven days.




143

Each form was used for 1 hour observation, accordingly
24 forms were filled each day of the study.

A gap of two days was allowed between the completion
of observations in one specific ward and starting the

observation in the next selected ward.

To avoid any confusion in numbering and collating the
forme, great attention was paid to the numbering of
forms in sequence and corresponding with the timing of
the observations and shift observed. Direct
supervision of the observations, recording and
collating the forms was maintained during the whole

study duration.

After completing the Direct care and All Nurse
Activity Sampling in the six selected wards, it was
felt that the comments and feedback of the observers
should be solicited. A simple questionnaire of 15
items was prepared (APPENDIX I, Volume IT) which the
observers were asked to fill in during a meeting held
with them. The purpose of the gquestionnaire was
mainly to gain information regarding the observations

and the staffing situation in the wards surveyed.

The results of the questionnaire were found to be
consistant with the researcher's finding as regard the
nurse shortages in the wards. The observers also note
the ease with which criteria for care system was
followed and that the process of observation was not

over taxing.

Althought the observations of direct care and all
nurse activity were carried out daily for seven days
by two observers, a daily duty rota was provided for
all twelve observers to cover 24 hours of observation
for the duration of the study. A relief observer was

incorporated in the duty rota to account for fatigue
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and other personal needs of the observers.
Nurse Satisfaction

Nursing staff in each of the wards studied were
requested to respond to a simple gquestionnaire which
addressed their level of satisfaction with patient
care and current staffing patterns. The same
questionnaire from Criteria for Care was used with no
amendments deemed necessary. The questionnaire
(APPENDIX J, Volume II) contained 34 items which were
categorized under five main categories: Physical
care, Treatment, Well-being, Information, and Ward
staffing.

Space was left for optional additional comments at the
end of the gquestionnaire. The rating scale ranged
from "very satisfied" to '"not at all satisfied" with
"fairly satisfied" and "not really satisfied" in the
middle. Most of the nurses who were asked to fill in
the guestionnaire were at the Ward Sister Level, who
were more in contact with patient care and mostly

informed of the set up and circumstances of the wards.

Thirty out of thirty =six nurses completed the

questionnaires which represent an 83% response rate.

This part of the chapter has described the work
undertaken in Salmaniya Medical Centre wards, the
remaining section discusses the study undertaken in

the primary health care setting .

WORKLOAD AND NURSING ACTIVITIES IN PRIMARY
HEALTH CARE

Patient Classification Systems are playing an
increasingly important role in the delivery of nursing
care today. While much has been written about their
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use in hospital care settings, little research has
been done on their application to community health
nursing. According to Gilovannetti's (1978) detailed
analysis there has been virtually no direct
application of these systems in the field of community
health care.

Kissinger (1973) described an applied research study
conducted in a community nursing agency to design a
method to quantify nurses' activities as a base for
better planning. Huckabay (1981) observed and
summarized direct and indirect care activities in a
community setting. He defined direct care needs as
the actual time spent by the nurse in the presence of
the patient and indirect care needs as those
activities conducted by the nurse on behalf of, but
away from the patient. Sienkiewicz (1984) examined
the effects of a weighted patient classification
system on the guality of nursing care rendered by

community health nurses.

In 1982 a health visiting project was completed in
Cheltenham using a new approach to traditional methods
of calculating community nurse establishment levels.
This project was part of a comprehensive nursing plan
for the whole district which aimed at identifying the
workload and distribution of working time in order to
estimate the number of staff required to carry out
this workload (Bell and Moules, 1985). They have
chown that the distribution of health visitors working
time is as such: visits 37%, clerical 26.3%, travel
14.4%, clinic 12.3% and liaison 10%. They have also
calculated the average time for specific activities
such as developmental check of children as 31.5
minutes for 9 months old, 29.0 minutes for 18 months

old and 30 minutes for 3 years old children.

Recognizing the limitation of the use of patient
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dependency classification studies in determining nurse
manpower establishment in community settings, a
suitable alternative approach for possible adaptation,
development and application in primary health care

facilities in Bahrain was explored.

Hurst and Costin (1987) attempted to observe the
frequency and timing of nursing activities in the
community. This was taken as a starting point and the
approval was obtained to adapt their method and
further develop it for possible application in

Bahrain.
The purposes of this aspect of the research were:-

- Tdentification of Nursing activities which
are undertaken by nurses at the Health

Centres.

- Definition of these nursing activities

operationally.

- Assessing the time needed for completion of

those activities.

- Identify members of the community nursing
team undertaking these activities and

sharing in their accomplishment.

- Designing a form which includes such

activities.

- Testing the form to identify any possible

problematic areas.

- Using the form to collect data on nurses
activities and time spent by nurses in

undertaking such activities.
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- Using the above data to estimate the nurse
manpower needs of each of the health centre

investigated.

To initiate the study, meetings were held with the
Principal Nursing Officer in the Directorate of Health
Centres. The objectives and methodology of the study
were explained and her endorsement and support were

obtained.

She was asked to review a list developed for all the
nursing activities undertaken by all categories of
nurses in the Health Centres. The comprehensive list
was reviewed and each activity was discussed at length
with a group of community nursing faculty. On site
visite were made by the researcher to a number of
health centres to verify those activities. Each
activity was comprehensively investigated in each of
the selected health centres. The activities were
listed under Preventive, Curative and Associated work
Categories. The detailed list and their operational
definition are described in APPENDIX K and L, Volume
IT.

A form was designed which lists all these activities
horizontally and names of the Health Centre visitors
were to be entered vertically as shown in APPENDIX L,
Volume II. To translate those activities into time
spent by nurses, an observation was undertaken on each
activity. The time taken by each activity was
recorded, verified, checked and compared with times
recorded for the same activity by different members of

the community nursing group.

After some discussion and careful review of the
timings a «consensus was reached regarding the
completion time of each of the activities undertaken
by nurses at the health centres. As for members of the
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community nursing team in health centres who are
sharing in performing those nursing activities, they
were identified as: sister in-charge, community health
nurse, midwives, student nurse, maternal and child
health care nurse and practical nurse. To establish
the contribution of each of those categories of nurses
in each of the nursing activities performed in the
health centres, an observation study was undertaken in
a number of health centres whereby each activity was
comprehensively observed and the contribution of each
member of the community nursing team was ticked in the
check 1list specially designed for this purpose
(APPENDIX M, Volume II). These findings were checked
a number of times until a consensus was reached
regarding the input and contribution of each member
of the community nursing team in the nursing
activities performed at the health centres. The
findings were concurred by the nursing supervisors of
those health centres as well as primary health

principle nursing officer.

As for health centres selection, it was agreed to
conduct the study in six health centres: Jidhaffs, Sh.
Sabah, Naim, Isa Town, Sitra, and Sh.Salman. These
health centres cover a representative geographical
area of the country. They were of Type "A" serving a
total population of 180,000 (the population covered
in Type "A" health centre is between 20,000 and
30,000, the services available are maternal and child
health, pharmaceutical, laboratory and dental services

in addition to primary health care).

Prior to starting the study, visits were made to the
health centres and meetings were held with the nurses
in charge. The purpose of the study was explained and
procedure for filling the forms was described. A
pilot study was conducted to test the forms and

identify any possible problematic areas, with the
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actual study being conducted for four weeks.

Following completion of the pilot exercise and a
preliminary analysis of the results it was decided to
extend the observation study on eight more health
centres. The aim was to further test the formula and
obtain more results that would be of statistical value

for assessing future nursing establishments.

In selecting the 8 additional health centres,
consideration was given to different types of health
centre. Accordingly 4 type "B" health centres
(National Bank of Bahrain, Hoora, Bilad Al-Qadeem and
Budaiya) a type "A" (Kuwait Health Centre) in the West
Region and 3 type "C" health centres (Dair, A'ali,
West Rifaa) were selected (Type "C" health centre
serves a population between 5,000 and 10,000. The
services available are maternal and child health and
pharmaceutical services in addition to primary health
care. Type "B" health centre, however, serves a
population of 10,000 to 20,000. in addition to
services available in "C" type health centre, X-ray,
laboratory and dental services are offered).
Observations were undertaken for one week only in each

of those health centres.

HEALTH OFFICIALS FEEDBACK _ON NURSING SITUATION

To gather feedback from Ministry of Health Officials
on the nursing situation in Bahrain a questionnaire
with 15 items was designed. Eight additional items
pertaining to nursing manpower were included to the
questionnaires that were to be filled by Salmaniya
Medical Centre and Health Centres Officials. The
items in the general questionnaire addressed numbers
of nurses working in Ministry of Health, needs of the
Ministry for additional nurses, whether the health

services were facing nurses shortage, impact of
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medical knowledge and technology on nurse manpower,
Ministry of Health Nursing manpower plan, attrition
among nurses, reasons for such attrition, and attempts
to reduce attrition among Bahraini Nurses (see
Appendix N, Volume II). In the guestionnaire designed
for Salmaniya Medical Centre and Health Centre
Officials additional items addressed number of nurses
working in each of the selected and surveyed Salmaniya
Medical Centre Wards and Health Centres, and how are

these numbers of nurses determined.

A selected number of Ministry of Health Officials were
interviewed and the questionnaires were left with them
for completion. Those officials were high policy
makers such as the Undersecretary, and Assistant
Undersecretaries for Medical Services, Hospitals, and
Primary Health CcCare, Director General For Health
Centres, Chief Executive Officer Salmaniya Medical
Centre, Director of Personnel, Personnel Advisor, and
Senior Advisor to H.E. The Minister. Nursing leaders
such as the Nursing Advisor, the Principal Nursing
Officer Salmaniya Medical Centre, Principal Nursing
Officer Health Centre, Senior Nursing Officers
Maternity and Psychiatric Hospitals, and Chairperson
Nursing Division, College of Health Sciences were also

included.

SUMMARY

In this chapter the rationale for selecting Criteria
For Care for determining nurse manpower establishment
in Salmaniya Medical Centre was discussed. Also
details on the work undertaken in the selected wards
which covered: Patient Classification, Direct Care
Assessment, All Nurse Activity sampling and nurse

satisfaction were included.

A description of the adaptation and further
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development of Hurst and Costin (1987) method on
community workload and its application in community
setting in Bahrain was given. While the process of
identification of the nursing activities performed at
fourteen selected health centres was recounted, an
assessment of the contribution of each member of the
nursing team in performing each of those activities,
identification of time value for each activity as well
as designing the observation form and the details of

the study were also covered.

The next chapter discusses the process of data

analysis and results obtained in the study.
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CHAPTER BEVEN

DATA ANALYSIS AND RESULTS

INTRODUCTION

This chapter presents the results of data analysis in
four sections: Section I covers the results of Patient
Dependency Classification Study, Direct Care
assessment, All Nurses Activity Sampling and
Assessment of Nurse Establishments in Salmaniya
Medical Centre Wards. Section II describes the
results of the Nurse Satisfaction Questionnaire, and
Ministry of Health officials Questionnaire. Section
III presents the results obtained from the study
undertaken in the Health Centres. Section IV considers
the future nurse requirements in Salmaniya Medical
Centre, Primary Health care and Ministry of Health.
Highlights of results and a limited discussion will be
presented in this chapter. More detailed discussion

of the results follows in chapter eight.

SECTION I

PATIENT DEPENDENCY CLASSIFICATION

The Patient Dependency Classification study was
undertaken in the six selected wards in Salmaniya

Medical Centre over an eleven month period.

TABLE 9 shows a summary of the yearly totals, mean
average, percent per group and bed occupancy for the

year for the six surveyed wards.
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Bed occupancy in the six surveyed wards ranged from
91-97.9%, the highest was in Ward 43 (97.9%) followed
by ward 41 (96.8%). Wards 56 and 66 had the same bed
occupancies of 93%. Wards 53 and 51 had the lowest

bed occupancies of 92 and 91% respectively.

As for the distribution of patients among the four
dependency categories it varied from 4.9 - 57.2% in
Dependency I. The patients distribution in Category II
ranged from 23.1 - 55.7%. As for the distribution of
patients in the last two categories III and IV a
decline in patients numbers is noticed whereby under
category III the range was 4.3 - 16.1 % and range
under category IV was 6.4 - 28%.

DIRECT CARE ASSESSMENT

To calculate the daily average time devoted to direct
care for each dependency group, the same procedure
described in the Criteria for Care was followed. Using
the ward sampling form (APPENDIX O, Volume II)
patients names and their dependency classifications
were entered for each ward and day of the study.
Using Direct care Sampling Form (I) (APPENDIX P,
Volume II) the daily totals of direct care units per
dependency category for the selected patients were
entered. Again using Direct Care Sampling Form (J)
(APPENDIX Q, Volume II) the weekly average of direct
care per dependency category was entered. APPENDIX R,
volume IT includes all the data pertaining to direct

care assessment.

The daily average time in minutes per 24 hours spent
in giving direct care for each category were
calculated by dividing the weekly total minutes of
direct care by the total number of patients observed
during the study week (Table 10). The minutes of
direct care per Category I patients in Wards 41, 43,
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51, 53, 56 and 66 were 92.1, 90.8, 95, 90, 96 and 100
respectively. The mean average was found to be 94
minutes this is comparable to the 93 minutes found by
Ball, Goldstone and Collier (1984}.

TABLE 11 shows the ratios of Direct Care Per
Dependency Category in the six surveyed wards: 41, 43,
66, 51, 53, and 56. Accordingly the mean ratios of

direct care were calculated as 1.0: 1.5 @ 2.4 : 4.2.
rappactively. Again thie im comparable with data from
the application of Criteria for Care (Ball, Goldstone
and Collier, 1984).

TABLE 11: RATIOS OF DIRECT CARE PER DEPENDENCY
IN THE SIX SURVEYED WARDS

o pependency category
_________ I _ 11 ITT v
m“4i_§ _______ 1.0 L 1:9 . 3_0 _____ 3.5 .
BT L S O .
_ﬁf_% _ j.fi 1.8 _ 2.1 ) 3_?_
51 M 1.0 1.2 2.4 3.0
_?3 M ~ 1.0 1.3 2:0 5.9
56 M 1.0 1.5 2.5 4.5

Mean Ratio
Direct

S: Surgical
M: Medical
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ALL NURSE ACTIVITY SAMPLING

The activities of all nursing staff in each of the
eurveyed wards were observed and recorded on an hourly
basis for seven days.

The information was recorded in the All Nursing
Activity Sampling Form A described in the Chapter on
Methodology, page 136. ALl Nurse Activity Sampling
Forms (B) and (C) were used to transfer the data from
forms (A) (APPENDIX S AND T, Volume II). Data
pertaining to all Nursing Activity and calculations of
Direct, Indirect, Associated and Personal Care are
included in APPENDIX U, Volume II.

TABLE 12 summarizes the findings in the six surveyed
wards as regard the percentages of time of all nurse
activities spent on Direct Care, Indirect Care,
Associated Work, Personal and Miscellaneous as well as
all activities performed by night shift. The highest
percentage of time in all the six wards was spent on
Direct Care; the ratios were very near in each of the
six wards with a very narrow range of variation of
1.9% (43.9 —~ 42.0). However, the lowest percentage of
time was spent on personal and miscellaneous
activities were the ratios ranged from 7.8 - 10.2%.
The next highest percentage of time was spent on
Associated Work the ratios ranged from 25.2 - 30.3%.
As for the percentages of time spent on Indirect Care,
they ranged from 17.8 -~ 22.9%. The percentages of all
nurse activities performed by night shift ranged from
25.9 - 36.0.

Figure 8 shows the mean percentages of time of all
nurse activities in the six surveyed wards, these are
42.8%, 20.3%, 27.8%, 9.1% for the Direct Care,
Indirect Care, Associate Work and

Personal/Miscellaneous activities.
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TABLE 12 : ALL NURSE ACTIVITY SAMPLING
IN THE SIX SURVEYED WARDS

WARD Percentage of Time of All Nurse Activities % of all
Direct Indirect Associated Personal/ activities
Care Care Work Misc. per formed
by night
shift.
41 8 43.9 21.1 25.2 9.8 31.8
43 s 42.0 21.% 26.6 9.5 25.9
66 8 43.0 17.8 29.9 9.3 29.5
51 M 42.0 22.9 27.3 7.8 30.1
53 M 42.2 19.9 27.7 10.2 36.0
56 M 43.6 18.3 30.3 7.8 33.9
Average 42.8 20.3 27.8 2.1 31.2

Figure 9 shows the comparison between the results of
this study and those obtained in the study by
Ball,Goldstone and Collier (1984). The comparison

included Direct Care, Indirect Care, Associated Work
and Personal/Miscellaneous activity results as

obtained from all nurse activity sampling.

As illustrated, direct care in Salmaniya Medical
Centre wards constitutes 42.8% of all Nursing
Activities. This is lower than the 55% result
produced by Criteria For Care (Ball, Goldstone and
Collier, 1984). Nurses in Bahrain however spend more
time on Indirect Care and Associated Work as evidenced
by the results of 20.3% for indirect care against
11.8% and 27.8% for associated work against 15.3%. As
for personal/miscellaneous activities the percentage
of time spent on them in Salmaniya Medical Centre is
less than that found by Ball, Goldstone and Collier
(1984); 9.1% versus 16.6%.

TABLE 13 presents the comparison between the two
studies in relation to mean average minutes of Direct

care for Category I patients per 24 hours and the mean




157

snoaue[[aISIA/|BUosIag
aae) daaIpuf

HI0A\ PRIBIDOSSY

aae) P2

%" 0T

%8°LT

%1°6

%8’y

SPIAA PILIAING XIS ) UI AJIAIIIV ASINN [[ JO SWLL, JO SITLJUIII¥J UeIN :Q 2In3I]




158

- %0°0
%001
%002

%0°0¢

%%0°0F

Apn)g 159 A ..:..OZ.
Apn)g urvayeyq 23]

%0°0S

%0°09

193foad 94977 Suyyye)s ISIANN 1SN YIION YL
ul ISOYJ, pUy ApnjS YL, Ul paurejqQ synsay udamjag uosuredwo) :g 3an3yy




159

ratios of Direct care per Dependency Group I, I1I, III
and 1IV.

TABLE 13 COMPARISON OF THE TOTAL MEAN AVERAGE OF
MINUTES OF DIRECT CARE AND RATIOS OF DIRECT
CARE PER DEPENDENCY GROUP IN BAHRAIN STUDY
AND NORTH WEST NURSE STAFFING LEVEL

PROJECT.
Study Mean average Mean Ratlos of Direct Care
minutes of per Dependency Group.

Direct care

per 24 hours I II ITI v
Bahrain 94 1.0 1.5 2.4 4.2
North West
Staffing
Project 93 1.0 1.6 2.5 3.5

It is interesting to note that there is great
similarity in the mean average minutes of Direct Care
per 24 hours per patient in dependency I between the
Bahrain study (94) and Criteria for Care (93 for the
sample ward). Also there were similarities in the
mean ratios of direct care per dependency groups which
were 1.0: 1.5: 2.4: 4.2 and 1.0: 1.6: 2.5: 3.5

respectively.

It should be made clear however, that although these
figures may be similar there should be no suggestion
or conclusion that this study provides direct
comparison between the health settings in Bahrain and
that described in North West Nurse Staffing Level

Project.
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CALCULATION OF REQUIREMENT FOR NURSE ESTABLISHMENTS IN
THE SIX SURVEYED WARDS

Criteria For Care in calculating nurse requirements
uses the time needed for the direct care of a
dependency I patient as the basic component. The
formula also uses the mean average number of patients
in each of the four categories as derived from the
Patient Dependency Classification yearly calculation.
In addition the ratio of Direct Care per Dependency
Category and the percentage of direct care activity

are also incorporated.

Using the results obtained from the patient Dependency
Classification, Direct Care Assessment and All Nurse
Activity Sampling study in the six surveyed wards, the
nurses requirements were calculated (Table 14). It
can be observed that while the average number of
category I and II patients in the Surgical Wards was
more that those in the cCategory III and IV, the
disbribution of patients in Medical Wards was more
evenly balanced over the four categories. Ward 41 was
used to illustrate how nurse requirements were
calculated. The results obtained from the six surveyed
wards in minutes for Direct Care, Percentage of Direct
Care, Ratios of Direct Care Per Dependency Category
and number of Patients in each Dependency Category

were utilized in this calculation. for example:
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WARD 41: SURGICAL

— DEPENDENCY GROUP: I II I1T Iv
- MEAN NUMBER OF
PATIENTS. 12.2 5.5 2.2 1.4
-~ MULTIPLY BY RATIO i.0 1.9 3.0 3.5
- WORKLOAD INDICES
ARE THEREFORE 12.2 10.5 6.6 4.9
WorkLoad Index : 12.2 ¥x 92.1 minutes = 1123.62
10.5 x 92.1 minutes = 967.05
6.6 x 92.1 minutes = 607.86
4.9 x 92.1 minutes = 451.29
34.2 3149.82
(minutes/24hr)

WORKLOAD INDEX
Acuity = e e — 1-6
NO. OF PATIENTS

Ward 41 S therefore needs 3149.82 minutes/24 hours to
provide direct care to its normal workload of

patients.

Since the direct care is 43.9% of the total nursing

activity;

Ward 41 S requires 3149.82 x 100

= 7175.0 minutes of nursing
time per 24 hours to provide
for all nursing activity.

7175 % 7
--------- = 837.1 hrs/week

60
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Since nurses normally work 40 hours/week
Ward 41 5 needs:

8§37.1

------ = 20.9 whole time
equivalent

40

While in the Criteria For Care a 10% deduction is made
for unpaid meal breaks, a 20% addition is incorporated
as an allowance for annual leave, sickness and study
leave. No provision has been made in this study for
any deductions or additions because neither nursing
administration nor Civil Service Bureau were able to
advise precisely on these issues. To compensate,
however, for such net losses the Civil Service Bureau
recommends using extra nurses services on over time

basis if and whenever needed.

Using the data in TABLE 14 and the calculation
procedures above, requirements for nurse establishment
in the five remaining Wards were calculated. The

results were as follows:

Ward Type Whole time
equivalent
43 Surgical 22.0
66 Surgical 25.0
51 Medical 24.3
53 Medical 20.5
56 Medical - 23.8

TABLE 15 shows the comparison between the requirement
for nurse establishments as calculated in the study
using the Criteria For Care and those actually and

currently available. The nursing regquirements
determined by the study using the Criteria For Care
Method were higher than the current number of nurses

actually working in the wards.
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The difference was lowest in Ward 41 (1.9 WTE) and
highest in Ward 51 (6.3 WTE). The whole time
equivalent per bed was found on the average to be 1.0
for the surgical wards and 1.2 for the medical wards.
The acuity which indicates hospital level of care and
sophistication (Ball, 1987) ranged from 1.6 to 2.2.
Medical wards, however, showed higher acuity. The
integration of cardiac care unit (ccu) within the two
medical wards (53 and 54) influenced the level of care
rendered and consequently raised the acuity in the
medical wards. The percent direct care as well as
minutes direct care per Category I in Surgical wards
found to be higher than those in medical wards. This
could be attributed to the pre and post-operative

nursing care needed.

Using the averages of Minutes of Direct Care per
Category I patients, the averages of ratio of direct
care per dependency and the mean percentage of direct
care for the three surgical and three medical wards,
the requirement for nursing establishments in the six
wards were again recalculated. This was done to find
out whether there will be any significant difference
between using the individual and actual figures or the
mean ones. Since the results were very near in five
of the six wards, (TABLE 16), it was therefore decided
to use those means for calculating the requirements
for nursing establishments in those Wards which were
initially included in the study and whose survey was
continued for patient dependency classification only.
The following mean average number of patients in each
of the four categories in Wards 22, 23, 45, 46, 63,
65, 54 and 55 (TABLE 17) were used to calculate nurse

establishments.
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TABLE 16: COMPARISON BETWEEN NURSE REQUIREMENT
CALCULATED USING ACTUAL FIGURES AND MEAN

AVERAGES
WARD WTE WTE
Using Actual Using Mean
Figures Averages
41 S 20.9 20.8
43 S 22.0 21.6
66 S 25.0 25.8
51 M 24.3 29.6
53 M 20.5 19.0
56 M 23.8 22.5

TABLE 17 AVERAGE NUMBER OF PATIENTS IN EACH OF THE
FOUR CATEGORIES PER DAY

=

[*) )

-
MWW= O W

TABLE 18 shows the results of using the means in
assessing nursing establishment in the fourteen wards
and their comparison with the actual whole time nurse
equivalent available. As illustrated, the difference
ranged from as low as 1.3 WTE in Ward 22 (Surgical) to
as high as 15 WTE 1in Ward 54 (Medical); such
difference could be attributed to the high acuity in
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Medical Wards. Ward 45, however, shows nurse
requirement less than the actual by 1.4 WTE. This
could possibly be attributed to under reporting of

patients and activities in this ward.

As for the average bed occupancy, it was 95.4% in the
surgical Wards and 92.7% in the Medical Wards; the
acuity was 1.8 and 2.1 respectively. Again from TABLE
18 it will be noted that WTE per bed continues to be
approximately one in most of the wards. The acuity
observed in this TABLE is higher than those found as
a result of the actual data established by the study
(TABLE 15, page 164).

SECTION IT

NURSE SATISFACTION

Using the scores obtained from the nurse satisfaction
questionnaire (APPENDIX V, Volume II)}, the percentage
ratings of satisfaction were calculated for Patient
Care, Staffing and Total using the method outlined in

Criteria for Care.

TABLE 19 NURSE SATISFACTION IN THE
SIX SURVEYED WARDS

WARD PATIENT CARE STAFFING TOTAL
Tas sr.0v  ee.ow  7aas
43 s 89.6% 77.5% B83.9%
66 S 88.1% 65.0% 77.2%
51 M 87.4% 62.0% 75.4%
53 M 86.6% 71.3% 79.4%
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TABLE 19 shows nurse satisfaction in the six surveyed
wards. Satisfaction with patient care ranged from

81.0% to 89.6% . Satisfaction with the staffing
gituation varied from 62.0% - 77.5% and overall

satisfaction ranged between 74.1% - 83.9%., As can be
seen, overall nurse satisfaction was highest in ward
43 with patient care scoring higher than staffing.

MINISTRY OF HEALTH OFFICIALS FEEDBACK

This section discusses the feedback and comments of
Ministry of Health officials regarding issues
pertaining to the nurse manpower situation in Bahrain.
Out of 13 questionnaires distributed 10 were returned,
representing a response rate of 77%. What follows are
the results of the qguestionnaire/survey. (Volume II,

Appendix N).

NMumber of Nurses Working at Ministry of Health

When asked about the number of nurses working at the
Ministry of Health, responses revealed a wide range of
variation (between 900-1500) indicating that there is

no consensus regarding this issue.

Attrition Among Bahraini Nurses

Respondents indicated that the attrition rate among
Bahraini nurses ranged between 2-5%. The main reasons
behind such losses were: marriage; family commitments;

low salaries; other better job opportunities; long

working hours; shift duties; unavailability of
transportation; lack of recognition; and, job
dissatisfaction. As for the attempts being made to

reduce such attrition, they were limited to: a

proposal for placing nurses on the professional scale;
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creating a nurses association; better salaries and
benefits; and, more opportunities for continuing

education and career development.

NURSING MANPOWER NEEDS

Almost all the respondents indicated that there is a
serious shortage of nurses at the Ministry of Health.
Similarly all the Ministry officials who completed the
questionnaires felt that the present health services
are not adequately meeting the needs of the population
of Bahrain. Regarding the issue of the needs of the
Ministry for nurses by the Year 2000, most of the
respondents indicated that more nurses will be needed.
The extent of such need was not specified in figures;
a significant number of responses, however, reflected
50% increase over the existing nursing establishments.
While the need for more nurses was indicated for
meeting future expansion in health services, Ministry
of Health Officials especially in the field of nursing
management felt that there is a need for more nurses
even if the health sector is just to maintain its

present services.

As for the impact of advances in medical knowledge and
technology on the health services and on the demand
for nurse manpower, most of the respondents indicated
the urgent need of a greater number of guality nurses
to address these issues. When the respondents were
asked what plans should be made to meet the increasing
demand for nurses, the responses were: need to
undertake a nurse manpower study; increase intake of
students in College of Health Sciences nursing
programmes; supporting the establishment of a nursing
association; increasing the nursing budget; enhancing
inservice and overseas training, graduating more
Bahraini nurses; emphasis on nursing specialization in

different fields and placing nurses on the
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professional scale.

Methods for Determining Nursing Demand

As for the methods used for determining nurse manpower
in the Wards or Health Centres, most of the responses
showed that no specific methods are being used for
assessing nursing establishment. Very few mentioned
that the needs are determined according to the number
and type of patients, number of procedures done per
hour, ward capacity, doctor-nurse team composition,
workload, type of health facility and patients
attendance, density of population, as well as vacant

positions available.

As for determining the mix of nurses, some indicated
that this is done on the basis of type of health
facility and workload, number of doctors, functional
needs and level of care required. A number of
respondents did not complete this item of the

guestionnaire.

SECTION IIT

NURSING MANPOWER ESTABLISHMENT IN PRIMARY HEALTH CARE

This section describes the results of the study

undertaken in the Health Centres.

Nursing Activities in the Health Centres

The observation of Nursing activities in the selected
health centres was performed in the period February 19
~ March 19, 1990 during the morning shifts. An
additional observation was conducted on aight mnore
health centres during the period October 29 - November
5, 1990. The total number of activities for each day
in each of the health centres was calculated. Then
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the totals of Nursing activities for each day were
entered into a special form described on page (145) of
the chapter on Methodology. The totals for the survey
period in each of the health centres were then
calculated. Details of daily and monthly totals for
all the health centres are available (APPENDIX X,
Volume ITI).

TABLE 20 however, presents a summary of the monthly
totals for the six health centres surveyed in the main
study. Similarly TABLE 21 shows the totals for the
additional eight health centres surveyed. As evident
in TABLES 20 and 21, the total number of nursing
activities as well as their freguencies differ
significantly from one health centre to the other
depending on the catchment area, the type of services
offered and the community's demand for and utilization
of health services. Clearly, demands in the area of
preventive services are much higher than other
services available in the health centres. It can be
observed that nurses are also immersed in clerical
work which absorbs a high percentage of their daily
activities. Upon reviewing TABLES 20 and 21, ante-
natal services utilization are generally found to be
high. Due to Government support for the Health For
All By the Year 2000 initiative, immunization is an on
going activity and public immunization is approaching
100 percent of the population. To complete the
preventive services, health education is becoming a
very important component in the provision of health
care services through the Public Health Directorate.
Health Education is being attended to by a team
consisting of a community nurse, a midwife -and
maternal and child health care nurse. Communication
plays a major role in health care services. It may
be important to consider a clerk to undertake
communication as well as other clericals tasks. Both

communication and clerical tasks consume great amount




173

9T 1T 8 9 3 1€ ysem 245
T 1 T 0 0 £ Moeg Ted
T 0 0 z 0 0 UOTIONG TeF
0 0 0 r4 0 L UseM Teg
rd TT €€ TI € LZ S0191d U] Xed
Z L 0 e 0 6T PIY 35IT4
4 €T L 9 € 6 Apogd UDTSI0] - SACUEY
TT g €T g L 22 SSSOY UOTSTOUL
zT 9¢ 19 8T 52 £F Teaousy SININS
6 rd3 1z €1 8 LZ PUnoyM sInans
0 T 0 0 T T sa1sdoTd
[4® 0 4 S € T UDTSTT-UDTSTOXH
6 b4 ST 0 4 1 UOTIRZTISIED
r4x 0 0 9T 0 r AdeTatn0AT)
g % 62 €T ST 0t UOTSTOWNDIT)
S6% 9TOT 8TL oLy £€9 7T6 Butssaug
€1 9T 0T ST 9T 8T UOTIRIISTURRY “A°T
L0T ZT0T BL 9¢ £6L 6€T suoTioefur Teroads
00T LZY 699 7SS 65T zzT suoT308 [ur
FATINED
£ Z £ 8 9z b4 ATISPTH -
L 0 z £ €I 7 PR -
€ z z z 74 9¢ PITw -
3 LT $T 85T vz (4] ISUIAON - JTSTA SWOH
€987 Z957 ¥E9E 8TZT €122 LSEE UOTIRD TUTUID))
90L $8T 65 06% 0ZT g5 ButtTesuncd
059 A%y S0€ 315 z6 £Z0T TOTIETEH YITESH
ST %8 Z0g ST 00T 80T SOTATSS TOOUDS
9T 992 959 7LZ 8T¥ 8LY UOTIRZ Tl
LOT $ST AN ZST 692 T9T |[sah § Zopun BuruesIns pTTYD
S 0¥ 68 ¥ €1 ST LIOGMBN
8¢ SL S¢ 6% 9t T TISAON Te2aru-3S0d
T8 20z €6T ST z8 68 TEUNOOUS SJTMDTIH
LTZ £ze i 9sT TLT 96T ITSTA=Y
99T BST 06t TTIT SET £ee TITW
0T z9 6€T 8% 6L $ET Tutzd TeYeu-S3LY
DH UedeS US [DH UMOL ©ST | OH STeuDT, | O WreN |[OH wewTes us [DH BIJTS HAATINAATIA

SHLIIATIONV NISAINN ATHINCOW TVIAL

SHELNED EXTYEH GIATANNS XIS HHL NI SHILIATIOV TYIOL XATHINOW JHL J0 AYIWALLS 0T dIddL




174

[IJUs) YATEesH DH

Az

00% 65T 6L OLY 6L2 Ty SIS0
87T 8TT 6% STT 65T ZEP  |STOSURTISOSTH 3 TEUDSISJ
[ 91T 0 Ty SET g1 Butayzoosy
5 66 9z S8 0T £z Burasew
PLIT 889¢ LSSS LS8T 5682 LGEE TEOTIOTD
MOM @EINIDOSSY

£0T 1T LT $S 0% 6% de/ddl subts Te3TA
3 b T 5 T 0 aonI
g € T 0 z 8 abuods pToD
0 z 0 0 r4 0 =t =i
TE T 0 [t 75T 4 53591 =0
L 8T 9 z 9z i 3s8L dad
0 0 T r4 r4 z sbeyIIcusEy SSON TOITIUCD
SL ZIT 58 A 06 Ly UOTIRZ TSN
5 [ r 8 0 T UOTIETISTUTDY No
T 3 1 0 0 0 ydexboTeaTa
$9 68 LY 39 0% T¢ 50"
0T 8T T¢ 9 9 LT uoTIeTIdd
g z £ z 0 4 Auydexbount,
133 65T LS LZ 9¢ 69T 1S8L WOTSTA
OH UedeS US | DH UMOL BSI | DH SFEUDTL | OH WIeN |uswreg us | oH BI31S HATIFED

SHILIATIOV DNASHEN ATHINCA TEIQL

SHIINED HITAH HASANNS XIS EHL NI SHLLIALIOV XTHINOW HHL 30 ANUNAS 0T FIEYl (CLNOD)




175

0 0 0 0 0 0 0 0 UOTIAONS Ted
0 z z T 0 € 0 0 usem Teg
7 o} T z 0 0 o} z SDISTd SO IeF
0 0 0 r 0 0 T 0 PTY 3STTd
T 0 T T 0 0 z 0 Apog ubtaIog =acuEn
g 0 0 0 0 0 z Z SS8DAY UOTSTOUL
T ¥y 9 L T = T £ TeAousy] |INanS
T Y T 0 ¥ T T 1 TUNOM SIMANS
0 0 0 0 0 0 0 0 sotsdoTd
0 T 0 0 0 T rd 0 UDTSTT-UOTSTOXY
T 0 0 0 0 0 0 0 UDTIRZTISIANED)
0 0 0 0 0 o 0 0 AdeTstioATD
0 &4 Z 0 0 0 € 0 UOTSTUNOITD
0T | OTT 6LT SL L¥T rd=y 6L ZLT Butssaag
0 4 2 T T z T 9 UOTIRTASTUTWDY A" T
TZ | 09 0 SL 0 9T T A suotaoelur Tetoads
% | S5 €8 T 0T Lz €L 9L suoT3oe [y

ANTIRHED
0 rd T 9 T 0 0 0 ATISPTE -
r4 € 2 $T L L 0 0 ITDY -
L € 0 1€ £ 0 0 0 PITD -
0 8 S 8T 0T 6 0 zZ TSUIOW - JTSTA SUOH
62 | EL¥ 95¥ 619 LET 867 8YT L6¥ UDTIED TUNIIOD
T | € L £e 8% 68 LB i BuTTTesUnoD
€6 | € zZTT rAan 58 6L 1] 82 UOTIeINPE UITeSH
S z 0 0 €T z 0 €T SOTATSS TOOUPS
LE | 6% 65 15 8Y 95 $T 68 UOTJeZ Furr
Lz | ¥ T 8% 99 0S 9 139 bButusaros pTiD
0 ¥ 0 LE 0 0 0 0 TIOCMaN
0 T 12 12 L 0T ) €T TS0 TeYeu-3Sod
Tz | 8 0 82 €€ 0 0 €z J23UNODUS DI TMDTH
ot | Lg 0 50T Vi 0T 0 St JISTAT
6 | L 0 =7 0 L 0 % TITTW
¥ 0T 0 9z 6T £ o T TWTIg TRIeU-S3UY
OH TTV.V [PRTTE [OH ITeQ| OH ®I0CH | OH JTeMmy e TeuoTIeN | OH ©ITd 3IS°M | OH rATEDNg AALINIATSEA

SHILIATIOV ONISION ATHINCW TEIOL

SHIINTD HITVEH EAIANNS IHOIE HHL NI SATIIATIOV TUIOL HEL 40 ASWANLS T2 ITENL




176

SIJua) YaTesH - OH
1 A

oo HOO A $koog]o

oNoO <ot

€9T
ST

0SS

ooNOOAODO

.

OHOOWOOoH
L)

(4]
89

I8
108

[ RoRele Nallo el o)

N~-Ooo A

581
91

LES

oo dOoQo Y

oM Ot P

034

oot

NMoooo -

oNYOoOr-NOO

£91

98¢

l.OOM'Lgr-IOC)R:

OCOoOMNM OO

0z

AY4

NooHOoOOoOoOO

[

OOoOMNMNOOA00

LET
BT

£69

FOoONOOCOOMmM

—

NN on

OH TIV. Y

OH petTTE

oH ITEed

oH BIOCH

OH STeMty

OH uredyed JoO
Seg TEUOTIeN

OH BITH J59M

OH eATepng

S0

| SNoTRTTE0STIH ¥ TEU0SI=d

Buraxoosd
Butasen
TeoT=™TO

oM @ETWIDOSSY

dd/341 SubTS Teata
aonT

abucds PIOD

E=b=10.08

823831, IS0

a1s8l gdd
sbeyIcusey 9SON TOIIUoD
UOTIRZ TTNCEN
uOﬂumuumﬂuﬂEQQmu
ydexboTeata

C|

uoTIRTIAI
Aydexbouoy,

IS8 OTSTA

ysem aiH

oed Ied

HATINGD

SETLIATIOV DNISUN ATHINOW TYIOL

STIND EITVEH (IAEANAS JHOTHE EHL NI SELLIATIOV TEIOL SHI J0 ZIPWANS Tz TIgYLl (GINCD)




177

of the nurse time. (Volume II, appendix K).Among the
many curative matters, dressing is more frequently

geen in any health centre.

ASSESSMENT OF NURSING ESTABLISHMENT IN THE HEALTH
CENTRES

The Nursing establishments in the primary health care,

health centres were calculated using the Hurst and

Costin (1987) formula. Basically the formula is as
follows:
WF'E = A x B /C/D
where:
A Total hours worked by all community

Nursing team in a given time.

B : Whole Time Equivalent factor
C : Duration of observation in weeks.
D : Number of hours/week

Since the WTE factors (B) reflects the actual number
of working days per year per nurse, it was calculated

on the basis of the following assumptions:

i) Fach year, in Bahrain in the Public
Health Directorate, 153 days are

consumed by different
leaves/holidays:
weekends . 104 days
yearly leave . 30 days
public holidays . 13 days
average sick leave .. 6 days

e ———

Total days/year - 153 days
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ii) Accordingly the actual number of
days worked/year is calculated as

follows:

365 - 153 = 212 days

iii) Therefore, the WTE factor in Bahrain
is:
365/212 = 1.7
This excludes pregnancy leave, orientation and

training leave for which replacements or overtime are
needed. The WTE factor of 1.7 was incorporated in
Hurset and Costin's computer programme along with
nursing activities and the time needed feor performing
each of these activities. The Computer programme is
outlined in APPENDIX Y, Volume II).

The monthly totals for each health centre were entered
and the total nursing establishment as well as the
breakdown of the nursing staff were calculated.
Fourteen computer printouts for the fourteen health
centres with the total activities, total hours
consumed in performing these activities, total and
breakdown of the nursing establishments were produced
(APPENDIX 2, Volume II).

TABLE 22 compares the nursing establishment in the six
health centres as assessed by the study and those
currently available. As shown, the study produced
higher figures in each of the six surveyed health
centres. The difference ranged from 2.1 -~ 10.1 WTE,
being lowest in Sh. Salman Health Centre and highest
in Jidhafs Health Centre. The mean difference is 5.8

WTE for all studied health centres.

TABLE 23 is a comparison of the current nursing

establishments and those assessed by the study in the




179

Apras s 03 BuTpIoooR JURULSTTARASS Sesatul JO ISUIN °5
aIIUSD YITESY UT SSSIrm JO JSCUIW JUEIID D
SaIIU=) UATeSH £ Usamlsd peIeys SITMPTH ¥ «

28I TROTIORIg * Nd
ATESE PITUD TeuxsdeW “HMW
SSITN UATEesH AJTUruc) :NHD
SITMPTN  ‘MA
ssany IOTURS NS
8° G any afretpul XS3STS  CHNI'S PACHS
T°0T | #'€C €€T | L'z 02| T&8029¥y0ElT¥% €0 s'¢ 0's|ee 0T sFeupTL
L'S | 0°ST €6 z'z o0'z| Lzozlgeoel9T €0 L'z o0z|oe 0T yeqes "Us
6°c | zozeeor loe 09 00EOZP'TOE|BT €0 Sy 0%| P 0T Mo, BST
Tz | #'ste¢T | 6T 0°€]l Lzozogo0zleT €0 1€ 06s|8¢T 0T UBETeS "US
¢'c |ogrgsT 9oz 0'€|l 9£OTISTEDC|6ET €0 0°E 0'8{0°€E 0T WTeN
96 {6'TZ €2 | ¥v'e 0o%| T'#0°2log0ocjce €0 6'C 0°FE|9€E 0T ©ITS
S D S D S D{s 2|8 *D S o) S D
4110 TYIOL NA HOW NHD MA NS HONI 'S TAINED HITYEH
INTWHESITEVISH ISUnN

FTEVIIVAY ALINTRID OGNV AJALS BHL A9 (ESSESSY SV SHSINAD
ELTYEH XIS HEL NI SINAWHSITEVISH ONISION NISMIHE NOSTAVAWOD

.NNMQmﬁ.




180

axue) maTesH TH

IsSTW TROTIORIg NG

UATESH PTTD TEUISIBW “HMW

9sIT UATESH ATUIOD *NED

BIIED UATeSH UieTyed JO Mueg TRUOTIEN ‘€N

SITMDTA  *MA

28I JOTIDS NS

abreyout X93STS ‘HONI'S

Aprgs an 03 Berpaoooe sssany JO oAU (S
UEISTTURISH 9SINN JUSTTYD D E

(OH € Ueem3aq PeIeUS MA = €'0 'DH § TSaMISq PeTeus MA = 270 ‘Md ou = Q)

8'9 any SaIJUED UATESH JO JSQUITI © Usamisq PaTeqs SITMPTIN «
6T | 0% [T'T T |80 0 870 0190 O[T O'T| €T O BIITH ISSM
vz (LWTT €6 66T 0 8T 0T’z OEfZ’T €0g°C 0| T°2O0°T (SIS
0°0 |€°0T €O0L|ST O%|L'T O'TiE'C 02T £ 0IL°T 0T LTOT TR
8'CT |T'6T €9 (0°C 0TI’y O'T|0°y OT(P'E T€0O9'C OT|PCOT BI00H
€9 j£°CT 09 |[g°C 0'¢|6’T O T'T 0O TCT 0j§°'z 0'T|{SC0°T aTed
8'G |T'ST €6 |P°Z 0°2TI9'C 0°Z|9'C C'CT|0'EL €©°08'C 0°CT|LZ2O0T eTAEpng

wrped
6°L |T°6T €L |€°Z 0°€l9'Z 0°T|6°C O T|6T TOIL'T O TyLTOT TY pPeltd
8'¢ (08 TY¥ [T OTIT OTERT OT{ET TOIS'T 0Ty ¥%T O TTYWY
s .} S 218 o S Ol 8 O |8 2 S o)
Sou=RISITd TEIOL N4 2.2 NHD M NS HONI'S  |JHdINED HITVEH
INTAHSTTEYLSE ES5JIN

FIICIIVAY JIINRRD HSOHL ANY ACKALS HHI A9 QHSSESSY 5S¢
STITNED KITYRH JHOTH SHI NI SINIWHSTIEVISE DNTSHNN NIHEMIRE NOSTHYAWCO

£Z TIHYL




181

aIUS) IRTESH (DH  9sami TeoT3Ideld : N4
aTqUs) YIATEWH UT JuoTeaTnbe owTy ST0QM DH/SIM  SIJUSD UITeSH UTeIyed 30 JUPH TeUCTIeN :€EN - A5

aace ¥ Nd
G*00T = 00Z — S 00F OH 1Z
S*00E 107 M TPI0L
297 T°19 L ¥6T 5'87 TP303 Ais
£L™8 LY Lz s1 0°8 L°LT s'21 G 8T O/ TIM
ra 62 Z'LS rARS PSPoSU HIM
TEUOTATERY
¥ Gz L 2°S Uesi
rA 62 £°1¢ A SOUSISFITA
e oz YT T°¢9 1°2¢ 1°'90T 8°%L G°81 £°6T 3L
£€°0T €£°01 JTeMmy
g 1z €£°T1 °I3TS
6°% 0'% BIJTY 2SOM
AT UoTHsy
6"L Ty TTY.Y
rAR=YH £'6 vATepng
T°ST L wTEe-TY PeTTe
¥'€z  £°Fl syeyptr
z'0z €91 umoL, esiI
11T uotbay
1°61 £°9 BIOCH TY
0°S1 €6 yeges *Us
G 81 €°G6T wreN
11 uothey
kA g Ired
L°TT €6 gEN
UBTeS * Us
AR £l 1 uothsy
Forag/auexmy | Apmag/auexmm) | Apnag/3usiind Apnas/usIand NOISEY
o] ¥ ¥ a=dng /TEINED BITVEH
i d X e

CENTRE YN U NT AOALS/INERRND SINDRRINGTE WIMOANTYW ES¥NN 30 NOSTEYAR0

[AANRCE= AR




182

eight additional selected health centres surveyed. As
illustrated the study results are also higher than the
current establishments in all the health centres
except in Kuwait Health Centre where the two figures
were the same. The highest difference in the studied
healtl sesntrop was howaver in Hoora Health Centre and
the least in West Riffa Health Centre. The mean
average difference is 6.8 WTE of all studied Health

Centres.

TABLE 24 reflects an overall comparisoen of nurse
requirement as per the study and those actually
available in the fourteen health centres. The
difference in the super type A health centre is 3.2
WTE, in Type A health centre 31.3 WTE in type B health
centre 29.0 WTE and the Type C health centre 12 WTE.
The mean average differences were calculated and
multiplied by the number of health centres available
under each of the four categories Super A, A, B and C.
The additional number of nurses needed are therefore
3.2, 57.2, 29.0 and 12.0 in types Super A, A, B and C
respectively. The mean average number of whole time
equivalents needed in each of the four categories were
also calculated. ©One notices that Type A Health
Centres should have an average of 17.7 WTE, Type B
15.27 WTE and Type C 8.73 WTE. The one super A, 11
type A, 4 type B and 3 type C available and
functioning health centres shculd have a total number
of 300.5 WTE. In other words there is a 100 WTE
difference between the nurse establishment requirement
as determined by the study and those currently
employed in the Health Centres.

FUTURE NURSE REQUIREMENTS IN SATMANIYA MEDICAL CENTRE
WARDS

Using the data of the study an attempt was made to

determine the future requirements of the six
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surveyed wards. Such planning is based on changes of
acuity over time (acuity is workload Index over number

of patients (Ball, 1987). Improvement in the quality
of care is directly proportional to technology
utilization which is reflected by ascending acuity.

Ball (1987) illustrated how acuity can be used to plan
for nursing requirements that match changes in levels
of service and use of beds. The same guidelines were
used in projecting the nursing requirement in
Salmaniya Medical Centre, taking into consideration
that factors like bed occupancy and workload index

were kept constant.

As shown in TABLES 25 and 26, increasing the acuity in
Wards 41 and 43 from 1.6 to 2.1 over the period 1990~
2000 will increase the nursing requirements from 20.8
WTE and 21.7 WTE in 1990 to 27.3 WTE and 28.5 WTE
respectively in the year 2000. It is worth mentioning
that number of beds, percent occupancy and workload
index were kept constant. Similarly TABLES 27, 28,
and 29 show how increasing the acuity from 1.8 to 2.1
over the period 1990 to 2000 will result in increased
nursing requirements from 25.0 WIE, 24.6 WTE and 23.6
WTE in 1990 to 29.2 WTE, 28.7 and 27.5 WTE in the year
2000, in Wards 66, 51 and 56 respectively. In Ward
53, nevertheless, the acuity was already high (2.2)
and a further increase can not be anticipated (Table
30). ;

Salmaniya Medical Centre has 598 beds distributed in
32 Wards covering different specialities like Medical,
Surgical, Paediatric, Gynaecology, Ear, Nose and
Throat (ENT) and Optholmology. For the purpose of
this exercise the beds were distributed between the
two broad specialities: Surgical and Medical. The
former having 321 beds and the latter 277 beds.
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Considering that Salmaniya Medical Centre has 321
surgical beds at a current occupancy rate of 95.4%
with an acuity of 1.8 and WTE/per workload index of

one as 0.64, the number of nurses required will be:

321 x 0.954 = 306.2
306.2 X 1.8 x 0.64 = 352.8 WTE

nlso considering there are 277 medical beds available
in Salmaniya Medical Centre, nursing requirements can
be calculated on the basis of 92.7% occupancy, 2.1
acuity and WIE per workload index of one equal 0.64.

The number of nurses required are:

277 x 0.927 = 256.8
256.8 x 2.1 x 0.64 = 345.1 WTE

The total number of nurses required for the total
medical and surgical wards is therefore 697.9 WTE.
While increasing the average acuity in the medical
wardse (2.1} is not feasible in the foreseeable future,
increasing it in the surgical wards from 1.8 to 2.1 is
possible and will therefore lead to an increase in the

total requirement for nurses.

TARBLE 31 shows the requirement for nursing
establishment (based on the existing average acuity
figures of 2.1 for medical and 1.8 for surgical} for
the 598 medical and surgical beds. This suggests that
£97.9 WTE nurses are needed compared with the current
number of 507 nurses on the wards, a difference of
190.9 nurses. Since the study was only conducted on
the wards, this reflects the nursing establishment
cituation in the wards only. TABLE 32 shows nurses in
the wards constitute around 54.5% of the total nursing
and other support staff in Salmaniya Medical Centre.
Although not studied one would assume that if the
percentage of other categories of staff are to be
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maintained their numbers would  have to be
proportionally increased. Therefore the total figure
of 1120.9 calculated on the basis of Criteria For Care
Method would be expected to be higher.

Nursing requirements were also estimated wusing
ascending acuity. While it was possible to gradually
increase the acuity in the surgical wards from 1.8 to
2.1 overtime (1990-1999), it was nevertheless kept
constant at 2.1 in the medical wards. This resulted
in an increase in the wards nurse requirements to
717.5, 737.1 and 756.7 WTE. As shown in TABLE 32 the
total nursing establishment were therefore calculated
as 1140.5, 1160.5 and 1179.7 at acuity 1.9, 2.0 and
2.1 respectively.

TABLE 31 NURSING REQUIREMENT OF THE MEDICAL AND
SURGICAL BEDS

—..___._.-.._........—___....-__-.-——..-.-_......__-....._———.._._.————--—u.—-——_—...—__—

Type of Beds Number of Acuity Nursing
Beds Requirement
Medical 277 2.1 345.1
Surgical 321 i.8 352.8

Total 697.9 WTE

Medical 277 2.1 345.1
Surgical 321 1.9 372.4
Total 717.5 WTE
Medical 277 2.1 345.1
Surgical 321 2.0 392.90
Total 737.1 WTE
Medical 277 2.1 345.1
Surgical 321 2.1 411.6

Total 756.7 WTE
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TABLE 32 COMPARISON BETWEEN THE CURRENT NURSING
ESTABLISHMENT IN SALMANIYA MEDICAL CENTRE
AND FUTURE REQUIREMENTS

NUMBERS DETERMINED BY THE STUDY USING
ACUITY CHANGE OVERTIME

Year Current 1990 1993 1996 1999
Acuity Number 1.85/ 2.1 1.95/2.1M 2.05/2.1M 2.18/2.1M
Nurses on 507 697.9 717.5 737.1 756.7

the wards

Nurses in
other areas:

Admin. 59 59 59 59 59

OT,RR,AKU

ccu, ICU

AE,DCU 189 189 189 189 189

Hoapital

attendent 136 136 136 136 136

Support

staff 39 39 39 39 39
Total WTE 930 1120.9 1140.5 1160.1 1179.7

OT ¢ OPERATION THEATRE

RR : RECOVERY ROOM

AKU: ARTIFICIAL KIDNEY UNIT
CCU: CARDIAC CORONARY UNIT
ICUy: INTENSIVE CARE UNIT
A/E: ACCIDENT AND EMERGENCY
bcU: DAY CASE UNIT

CFC: CRITERIA FOR CARE

FUTURE NURSE REQUIREMENT IN PRIMARY CARE

The data obtained from the study undertaken in the
health centres was used to project the future nurse
regquirement in Primary Health Care. The health plan
for the next five years aims to add two new health
centres (type A), upgrading of one type C health
centre into a type B and the conversion of two clinics
into type C health centres, giving a total of 23.
There are no plans for further increase in the number
of health centres until the year 2000 (TABLE 33).
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Based on the future health plan and using the data
avallable, it was calculated that by 1992, 26.4 WTE
additional nurses will be needed, in 1993, 13.0 WTE ,
and in 1994, 26.4 WTE giving a total additional
requirement of 65.8 WITE (TABLE 34).

TABLE 34 FUTURE NURSE REQUIREMENT
IN PRIMARY HEALTH CARE

Type of
Health Centre Location Year changes WTE Needed
are
""""" n tes Town (eamad) | 1s82 177
c Zallaq 1992 8.7
B A"Ali 1993 6.5
B W. Riffa 1993 6.5
A Hamad Town (two) 1954 17.7
c Jaw/Askar 1994 8.7

Summary: 26.4 WITE are needed in 1992
13.0 WTE are needed in 1993
26.4 WTE are needed in 1994
65.8 WEE Total

NURSE MANPOWER_REQUIREMENT FOR PSYCHIATRIC HOSPITAL

While the nurse requirements for the psychiatric
hospital were not estimated,it was necessary to
determine data to reflect nursing establishment in
the Psychiatric Hospital that could be added to other
nursing establishments to complement the overall
Ministry of Health nurse requirements. Using the
projected nurse/population ratio as indicated in
psychiatric hospital official reports, the nurse
requirements were calculated. TABLE 35 shows that
numbers of psychiatric nurses needed are 301.8 in 1990

and 392 nurses in the year 2000 to achieve the desired
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ratio of 60:100,000 population. The present number of
130 in 1990 however, presents a ratio of 25.8:100,000.
This means that an additional 171.8 nurses are
immediately needed to achieve the desired ratio.
Thereafter 8-10 nurses would be required each year
during the period 1991-2000.

FUTURE SUPPLY OF NURSE_MANPOWER

As indicated by Hornby et al (1980) the future supply
of manpower can be based on the availability of
current staff, the rate of loss and future additions.
Accordingly baseline manpower projections are based
on current staff in post combined with estimates of
additions and losses. Assuming that no significant
changes are expected in nursing supply policies in
Bahrain, TABLE 36 demonstrates the Gain-Loss baseline
Projection in Bahraini nurses during the period 1990~
2000.

The gains are in fact mainly the graduates of the
College of Health Sciences based on the expected
number of graduates from the present pool of enrolled
nursing students and the yearly intake of around 130
students (as from 1990), with an expected attrition
rate of 22% mainly in the first year. Gains also
include nurses returning from temporary retirement,
employees transferring from other organization etc.
Such gains in Bahrain are very minimal. As for the
losses, they may incliude  death, retirement,
emigration, resignation, transfer to other jobs and
temporary losses due to study leave and or extended
leaves. In Bahrain the nursing force is young,
accordingly the losses from death and retirement are
almost non-existent. Under the losses, however, the
Bahrain Defence Hospital graduates (students sponsored
by Bahrain Defence Force for future enroclment in the

Military Hospital) have been listed.
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They in fact are gains to the health services but also
are lost from the future supply for Ministry of
Health.

As illustrated, in TABLE 37 the supply of Bahraini
nurses at the end of the period 1990-2000 and after
considering the yearly gains and losses, will
increase from 641 in 1990 to 1374 in the year 2000.

While the previous two TABLES 36 and 37 indicate the
gain and loss projection among Bahraini nurses in the
period 1990-2000 and the supply projection at
baseline, the same projection is presented for all
nurses working in Ministry of Health Bahrain in regard
gain-loss and supply projection at baseline (TABLES 38
AND 39).

When considering the baseline projections of the gains
and losses among all nurses (TABLE 38) the picture
comehow becomes different from that for Bahraini
nurses. Under the gains the yearly overseas recruits
were added to the graduates of the College of Health
Sciences . The Table shows the actual recruitment
that took place in the years 1990 and 1991. The
anticipated recruitment for the years 1992, 1993 and
1994 is largely due to the expected completion of
Salmaniya Medical Centre expansion project. The demand
for nurses will be highest is 1993 and 1994 where the
yearly recruitment is expected to reach 100 nurses.
Beyond the year 1994, it |is anticipated that
recruitment will stabilize and be maintained at about
73 nurses annually. This is important for the
maintenance of the nursing pool considering the
anticipated nurse turnover. In 1991 a significant
drop in the number of overseas nurses recruitment was
encountered mainly due to the Gulf War and the
instability of the region towards the end of 1990 and

beginning of 1991 when preparations and arrangements
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for overseas advertisements and recruitment are

usually made.

Under the losses the number of non Bahraini nurses who
resign yearly from the service were also incorporated.
Having determined the gains and lcsses for all nurses,
a baseline projection of nursepower supply was made
(TABLE 39). The supply of 1407 in 1990 is expected to

increase to 2219 in the year 2000.

Tn addition to establishing a baseline projection for
assessing whether the future supply of nurse manpower
will be adeguate to meet future requirements, a
further alternative projection could be made to
estimate the likely supply of manpower on the basis
of making certain changes in present policies and
other factors that could affect nurse manpower gains
and losses. TABLE 40 shows an alternative Projection
for Gain/Loss in Bahraini nurses by increasing the
intake of students in the Associate Degree Nursing
Programme from 130 to 160 and an expected number of

graduates of 125 as from the year 1995.

Based on the alternative projection of the gains-
losses in Bahraini nurses over the period 1990-2000,
an alternative projection of Bahraini nurse supply was
made (TABLE 41). Comparing the supply of Bahraini
nurses using the baseline and alternative projections,
it is evident that by increasing the students intake
into the nursing programmes at the College of Health
Sciences as from 1991, the Ministry of Health will
have 1524 Bahraini nurses by the year 2000 based on
alternative projection compared with 1374 according to
the baseline projection. Similarly an alternative
projection for gains and losses for all nurses in
Ministry of Health, has been made on the assumption
that overseas recruitment will continue to be 100 per
year as from 1992 till the year 2000 (TABLE 42).
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The continued recruitment of 100 nurses is due to the
expected completion of Salmaniya Medical Centre
expansion project, additional health centres as well
as completion of the planned Muharraq hospital with
500 beds.

Based on the alternative projection for the gains and
losses for all nurses, an alternative nurse manpower
supply projection was made. As shown in TABLE 43,
2583 nurses will be available in the Ministry of
Health by the year 2000. This reflects an additional
of 284 more nurses by the year 2000 (2583-2219) see
TABLE 39

ESTIMATING THE_NURSE MANPOWER REQUIREMENT
FOR THE NEW PROPOSED HOSPITAL

In planning for health manpower needs, provision
chould be made for any anticipated new projects and
expansions. While the expansion of Salmaniya Medical
Centre has already started, plans for a new 500 beds
hospital in Muharrag area, coming closer to reality.
Accordingly if a model for nursing is to be pursued
then, the data collection and analysis has to be
extended to include an estimation of nurse manpower
needs of such a project using the study data and
assuming the completion dates as 1999 for phase one
and 2000 for phase two. It is hoped that the Ministry
of Health will use the calculations in the planning of

nurse manpower requirement for the new hospital.

New Hospital: Phase I

Based on the assumption that this Phase will consist
of 210 surgical beds and 110 Medical beds in addition
to all support services, the nurse manpower

requirement will be as follows:
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- Number of Surgical beds Phase I = 210
Occupancy rate 90%
Acuity 2.1
WTE Per Workload Index of one 0.64

Number of Nurses for 210 surgical beds =
210 x 0.9 % 2.1 x 0.64 = 254 WTE

- Number of Medical beds Phase I = 110
Occupancy rate 90%
Acuity 2.1
WTE Per Workload Index of one 0.64
Number of Nurses for 110 Medical beds =
110 x 0.9 x 2.1 x 0.64 = 133 WTE

Also based on the assumption that Phase II will
consist of an additional 80 surgical beds and 100
medical beds, the nurse manpower reguirement will be

expected to be as follows:

- Number of Surgical beds Phase II = 80
Occupancy rate 90%
Acuity 2.1
WTE per Workload Index of one 0.64

Number of Nurses for 80 surgical beds =
80 ¥ 0.9 x 2.1 x 0.64 = 97 WTE

- Number of Medical beds Phase IT = 100
Occupancy rate 90%
Acuity ' 2.1
WTE per Worklioad Index of one 0.64

Number of Nurses for 100 Medical beds =
100 x 0.9 %x 2.1 x 0.64 = 121 WTE

The total nurse manpower needs would therefore be 605.
Since this figure represents the needs of the

wards/beds only, it was necessary to estimate the
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needs of the other sections/units/specialities on the
basis of current nursing categories staffing levels
in Salmaniya Medical Centre. The +total nurse
establishment of the new hospital would therefore be
1028 and the different categories were worked out to

be as follows:

- Administration 59"
- Special areas (OT,RR,AKU,

ccu, ICU,AE,DCU) 189"

- Nurses on wards 605

- Hospital attendants 136"

- Support staff 39"
1028 WTE

*(see table 32, page 190)

Summary:

Phase I (year 1999)

- 210 surgical bed = 254 WTE
- 110 Medical bed = 133 WTE
- special areas,
support staff,
Administration and
Hospital attendants = 423 WTE
Total Phase I = 810 WTE
Phase II (year 2000)
80 surgical bed = 97 WTE
100 Medical bed = 121 WTE

Total Phase II = 218 WTE
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NURSE _MANPOWER REQUIREMENT FOR MINISTRY OF HEALTH

Using the data and results derived from the study an
attempt was made to estimate the total nurse manpower
requirement for the Ministry of Health over the period
1991-2000. TABLE 44 illustrates the requirements
categorized under different locations of Salmaniya
Medical Centre, Primary Health Care, Psychiatric
Hospital and Maternity Hospital, as well as the new
hospital expected to be built in Muharrad. Under
Salmaniya Medical Centre, nursing requirement
according to current data was kept constant at 930 WTE
from 1990 till 1992, As from 1993 it will increase to
1130 WTE to include the additional 200 nurses required
for Salmaniya Medical Centre expansion. According to
the study the requirements are kept at 1120.9 WTE
(acuity 1.8) for the period 1990- 1992. As from the
year 1993 till 1995 it will increase to 1140.5 WTE
(acuity 1.9). Again in 1996 and till the year 1998
the nurse requirement is increased to 1160.1 WTE
(acuity 2.0). A further increase is incorporated in
1999 and 2000 whereby the nurse establishment reaches

1179.7 WTE reflecting an anticipated acuity of 2.1.

As for the nursing establishment of the Psychiatric
Hospital the figures using current data reflect the
available number of nurses as well as required,
according to information received from Psychiatric
Hospital officials. on using the target ratio of
60:100,000 population and expected population growth,
the nursing requirement as calculated in TABLE 35 were
incorporated. The requirement for nurses in the
Maternity Hospital were incorporated as communicated
by the hospital administrator, these were 38 nurses in
1991 and 22 in 1992.
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As is evident from TABLE 44 the same maternity long-
stay figures are listed for both current situation and
the study. The major increase jn requirement for 100
nurses can be observed in 1994 when the replacement
of the existing maternity will be ingorporated in the
new facilities of Salmaniya Medical Centre which are

expected to be completed at that time.

Nursing requirements in the Health Centres were as
communicated by concerned officials in the Directorate
of Health Centres and according to the health plan.
These requirements are expected to increase from 265
WTE in 1990 to 306 WTE in the year 1994. The 19924
figure is expected to continue unchanged till the year
2000, According to the study however, the
requirements are expected to {ncrease from 365 WTE in
16890 Lo 430,88 WIPE in the year 2000.

planning for future manpower needs should reflect any
anticipated new project. The needs of the new
hospital to be bullt in Muharrag were also included
and as calculated earlier: 810 WTE in 1999 and 218 WTE
in the year 2000. The regquirements for the new
hospital however, were calculated on the basis of the
current data and existing staffing levels in salmaniya
Medical Centre as 482 WTE in 1999 and 271 in the year
2000.

Adding all the above requirements, the total nurse
requirements for the Ministry of Health according to
both current and study data are expected to rise from
1555 WTE and 2017.7 WTE in 1990 to 2293 and 2610.5
WTE by the year 2000. However, due to the opening of
the new hospital in Muharrag and the anticipated
services, the shortages for nurses js expected to be

highest in year 1999.

The Ministry of Health will continue to suffer
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shortage of nurses till 1995 indicated by the negative
figures under both current and study results (Table
44) . According to current data however, the situation
will start improving by the year 1996 only to show
another shortage by 1999 due to the opening of the new
hospital. If however, the study data are to be
considered, the Ministry of Health will continue to
suffer nurse manpower shortage up to and possibly
beyond the year 2000. considering the Bahraini nurses

supply only, the mismatch is much more profound.

SUMMARY

If the total nurse requirements according to the study
are compared with the supply it can be easily noticed
that until the year 2000 Bahrain will still be
dependent on additional overseas recruitment to meet

the requirements for nurse manpower. Beyond the year
2000 however, total Bahrainization is possible if no

further expansion is scheduled and no additional nurse

manpower requirements are deemed necessary.

The final chapter which follows examines the results
obtained and reflects on methods used for assessing
nurse manpower in secondary and primary health care
setting. Some issues pertaining to nursing situation

in Bahrain are highlighted.
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CHAPTER EIGHT

DISCUSSION AND RECOMMENDATIONS

INTRODUCTION

This chapter elaborates on issues such as why use
patient classification in assessing nursing
establishments, nursing manpower in Bahrain and
mismatches between requirements and supply. Finally
the recommendations arising from this study are

presented.

WHY ADOPT A PATIENT DEPENDENCY SYSTEM

Nursing administrations all over the worlid will
continue to be <challenged by the main issue of
determining and allocating nursing personnel to meet

variable and unpredicted demands.

In Bahrain, nursing administration is equally
challenged in this regard. While patient
classification systems succeeded to a great extend in
rationally assessing and deploying nursing
establishments, a number of nursing organizations all
over the world have not yet realized the benefits as
well as draw backs anticipated from using patient

classification systems.

gince it is important for patient classification
systems to accurately measure the extent of nursing
care under special conditions such as the operating

features of the nursing unit, medical care practices,
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and nursing care standards and policies, consequently
nureing staff are sometimes reluctant to adopt in
total a classification system developed in another
setting. Accordingly the wish to develop one's own
system may be understandable under these
considerations. Vaughan and MacLeod (1980) however,
warn that the effort involved in developing one's own
system is substantial and frequently underestimated.
Furthermore, comparison of classification systems
shows that they have many similarities in both the
indicators used and the average amount of direct
_ nursing care time found to be needed for each category
of patients. Vaughan and MacLeod (1980) thus conclude
that it may not be necessary to #treinvent the wheel".
This notion was also confirmed by Williams (1988).

The researcher belleves that using an already
developed patient classification system is a realistic
choice in many institutions. Such experience will
provide a rich base of information that sets the stage

for comparative studies.

This is most true in Bahrain where nursing research is
1imited and expertise in this field is limited.
Following an extensive literature review and after a
number of hospital visits and meetings with nursing
administration and in depth discussions, it was
decided to apply the Criteria for Care method. The
celection of this method emerged due to its
adaptability and the satisfaction expressed by nursing
personnel with its implementation. It has also
managed to overcome a number of problems encountered
in patient classification and nurse establishment
assessments. The results of the study in Salmaniya
Medical Centre prove that it is feasible to use the
Criteria For Care System (Ball, Geldstone and Collier,
1984) ., Determining content validity, concurrent

validity and predictive validity could be done in
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future if tha nuraing administration opte to do eo.
Williams (1988) indicated that this could be done
without costly studies if expert professional judgment

is applied.

DEVELOPING A METHOD FCR ASSESSING NURSING
ESTABLISHMENT IN THE COMMUNITY

As indicated by Long and Mercer (1980) the majority of
the "bottom up" technigues for estimating nursing
establishment have been successful in hospital
settings. The estimation of nurses needed in
community settings, however, remained confined to the
traditional norms whereby a ratio of nurses per

population is established and applied.

Long and Mercer (1987) stressed the need for the
establishment of special methods for the estimation of
demand for nurses in community settings. Two main
factors contributed to the difficulty of applying the
patient classification methods for assessing nursing
requirement in the community settings. These were the
general role of the nurse in the community which goes
peyond the curative aspect to include prevention and
health promotion responsibilities, and the
fragmentation of the professional role of nurses in
primary health care between a number of nurses
categories such as midwives, maternal and child health
nursee and community nurses. Waite and Hirsh (1986)
note three main reasons vwhy research into the
community is more difficult than ‘that in hospital
settings. These were mainly lack of and variation in
useful information collected about community services,
variation of working practice in the community, and
limited studies carried out on primary health care
establishment in comparison with those undertaken in

hospitals.
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Realizing the limited use of patient dependency
classification systems in assessing nursing
establishments in the community, an aspect of the
study was dedicated to adopting, developing, testing
and implementing the Hurst and costin (1987) approach
in assessing nursing establishment in the community.
The results obtained (Chapter 7, page 173) proved that
the system has potential in assessing nurse
establishment in a Primary Health Care setting. The
computer programme developed for this method could be
used for assessing the nurse establishment of any
health centre. A further merit of the system is that
it offers a preakdown of the total nurse

establishment in a particular health centre.

NURSING _MANPOWER IN BAHRAIN

This section discusses nursing manpower in Bahrain
with the main focus on the results of the study in
regard to nursing activities and establishment in the
Salmaniya Medical Centre Wards and the Primary Health
Care, health Centres. The csection concludes with a

review of the nurse supply-requirement situation.

Nursing Activities and Establishment in the Surveyed

Wards

To reflect on nursing activities in the wards, a
comparison was made between the results of this study
and those obtained in the Criteria for Care study
undertaken by Ball, Goldstone and Collier (1984). The
comparison included Direct CcCare, Indirect Care,
associate Work and Personal/Miscellaneous activity

results, as obtained from all nurse activity sampling.

As illustrated in Figure 9 (page 158) direct care in
Salmaniya Medical Centre wards constitutes 42.8% of

all Nursing activities. This is lower than the 55%
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result produced by applying criteria For Care in the
Lincolnshire area (Ball, Goldstone and Collier,1984).

This is largely due to the increased involvement of
salmaniya Medical Centre nurses in activities such as
clerical tasks, house keeping, escorting patients,
attending telephone calls and undertaking other wards
errands which are important to the daily management of
the ward.

Unlike the Criteria for Care experience, Salmaniya
Medical Centre ward nursing teams are responsible for
the total care of the patient which ranges from
medinakion to merving meals., It is also apparent that
the sociocultural aspects as well as fanmily relations
exert additional demand on the nurses absorbing a
significant percentage of their time, attention and
efforts. TIn addition, the layout of the wards and
number of patients as well as the high occupancy rate
(95%) contribute to such a situation. It could be
concluded that direct care is somehow compromized due
to inadequate clerical, administrative, domestic and
support services and shortage of nurses. Other
results in the study compared well with the
application of Criteria for Care elsewhere
(Ball,Goldstone and Collier, 1984).

Nurses in Bahrain however spend more time on Indirect
Care and Associate Work as evidenced by the results of
20.3% for indirect care against 11.8% and 27.8% for
associated work against 15.3% (Figure 9, page 158} .
As for personal/miscellaneous activities the
percentage of time spent on them in Salmaniya Medical
Centre is less than that for Criteria for Care Levels;
9.1% versus 16.6%. The difference in the percentage
of time between Salmaniya Medical Centre and results
elsewhere is due to the fact that morning shift in

galmaniya Medical Centre starts at 6:30 am and
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continue for seven and half hours. The morning shift
ends at 2:30 pm when handover takes place. Contrary
to the shift system in most United Kingdom hospitals,
Salmaniya Medical Centre shift nursing personal do not
enjoy meal breaks, brief coffee breaks during the
shift however are allowed. The majority of the
inhabitants of Bahrain are accustomed to having their
meals at home. Accordingly, ‘the personal/
migoellaneocus activities at work place in Salmaniya
Medical Centre is compensated in favour of other

activities pertinent to patients needs.

TABLE 13 (page 159) also compares the two studies in
relation to mean average minutes of Direct care for
Category I patients per 24 hours and the mean ratios

of Direct Care Per dependency Group I, I, III and IV.

Tt ie interesting to note that there is a great
similarity in the mean average minutes of Direct Care
per 24 hours per patients in dependency I which were
94 in the Bahrain study and 93 in the North West Nurse
Staffing Levels Projects (in the model Ward). Also
there were similarities in the mean ratios of direct
care per dependency groups which were 1.0: 1.5: 2.4:
4.2 and 1.0: 1.6: 2.5: 3.5 respectively. The
significance of the data produced by the study points
to the possible usability of the criteria for care
system for determining nursing establishment in any

country regardless of the health care system.

As for the nursing establishment in Salmaniya Medical
Centre Wards the study showed that the actual number
of nursing staff in each of the surveyed wards was
Jjess than that estimated by the study using the
criteria For Care Method. The difference ranged from
1.9 to 6.3 WTE per ward reflecting a shortage of
nurses in each of the wards surveyed, with the
problems being more profound in wards 66 (Surgical)
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and 51 (Medical) (TABLE 15 Chapter 7 page 164). These
findings are in fact consistent with the generally
expressed feelings of nurses themselves as well as

officials regarding shortage of nurses.

The results obtained in Salmaniya Medical Centre
showed a difference of about 190.9 WTE between the
current number of available nurses in the wards and
those determined in the study. This reflects a
shortage of about 27% which is considered a serious
problem that could threaten the level of the health
care delivery system that the Ministry of Health aims
to provide. This shortage is in fact becoming a major
area of concern to those responsible, especially in
nursing administration. puring the observation study
in the wards it was observed that this shortage is
worst during the evening shifts where the limited
number of nursing staff (usually two per ward)
assigned to night shifts struggle hard to meet the
needs of 16-28 patients, depending on the ward. With
the existing high bed occupancy of 95% and above in
some wards those nurses are shouldering far more

responsibilities than they can cope with.

The opinions of nurses regarding their staffing
situation has been voiced in the nurse satisfaction
and Ministry of Health Officials guestionnaires. In
the first, the satisfaction of nurses in all wards
gurveyed with staffing situation was significantly
less than with patient care. In the second
questionnaire, almost all respondents indicated that
there is a serious shortage among nurses in the

Ministry of Health.

As indicated by Alward (1983) an important problem
which the nursing profession has not satisfactorily
addressed, relates to the discrepancies between the

ideal nursing staffing establishments derived by the
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patient classification methods and the actual and
existing number of nurses available as governed by
pudgetary constraints. He also warned that without
attention to their reliability and validity for the
specific organizations standards and practice, Patient
Dependency Classification may frustrate rather than
assist the nursing administrators efforts to predict

staffing needs.

A number of nursing administrators fear the legal
jmplication of having a Patient Dependency study
pointing out staffing deficiencies that budgetary or
recruitment factors preclude £illing. This the
researcher believes is a debatable issue, especially
in Bahrain as the results of patient dependency

studies could be used as guidelines for staffing needs
to correct deficiency in the light of the results and

recommendations of the study.

It is understood that Salmaniya Medical Centre nursing
administration will be submitting a proposal for the
review of nursing organization with the goal of
increasing the number of nurses. The results of this
study could be used to support their case for
augmenting nursing establishment. It is however worth
mentioning that requesting additional positions in any
government organization in Bahrain is usually
initiated at the service department who usually
forward proposals to the concerned Directorate of
Personnel. This directorate then communicates with
the Civil Service Bureau which is the central body
responsible for conducting a job analysis to determine
and approve the additional manpower requested. This
process 1is lengthy and usually takes months before
final approval 1s obtained. Since the Ministry of
Health depends mostly on overseas recruitment for
filling vacancies or meeting additional nursing
positions, it usually takes the Ministry of Health
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several more months to place overseas advertisements,
receive applications, and complete the recrultment
process with all its formalities before the selected

candidates actually begin their work.

Unless this process can be shortened or speeded up
vacant nurse positions will not be filled immediately.
consequently, the nursing shortage is 1likely to
continue indefinitely. As a result, the quality of

nursing services would therefore be compromised.

NURSING ESTABLISHMENT IN PRIMARY HEALTH CARE HEALTH
CENTRES

As discussed above as well as in Chapters 6 and 7,
nursing establishments in health centres were assessed
by a method adapted for possible future use. Since
the method is basically an observation of nursing
tasks undertaken in health centres and estimating time
in minutes needed for the completion of each of these
tasks, the results accordingly obtained reflect the
actual activities in real situation. As indicated in
TABLE 24 (page 181) the study revealed that the twenty
one health centres need 300 nurses as against the 200
currently available (and 65 helpers). While these
results may reflect ideal nursing establishments they,
nevertheless, should be reviewed from a global and
holistic perspective with an attempt to bridge the gap
petween what 1is expected and desirable and those
possible and attainable within the existing economical
and financial constraints as well as the increasing

cost of health services in this country.

Since the results showed that the twenty one health
centres have around 100 nurses less than what is
needed to undertake the various preventive, curative
and associated tasks performed, managers in the

Directorate of Health Centres have a number of options
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to correct this shortage situation. Meeting the ideal
nursing establishment may be an unrealistic solution
in the short term because of the financial constraints
and the rather 1long process of requesting and
approving additional manpower. Training and preparing
+he needed nhurse manpower is another challenge in
correcting this shortage. Alternatively and as a
short term plan at least, the nursing administration
in the health centres may wish to review the list of
tasks identified by the study as the main
responsibilities undertaken by the nurses 1in the
health centres. Since the associated work may include
a number of non-nursing duties, these tasks could be
carried out by practical nurses after appropriate
training. This category of nurses are less costly to

employ and retrain.

NURSE_MANPOWER PLAN FOR MINISTRY OF HEALTH

Chapter 7 illustrated how the data obtained from the
study in Salmaniya Medical Centre wards, Primary
Health Care Health Centres as well as information
gathered from Ministry of Health Officials regarding
existing and future health facilities, is used in
calculating the total nurse manpower requirements over
the period 1990-2000. Also using alternative supply
projections which considered expected gains and
losses, it is possible to calculate the total supply
over the same period 1990- 2000. In TABLE 44 (page
209) a comparison was made between the supply and the

requirements to identify any mismatches possible.

At a constant supply of 120-125 College of Health
Sciences nursing graduates per Yyear, it has been
estimated that the total supply would rise from 1407
in 1990 to 2583 in the year 2000. Regquirements were
calculated according to existing data and those

calculated in the study using the Criteria For Care
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Method and incorporating all future expansion
anticipated. It is evident from the table that the
available number of nurses is less than that required

reflecting a serious shortage problem.

comparing supply with requirements can be discussed
from two aspects. If on the one hand, supply is
compared with requirements at current data a negative
mismatch is evident till the year 1995. In the years
1996, 1997 and 1998 the supply will be expected to
exceed the requirements. In 1999, however, a shortage
will be encountered due to the opening of the new
hospital. This shortage will be corrected in the year
2000. If the supply on the other hand 1is compared
with the requirements as estimated in this study, a
negative mismatch is expected to be encountered from
the year 1990 till the year 2000 and beyond.

The above reflects the nurse manpower situation in
regard to total strength irrespective of whether they
are Bahrainis or non-Bahrainis. If a prediction is to
be made regarding the date when the Ministry of Health
would be able to achieve complete Bahrainization, then
on the basis of TABLE 44 (assuming current staffing
patterns to continue), the Ministry might be able to
further enhance Bahrainization from the year 1996
onwards. But when the new hospital at Muharragq is
complete in the year 1999 it will require more nurses
to be recruited from overseas. This may mean that the
Ministry of Health will not be able to achieve
Bahrainization till the year 2000. ‘Beyond that date,
complete Bahrainization would be possible on the
assumption that no additional future expansion is
anticipated. While it appears that all nurse supply
will be approaching total nurse requirements by the
year 2000, however mismatch, between supply of
Bahraini nurses and total requirements is much wider
to the extent that total Bahrainization will extend to




223

the year 2010 or beyond.

NURSE SUPPLY/REQUIREMENTS MISMATCHES IN BAHRAIN

Wwhen either the supply or requirement of health
manpower is more or less than anticipated, mismatches
occur and it becomes the responsibility of the health
planners to correct such imbalances. There are a
number of reasons behind imbalances in health
manpower. These could be attributed to expansion of
health services, more trainees fail than anticipated,
more attrition among staff, staff productivity and
efficiency below than what is expected and needed and
others. Usually a mismatch situation is characterized
by one or more of three basic problems related to
number, distribution or utilization of manpower.
Accordingly the number of staff might be increased or
decreased which means that their distribution might
also be unequal. Also, their training, skills and
motivation might not be in accordance with the needs
of the health services. Hornby and colleagues (1980}
described six steps for resolving the mismatch
problems: identification of the source of mismatch;
selection of the problem that neeads further
investigation; decision on the type of problem; review
of possible actions; identification of constraints and
consequences of these actions; and, assessing the
significance of the constraints and consequences of
these actions. How far countries see themselves as
faced with a shortage of nurses depends upon the
standards laid down for entry to training, the length
and rigour of the training provided and the number of
different grades of personnel with different entry
requirements and period of study. smith (1987)
indicated that there is frequently a conflict of
objectives with the aim to raise the standard and
status of nursing and the goal to provide sufficient

nursing staff to meet requirements for working in the
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hospitals and in the community. Apparently a number
of countries which established high standards for
nursing education and practice have not yvet managed to

cecure all the numbers of nurses needed.

This is most true in a country 1like Bahrain which
while having scarce local human resources on one hand
and limited training capacity on the other, has
nevertheless established a high standard for nursing
education and practice. Accordingly Bahrain has no
doubt a serious and severe problem of shortage of
Bahraini nurses: the major issue therefore is how can
the gap between demand and supply be reduced and how

the mismatch be resolved?

Matching the demand with increasing supply is an
option which the Ministry of Health has already
started to pursue through increasing the enrolment of
students in the nursing programme at the College of
Health Sciences. There are also other measures which
could contribute to solving manpower mismatches. In
countries where demand for health manpower exceeds
supply, the balance could be restored by ¢ 1)
decreasing the demand, an option which is unfeasible
and undesirable 2) increasing the supply which is not
always possible, or 3) increasing the productivity of

existing force.

Baker (1978), Rafferty (1974), and Reinhardt (1975),
emphasized the importance of productivity in health
manpower planning. Baker (1978) indicated that health
manpower productivity may be increased by the more
efficient use of manpower, equipment, supplies,
facilities, and better administrative techniques and
technology. Productivity is defined as output per
unit of input; for example health services per unit of
professional time or per unit of cost. The
relationship that exists between the supply of health
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workers and the demands for their services is
determined in large part by their productivity.
Delegation of tasks could be one of the most effective
ways of increasing productivity. It has been
advocated that if the use of auxiliary personnel
either by substitution or addition can increase the
production of services in a given situation by a
greater percentage than resource inputs will, then the
overall productivity is improved. Increasing
productivity through delegation of tasks have been
achieved in a number of countries and health
professions including nursing. To avoid sacrificing
the level and quality of care in such an approach,
task or functional analysis is recommended to
determine which tasks could be delegated and the
probable effect on productivity and impact on quality
of service rendered. It would appear that after
studying the 1list of activity the productivity of
Bahraini nurses could be improved greatly through
delegation of tasks to other members of the nursing

team such as the practical nurse.

organizational changes within the health services can
also have an important effect on productivity. The
way manpower 1is renumerated and the appropriateness
and concentration of the health services in relation
to the main health problems are important indicators
in any organizational change. Tor example, Bahrain
since the late sixties has moved from concentrating on
secondary health care to developing primary health
care services. This notion, while new, has gquickly
gained momentum and acceptability amongy the
inhabitants of Bahrain. It dictated organizational
change to the extent of adopting services and manpower
to be consistent with this new approach as well as
being able to address health problens and needs of the

community.
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The health planner must however, seek to maintain a
satisfactory balance between quantity and quality so
that gains in gquantitative productivity are not

negated by any corresponding decline in quality.

In judging the worthwhileness of a particular
alternative policy, Mooney (1979) suggests that it is
important to ascertain that the gain from pursuing it
more than offsets the sacrifice involved in
implementing it. In other words, there is a need to
weigh the benefits against the cost of implication.
Accordingly in the health field, no health care policy
should be pursued if it results in a cost to society
greater than the benefits on offer. While Primary
Health Care in Bahrain provides a wider coverage, its
cost is much less than the secondary and tertiary
health care. This is evident in the budgetary
allocation for secondary Health Care which in 1989 was
57.3 % compared to 22.8% for Primary Health Care.
Going back to the issue of delegating tasks within the
nursing services, it is most probable that there might
be a number of daily tasks undertaken by staff nurses
which do not require such sophisticated training and
gualification and which might be easily undertaken by
a lower category of nurses such as the practical

nurses.

There is presently a move in the Ministry of Health
Bahrain, towards adopting the associate degree level
only as an entry to nursing practice. Experience
suggests that this issue should bé approached more
carefully and realistically. After all, nursing all
over the world encompasses a number of levels and
categories of skills and experience. In an attempt to
elaborate on this issue the discussion now turns to

nursing categories and their history.
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UTILIZATION OF DIFFERENT NURSING CATEGORIES

While the variations in nursing education programmes
and job levels within and between countries are
extensive, nevertheless, it is generally agreed that
there are three major categories of nursing personnel:
professional, auxiliary and aides. In 1966 a WHO
Expert Committee on Nursing described a nursing
personnel system of three categories according to
level of training and responsibilities assumed (WHO
Technical Report Series No.347). In 1974 WHO
distributed a gquestionnaire on health occupations to
member states and the classification it presented was
similar to that of 1966. The three levels were:
professional nurse {high 1level) assistant and
auxiliary nurse (middle level) and nurse aldes (basic

level).

The International Council of Nurses has submitted a
proposed description of categories of nurses to the
International Labour Organization to be used in 1976
Edition of the International Standard Classification
of Occupations. (International Nursing Review, 1973).
The proposal also used a three-level classification
system, with the difference that the professional

nurse is the middle level.

The nurse specialist, a category that includes
specialized nurses as well as those whose primary role
is teaching, research and administration, 1is the
highest level. The auxiliary nurse is the lowest
category and includes both the assistant or auxiliary

nurse and nurse aide.

In 1973, sixty member countries responded to an
International Council of Nurses questionnaire
regarding the categories of nurses they had. The

results showed that 3 countries had professional
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nurses only, 9 had professional and assistant nurses,
16 had professional nurses and aides and 32 had all
three levels (International Nursing Review, 1973).
There is however, no document that shows that Bahrain
was among +the countries which responded to that
questionnaire. At present the Ministry of Health in
Bahrain, has a unique and sophisticated model of
nursing personnel which consists of 21% licensed
Practical Nurses, 59% licensed General Nurses and 20%

- licensed Specialist Nurses (Figures 10 and 11).

A number of researchers have addressed the igsue of
staff mix and the quality of care. While Donnelly
(1986) recommended a swing from unqualified to
gualified nurses in staffing children's units, Smith
(1987) however advocated that health manpower planning
must consider which ratio of different grades of staff
to be used to ensure the most effective utilization of
the limited budget. Barham and Schneider (1980) noted
that identifying the appropriate staffing mix makes it
possible to improve the quality and guantity of
nursing care while maintaining or even decreasing
personnel cost. Hall and Mejia (1978) and Hornby et
al (1980) recommended that the health and manpower
policy formulation process should ideally follow the
basic steps of systematic problem-solving culminating
in the selection of the most appropriate strategy for

the achievement of objectives.

Bahrain, therefore should systematically study the
problem of shortage of Bahrdini nurses and the
increasing demand on this crucial category of health
workers and select a strategy that, while it attempts
to correct the mismatch in nurse manpower, will also
take consideration of the existing resources,

constraints and limitations.
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In the context of the efficient planning and use
ofnursing labour, Smail (1982) recommended focusing on
three main areas of analysis: efficient deployment of
the existing stock of nurses; efficient planning of
the numbers and types of nurses entering and leaving
the labour force; and the recognition that local and
regional conditions will vary greatly and will have

some effect on patterns of nursing employment.

If Bahrain considers the existing mismatch in nurse
manpower supply and demand as a problem that has to be
solved, health and nurse planners as well as educators
should work ‘together to face this challenge.
Basically the issue is to produce more and to lose
less nurses. While the intake of students into the
associate degree has been increased from 130 per year
to 160 as from the Academic Year 1991-1992, the needs
of the College of Health Sciences for additional
resources should be met as early as possible. Also
ways and means for ensuring the maximum and most
officient utilization of the clinical areas should be
explored. In this context, Bahrain may also opt
during this transition period to retain and even
produce more practical nurses simultaneously with the
continued supply of staff and specialist nurses. The
preparation of the practical nurses should allow for
their possible future development into the associate
degree level. Once the shortage of nurses in Bahrain
is corrected, those practical nurses could again be
recycled through the associate degree nursing
programme at the College of Health Sciences in line
with the Ministry's goal of attaining a maximum ratio
of staff nurse in nursing services whereby also
achieving a higher Bahrainization rate in the staff
nurse level. This recommendation could be viewed in
line with the Youth Training Scheme (YTS) proposed in
the U.K. The Price Waterhouse (1987) study

recommended the initiation of a training programme of
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around two years duration for youths of 16 years old
to prepare them for becoming hospital helpers. Behi
and Storey (1988) and Johnstone (1989) indicated that
competent and potential graduates of the YTS could be
enrolled in further nursing educational programmes in
the future. Such a scheme would not only prepare a
category of helpers who could relieve nurses from a
jot of time consuming indirect and associated nursing
tasks, it could also widen the entry gate to nursing
education and increase the peool of candidates for

nursing programmes.

In this context, it is also worth referring to an
interesting study funded by Mersey Regional Health
Authority in the UK (Ball et al, 1989). The main
objectives of the project were to: 1) analyse nursing
activities and identify tasks that have to be done by
registered nurses and those that could be shouldered
by other staff; 2) to develop a method which takes
account of contribution and input of nursing students;
3) to provide a method of staff deployment over the 24
hours period which uses the work force most
efficiently and effectively; 4) to recommend and
implement a staffing pattern which considers the above
points; and, 5) to consider the preparation and
training of a new category of support workers who can
perform those duties jdentified as not requiring

trained nurses.

The report proved that by providing sufficient numbers
of support staff, nurses could be relieved of a number
of tasks that do not necessarily require nursing
skills and expertise. The report also produced a
pattern of numbers and grade mix of staff which could
be applied in staffing other health districts. Some
nurses, however, do not accept this approach and are
still adamant that indirect nursing care as well as

associated activities have to continue to be part of
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the nurses' responsibilities.

It could be concluded that with the expanding role of
professional nurses and the greater expectations
expected from them, it is becoming obvious that nurses
cannot deliver all the care that is needed. This 1s
a widely recognized reality in the nursing profession
in the United Kingdom. The UNITED KINGDOM CENTRAL
COUNCIL FOR NURSING has urged and subsequently
reaffirmed that the registered practitioner must be a
doer and while delivering care must also have the
skills to assess the need for care and assign work to
others in appropriate circumstances. 1In this context,
these nurses will be expected to supervise, monitor
and evaluate the work of their assistants (UKCC,
1986) .

If the nursing profession in Bahrain is to be viewed
from this perspective, this means that the category of
practical nurses has not only to be maintained, but
also to be increased. Also they should be assigned
extra responsibilities within a well defined rxole

framework and clear task delineation.

The DHSS (1985) report on nursing staffing and skill
mix, indicated that so iong as nursing auxiliaries are
given in-service training they can shoulder a lot of
taske and accordingly relieve qualified nurses for
undertaking more demanding patient care

responsibilities.

MacGuire (1986) also commented that there are no
definite policies on staffing levels and grade mix in
most districts. Tndividual institutions should
therefore decide on the optimal number and mix of
nurses needed in the most efficient and economical
way. For instance Hawkins (1986) commented that

managers and academicians differ fundamentally in
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their aims for nurse education. project 2000 aims at
moving towards a more professionally based nursing
service with less numbers of qualified supported by
more unqualified staff. Gray (1987) also indicated
that inadequate clerical and support staff sometimes

deflected nurses from direct patient care.

Unfortunately, the nursing profession in Bahrain is
algso confronted with the same problem whereby it is
required to meet the increasing needs of patients
within a number of constraints mostly chronic
shortages of staff and inadequate clerical and

administrative support.

DECREASING NURSES LOSSES

Manpower planners need also to take into account the
probable losses or attrition from the current and
future manpower supply (Hall, 1978b). The sources of
loss of manpower are deaths, retirements, emigration,
temporary O permanent withdrawal from the labour
force and attrition during training. Bahrain
characterized by a yound population, has no
significant problems so far with nurses losses due to
death and retirement, nor is this likely to be an
issue for at least the next 20 years. As for
emigration, few Bahraini nurses leave their jobs to
join their husbands in any of the neighbouring Gulf
Countries. The two major sources of losses are
therefore temporary or permanent withdrawal from the
iabour force and dropout from traihing programmes.

Flows out of the nurse manpower system are mainly
attributed to withdrawal from training and failure.
In a survey of nurse training programmes in the United
Kingdom, MacGuire (1969c) found a 34% rate of
attrition over the three years of training being
higher in the first year than the two subsequent

years. The main identified reasons for attrition were
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Intelligence Quotient and educational gqualification of

entrants.

A number of other researchers have investigated the
extent, range and timing of students dropout. Moores
(1971) for instance found that it varied between 20%
and 80% in the schools of nurses which he studied.
His study also showed that dropout in the first year
ranged between 35-65%. MacGuire (1969&) also showed
that success among nurses in the United Kingdom is not
well correlated with General Nursing Council test
scores. In a study conducted at College of Health
Sciences, Khouri (1980) found that success is largely
determined by the level of English language
competency. This is explainable by the simple fact
that English is the language of instruction at College
of Health Sciences. Singh and Smith (1975) found that
success was correlated with the nunber of O-level
gqualifications, not with the grades. students
attrition varies between and within countries and
ranges from over 50% to as low as 5% with most losses
occurring during the first year of study (Bergman
1978). The main reasons for students attrition are
academic failure, personal, poor . adjustment and
disappointment with nursing. Two major variables
therefore influence student loss: the student and the
environment (MacGuire 196%c). Selection methods have
received considerable attention and it has been
concluded that although testing may be used to predict
academic achievement, it cannot yet anticipate real

success {Taylor, 1974 and Thurston, 1979).

students environment includes the curriculum, the
faculty, the training sites, practitioner models and
conditions of practice. Studies have confirmed the
effect of each of these aspects. While a numbers of
factors might contribute to attrition during training

the student probably remains the key to the attrition
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problem since a highly motivated and adequately
prepared student can overcome a number of

environmental deficiencies and pressures.

Moores (1971) referred to the institutional effect on
attrition, whereby some nurse training institutions
achieved better success rates with less gualified
entrants than others do with better gqualified ones.
His results however, indicate that the percentage of
attrition due to leaving was between 33% and 65%
during the first year. While these studies were
conducted around 20 years ago, nursing training
institutions are still challenged with the problem of
students attrition. Some researchers have attempted
to study the effect of students personalities and
attitudes on their nursing training. Singh and Smith
(1975) for instance jllustrated that students leaving
nursing training were found to be less conscientious,
more trusting and less "tender-minded" than stayers.
They recommended using such findings in students'

selection procedures by means of psychological tests.

in assessing attrition among nursing students in
Bahrain, a very similar pattern can be observed
whereby the overall attrition during the three years
training is around 22% with the highest dropout in the
first vyear. MacGuire's findings underline the
importance of good selection and of developing
sufficiently good liaison with secondary school to
ensure a good pool of applicants for selection and
enrolment. Similarly, the College of Health Sciences
developed entrance examinations including English,
Science and interviews. These tests, while helping
screening potential students, do not determine

success.

While the selection procedures at the College of

Health Sciences do not include psychological tests,




237

attempts are made to carefully screen the candidates
during interviews that are held during registration.
Bosanquet and Clifton (1971) showed that although the
largest portion of attrition among nursing students
was due to voluntarily withdrawals, a substantial
percentage of attrition was also through examination
failure and that this population seemed to be growing.
The situation in nursing education in Bahrain is not
very much different where failure in the first year
courses is the main reason for discontinuing nursing
students. In addition, only an insignificant number

of nursing students leave voluntarily.

Reid (1986a) also indicated that the occasional drop-
outs from courses in nursing education in the United
Kingdom tend to be in the first year. She suggested
that selection procedures must assess professional
motivation as well as intellectual ability. The
population of those who qualify but do not work as
nurses is around 10% (Institute of Manpower studies,
1985). pased on data published by O'Brein (1984),
Sinclair (1984), Montague and Herbett (1982), Martin
(1982), attrition rate among nurses who undergo higher
nursing education is lower than that among those who
attain basic nursing training. This led the Royal
College of Nursing in 1985 to recommend that nursing
education in Britain should be moved to higher
education institution. This is also one of the
reasons which influenced the College of Health
Sciences to introduce the Bachelor Degree Nursing

Programme.

As for other sources of losses, attrition from the
labour force has generally been accepted as a major
cause of shortage (Bergman, 1978}. Early work
suggested that this was in part due to the short
working life of nurses citing figures of three, five

or ten years. These figures were challenged by other
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studies that have shown that nurses have a working
1ife of well over 20 years (Reese 1964, Taylor 1968,
Knoff, 1974).

Ministry of Health data show a high percentage of
nurses (over 80%) at work during the first five years
after graduation and a lower percentage between the
£ifth and fifteenth years, followed by a subsequent
rise to about 70% where it remains fairly stable until
retirement. Our observations indicate that majority
of the Bahraini nursing cohort which graduated in 1970
are still working. Fortunately nurses attrition from
the labour force is not a significant problem in
Bahrain. While this study did not explore this issue
at length, data show that attrition among Bahraini

nurses is around 5% annually.

In Bahrain the main reasons for leaving work are
family circumstances, salaries, working conditions,
job dissatisfaction, and seeking better job
opportunities. studies indicate that assistance to
mothers of young children such as home helps, day care
centres and improved transport facilities might
decrease losses. other ways are Dby increasing
satisfaction through good use of nurses abilities,
improved working relationships, career advancement,
opportunities foxr further studies, and improved

salaries and working conditions.

Hutt (1984) questioned the reasons behind the
attrition rate falling from 35% to 25% in recent
years. she wondered whether this drop could be
attributed to the level of unemployment and lack of
alternative jobs. This trend has been experienced in
Bahrain as the economic boom enjoyed in the eighties
has begun to dissipate and consequently job
opportunities are now becoming less abundant. Also in

Northern Ireland, the number of nurses who left the
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service dropped from 21% in 1979 to 12% in 1984 (Reid,
1986b) . This decline in attrition was mainly
attributed to the declining economic situation in

which fewer other 7job opportunities have been

avallable.

In research on the careers of nurses, Hutt (1984)
showed a demand for more refresher courses which wguld
bring back trained nurses who are not working. Each
one successfully brought back into nursing is in fact
a gain to the nursing workforce. Bahrain should also
consider such an approach to attract Bahraini nurses
who left the service for family reasons. In manpower
terms, mature re-entrants to nursing are highly
attractive since they have proved to be stable
employees who provide relatively long periods of
service (Young, 1982). A major difficulty however in
manpower planning is predicting the rate of return to
the profession of those who had left the service. As
mentioned earlier attrition among Bahraini nurses does
not present a major problem in nurse manpower
planning. This issue however, is very critical and
should be closely monitored. The Bahraini nurse
manpower force in its present situation and with the
future challenges ahead, cannot afford any kind of
losses. Attempts have to be made not only to maintain
and reduce attrition from the labour force, but also
to attract new entrants to the nursing profession.
Roelens (1989) presented a number of recommendations
for such an approach, the most important of these are
increasing nurses salaries, making the nursing
profession more attractive, basing the relationship
between nurses and physicians on colleagueship
principles, incorporating nursing research in all
nursing practice and involving nurses in all the
discussions as well as decisions regarding the present

and future of their profession.
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Recruitment of nurses is also dependent on many
factore not least on the availability of adequately
prepared high school leavers. As for the pool of
applicants available, the Ministry of Health in
hahrain 18 very much like the British NHB in having a
virtual monopoly in recruiting nurses with the Bahrain
Defence Force and few private organizations as the
only competitors. Walsh (1985) indicated that the
British NHS needs to be aware of the external
environment in which it could operate. Similarly,
the Ministry of Health cannot operate in isolation
from labour market conditions which could influence

its ability to recruit adequate number of nurses.

In summary the monitoring of recruitment and outcome
of nurse education in view of the many anticipated
changes is one of the major measuring instruments in
the balance of supply and demand. In this regard the
Ministry of Health in Bahrain is fortunate in having
under its umbrella a training institution for nurse
manpower training and development. The symblotic
relation between the College of Health Sciences as a
production centre and the Ministry of Health as a
consumer organization is a unigque instrument in
correcting any mismatches in nursing manpower in this

country.

RECOMMENDATIONS

Reflecting on the previous chapters and capitalizing
on the analysis of the data, the following

recommendations are put forward.

1 Nursing is a process seeking to anticipate
patients needs rather than being a reaction
to them.

Wwhile this study has attempted to identify
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nursing establishment based on patient
classification in the hospital and nursing
activities in the health centres, it is
however recommended that further studies
should be initiated in this rield to
provide data base to allow for comparison
between nursing establishment and services

in Bahrain and those elsevhere.

The criteria for care method should be a
permanent feature of Salmaniya Medical
Centre wards ongoing activities. The
collected data should be shared with
Directorate of Personnel as well as civil
Service Bureau to formalize policies

regarding nursing needs.

The Directorate of Health Centres is also
urged to consider the results obtained from
the study on nursing establishments in the
different health centres. The computer
programme employed in the study could also
be utilized for future assessment of total

nursing establishment and mix.

Salmaniya Medical Centre and the
Directorate of Health Centres may also wish
to approach the Civil Service Bureau
through the Directorate of Personnel to re-

evaluate their nursing organization.

Recognizing the significant role of Nurses
in the health care delivery system and
realizing the shortage of nurses, the
Ministry of Health is charged with

formulating a comprehensive nurse manpower
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plan. Such plan could take into account
the results of this study in formulating

nurse manpower policies.

Ministry of Health is also charged with
correcting the mismatch between the
requirement and supply of nurses. Finding
solutions for nursing manpower shortage
involves a three-step process. The first
step entails the jdentification of all
possible solutions. Second, it is
necessary to identify all obstacles,
constraints and consequences associated
with any of the possible options. Third,
an evaluation of the obstacles/constraints
should be undertaken to arrive at an order
of merit for reasonable solutions. The
Ministry of Health may wish to adopt this
approach in attempting to correct nurse

manpower mismatches.

Bpased upon the above guidelines the
Ministry of Health might be able to select
a number of short term as well as long term
strategies for solving nurse manpower

problens.

The Ministry of Health has already opted to
solve the shortage problem through
increased production of nurses through the
nurse training programmés at College of
Health Sciences. Attempts, nevertheless,
should be concentrated on strengthening the
College of Health Sciences and
complementing its physical facilities as

well as human resogources.
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While increasing the capacity of training
institutions with the goal of producing
more manpower is one of the most guaranteed
long term plans to meet manpower shortage,
the Ministry of Health is also urged to
jook into other alternatives. For
instance, the proposal for phasing out the
practical nursing category and adopting the
associate degree nursing level as an entry
to the nursing profession, should be

reconsidered, postponed or even cancelled.

The Ministry of Health may embark on a two
pronged approach to address the increasing
demand for nurses. First, this could be
accomplished by reviewing the present staff
nurse tasks so that some of the activities
may be passed down to be performed by
practical nurses. This process may provide
better distribution of nursing tasks among
the nursing establishments. Second, the
Ministry of Health could also consider
selective retraining of practical nurses to
complete the Associate Dedgree programme
following ward experience whereby more
staff nurses will be available for
recruitment. This in effect will provide
the number of staff nurses regquired by
Ministry of Health and will also improve

the Bahrainization among staff nurses.

The Ministry of Health through the nursing
coordination committee may also wish to
explore other means for overcoming the
nursing shortage in Bahrain. This goal
could be achieved through efforts to
attract back to service trained nurses who
have left. To be able to do so, the health
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services should identify the reasons behind
staff attrition. Such problem arises
especially in predominantly female
occupation. While in some countries up to
50% of graduating nurses leave the service
within five years, Bahrain, nevertheless,
is fortunate in this aspect whereby only a
small percentage of about &% only leave

yearly.

Reducing attrition of nurses from the
cervices could strengthen the nursing
manpower development plan of the Ministry
of Health. To that effect, the Ministry of
Health should look into attracting nurses
through cash incentives, provision of a
career structure that includes
opportunities for further promotion and
progress, improving employee benefits,
offering possible opportunities for part-

time enployment or flexible work
cchedules, and reviewing personnel policies

and management styles.

The proposals to increase nurses benefits
must be carefully examined because of their
possible implications on other professions
in the Ministry of Health itself or in
other Ministries at large. The nursing
situation, nevertheless, is unique and the
need to provide the required numbers of
nurses is critical to the health care

delivery system.

Just as health manpower development should
be seen as an integral part of health
system development, the management of

nursing manpower should be seen as an
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integral part of the wide process of
managing a nation's health system. The
Ministry of Health and Nursing
administration should ensure that nurses
trained to respond to perceived needs are
properly managed to maximum effect within
the health system. Nursing leaders are
urged to consider the key elements of
nursing manpower management: employing,
supervising, retaining, supporting and

developing.

To overcome the problem of nurses shortage,
and to plan, train, and use nurses that are
ultimately required to meet health needs,
nursing issues should receive a national
commitment as pointed out by Fulup and
Roemer (1982). Whenever the commitment is
strong and at the highest level it would be
easier to overcome problems and succeed in

achieving goals.,

Recognizing the close interdependence
between the development of health manpower
and the development of the health systemn,
and realizing that with these interactive
and interdependent relationships there are
a number of unresolved gquestions calling
for the need to initiate research. In
this context, attention of the Ministry of
Health should be drawn to the crucial need
of health manpower research and its role in
improving decision-making in health
manpower development within the overall

development of health systems.

Having advocated the need to initiate nurse

health manpower research, it is useful to
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review the reasons identified by the WHO as
hindering and limiting health manpower
research. First, lack of recognition and
understanding of health manpower research
as an important and genuine area of
research in comparison to other areas of
research. Second, lack of effective
organizational and institutional
relationships between health manpower
researchers and those responsible for
planning, producing and managing manpower.
Third, lack of individual and institutional
capacities for health manpower research.
Fourth, lack of definitive, policymaking
mechanisms for health manpower development
and for health manpower research. It is
imperative therefore that health manpower
research should be closely linked to
policymaking. When it fails to be so its
primary purpose is lost and policymakers
are left without essential instruments that
they can use in formulating their decisions

and judgments.

Recognizing the role of the College of
Health Sciences in health  manpower
development including nursing and
considering this study as a starting point,
Ministry of Health officials are urged to
involve the College of Health Sciences in
health-nursing research endeavours. It is
a well known fact that health services and
health training institutions can develop a
coherent approach to the research and
educational aspects of health manpower

development.
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It is recommended that as part of the
planning cycle, nurse managers should
become involved in estimating unit-based
nurse manpower demands. In addition,
senior nurse managers should present their
estimates of nurses required by gpeciality
to meet the service requirements of 1,3,5
and 10 years ahead. Health Care Planning
Teams and others responsible should also be
aware of nurse manpower implication when
proposals or projects for change or
improvements in health services are put

forward.

Health manpower planning involves political
decisions at various levels. Plans
therefore must be formulated in accordance
with prevailing policies and legislation.
Health/nursing manpower plans conflicting
with prevailing political and educational
policies are unlikely to be implemented,
and educational plans dissociated from
health/nursing manpower policies are likely
to be irrelevant to national needs. To
overcome such obstacles, the importance of
the integrated health services and manpower
development cannot be over emphasized.
This approach aims at the integration of
the different elements of the health
services and supplies of health manpower
into a unified system providing health care
directly relevant to the health needs of
the population. While the Ministry of
Health and the College of Health Sciences
have exhibited a model for such integration
and collaboration, further strengthening
and fostering of such a relationship would

enhance the achievements of objectives and
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goals in health nurse manpower development.

In reviewing the nursing establishment in
Salmaniya Medical cCentre, it was noticed
that a number of nurses at the Associate
Degree are manning the outpatient clinics.
The responsibilities undertaken by such
nurses are mostly clerical with only
minimal nursing care. The Salmaniya
Medical Centre administration may wish to
study this issue. It might be feasible to
delegate such responsibilities to trained
practical nurses who could relieve the
staff nurses for the much needed nursing
care. This might ease the nurse shortage
problem encountered at present and expected

to continue for years to come.

In studying nursing establishment in the
health centres, clerical tasks were also
identified as significant activities
undertaken by the nurses. Managers in the
Directorate of Health Centres and nursing
administration may wish to study this
observation and explore the possibility of
delegating such clerical and time consuming
activities to non-nursing staff who are
easier and less costly to be trained and
prepared. Relinguishing such tasks as
domestic, escorting, clerical, would allow
nurses to concentrate on direct nursing
care. This however, could only be possible
if an adequate and efficient back-up

services are available.

This study has mainly concentrated on assessing
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nursing establishment in Salmaniya Medical Centre
wards using patient classification criteria for care
method, and nursing establishments in the primary
health care centres based on nursing activities
undertaken and time used for completion of these
tasks. It did not consider factors such as length of
stay, number of operations, procedures, case loads,
discharges and deaths, changes in medical staff, use
of different techniques, age range of patients, turn
over, need for increased patient monitoring. Since
all of these factors affect nursing manpower needs, it
is suggested that further studies be initiated to

address these factors.

An important pre-requisite of any manpower planning
system is a proper and reliable manpower information
system. It was noticed, nevertheless, that the
information system 1is not as comprehensive as it
should be. It is suggested that more attention should
be given to updating manpower information and
computerizing it to facilitate the process of any data
collection in any health manpower research or

planning.

This manpower research adopted the Criteria for Care
method and nurse activities measured in unit time in
developing a nurse manpower model for Bahrain. The
outcomes and recommendations emerged from this study
could be directing possible implementation in the
Arabian Gulf Countries. The high feasibility of
implementing this approach is due largely to the
similarity of the infrastructure of the health care

delivery system in this region.

Health manpower development should be seen as an
integral part of the health systems development. It
must also proceed as part of health planning within

the larger framework of national strategies for health
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for all and serve as a linkage between the health
system that deploy manpower and the educational
institutions that train manpower. Recognizing the
significance of nurse manpower in Bahrain and
realizing the limited research in this area. It was
decided to dedicate this study to nurse manpower in

Bahrain.

Wwhile it is evident that there is a pressing need for
more nurses, there 1is no scientific attempt to
identify the needs and assess the situation by
matching the supply with the needs. Realizing such a
problem, one of the goals of this study was to adopt
and use reliable methods for estimating nursing
requirements in secondary and primary settings. Based
on the data obtained, the total requirements of the
Ministry of Health were determined and compared with

the supply to identify mismatches.

Nursing manpower in Bahrain will continue to be a
challenge. It is hoped that this study has set the
stage for further research in the area of nursing as

well as health manpower.
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Guidelines for Selection of Determiners for Patlent Classification

Medicine/Surgery

Personal Care Component

This component refers to the nursing care required by the patient to complete
all aspects of his personal hygiene needs including the bath, hair-grooming,
teeth and mouth care and bed making.

DETERMINERS

A Self-bagin/bath/shower - Minimal Nursing Involvement

The patient is quite independent in this area of care and no supervision
is required. The nurse may prepare the basin set-up at the bed-side or
the bath or shower for the patient's back or check once while in the bath

but not necessarily.

B Bath with Assistance - Average Nursing Involvement

The patieﬁt is not able to provide this care without some assistance. The
nurse may prepare the basin set-up, wash the back and legs and sometimes
perform the perineal tollet, or the nurse may prepare the bath, assist with
washing the back and check on the patient several times while he is in the
bath. In addition, some help would probably be required with halr care,

shaving and denture or teeth care.

C Complete Bath - Above Average or maximum Nursing Involvment

The patient is totally dependent upon the nursing staff for the provision
of his perscnal hygiene and/or the presence of the nurse is needed for the

entire bath. Consider the follewing examples:-

— the nurse gives the complete bath. The patient may wish to wash his own
face and hands, and in some instances, expects and insists on doing his/her

own perineal toilet.




- the nurse stays to supervise and coach the patient i.e. rehabilitation

patient who 1s re-learning lost skills.

- the nurse's presence is required for surveillance i.e. psychiatric patient
in the bath may wash herself, but the continuing presence of the nurse 1is

required for safaty.

-

- the nurse's presence is required because the patient is confused and cannot
be trusted to manage safely in the bath without supervision. The patient

may be confused and forgets to proceed unless re-oriented freguently to
reality and the task being performed. The nurse may be teaching the patient
to become self-reliant or independent. The patient may complete his entire

bath but the nurse's presence for supervision and safety are necessary.

- The nurse bathes the patient completely, not because the patient 1is unable
to do so, but because his is incapacitated by appliances which inhibit his
capability i.e. the patient with a nasoc-gastric tube and a urethral catheter,

plus I.V. solution running in one arm and a cast on the other.




FEEDING COMPONENT (B & C OMLY)

This component refers to the nursing care required by the patient in order to
provide for nourishment and includes items as menu selection, assistance with,

supervision of and tcotal feeding.

CETERMINIRS

Note: There is no determiner marked to designate minimal nursing invelvement.
In most instances, once the food is delivered and the patient is in position
he proceeds to eat independently. The nurse may check to assess the patient's

appetite or to recnrd intake.

B} Partial Help - Average Nursing Involvement

The patient 1is not able to proceed with his meal without some assistance.
It may be necessary to cut meat, butter bread, pour tea, etc., but then
the patient proceeds by himself. The nurse returns at intervals to check,
suparvisae, remind, coach, encourage or to readjust placement of foods

on the tray. However, the patient is able to eat the food by himself

and the continuous presence of the nurse is not necessary. Consideration
should also be given to patients on diets who require information from
the nurse concerning the diet and pethaps help with the selection of foods

from the menu.

¢) Fed or Nil by Mouth - Above Average or Maximum Nursing Involvement

The continuous presence of the nurse is required because the patient must
be completely fed, and/or supervised and/or encouraged continuously.

This feeding includes the customary meal trays.

Patients who are fed by Levine tube or gastrostomy tube while the nurse
supervises very closely or stays continuously during the procedure are

also considered within this determiner.

Any patient who is nil by mouth for a major reason is also marked under
this determiner e.g. pre-operatively, arterlogram etc. Ceonslder also
the patlent who requires ice cubes, spacial mouth care and psychologlical

support.

Note: Patients who are nll by mouth for short perlods of time only, i.e,.

fasting blood sugars, etc. should not be included here.




NURSING ATTENTION

This component refers to the nursing care required by the patient to carry on
a wide range of ordered treatments, clinical or symptom observations and to

meet instructional and psychological needs.

It is important to recognlse, when marking these decerminers, that the minimal
determiner does not infer that the patient is not observed frequently. It does
mean that nursing intervention or & specific observation is only required 4
hourly or less on average over the 24 hour period of time. Some examples of
jtems to include are wvital signs, intake and output, medications, I.V.
infusions, central venous pressure, surgical dressings, compresses,
catheterization, care of dralnage tubes, gastric analysis, diabetic urine
testing, 24 hour urine collection, lumbar puncture, patient teaching re
prosthesis, diabetic teaching. Pre- discharge explanations and teachings,
specific visits to provide psychological support, survelillance of a confused

unpredictable patient.

This component requires broad interpretation and as a guide in an acute care
hospital, consideraticn should be given to all treatments and observations,
Wwhich after being performed, are charted.

DETERMINERS

A} Four Hourly or Less - Minimal Nursing Involvement

The patient receives treatments, clinical observations, medications and/or

psychological support only two or three times per shift.

B) Two to Four Hourly ~ Average Nursing Involvement

The patient receives treatments, clinical observations, medications and/or
psychological support on a regime that requires nursing intervention
approximately every two te four hours or up to 12 rimes in the 24 hour

period.

Note: Patients, who are otherwise recaeiving very few nursing
observations, treatments, but undergoing a speclal procedure {e.g. lumbar

puncture, bone marrow etc.) which is tlme consuming for staeff, are usually




- the patient stays in position placed by the nurse and does not move.
Repositioning in bed or chair is required with use of sand bags, foam
rubber, sheepskin, or pillows every two hours, and exercising of limbs
is required at reqular intervals. The dlagnosis in this example might

be post CVA or head injury.

- the patient ls restless, unpredictable and frequently reverts back
to an undesirable position on the decubitus ulcer on his hip despite

the nurse's repeated efforts to keep this area free of pressure.

-the patient is confused, unsteady, obese and elderly; he 1ls hampered
by a catheter, plaster cast and I.V. and two nursing staff members are

required to walk and assist up and back to bed.




MOBILITY COMPONENT

This component refers to the nursing care required by the patient to keep

him/her physically active within the limitations of the disease or conditiocn.

This includes positioning, exercising, assistance to move while confined to

beu, gecting out of bed into a chair, going to the bathroom or walking.

DETERMINERS

2}

B)

C)

Up and About - Minimal Nursing Involvemant

The patient does not reguire assistance with getting in and out of bed,
is up as tolerated or is independent in a wheelchair. Consider the
rehabilitation paraplegic patient and patients who have learned to manage
potentially restricting tubes or appliances such as T-tubes, urethral

catheters, 1.V's and plaster casts while walking.

Bedrest, Up with Assistance - Average Nursing Involvement

The patient requires some assistance from pursing staff either because
he is confined to bed or because he needs help to walk safely. Consider

the following examples:-—

- The patient is on bedrest, but is able to change his own position as

desired, or if reminded, or if encouraged and assisted minimally.

- the patient is on bedrest, but may be up with the assistance of one

nurse to the bathroom, or to the commode chair for bowel movements.

- the patient requires the assistance of one person to get in and out

of bed and requires the assistance of one person to walk.

.

Bed or Chair with position and Support - above Average or Maximum Nursing

Involvement

This patient is completely dependent upon the nurse for correct

positioning, support and mobility. Consider the followinyg examples:-




<)

considered here. Explanatinn of the procedure, reassurance during and
clinical observation following, requiring nursing judgement is usually

necessgary.

Hourly/Constant - Above Average oOf Maximum Nursing Involvement

The patlent receives treatments, clinical ohservations, medications and/or
psychological support at intervals of one hour or more freguently than

every hour.




OTHER (BOTH C)

Two additional above average and maximum care determiners were considered to

be significant in the assessment of the patient's requirements for nursing care;
one concerning involuntary drainage and cne concerning requirements for nursing
care due to a major intecvertisn such as the patient's operative day, patients
undergoing extensive workuévfor a major procsdure or diagnostic purpose, or

for patients requiring extensive psycho-social support, exhibiting marked

educational needs, or requiring attention to behavioural problems.
DETERMINERS

C) Involuntary Drainage - Above or Maximum Mursing Involvement

The patient has lost voluntary control over excretion of bodily wastes,
most commonly faeces and urine, but also fistula or sinus drainags,
vomiting, hemerrhaging, colostomies, ileostomies, ureterostomies,
tracheotomy, etc. Frequent nursing intervention is therefore required
for extra washing, beé linen changes, and/or dressing changes, and/or '

patient teaching or explanation and counselling. Consider the following:-

- the patient has lost voluntary contrel, is unpredictable and cannot
indicate to you when his bowels will move. This patient may be given

a regqularly spaced enema, but is unable to expel it completely and
therefore expels small amounts of stool frequently over periods of time.

This requires frequent washing and bed linen changes.

- the patient is a 4 day post operative ileostcmy and requires frequent

dressing change, counselling and explanation from the nursing staff.

~ the patient is learning to care for hiz/her colostomy but the presence

of the nurse is required for supervision and support.

Note: 4if the patient is lncontinent of urine, and a retention catheter
is inserted, he/she can no longer be considered as incontinent or if

the patient is on a controlled bowel routine involving a requlated amcunt
of laxative, suppository, enema or digital evacuation and the treatment
is readily completed without extra bathing and linen changes he should

not be marked incontinent.




C) Major Intervention - Above Average oOT Maximum Nursing Involvement

This determiner is marked the morning of surgery for all patients going

to the operating theatre: for patlents undergoing special procedures

requiring extensive workup, preparation, frequent observation and follow-

uap v Sor patients raquiring extensive psycho-social support: or

patients who have marked educational needs or requiring attention to major

behavioural problems.

To explain more fully, this determiner is provided to incorporate the extra
nursing care requirements of patients on their day of surgery or on the day

a major procedure is carried out, e.g. arteriogram, pneumogram, cardlac
catheterization, ete. The nursing care activities include some or perhaps all
of the following: planned patient teaching, psychological support and
explanation to the patient and sometimas to relatives, preparation of the chart
to accompany the patient, collection and safekeeping of valuables, helping the
patient to the stretcher and, when indicated, accompanying the patient to the

operating room or diagnostic treatment area.

This determiner is also utilized to incorporate the extra nursing intervention
provided by nursing staff which relates to spacial psycho-social, educational
needs and major behaviour problems. For example, consider the patient
undergoing rehabilltation and requiring teaching of activities of daily living

over and above that provided with basic personal care. The teaching might

inciude training and the patlent to dress himself, applying braces, prosthesis,

ete.

Note: It is very important that this determiner not be marked

indiscriminately. The majority of the psycho-soclal activities are included

as an Integral part of all the determiners for care and therfore thls above
Average and maximum care requirement ls not Intended for patients who are coping
with stress and are only requiring basic supportive measures. This determiner

denotes a primary need requiring extensive nursing inveolvement.
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Further guidelines for interpreting the dependency categories:-

Are all the needs marked minimal? ("aA") Dep. 1
Ara most needs marked either “A"™ or "B"

with not more than 2 "C"s? Dep. II

Are there 2 or 3 "C" needs and are there more
“C" needs than "A" needs or equal numbers of Dep. III
"C" and "A" needs?

Are there 4 or more "C" needs? Dep. IV

Example Scores

A B C Category
3 0 ¢ Dept. I
6 2 1
1 1 1
2 1 2 Dept. II
2 2 @
3 0 2
c o 3
12 2
T3 2 Dept. III
12 3
a 4 2
2 0 3
a 0 4
g 1 4
2 0 4 Dep. IV
1 0 S
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DEFINITION OF ACTIVITIES b
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A
|

DIRECT CARE

Communication with patient and or families

Personal contact with p;tients - conversation support and reassurance
Teaching patients

Explanation of proceéures and treatments

Demonstrations

Admission orientation to unit

Attention to relatives and friends of patlients

Patient's involvement in making nursing care plan

Preparing patients or ward for service

Medications, I.V. (Administering)

All medications (oral, injectables, wvaginal, rectal, suppositories)
I.V's (starting, additives, changing bottles, maintaining flow, making
tubing rchanges, checking Flow rate, discontinuing).

Checking drugs

(If a nurse is with a patient for teaching purposes, e.g. teaching patient

to give own insulin, check %4 1}

Nutritlon and Elimination - Technical

Cutting food

VFeeding helpless patients

Forcing oral flulds

Tube feeding

Intake

Preparation of speclal diests and hourly or two hourly drinks
Passlng water

Urinary output

Bowel functions

Giving and removing bedpan/urinal

T-tube dralnage

Giving and removing vomit bowls

Anything to dn with outpnt direchtly with or in the presence of the patlent
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Nutrition and Elimination - Non-technical

Distributing food and drinks

preparation of food and drinks {(not special diet}
Collecting and clearing meals

Distributing and collecting water jugs

-

Patient Hygiene

Bath: complete, partial, assist, shower

Bed bath

Back rub or care

any special skin care

Supervising patients in bathroom

Washing patlients

Shaving male patients

cleaning and washing incontinent patients

Toilet rounds, distributing and collecting washbowls and mouthwashes
care of patient's hair and nails

Mouth hygiene, cleaning mouth, teeth and dentures

Stripping and making occupied beds

Tidying occupied peds, including making patients comfortable

Linen changing in patient's presence

Patient movement - non-therapeutic

Escorting patient to and from another department, iacluding time with
patients in the department.

Escorting patients to and from theatre, iacluding time in theatre
Discharge, transfer on ward or to another ward or hospital

Escorting patient to another area on ward

Preparing bed for kxnown admission

Admitting and discharging day cases

placing patient on an orthopaedic frame or bed

Helping porters to 1ift patients onto trolleys

NOTE: 1Include all patient movement that is non-therapeutic in itself as

compared with Category 7 below.
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Positioning, Exercising ~ Therapeutlic Movement

Turning and repositioning

Changing bed position

Turning

Exercising

Act.ive or passive range of motion

Assisting or supervision walking

Swinging legs on edge of bad

Adjusting traction, Foot boards, 'monkey bar' etc.
Moving between bed, chair, wheel chalr, stretcher

Deep breathing and coughing

Mote: The intent is therapeutic, as comparad with Category € above.

Rounds or Assist Doctor or Other Non-nurse with Patient

Nurses accompanying consultants visiting patients

Nurses accompanyling all other medleal staff visiting patlents

Nurses acconmpanying all other hospltal staff visiting patients

Time spent by nursing staff accompanying medical round for own tuitien
Assisting doctors in technical procedures or treatments needing the
presence of nursing staff,

Assisting staff from other departments in technical procedures (e.g.
assisting X-ray technician in positioning patient for portable chest X-

ray)

Routine checks, Patient Rounds, Symptom QObservations - by Nursing Personnel

only

NOTE: Includes all ohservations but not vital signs or technical

procedures

Anxlety state

Evidence of pain

Circulation

General well being

Condition of dressing

Swellling

‘special’ or closely watching very {1l patients (excluding technical

procedures)
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1.

12.
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Vital Signs

Weighing patients

Taking B.P's, charting, recording
Paking T.P.R's charting, recording
Respiratlions

Temperature

Neurological signs

Pulse

Central venous pressures

Cardiac monitoring, E.C.G.

Specimen Gathering and Testing

MOTE: Include gathering and testing as one observation, even thouyh

the testing may be done away from the patient. If testing is
being done in the presence of the patient for teaching purposes

record as # 1.

Acetone

Sugar

Specific gravity
Testing urine

Assembling and labelling specimen for the laboratory

Treatment and Procedures - Nursipng Only

Cathetering patients

Oxyyen therapy - starting, maintaining, discontinuing
Suction therapy - starting, malntaining, discontinuing
Traction ~ applications, set up, discontinuing
Application of braces

Padding

Care of pressure sores

Swabbing patients

Venepuncture

Giving enemas {non medication)

Irrigation such as bladder, ostomies, douche

Sterile or non sterile dressings




21.

22.
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Naso-gastric tube insertion or removal

Sterilising technical equipment

Cleaning trolleys in preparation for a sterlle procedure
Attention to dralnage

Remove or re-apply antiemholism stockings

Hot or cnld packs

Providing inhalers

Scrubbing up for technical procedure

Putting on or taking off mask and gowns

Carrying out technical procedure, e.g. removing I.V. cannula etc.

Last offices, laying out.

NOTE: Include activities in preparation for and completion of treatments

and procedures, even if not carried out in the presence of the

patient.

INDIRECT CARE

Charting, Checkling Chart or Kardex

Completing Kardex or nursing record

Nursing Care Plan - recording or single-handed divising

Completing fluid balance charts

charting other than that carried out as integral part of ward round
Checking and distributing charts

Writing-up the drug box

Arranging specific X-ray, Sonar scan, Path Lab. technician visit etc. from
other departments.

Completing dependency forms

Communications about a Specific Patient with Cthers

Team conference regarding a specific patlent

ward rounds out of patient's presence

Studying case histories

Teaching student other than by dally example

7ime of student belng tanght as above

Nursing care plan development with others

Telephone calls to or from unlt about a speclfic patient

Official communications, oral instructions about a specific patlent
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31.

32.

i6

Preparing Medications I.V.

Pouring, setting-up, nursing, additives - away from the patient.

UNIT RELATED ACTIVITIES

Cleaning, Housekeeping Tasks

Stripping and making occupied beds

Cleaning unoccupled beds

Cleaning equipment not in use with patient

Disinfecting and routine washing of eguipment

Clearing and tidying medical and surgical store cupbcards
Light cleaning, dusting

Tidying ward, including lockers and cupboards

Changing covers of screens, cleaning scresas

Preparing and cleaning nlght table etc.

Washing crockery and tidying kitchen

Cleaning bathroom or sluice

Sterilizing crockery

Sluicing

Washing small items, e.g. masks, bandages

Sorting, checking and disposing of soiled linen
Collecting and emptying rubbish, including w.p.b's, dirty dressings
and bins

Moving beds, lockers and chairs

Carbolising beds, mackintosh sheets, labelling to be disinfected
Care of flowers

Care and maintenance of electric lights

Distributing cutlery and setting up bed tables

Making tea for Sister and Doctors

Clerical

Preparing diet lists
Preparing menu lists
Updating ward census list
Completing daily bed return

Delivering mail and flowers
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34.

35.
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Making out patlient wrist bands

Date stamping

Preparing T.P.R. lists or any other routine ward lists
Assembling new records

Dealing with deceased patient's belongings

General clerical duties

Communication with Others

Sister's ward rounds

Receiving and making telaphone calls not related to a specific patient
Visits to ward ar external hospital staff

Borrowing or lending equipment or stores - on unit

Visits of Admin. or other nursing staff

Any migcellaneous emergency, non-medical

:Making ward rounds to inspect buildings, checking fire equipment, lights,

open windows, T.V. etc.

Errands off Ward

Delivering patient reports

Delivering requisitions

Off ward looking for lost egquipment

Off ward looking for people, either staff or patients

Trips to other areas to pick up supplies, drugs, equipment, blood, C55D,
etc., even if for a specific patient

Collecting linen from store or laundry

Borrowing linen from other wards

Meetings, Inservice, Ward Reports

Committee work

Shift reports

General ward supervising reporting

General staff meetlngs

Evaluation and counselling sessions on or off ward
Giving, making or checking assignment lists
Preparing work schedules

Student or new employe=e orientation

Reporting on or off duty

Inservice educatlon programmes, on or off ward

Team conferaencas
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40,
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Supplies, Check, Restock

Checking and reordering of routine unit supplies, paper goods, etc.
Checking emergency trolley, speclal trays and reordering a4s necessary
Stockmaking, including sutting gauze, making swabs

Packing drums

Ordering, receiving and checking ward gurygical stores and egquipment

Issuing stores and equipment, replenishling trolleys

PERSONAL AND MISCELLANEQUS

.

Meal time

Coffee breaks

Nan-productive time ,
Socialisation not related to work
Perscnal telephone calls

Going on and off duty, changing uniforms

Nurses private study on ward

OTHER
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WARD PROFLLE

(To be completed by the ward sister/charye nurse in c¢onsultation with the
as55essors).

Responses
HOSPITAL:
WARD NAME AND/OR NUMBER;
1 Main speclality on wazxd. B TR R
2 Other specialities/subspecialities. e btare e ea et
3 Sex. Male | |
Female _
Mixed | {
4 Bed complement. e searranaras e .
5 Are extra beds put on the ward? Often | |
Sametimes | |
Never I I
6 How many extra beds? e secer bt e s b e

7 Average bed occupancy {from latest
set of annual returns - please quote
the year). B L
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11
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Average patient length of stay (latest set of
annual returns - plese quote year).

(Surgical tnits)

Number of operating sessions per week.

Ope

ration days.

Average number of operatinns per week.

How man

When dn

y <onsultants

consultant's

Consultant

have heds on the ward?

rounds

take place, and

Dayl(s)

Responses

R I I I B R BRI BN ]

@ v e # 4 4 WS AR e e es ey

PR R B A R BRI B

R EEEEE R I A R RN )

Number of Beds

ng do they take?

Duration

. e R
a0 R
e P R
v s s s s e s s ae s
" e. P R I I R I
“asy P N R
ERE cstbrteaaneae
«aee R N R R S A
e era s e s e me
Y L R A Y
- vk IR RN
" s TR R R R
an e A v e e e s
"woae T e e s e e =t
'R DI I I B R
.. P
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13

14

15

16

17

18

21

Is the ward used for teaching?

Maedical students Yes i |
No i
Student nurses Yes |
No |
Pupil nurses . Yes |
No |
How have learners been allocated to the
ward in the past year?
Is there a study block in at present? Yes I
No |
If so, what grade and numnber?
Grade? ..ivievenninsnanans t e et ae s e e s e s rev e ev e s s

To what extent are clinical instructors employed

on the ward? (Typical hours per day when learners

present.)

HOURS WORKED

How many nursing staff are normally allocated
te the ward (exluding learners}.
Full Time

Part time
(give weekly hours)

L I RN N

Sisters/Charge Nurses

staff Nurses

Senior SENs

Nursing Auxiliaries

Do you have use of a nurse bank

Are bank nurses used on a regular basis on your
ward. If yes please give details, such as
particular shifts, particular days bank nurses
are used.

Yes
NO

Yes
o
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20

21

22

23

24

25

26

27

22

Are split shifts being worked?

If so, why?

Are extra long days being worked?

If so, why?

What is the pattern of part-time working -
do staff work set shifts? (e.g. early
morning, twilight)

Are shift patterns influenced by local

transport arrangements?

What is the starting time of the day staff?

What is the finishing time of the day staff?

What is the starting time of the night staff?

What is the finishing time of the night staff?

Yes I I
No ] |

Yes |
No f

ves ]

N I I T I A R A I ) LR I R
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j4 What is the pattern of night staff working?

{veeessera-.0ights oR teeeeea...nights off)

-

29 What are the allowances for meal times
which are not included in duty hours?

pay sStaff Might staff

L I R B R B e s 4 & mn s e s E T

30 What allowances for breaks are included
in duty hours?

pay Staff Night staff

e & s m s e a8 wew AN P T L T LI B B R I B

Ward

31 Do night staff take their meals on the
Dining Rocum

ward or in the dining room?

32 If on the ward, how is food supplied?

Yes

33 Are creche facilities readily available
No

to nursing staff?
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34 To what extent 1s nursing reliesf available
for:-
None Some Considerable

Helidays | .| bl ]

Sickness . t I I |

Extra workload i i I} |

35 1Is the sickness rate known? If so,
please state, by grade if possible.

36 Are any future changes contemplated in Yes | ]
hours of duty or length of duty spans? Na | |
37 1Is any basic tralning given toc nursing Yes | |
auxiliaries? No i i

38 How are nursing tasks assigned?

Patient allocation |

Task allocation }

Nursing process |

Combination of above, please explain. !

39 If task allncation, are tasks allocated daily? Yes }
No !
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41

42

33

14

45

16

47

48

49

25

How is the allocation made?

How is patient's progress recorded?

Do you have the services of a ward clerk?

what hours does the ward clerk work?

Is the ward clerk shared with another ward?

Is the ward clerk paid from the nursing budget?

what hours do the domestic assistants work?

Is there any relief for sickness/
absence/holidays of ward ¢lerks?

Is there any relief for sickness/
absence/holidays of ward clerks?

To what extent are porters used?

s 0 4 g bt aan

Yes
No

e A e a s

P R N L

P I |

P I R RN AT B N B N S LI

Yes
No

Yes
No

PR R S I )

a e i B A B EEF B L L R

Yes
No

Yes
No

R I I R B SR )
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51

52

53

54

55

56

26

Are physictherapy services provided?

If Yes

Are occupational therapy services
provided?

If Yes

Is a Central Sterile Supply Service
available?

Is the service

Are sterile packs or trays made up by ward
stafFf?

What system does the ward normally use for
the digtribution of meals?

Who usually serves the meals?

Yes
No

On ward
Away from ward
Both

Yes
No

On ward
Away from ward
Beth

Yes
No

Toppling up?

One For one exchange?
Supply on demand?
Qther, please describe

Usually
Sometimes
Never

Bulk trolley
Plated meals
Trayed meals
Other, please describe

Nurses
Other staff
Both

]

]

il

A

D

11
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59

60

61

62

63

27

are nurses regularly involved in collection of

of the following items?

Blood from blood bank

brugs

Stores

Linen

Specimans

Other, please state

patient's daily routine/

Wakened
Breakfast
Luanch

Tea
Supper

Lights out

Are there any restrictions on patients'
meal times, which in turn affect the

organisation of nursing tasks?

If yes, please explain

what are the visiting hours?

Are outpatients seen on the ward?

tiow many in the past 4 weeks?

Yes
No

Yes
No

— -

UL

Yes
No

— —

i

Yes
No

Yes
No

Yes
No

Time

-
-
.
.

PR I T I I B A R

cas s ss e PR EE TS TSN

P I T R e s

P I I B UL S L B L
P LRI R N I B |
R N IR U R B I L L R

Yes I
No

|

R L RIS B

P N L LR A

Usually |
Sometimes
Never

—_—

il

J e T IR R IR B S B
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68

69

70

71

72

Ts this typical? ( If not, please explain.) Yes | |
No | [
Are day cases admitted td the ward? Usually | _J
Sometimes } !
Never | |
How many ln the past 4 weeks? R R R R R
Is this typical? (If not, please explain.) Yes I |
No | |

Does the ward take emergency admissions? Usually | |
Sometimes | |
Never I |

What system is used for allocating emergencies

to the ward?

are patients transferred to/from other Yes } |

hospitals from the ward? No ] |

If yes, are nursing escorts required Yes ] |

from the ward? No | i

Do nursing staff from the ward escort Yes | I

patients to/from theatre or other units? No | [




73

74

75

76

29

Do nursing staff from the ward walt with Usually | ]
patients in the recovery area? Rarely ! |
Never |

Are there any factors not alluded to above,
which you feel have a significant impact on
nursing workload? Please state.

What do you feel are the three wmost important
Factors, on your ward, which limit the amount
of time nurses can spend on direct patient
care?

-

o-l---.-n.-o---o.-.cccn--.u-c..looo-on-

SV

.c----ou--c.---oaun---.-o.-.-o---ooc.l-

3 III...-II...'..l-.ll.llll..l.ll.lll.l.l

please sketch the layout of the ward and the
disposition of the beds, with any commenis
you wish to make.
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PATIENT DEPENDENCY CLASSIFICATION

NO CATEGORY GUIDELINES
DATE
Personnl Nuraing DEP 1 3 A Scores only
R Froerd Mobillt Othor ' o :
TIME Care eding o Y Attentlon uLr 1l A + U Seores and nol mure than
N v 2 C Scores,
L L] 1]
WA ! "_ “ H o i © DEP I1I 2 or 3 Scores, more C's than A'sa
SIGNATURE ! : ! ! s ma or equal C's and A's,
! ' ! 2] Q DEP 1V 4 or mora C Scores
i ' I e IR b
g oS SlaktEl luliic
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PATIENT DEPENDENCY CLASSIFICATION MONTHLY FORM
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* WARD
AOSPITAL:
. MONTH :
PATIENT DEPENDENCY CLASSIFICATION (B) MONTHLY SUMMARY
NO. OF BEDS
NUMBER OF PATIENTS PER CATEGORY TOTAL NO.
DAY OF MONTH OF PATIENTS DAYS IN
I II III Iv MONTH
Commentsg:

-

[~ T Rt B K I L e R AV, S IF - S E IR N Y

—

—
-—h

-
L8]

—
LW

=

—_
wn

=)}

~J

]

[T4)

1)
<

(8]
-

[}
[\¥]

[ )
W

™
[

[
194

»
()3

L)
~J

]
@

N
¥e )

30

31

Totals for month{

Daily Average:

% per category

]
[]




APPENDIX F

PATIENT DEPENDENCY YEARLY TOTALS
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PATIENT DEPENDENCY CLASSIFICATION YEARLY SUMMARY "

YEAR : 1989 and 1990 NO.OF BEDS: (~—w=mm—m=
N
YARD - 1 2 .
HOSPITAL: SALMANIYA MEDICAL CENTER CHANGE IN NO.OF BEDS: peeme==caea-
| [__PEI_L__-__]
MONTH No. No.Patient by Group [Total |[Ne. Bed W/L Acuity
Days I IT III 1V Beds Occ. Ind.
May
Totals 31 231 192} 101 89 614 90%
Mean Average 7.5¢ 6:2] 3.3] 2,91 19.8
% Per Group 37.61 31.3116,.71} 14.6 100
TUNE
Totals 30 252 174] 131 30 585 89s%
' 8.4} 5.8 4.4 1| 19.5

Mean Average

% Per Group 43.1]29.7{22.4 | 5.1 | 100

uLY: ~
Totals 31 264 169 100 61 5985 _ 87%
Yean Average 8.5 5.5{ 3.2 2.0 19.2
% Per Group 44.4 1 28.4{16.8 {10.3 100
AUGUST:
______ 31 320 | 164 67 63 621 94%
Totals ’
Yean Average 10.7 5.51 2.2 2.3 20.7 ]
% Per Group 51.5 |26.4|10.8 |[11.0 100
SEFTEMBER: | 30 | 246 | 301| 40 | 53| 638 97%
Total .
Mean Average 8.2 {10.0] 1.3 1.8 21.3
% Per Group 38.6 {47.2 6.3 8.3 100
OCTOBER ;
T 31 | 236 0 %
Totals 300 | 54 30 652 95
Mean Average 7.6 | 9.7 3.0 |1.0 21.0
% Per Group Ls.z 46.0 ha.a 4.6 | 100
 NOVEMBER:

- 30 208 | 241 |102 72 623 : 943
Totals

Mean Average 6.9 [B.0 [3.4 |[2.3 20.8

% Per Group 33.4 {38.7|16.4 {11.6 | 100
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PATIENT DEPENDENCY CLASSIFICATION YEARLY SUMMARY (Sheet 2.)

MONTH No. No.Patient by Group Total | No. Bed w/L Acuity
Days I II 111 Iv Beds Ocec. | Ind.
DECEMBER:
Totals 31 | 267 230 80| 74 | 650 953
Mean Average 8:5| 7.4 2.6 | 2.4 21.0
% Per Group 41.0/ 35 _3}12 1.3 100
JARUARY :
Totals 31 | 212 184] 129 | 137 662 974
Mean Average 6.8 5.9 4.1} 4.4 21.3
2 Per Group 32.0{27.8{19.5 {20.7 100
FEBRUARY:
Totals 28 | 178| 233} 120 | 63 594 963
Mean Average 6.4] 8.3| 4.3 {2.3 21.2
% Per Group
. 30| 39420.2 |10.6 100
YARCH: 24 | 121 142 111 | 76 450
Totals ‘
Mean Average 5.04 |5.91 4.62 | 3.16 | 18.75
* Per Group , 06.8 31.5 24.6 | 16.8 100 | sss

YEAR MMARY :
,,,,, SUMMARY 328 2535 330 1075 754 | 6684

Yearly Totals

Mean Average 7.717.113.3 2.3 20.4

% Per Grou . )
P 57.7 84.8 |16.1 | 11.3 100 933

Bed Qccupancy
for Year
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WARD : 43

34

: 1989 and 1990

HOSPITAL: SALMANIYA MEDICAL CENTER

PATIENT DEPENDENCY CLASSIFICATION YEARLY SUMMARY

NG.QF BEDS:

CHANGE IN NO.OF BEDS:

MONTH No. | No.Patient by Group |Total [No. [Bed [W/L |,
cuity
Days I II III IV Beds Occ. Ind.
MAY
T 31 212|283 24 64 583
Totals
6.8 9.t lo.e | 2.1 | 18.8

Mesn Average
% Per Group 36.3(48.5 4.1 110.9 100 85.4%

NE :
JUNE 30 3150 258 | 23] 62 | s&s8
Totals -
Mean Average 10.5} 8.6 |0.8 | 2.0 | 21.9
% Per Group 47.8 39.2 | 3.5 | 9.4 100 99.5%
JULY :
-—— 31 372 | 225 | 27 44 668
Totals - .
Mesn Aversage 12.017.3 1o0.9 1.4 ]21.5
% Per Group 55 7 133 7l4a 0 = 100 a7 7%
AUGUST:
----- 31 387 | 181 49 63 680
Totals
¥ean Average 12.8 1 85 a1t g 2.0 219
% Per Group 56.9 |26.6(7.2 |9.3 100 99,5%
SEPTEMBER:
““““““ 30 379 | 184| 26 71 660
Total
¥ean Average 12.6] 6.11 0.9 | 2.4 22
% Per Group

574427 9l 39 ling 100 00%

OCTOBER:
Totals 31 319 236 | 33 83 675
Mean Average J10.317.611.1 2.7 21.8
% Per Group 47.6 | 3514.9 12.3 100 99%
 NOVEMBER:
Totals 30 3871190 | 24 58 | 659
Nean Average 12.9 (6.3 ]0.8 1.9121.9
% Per Group 58.7 | 28.8[3.6 8.8 100 99.5%
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PATIENT DEPENDENCY CLASSIFICATION YFRARLY SUMMARY (Sheet 2.)

MONTH No. No.Patient by Group Total | No. Bed ¥/L Acuit
Days | I | II ] III | IV Beds |Occ. | Ind. ¥

DECEMBER:

-------- 3t 379 216 17 70 €682

Totals

Mean Average 12.21 6.9 0,5 2.3 22

% Per Group 55.831.71 2.5 10.3 100 _1.100%
JANUARY |

Totals 31 35% 234 42 54 681

Mean Average 11.37.511.4 1.7 1 21.9

P G

% Per Group s1.534.4/6.2 | 7.9 | 100 99 53
FEBRUARY: -

-------- 28 294 241 17 Se &08

Totals

Mean Average 10.5] 8.6 | 0.6 2.0 21,7
+% Per Group

; 48.4; 39.612.8 2.2 100 98.7%
HARCH

Totals

Yean Average

% Per Group

YEAR_SUMMARY:

304 339512248 | 282 625 6554

Yearly Totals .

Mean Average 11.1| 7.4 0.9 | 2.0 |21.6

% Per Group 51.8134.3] 4.3 { 9.5 { 100 = | 97.94
Bed Occupancy

for Year
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PATIENT DEPENDENCY CLASSIFICATION YEARLY SUMMARY

YEAR : 1989 and 1990

WARD 66

HOSPITAL: SALMANIYA MEDICAL CENTER

MONTH

No,

Total

Bed

w/L

No.Patient by Group Acuit
Days I 1 III v Beds |[Oce. Ind, curty

Y - 31 | 145} 234 | 113 103 | 593 86%
Totals

4.7 7.5 3.6 3.3 1.9
Hean Average
% Per Group 24.5139.4 19 17.3 100
T0RE 30 | 176)292 | 98| 61 | 627 95%
Totals
Mean Average 5.919.7 3.312.0 21
% Per Group 28 1 46.6|15.6 19.7 100
JULY: - -
Totals 31 160 | 218] 100 | 108 588 86, 4%
Mean Average 5.2 7.0f 3.2 {3.5 }19.0
% Per Group 27.2 1137.0117.0 [18.4 | 100
AUGUST:
Totals 31 205 | 228f 77 | 137 | 643 94,1%
Mean Average 6.6 | 7.4 2.5 | 4.4 |20.7
%_Per Group 31.9 135.512.0 12t 3 | 100 —
SEPTEMBER: ‘ .
Total 30 182 | 234 84 ' 121 | 624 953
dean Average 6.0 | 7.812.8 {4.0 l20.8.
% Per Group 29.1 |37.5(13.5 |19.4 | 100
OCTOBER:
Totals 31 200 | 173} 1% | 124 | 654 95.9%
Mean Average - 6.5 | 5.6 5.0 [4.0 [21.1
% Per Group 30.6 |26.5 3.9 {19.0 | 100
| NOVEMBER:
Totals 30 208 | 212 | 87 |100 | 604 95%
Mean AVEI‘&KE 8 7.3 3 3.4 20.8
% Per Group B4 .4 FS'O 14.4 |16.6 | 100
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PATIENT DEPENDENCY CLASSIFICATION YEARLY SUMMARY

YEAR 1989 and 1990 NO.OF BEDS: (~-——=———=n
16
FARD s3 s b
HOSPITAL: SALMANIYA MEDICAL CENTER CHANGE IN NO.OF BEDS: p-—m——————n
| [__NIn__ |
MONTH No. No.Patient by Group | Total |No. Bed w/L Acuity
Days I II I1T1 v Beds |[Ocec. Ind.

HaY

Totals 31 158 57 611 163 438 88%

Mean Average 5.0} 1.8 1.9 5.3 14.1

% Per Group 36 13 (13.9 1 37.2 100

JUNE :

Totals 30 1371 72 66 | 141 416 86.9%

Mean Average 4.6 12.4 2.2 4.7 13.9

% Per Group 32.9 17.3 115.9 133.9 100

JULY

Totals 31 174 1 69 62 96 402 81.3%

Mean Aversge 5.6 2.2 | 2.0 | 3.1 | 13.0

4 Per Group 43.3|17.2(15.4 123.9 100

AUGUST:

Totals 31 231{ 651 49 | 111 454 91.3%

Mesn Average 7.5] 2.1 1.6 | 3.6 | 14.6

% Par Group 50.8|14.3 110.7 [24.4 100

SEPTEMBER : -

;;;;;"" 30 2191 115 | 46 -} 78 458 95.6%

Mean Average 7.3 3.811.5 |2.6 |15.3

% Per Group 47.8 25.1 0.0 |{17.0| 100

OCTOBER:

;;;;;;_ 31 1831 153 | 67 82 | 485 97.5%

Yean Average 5.914.9 (2.2 2.6 |15.6

% Per Group 37.7 B1.5 |13.8 {16.9 | 100

NOVEMBER:

.;;;;I;__ 30 216 | 148 52 61 | 477 99.4%

¥ean Average 7.2 14.9 1.7 2.0 115.9

% Per Group 45.3 |31.0]10.9 |12.8 | 100
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PATIENT DEPENDENCY CLASSIFICATION YFARLY SUMMARY (Shecet 2.}

MONTH No. No.Patient by Group Total | Neo. Bed wW/L
Acuity
Days I Ir f1IIl IV Beds Occ. | Ind.
DECEMBER:
Totals 31 22% 116 63 72 472 95%

Mean Average 7.1 3.7 2.0 2.3 15.2

% Per Group 46 .8 24.6 13.3 15.3 100

JANUARY :

Totals 31 177 117 69 93 456 91.9%

Vean Average 5.7| 3.8]{ 2.2 3.0 14.7

% Per Group 38.8125.7[15.1 | 20.4 | 100

FEBRUARY: .
Totals 28 189| 120| 59 54 | 422 94.4%
Mean Average 6.751 4.3] 2.1 1.8 15.1

» Per Group 44.8|28.4]14.0 | 12.8 | 100

HARCH

Totals

Mean Average

% Per Group

YEAR SUMMARY:

Yearly Totals 304 (19051032 594 951 4480 92%
Kean Average 6.3 3.4 2.0 3.1 14.7
% Per Group 12 .8 123.1113.6 |21.0 100

Bed QOccupancy
for Year
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PATIENT DEPENDENCY CLASSIFICATION YEARLY SUMMARY®

YEAR : 1989 and 1990 NQO.OF BEDS: p=——=————-1
22

WARD : 51 . Eeme e

HOSPITAL: SALMANIYA MEDICAL CENTER CHANGE IN NO.OF BEDS: p-w--——===-17

MONTH No. No.Patient by Group |Total |No. Bed w/L Acuity
Days I II III v Beds QOcc. Ind.

MAY : 31

;;;alg 71 171 81 273 596

Yean Average 2.3] 5.5¢ 2.6 8.8 19.2

% Per Group 11.9128.7 | 13.6] 45.8 100 87.3%

LA 30 |87 |249 |91 [133 | s62

Totals

Mean Average 2.9 8.3 3.0 (4.4 18.7

7 Per Group 15.5|44.3 | 16.2123.7 100 ' 85%

TuLY

Totals 31 57. 1304 67 (121 549

Mean Average 1.8 9.8 2.2 3.9 17.7

% Per Group 10.4 [55.4 | 12.2 P2 100 80.5%

i 3 lae 370 |69 h3o | e1s

Totals

Mean Average 1.5 |11.8 12.2 (4.2 19.8 .

% Per Group 7.5 p0.2 111.2 {21.1 100 S0%

SEPTEMBER:

fotal 30 {22 |413 | 56 "|136 | 627

Me A age
an Averdg 0.7 113.8] 1,9 {a.5 | 20.9

3.5 165,91 8.9 121.7 | 10Q 95%

% Per Group

OCTOBER: -
------- 31 5 413 &9 143 630

Totals

Mean Average g.2 13.3] 2.2 |4.6 20.3

% Per Group 0.8 65.51 10.9122.7 100 92.3%
”Eggggggg: 30 1 404 71 149 625
Totals

Mean Average .03 [13.5{ 2.4 |4.9 | 20.8

% Per Group 0.16 {64.6} 11.4 | 23.8| 100 94.5%
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PATIENT DEPENDENCY CLASSIFICATION YFEARLY SUMMARY (Shecet 2.)

MONTH No. No.Patient by Group [ Toetal]| No. Bed W/L Acuity
Days I I1 III v Beds Occ. | Ind.

DECEMBER: 31 1 [342 | 84 207 | 634

Totals

Mean Average .03 111.0 2.7 6.0 20.5

% Per Group .16 | 53.9] 13.2{ 32.6 100 93.2%

JANUARY : 31 1398 | 72 180 653

Tatals

Wean Average .03 112.8] 2.3 5.8 21.0

% Per Group 0.2 |60.9| 11.0]27.6 100 95,54

FEBRUARY:

Totals

Mean Average

%4 Per Group

----- : 28 5.31326 33,21232.8 {597.3
Totals

Yean Average 18{11.6] 1.2 | 8.3 | 21.3

% Per Group
.88154.6} 5.6 39 100 97%

YEAR SUMMARY:
............ 103 286 {3390 | 693 | 1704 6088

Yearly Totals

Hean Average 98] 4.2 2.3 5.6 {20.0
% Per Group 4.9 55.7 11.41 28 |100 . 91%
Bed Occupancy ’

for Year
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PATIENT DEPENDENCY CLASSIFICATION YEARLY SUMMARY

YEAR : 1989 and 1930 NO.OF BEDS: r-=--—=——e -
22
WARD : 41 b
HOSPITAL: SALMANIYA MEDICAL CENTER CHANGE IN NO.OF BEDS: [-====="=""
MONTH No No.Patient by Group | Total |HNo. Bed W/L Acuity
Days I Iz ITI Iv | Beds Occ. Ind.
MAY 31 348 | 141]| 62! 68| 619
Totals
Mean Average 1121 aslonl 22! 200
1% Per Group Se.2 f22. 8110 o {11 0} 100 0 af.q
JUNE :
Totals 30 386 | 151| s7| 61| 655
Mean Average 12 01l s alsal2n 21.8
% Per Group 58.9 [23.1}8.7 | 9.3 | 100.0 99.1
JULY:
Totals 31: 392 | 125 95 | 29 641
Mean Average 12.6 { 4.013.1 |o.9 | 20.7
% Per Group 1.2 |19.5 j14.8 4.5 100.0 94.1
AUGUST
Totals 31 396 i86 61 21 663
Mean Average 12.816.0 2.0 {0.7 21.4 .
% Per Group 59.7 128.1 3 . 100.0 97.3 _
SEPTEMBER:
| rotal 30 394 | 183 50 -1 18 645
Mean Average 13.1 6.1 1.7 |0.7 | 21.5
% Per Group 61.1 8.4 |7.8 [2.8 |100.0
OCTOBER:
Totals 31 359 | 207 | 88 9 663
Mean Average 11.6 |6.7 [2.8 0.3 21.4
% Per Group 54.1 |31.2013.3 l1.4 |100.0
| NOVEMBER:
Totals 30 369 185 70 | 23 647
Mean Average 12.3 6.2] 2.3 j0.8 21.6
% Per Group 57.0 |28.6{10.8 [3.6 |100.0
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PATLENT DEPENDENCY CLASSIFICATION YFARIY SUMMARY (Shecet 2.)

MONTH No. No.Patient by Group | Total| No. Bed w/L Acuit
Days I II 111 IV Beds Occ. | Ind. y

DECEMBER:

-------- 31 337 174 63 102 676

Totals

Mean Average 10.9] 5.6] 2.0 3,3 1 21.8

% Per Group 13.9125.7] 9.3 15.1 {100,0

JANUARY :

Totals

Yean Average

% Per Group

FEBRUARY:

Totals

Mean Average

7 Per Group

Totals

Mean Average

% Per Group

YEAR SUMMARY:

Weaa Average 12.21 5.5| 2.2 | 1.4]| 21.3
% Per Group 57.2126.0{10.5 | 6.4 |100.0

Bed Occupancy ] _
for Year ) 95.8
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WARD: 55
HOSPITAL: SMC

YEAR 89 NO. OF BEDS [ig

PATIENT DFEPENDENCY CLASSIFICATION - YEARLY SUMMARY (sheet )

MOMTIH 1 IUMBER OF PATIENTS PER CATEGORY] TOTAL HD. COMMENTS
I I IIL v OF PATIENTS OCCUPANCY

Hay:

Totals for month 170 145 56 139 530

5.5} 4.7 1.8 5.1 17.1
32.11. 27.4 10.6 30.0 100.0 g5

Dally Avaragnnm

% per Category

June:
- Totals for month 212 116 54 106 488

Datly Averages 7.1 | 3.9 1.8 3.5 16.3

S per Category 43,4 923 4 11,1 21.7 100.0 . 90.6
Jqlx: -

Totals for month

Daily Averages

A psr category

Totals for month

Dally Averages

A per category

Totals for month

Dally Averagss

4 per Category
SUHMARY :

Totale

Dally Averasges 6.3 4.3 1.8 4.3 16.7

A per category 37.5 | 25.6 10.8 | 26.0 100.0

Bed Occupancy

382 261 L 110 265 1018

92.8




PATIENT DEPENDFNCY CLASSIFICATION - YEARLY SUMMARY {sheet
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WARD: 22

HOSPITAL: SMC

YEAR 89 NO. QF BEDS [16

)

HONTH

HUMBER OF PATIENTS PER CATEGORY

1

Ir

1L

v

TOTAL M0O.
OF PATIENTS

COMMENTS

Mny:
Totals for month

108

225

87

55

475

Daily Averagnn

3.5

. 7.3

2.8

1.8

154

\ per Category

22.7

47.4

18.3

11.6

100.0

96,3

June:

-Totals for month

110

222

g2

54 .

466

Dally Averagen

3.7

7.4

2.7

1.8

i5.6

A per Category

23.6

47.6

17.6

11.6

100.0

 97.5 -

July:
Totals for month

Daily Averages

A per Ccategory

Totals for month

Daily Averaéea

N per Category

Tokals for month

Daily Averages

A par Category

SUMMARY ¢
Totals

218

447

169

109

941

Dally Avaerages

3.6

7.4

2.8

1.8

15.6

A per category

23.2

47.5

18.0

11.6

100.0

Bed Occupancy

97.0
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WARD1 2j
" HOSPITALt gumc

YEAR 89 NO. 0

PATIENT DEPENDFENCY CLASSIFICATION ~ YEANLY SUMMARY (sheet )

F BEDS {1q

BONT!H: HUMDER OF PATIENTS PER CATEGORY] TOTAL MO, COMMENTS
1 11 111 v OF PATIENTS | occupancy
Hny:
Totals for month 112 255 141 69 577
Dally Averagna 3.6 } 8.2 4.5 2.2 18.6
' per Category 19.4 | 44.2 24.4 11.9 100.0 93
June:
Totals for month 99 243 208 36 584
' patly Averages 3.3 }s.1 6.9 1.2 19.5 _
3 per Category 16.95 | 41.6] 35.5 6.2 100.0 97.5 -
July: '
Totals for month 117 314 116 51 596
Daily Averages 3.8 10.1¢71 3.7 1.6 19.2
A per category 18,6 1 52,71 19.5 8.6 100.0 96
Totale for month
Dally Averages
A per categofy
Totals for month
Daily Averages
V per category
SUMMARY
Totals 328 812 465 156 1757
Dally Averages 3.5 8.8 5.0 1.7 19.0
A\ per Category 18.7 46.2| 26.5° 8.9 100.0
Bed Occupancy 85.0
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WARD: 45

16

HOSPITAL: sMC
YEAR NO. OF BEDS
PATIENT DEPENDENCY CLASSIFICATION - YEARLY SUMMARY (sheet }
HONTH! FIUMBER OF PATIENTS TER CATEGORY]  TOTAL NO. COMMENTS
I 11 I1f v OF PATIENTS | CCCUPANCY
¥ay: 195 | 155 65 58 473
Totals for month
Daily Averagnnm 6.3 5.0 2.1 1.3 15.3
\ per Category 41.2 | 32.8 13.7 | 12.3 '100.0 95.6
J : .
—= , 213 136 63 53 465
Totals for month ] ) .
‘Daflly Averages 7.1 4.5 | 2.1 1.8 15.5
A per Category 45.8 29.2 13.5 11.4 100.0 87
Jqlx:
204 123 83 59 469
Totales for month . )
Dally Averagesn 6.6 4.0 2.7 1.9 15.2
A per category 43,5 j26,2 | 17.7_ | 12.6 100.0 95
Totals For month
Dally Averages
\ per Category
Totals for month
Daily Averagenm
M per Category
SUMMARY:
Totals 612 414 211 170 1407
Dally Averages 6.7 |}4.5. 2.3 1.9 15.4
A per category 43.5 [29.4 15.0 . | 12.1 10Q.0
Bed Occupancy
——— 96
i | :




PATIENT DEPENDENCY CLASSIFICATION - YEARLY SUMMARY (shaet
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WARDT 46

HOSPITALy SMC

YEARB9 NO. OF BEDS

)

\ psr Category

28.9

HMoNTIl FIUMAER OF PATIENTS PER CATEGORY] TOTAL HD.
- I 11 IIL v OF PATIENTS

- May:

T;tals for month 300 173 88 57 617
Dally Avaragna 9.7 | 5.6 2.8 1.8 19.9

A per Category 48.6 |28.0 14.3 9.2 100.0 90.5
June;

Totals for month 309 193 g1 65 648

pally Averages 10.3 6.4 2.7 2.2 Z1.6

\ per Category 47.7 129.8 12.5 10.0 100.0 98.2
i&ix:

Totals for month

Daily Averages

\ per Category

Totals for month

Daily Averages

A psr Category

Totals for month

Dally Averages

\ per Category

SUHHARY 609 386 169 122 1265

Totals .

Dally Averages 10.0 6 2.8 2 20.8

48.1 13.4 9.6 100.0

Bed Occupancy

94.5




PATIENT DFEPEMDENCY CI.
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ASSIFICATION - YEARLY SUMMARY (sheet

WARD: 63

HOSPITAL:

YEAR gg NO. OF BEDS {37

)

SMC

HOMTI:

PIUMBER OF PATIENTS T'ER CATEGORY

I

II

III

v

TOTAL HD.
OF PATIENTS

BED OCC FOR
THE MONTH

qu:

Totals for month

297

164

50

583

Dally Avaragna

18.8

\ per Category

o —
o]
[2) W =)

LUUU

85.5%

June;:
hedlilil 8

Totals for month

380

122

75

55

632

Dally Averagen

12.7 -

4.1

2.5

1.8

21.1

A per Cateﬁéiy )

a0 _1

19 .3

11.@

8.7

100, 0

26 %

Julx:

Totals for month

Dally Averagas

A\ per category

Totals for month

Daily Averages

M per Category

Totalas for month

Dally Averages

\ psxr Category

SUMMARY:
Totals

677

286

147

105

1215

Dally Averages

11.2

4.7

2.4

1.7

20.0

A\ psr category

55.7

23.5

12.1 .

8.6

100.0

©0.5

Bed Occupancy
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WARD1 65

HOSPITAL: SMC

YEARBS NO. OF BEDS

PATIENT DEPEMDFNCY CLASSIFICATION - YEARLY SUMMARY {sheet )

HONTI «

MUMBER OF PATIENTS PER CATEGORY]

I.

I1

19§

v

TOTAL HO.
OF PATIENTS

E&x:
Totals for month

115

215

84

53

467

Dally Averagna

3.7

6.9

2.7

1.7

15.1

A per Category

24.6

46.0

18.0

11.3

100.0

94.4

June:

_Totals for month

91

220

100

68

479

Dally Averages

3.0

7.3

3.3

2.3

15.97

A par Catsegory

18.0

45.9

20.9

14.2

100.0

99.8

July:

Totals for month

Dally Averages

A per category

Totale for month

Dally Averages

% per Category

Totals for month

Dally Averages

A per Category

SUHMARY 2
Totals

206

946

Daily Averages

3.4

15.5

A\ per Category

21.8

100

Bed Occupancy

87:1%
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WARD: 54

HOSPITAL; SMC

YEAR 89 NO. OF BEDS [23

PATIENT DFEPENDFENCY CLASSIFICATION - YEARLY SUMMARY {(aheet )

HONTH t HUMBER OF PATIENTS PER CATEGORY TOTAL NO. COMMENTS
L 11 It v OF PATIENTS | OCCUPANCY
May: ,
Totals for month 121 177 56 273 625
Daily Avaragna 3.9 |).5.7 1.8 8.8 20.2
A per category 19.4 {28.3 8.96 43.7 100.0 91.8
June:
. Totals for month 53 217 87 204 576
Dally Averages 2.3 | 7.2 2.9 6.8 © 19.2
4 per Category 11.8] 37.7 15.1 | 35.4 100.0 87.3 .
ﬂ&ll=
Totalm for month 111 | 249 88 202 650
Daily Averages 3.6 8.0 2.8 6.5 20.96
3 per category 17.0 | 38.3 13.5 31.1 100.0 95.3
Totals for month
Dally Averages
A per Category
Tokalas for month
Daily Averagas
3 per Category
SUHMMARY
Totala 300 643 231 679 1851
Dally Averszges 3.3 7.0 2.5 7.4 - 20.2
\ per Category 16.2 34.7 12.5° 36.7 100.0
Bed Occupancy 91.8




APPENDIX G
DIRECT CARE ASSESSMENT FORM




DATE:

DAY QF 3TyunY:

ACTIVITIRG

by,

11.

12.

13.

Communicntinn

. Medicatlona

Houkrftlon & Btlminakion
Trchnleatl.,

. Mutrition % Elfimiantion

non Technlcni.

Patinnt flyglenes

. Patlent MHovement
. Poaitloning, Fxnarctping
. Mommde, arnlat Doctor

. Mursing rnonde cheeks

Bymptom ohmanrvnkinsn
VYitnl Slgna

Spescimen gathoring nnd
tmating,

Treatmant nnd Proreduren

Other

PATIENT MAME:
TARD:

52

DIRECT CARE ASSESSMENT FORM

TIMR: 7:00 n.m. to 12:50 p.m.

FoRm: (R)

Tlme Slmtrr SN

N

ADX Student Cthers

BETENNENCY CATEGORY:
TATIENT HO:
TOTAL UNITS:

|




DATE:

DAY NF BTUDY;

ACTIY1ITIRS

{. Cormmunicatinn

i ]

Madicatlona

A, Mukelbtton % Ftiminatlieon
Trchnical

4. Mutrition & Ellminatlon
non Tachnicatl,

&, Patient lygleong

B. Patlent Movrwent

7. Pomittoning, Fxeretalng
A, NMomnda, asalat Noctor

B. Murwing rounda, cheeka
Symplom ohaervation

10, Vitnl Bigna

11. Sprzimen gnthering and
teating.

12, Trenatment and Procedursna

13. Other

PATIFENT HAME:
WARD :

53

TIMF: 1:00 p.mw,

to R:50 p.om.

FORM: (F)

Time Slater

SN

TN

AlX Student Others

2:140

2:50

3:00

3:10

3:20

3:30

3: 40

J: 50

4:00

1:10

1:20

1:30

_d:40

4:50

5:0n

5:10

REPENNENCY CATEGORY:
PATIENT HO:
TOTAL UNITS:

J




DATE:

NAY NF STHINYT -

TIME: 7.

54

o0 p.m, 12:50 p.;m.

FORM: (G)

ACTIVITIRS

10,

i1,

12,

13.

Commmmication

. Mrdicnkions

Hutrlkisn &k Flimtnarion
Tachnlan],

. Bukritten & Eiiminatinn

non Terbnlenl,

Pntient lyglene
Pntlent ¥ovement
Prrttloning, Rxerolaing

Rotride, naxjat Ooctor

. Hurming ratmde, ~hrcks

Syuplom ohaervatlon
Vital Signa

Speslmen gatherling and
testling.

Trentment nnd Procrednres

Other

PATIFNT HAME:
YARD:

Sinter

SH

rd

Aux Student

Others

NRPENDENCY CATRQORY:

PATEIFENT HO:
TOTAL, UNITS:




DATE -

DAY OF 3TURY:

TIMFE: 1

55

O R m,

trr B3:50 A.m,

ForMm: (M

ACTIVITIRS

10.

tL.

Communlcakion
Medicntlons

Nubrition b FEllminaklon
Tochaleal,

Hutritlen & Elimination
non Technieal.

Patient Aygiene
Patiant Hovement
Tositioning, Fxnrelaling
Rowmda, semiat Doctor

Nurelng roundm, chreka
9ymplom ohaervntlon

Vitnl Signe

Apeniman gatharing and
testing.

Treatment nand Proccdures

OQther

PATIENT HAHE:
¥ARD:

Time

Siatrr

SH

PH

Alx Student Dthers

1:00

DEPENNENCY CATEGORY:
PATEENT HO:
TOTAL UNITS:




APPENDIX H

ALL NURSE ACTIVITY SAMPLING FORM (A)
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ALL NURSE ACTIVITY SAMPLING FORM (A) DATE: HOUR: HOSPITAL:

SIGNATURE OF OBSERVER: DAY OF STUDY: FORM NUMBER: WARD:

. AREA OF ACTIVITY SISTER SN PH AUXILIARY STUDENT OTHER

voli6ja0fas ] T | cof1s[30]45 [ T | ool15]20f45] v | oofas Jao {45 | T|ooj15 | 30 | 45| T| 00)15}30)45 | T |TOTAL

Communication with Patlent &/or Famlly

. Medicatlons (I.V. Adminigtering)

NHutrition and Elimination-Technleal

Nutrition & Ellminatlion-non-technical

Patlient Hygiene

Patient movement-non-therapeutic

., Pogitioning Excerclaing-therapeutic

Rounds or asslst doctor/mon nurse

wlal<lajols|w| e

. Routine checks,patient rounds, etc.

10,.Vital Signa

11.5peclimen gathering and testing

12.Treatment and Procedurss-Nursing only

TOTAL DIRECT CARE

21.Charting, Checking Chart or Kardex

22 ,.Communications (specific patient)

23.Preparing Medications, I.V.

TOTAL IMDIRECT CARE - . )

31.Cleaning, housekeeping, tasks

32.Clerical

33.Communicatlon-unit related

34.Errands off ward

35 ,Meetlings, Inservice, Ward Reports

36.Supplles, Check restock

TOTAL ASSQCIATED WORK

40 ,Personal and Miscellaneous

50.0ther

OVERALL, TOTAL
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ALL HURSE ACTIVITY SAMPLING FORM (A) DATE: HOUR: HOSPITAL:
SIGNATURE OF OBSERYVER: , DAY OF STUDY: FORM NUMBER; . WARD:
- AREA DF ACTIVITY SISTER SN PH AUXILIARY STUDENT OTHER

00]15|30:45 | T | 00|15)30}45 | T | CO{15|30|45 | T | 00|15 |30 |45 ]| T | 00415 | 30 ] 45| T} 00[15[/30|145 | T |TOTAL

Communicatlon with Patient L/or Family

. Medicationa (I.V. Administering)

Nutrition mnd Elimination-Tecbnlcal

Nuytrition & Elimination-non-technical

Patient Hyglene

Patient movement-non-therapeutle

Posjtionlng, Excercising-therapeutic

Rounds or asalst doctor/mon nurse

oo |~ |oidn o |k

. Moutine checks patient rounds, etao.

10.¥ital Signs

11.5pecimen gathering and testing

12 .Treatment and Preocedures-Nuraing only

TOTAL DIRECT CARE

21.,Charting, Checking Chart or Kardex

22.Communications (specific patient)

23.Preparing Medications, I.V.

TOTAL INDIRECT CARE

31.Cleaning, housskeeping, tasks

32.Clerical

J3.Communication-unlt related

J4_Errands otf ward

35.Meetlopgs, Inservice, Ward Reports

36.5upplies, Check restock

TOTAL ASSOCIATED WORK

40 ,Personal and Mipcellenecua

50.0ther

OVERALL TOTAL




APPENDIX I
OBSERVERS FEEDBACK QUESTIONNAIRE
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NURSE MANPQWER STUDY
ERV FEEDBACK QN DIRECT

AND E ACTIVITY PLIN

Was one observer per shift adeguate for undertaking Direct
Care Assessment 7

Yes /7 No [/

Was one observer per shift adequate for undertaking All
Nurse Activity Sampling ?

Yes [ 7/ No [

Were the instructions regarding observation procedures
clear?

Did you find the training session useful for carrying out
the observation.

Have you encountered any problems in carrying out the obser-
vation as instructed.

-—--——-—.-—-——-———;--————-—_.——————-——-—-—-—m-————.-_—————-—m—————

—---—————---———--u————————————a--n——-—---———p—-——————u————----——-——

Do yecu think that the observation instruments adequately
measure all nursing activities, during 24 hrs in SMC wards.

—_——-—————_——————-——--—_-———_...-.—-..-—nu—_————_m————-—————-a-w———_

-n—o-u-—————--———.——-n'——————_—_-.—--_—-—-._--.-———H———_‘uq————uu_——————




10.

59

Did you encounter any difficulties in filling observation
forms.

-——--—.—---————_--——u—————_——-.-_———-——o---—_.—-—---n——-———n—-—u—-—.——--

-——.—————-n—-_———————-—--———-——————..———m.———---——-:.—-—-———-——u—nun

In your view, do you think there is room for improvement/
change in the instruments used.

n-——-—-——a—“———————----——-———--n.-——.u—-———-—————_——.—————--————--

————_-_-—————-—-—-——--———-——-s-————--ap—-—-———----—--———————-———d——

From your experience during observation, do you think there
is shortage of nurses in the wards ?

——.——--.—--—-————--n—————-—mu-——————--————-.—-————--—————ﬂ—_-—_—
A owe wep Sam o vl S NP S i S v mmk Sl L U WY S M e R e e A At A .y A S o e T S o YA S S gt e S W G SR A R e dd A - e

-—-——————-—-———-—H--—.-—.—————.—---_——-m_——-—-u-—————-—.——————-— -

———-_————————————.—.——————_——_....-—-__...————nu—-—u———--p———-———--.—.———




60

3

Were the instrument(s) relatively easy to use

birect Care ce All Nurse Activity
Yas -=m—=—= No ===== Yes =——=—— Ng ——=====

—.———————--——_——.—————u.—q.-n———-——-——--——

——--.—-————-—-———-————————-———n--—_—-n—--———--——.n--o—-———---————---—

-—--—-—————————--———_—m-—————p—————————-—-———m«—————-——-—————-—

———--—u———-u-———-————-———.--—————-—-.—-———.u——--———a---—--—-——-——

-—-—-———-:———————--—.—-—-———--w————.—————--—-—————-—-———-n—u--.————---

————-.--——---———-—_-—-—————--q————--——-n—c---—-————-——————---————

————---—-——-——-———-——-—————————.--4-———--.-———-—-—-—-—.—-—_—--—

——-————-—'————u——.—-—.———————..-—-————-——-—e—m———--.——————-————

u-q-———--.————---———————_-——————--—-—_-—-————u-——-—--——-———-

. —— i A T WS T Vv el P T VS G SED G WS O e S S ke S S R S . - S AT e Ger el G W P A A W A

——---———-n——-——————--—.——————--—————_-—-_a———--——.-n—-———--—

—--——-————-—-———--—--——--———_————-.——————.—_.————..—u———-——-—..—...———

——-—-——-_—.—-n————————.—u———-—-—-.u--—————m——-—c—-—-—-——————_---.

u-q-—————-——_--_———-—————-u-uu-—.————.-—_-:._-————--..——_—-u—————__

——_—_———-—.-n——————-—_—-...-..————_-...q--.-—-nq—--—-o.———-———-q-—-——_-n-..

———————_-————_u————-—————-.-.———._.--—————————-«-—_—.—--ﬂ_——-—




APPENDIX J
NURSE SATISFACTION QUESTIONNAIR




NURSE SATISFACTION QUESTIONNAIRE

WARD

DATE

PERSONAL CODE NUMBER

DAY/NIGHT SHIFT

61

FOR EACH QUESTICH PLEASE TICK ONE BOX ONLY

VERY

SATISFIED

During the last 7
days on this ward how
satisfied were vou:

Physical Care

1. that patients were

FALRLY
SATISFIED

able to bhath & wash
oftan enough?

Please ring vour stafll groile:

Nursing Officer
Ward Sister

Staflfl Nurse
Enraltled Nurse
Stwdent Nurse
Pupil! Nurse
Nursing Auxiiiary

2. that patients got

NCOT REALLY NOT AT ALL  PLEASE DO

SATISFIED SATISFIED NCOT WRITE
IN THIS
COLUMN

- - ..

enocugh rest & sleep?

3. that patients had

easy acrcess to a
bedpan, toilet, nor

urinal?

4. that patients could

get something tn drink
when they wanted it?

{This question should
not be answererd for
patients whose drinks
were controlled for
medical reasons}

that patients were

u

helped to a comfortable
position in and ocut of

bed?

6. that patients were able

to move safely ahout the
ward, with or without
help, as much as they

wanted?

Treatments

7. that patients ware

given medicines
properly?

B. that patients received

proper treatment for
pressure areas? . L




SATISFIED

that patients were
given other nursiag
Lreatments (e.g.
dressings} properly?

that adequate atctempts
were made to keep
patients free from
pain and discomfort?

62

VERY

FAILRLY
SATISFLED

MOT REALLY
SATISPIED

-

NOT AT ALL
SATISFLED

PLEASE DO
NOT WRITE
IN THIS
COLUMN

L]

Well-being

11.

12.

i4.

15.

that the nurses
understood patients
worries and reassured
them?

that the nurses were
considerate of patients
privacy?

that the nurses
considered patients
likes and dislikes

that the nurses
checked often to see
that patients were
all righe?

that a nurse rapidly
attended patlents when
they needed a nurse?

N

L]

|

]

|

|

]

Information

16.

17.

18.

that somebody told
patients how things
warked on the ward
when they arrived?

that the aurses
explained to patients
about their medicines
and treatments?

that the nurses
explalined things to
the patients family
or friends?

U0 O




63

~

VERY FALRLY NOT REALLY NOT AT ALL  PLEASE DO
SATISFIED SATISFIED SATISFIED SATISFIED NOT WRITE
IN THIS
COLUMN

ward Staffing

19. with the way the

needs of acutely I I

i1l patients were
met?

|
]
|

29. with the way the
nreeds of non-
acutley i1l patinnts
were met?

-
|
m)
]

21. that the number cof
staff on this ward
during the day was
generally adequate?

L

B

]

22. that the number of
staff on this ward l
during the night was I

generally adequate?

L]

231. that the mix of staff
on this ward during l
the day was suitable?

24. that the mix of staff
on this ward during the ’
night was suitable?

25. that you had about the
same amount of work to
do each day?

26. that changes in number
of nursing staff
reflected changes in L
workload?

27. that your work was

30. that nursing staff on
the ward were genuinely
concerned about the
patlents well-being?

reasonably free from ' I ’
interruption? L
28. that non-nursing ) —
dutlies were minimised? { l l l
29. that there were good
communications betweenl
nursing staff? L ‘




64

VERY FATRLY NO'T REALLY NHOT AT ALL  PLEASE DO
SATISFIED SATISFLED SATISFLED SATISFLED NOT WRITE
IN THIS
COLUMN

31, that there was a
happy atmospherea
on the ward?

32. cthat patients

were adequately
prepared for

dischargu?

33. that the present
shift arrangements
make the best use
of the available
nurse manpower?

|

|
|
O O

34. that the ward was

not over-staffed? l f

I

L]

Additional Comments:




APPENDIX K
OPERATIONAL DEFINITION OF NURSING
ACTIVITIES IN THE HEALTH CENTRE
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Overational Definitions for the activities performed in the
HEealth Centre for the purposes of Nurse Manpower Study .

Midwife encounter:

Is the pregnant client whose follow up examinations are done by
the midwife from the second visit to the ente-natal clinic upto 36
weeks gestation. If the pregnant client has a bad obstetric
nistory or any complaints, she will then be examined by the
doctor. All first visits, 28 weeks and those after 36 weeks of
gestation will be seen by the doctor.

Ante-natal first visit/revisit:

Is the six hours a day clinic activities planned and organized for
the pregnant clients to attend the health centre for ante-natal
care. In this session the ante-natal card is made by the clerk.
Present and past obstetric medical and family history are taken by
the maternal and child health nurse (MCH) and nurse midwife, after
which the client will be examined by the doctor or midwife.
Abdominal palpation include fundal height, lie, lateral palpation,
position and presentation of the foetus. Fetal heart rate checked
and regquired investigation is done. Also health education and
instructions regarding prescribed medication is given to pregnant
mother. Tetanus toxoid is given according to schedule.

Post-natal:

Is the time after delivery upto 42 days. During this period the
appointment for post natal examination will be given after 6 weeks
to the delivered mother by the Community Health Nurse in the
health centre or by a MNurse Midwife during hospitalization in
post-natal ward. The post-natal examination form will be filled
by community health nurse. The weight and blood pressure 1is
checked and urine for routine examination will be done. The
client will be examinated by  the family physician. This
examination will include physical and gyraecological examination.
A pap smear and high vaginal swab obtained for laboratory
investigation. Required advice will be given especially on family
planning/birth spacing. Rubella vaccine and tetanus toxoid will
be given for those who require with appropriate instructions.

Home Visit:
a. Mother:

Is the home visit done by a community health nurse for a
mother who had delivered at home or hospital with a problem.
Eg. anaemia, post-partum haemorrhage, handicapped baby,
small forterm, pre-term baby etc. The purpese of the visit
is to follow up the condition of the mother by taking the
history, observation, examination and health education is
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given as required. Home visits are also done for ante-natal

and post-natal defaulters. Also, to select families for
nursing students for their project.
b. child:

Is the visit done by a Community Health Nurse especially for
"at~-risk-child", (eq. pre-term baby/under weight baby,
handicapped child) and immunization defaulters. The purpose
for follow-up visits are to assess the condition of the baby,
educate and demonstrate to the mother the proper care of the
baby.

C. Adults/Elderly:

Is the visit done by a Community Health Nurse for an
adult/elderly who can not attend the health centre or a
defaulter. Eg. diabetic, hypertensive clients and defaulter
of penedur injection. The purpose of the visit is to follow-
up the condition by assessment/examination to write report
and health education is given if required.

Child Records: (clinic)

Every child who attend the clinic (child welfare) has the
health record and a book for developmental screening. On
each visit to the clinic these records will be filled by the
Community Health Nurse after assessing the child’s weight,
height and head circumference. Developmental screening 1s
carried out according to the schedule (6m to 5 yrs). Health
education regarding immunization and feeding practices will
be given. Individual child’s health record will be filled

accordingly.

Injections:
Different kinds of injections are given through different
routes egqg. intradermal, subcutaneous and intramuscular.

Preparation done for special injections such as cortisone,
I.V. drip also to be taken into account.

Following entrance registration at school each new student
will be given a card to attend the Health Centre for complete
physical examination and immunization. Each child will be
examined by the Community Health Nurse before referring the
student to the Family Physician with the record duly filled.
Immunization will  be given according to the specific
requirement and recorded.
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Associate Work:
Clerical:

Is the tasks of maintaining various records. and filing,
performed by Nursing team members both in preventive and
curative sides (Sr. in-charge, CHN, Midwife, staff-Nurse and
MCH nurse). The records include <child health record,
immunization register, birth register, appointment book for
screening children under five, for post-natal check-up, ante-
natal defaulter register, follow-up register for M 6 ward,
register for handicapped children, home visit book, vision
test register etc. Registers for dailly dressings procedure,
minor operations, circumcision, emergency injections,
dangerous drug register, referral book, daily statistics etc.

eti :

Is the participation of nursing personnel in the meeting
arranged by physician incharge/principal nursing officer, to
discuss issues or matters related to the Iimprovement of

services to the individual, family and community.

Escorting:

Is accompanying a client/patient to his/her transport or
ambulance after giving the appropriate care. Escorting may
also include accompanying clients to other department in
health centre, other health centres and/or hospitals.

Child Screening (at 6 months & 1 yrs of age)

Is the sytematic examination of children under five (from
head to toe) and observation of milestones according to the
age of children, based on the "Developmental Screening Book,
maintained at health centres. Also recording the
observations and instructions/counselling given as required
and referred to family physician if necessary.

Screening of children at 2 months, 4 months, 9 moanths, 2 yrs,
3 yrs, 4 yrs & 5 yrs is carried out Dy the Family Physician
and CHEN, keeps the record of the individual c¢hild ready,
according to the appointment date and files the record after
being examined.

Crvotherapy:

Is a therapeutic use of cold application by nitrous oxide for
removing warts. The Nurse cleans the affected area of the
skin and applies the Nitrous Oxide and records in the
treatment register.
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atio

Is a process of removing inverted eye lashes from the
affected eye. The Nurse cleans the eye, Iremoves the lashes,
wash the eye with normal saline and record.

Vision Test:

Is a process of testing the aculty of the eyes. It is
determined by having the subject/client read letters of
various sizes at standard distance (20 £T) by using the
Snellan’s chart and record.

First Aid:

Is the administration of emergency assistance to individuals
who have been injured or otherwise disabled prior to the
arrival of the physician for the following conditions: burns,
poisoning, foreign-body, fracture, unconsciousness, bleeding,
injuries, dehydration, breathlessness, etc,

I.U.C.D. Insertion/Removal:

Is the introduction/removal of intrauterine contraceptive
device into/from uterus of mother, the nurse sets Uup the tray
and assist the doctor while the 1I.U.C.D. is  being
inserted/removed. She disinfects the used instruments and
sets up the tray for the next use and record.

bulizatio

It is the use of nebulizer apparatus where a liguid is
reduced to a fine spray. As per the physician’s order, the
drug is measured and put into the nebulizer with the ordered
proportion of solvent. The nurse administers the medicated
steam to the client. She records the treatment in client’s
record and the register. The nebulizer is cleaned and kept
ready for next use.

Vitelograph;

Is a graph taken with the aid of a machine in order to assess
lung capacity of a client who 1is suffering from Chronic
Obstructive Pulmonary Disease (COPD). Nurse sets up the
machine and the graph recording is taken by the physician.
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- Filling

- Bring Stationery

- Telephoning

- Prayer

- Help CHS students

- Toilet

- Coffee break

- Hand washing

- Store~keeping/check linen-laundry

- Getting supplies (syringes, needles, cotton)
- Instruments - washing and autoclaving/check instrument
- Give appointment

- Translation to patients

- Bring medicine from pharmacy

- %-Ray searching/collecting

- Cleaning OT/ER - preparing QT = dressing room
- Estatistics

- Bed making

- Taking weight

- Referal

- ' Check safe poison cupboard/check emergency drugs
- Change ECG wire

- Holding child

- Calling 999 ambulance

- Cleaning trolley - arrange
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:  cation:
1. With patients and/or families

- vPersonal contact with patients, conversation,
reassurance.

- Explanation of procedures and treatments.

- Attention to relatives and friends of patients.
2. About specific patient with others

- Team conference regarding specific patient.

-~ Teaching student(s).

- Telephone calls to or from units/health centre(s)

about a specific patient.

- Official communications, oral instructions
specific patient.

3. Communication with others

support and

- Receiving and making telephone calls not related to a

specific patient.

- Borrowing or lending equipment.

— Visits of administration or other nursing staff.

~ Any miscellanecus emergency, non-medical.

Qther tests:

Such as : Sugar, Protein (Albumin) reaction, FSH in urine

specimen.

Qthers:

Wweight taking, supply of syringes and needles, -store keeping,
checking medication, cleaning instruments, autoclaving,

trolley set-up, preparing ER/OT.

ervisi

CHN supervises the performance of nursing students

Tmmunization, Health Education, etc.

Eg.




APPENDIX L
NURSING ACTIVITIES ASSESSMENT FORM IN PRIMARY HEALTH CARE
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APPENDIX M
CONTRIBUTION OF THE COMMUNITY NURSING
TEAM IN NURSING ACTIVITIES CHECKLIST
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CONTRIBUTION OF THE COMMUNITY NURSING TEAM IN [: ANNEXURE M -'
NURSING ACTIVITIES - CHEKLIST b

1 Ministry of Health -

2 Primary Health Care

3

4 Preventive Total Total Percent Hrs.

5

6 SIC [SN [Mw [CHN [MCH [PN

7 Ante-natal Primi X X

B Muiti X X

g Revisit X X
10 Midwliie encounter e
11 Post-natal Mother X X
12 Newborn X X
13 Child Screening Under 5 Years X
14 immunization X z_
15 School Service X X X
18 Heaith Education X X X X X X
17 Counselling X X X X X X
18 Communication - ¥ < X X X
19 Home Visit - Mother e ¥
20 - Child X X
21 — Aduilt X p.4
22 - Eiderly X X
23 Total
24
25 Curative
26
27 Injections p:e X X
28 Special Injections < v
29 I.V. Administration e X
30 Dressing v 5 b4
31 Circumcision X X X
3z Cryotherapy X X X
33 Cauterization v v X
34 Excision-Lesion X X X
35 Biopsies X X X
36 Suture Wound X X X
37 Suture Removal 3 X e
38 Incision Abcess X b'e X
39 Remove -~ Foreign Body X X X
40 First Aid ¥ ¥ X X X X
41 Ear Lobe Pierce x
42 Ear Wash < X
43 Ear Suction x X
44 Ear Pack x X
45 Eye Wash X X
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6 SIC |SN [MW |CHN |[MCH |PN
46 Vision Test X X
47 Tonography X
48 Epilation X X X
49 E.C.G. X Z
50 Vitalograph X X
51 02 Administration X X
52 Nebuiization v <
53 Control Nosa Haemorrhage x X X
54 P.P.D, Test X X
55 Other Tests be
56 Enema o X
57 Cold Sponge X X
58 1.U.C.D, X X X
59 Vital Signs TPR/BP X X X X X X
60 Total
81
62 Associated Work
63
64 Clerical X X X X X (X
65 Mesting X X x ¥ ¥ |3
66 Escorting ¥ ¥ X X X Ix
&7 Personal & Miscellanaous v T X X X |X
68 Others ¥ X X X x IX
69 Total 0 0 ERR
70
71 Summary Total Percent Hrs.

72

73 Preventative 4] 0 ERR

74 Curative 0 0 ERR

75 Associated Work 0 0 ERR

76 Total 0 0 ERR

77

78 Establishment Total WTE's
79  Total 0 0.0
80  Sister in~charge (S1C) 0 0.0
81  Staff Nurse (SN) 0 0.0
82  Midwite (MW) 0 0.0
83  Community Health Nurse (CHN) 0 0.0
84  Maternal and Child Health Nurse(McH) © 0.0
B5 Practical Nurse (PN) 0 0.0




APPENDIX N
QUESTIONNAIRE TO ASSESS HEALTH OFFICIALS
FEEDBACK ON NURSING SITUATION
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HEALTH OFFICIALS FEEDBACK ON NURSING SITUATION

MINISTRY OF HEALTH
COLLEGE OF HEAT.TH SCIENCES

RSING MANPOWER

what is the total number of Nurses presently working in Min-~
istry of Health ?

1. Total :

2. Total Bahraini :

I1f the present health facilities are to remain the same till
the year 2000, do you think Ministry of Health will need
more Nurses ?

Yes [ 7 o (7

Is there a shortage of Nurses at present in Ministry of
Health ?

Yes [__7 No —7

What is the extent of this shortage ?

-——.—-——‘-————-'-—‘—-————-———u—-——-.———-—;--b-.——--l--———ll-u-——_——_

—-q—————-———-——--—u—————q-———.-p---.--.--—-n-.——--—-——-n-———- — A . . Ty ——

Are the present health services adequately meeting the
demand of the population ?

Yes [ 7 No J—
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5
Do you believe that medical knowledge and technology will

have any effect on the health services and consequently on
nurse manpower demands ?

Yes 7 No 7

——---—u-———-u----u-—--—-..———-—--—.—-—-————----———o—-n———l-n—--—-——-.-u.--
---—-——————-—-——-—_-——————---————-qp_—-———-————————o————————ﬁ--.—

——-.-u——-——-——-—--——-——-m-u-—-—-—-u———-——.--———-—-—-u——-n—-.--—-———-e——

I understand that Ministry of Health have a future plan to
expand its health services. What implication this will have
on the demand for nurses ?

---—--————--.—————--—-————--——-.n-———..-.--—--——--.--——-—-——---——--
————-—-,—--—.———————-.-—-——-b--———---——u-——-—u———--——-———-————
———————-——-——----——-—-——-‘———---—————-w——-—-—---——u—-p_-————u—-

. E ey S her it SN W PR ey e AN W M e S W e el SN A e A . S T Y e TR T el S LA S T L e SR S S A e

-—-——-----——--——-———————-———-—--————--————-——-——--————---m.——-—
————-———--————-—-————-p—_w————--—--n—--—_——————-——————————---—

—-—_————-——-———--——————---————--.——-—u—-———-——-;——-n-u-————————.n--

Does Ministry of Health have (Nurses) Manpower Plan 7
Yes [—— 7 No [ 7
If yes:

a. What is the total number required by the year 2000.

b. How was this figure calculated ?

——..—————-.-—c———————_—q-————...———-n-.q..-u-_-—---————_-..-———_—_




10.

11.

12.

i3.

14.

is.
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6

What is the total yearly Overseas Nurse recruitment ?

————-—-————-.—————-—————-q————-.———-—_———-——u-—--———-.—-—--

———--——-—-_—————————.-—-—-——-——————_——_—————-nq-——...-———a—

———-——--—-—-——---—————.ﬂ———-—m—————--—c—.——n——--——--—.—-——-—-—-

--———--—u——-—-—r—-—-——--.——————-n—-———-.———-——-n—-———————_.—

What is the yearly number of Nurses graduated/supplied by
College of Health Sciences ?

———---4———----—-.---——-—--——-————--—--——————-—-—--——--——-n—n—q————
v S S W W M G g S el W —— —_-————————--.-——-——u——————--——-——-.———-——-——-—

--—-—--———--—-u———--——_.—-——-—«-.—.——_.-——--——-——--———--————-———n-m-—_

What is the present rate of attrition or lcses among Bah-
raini Nurses?

———-——-——.-————-q————-—-—-—-—u-—--q-——--——_———————-.—————-———--————
———-——-—————---——————-—-n-—-——u--——..-.—-———---——-—-—————---————--———

———--————————————--——-_—--——h-———--—-—u————..-—-—————_—————-——-———

what are the main factors or reasons for Nurse attrition in
Bahrain ?

————.————-——-—-—-—-—--—_—--—————.——_—-——-—-———————-—-———---————-—-—
o o T A P Y S S il S L S S v o b -——_-‘——-—-———-———-——--———————————-.—_
—--———-——.—u-————n-————————_———-—-—---————”-—_-..-——-———q-—-———..-—_

-_-——————————-—-—————-—-———-—-————-——--—-—u———--———-—————----—-—-

I1f the attrition rate or loses in Bahrain is high, what at-
tempts have been made to reduce such attrition ?

—n-—-———-—-———————-——-——-————n——-...————-——-—--—-—-———--——-——_———
————u-u———-————n———_—-———_-————--—__.—_.-———_———n———--.———-—.-——-———
—-———.-————-—————_———_—-————-————-n-———-———u-———q_——-n—————-—————

—-—_-.o————.—-——_-—.———-——-——.————-.—-————...———.-..———-.——————-—o—n.———--.———




le.

17.

i18.

19.

20.
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7
Number of Nurses in the following Wards:
Wward.41l -=-=——-—=
Ward.d43 ———==——=
Ward.51 =-=——==- -
Ward .53 =——w==—--
Ward.56 —=====-—=

Ward.66 ———=—===

Number of Nurses in the following Health
Naim Health Center @ ==———==~—=

Jidhaffs Health.Center: -----------

Sh. Sabah Health Center : ——==—=—=7"7%

S§itra Health Center:

Isa Town Health Center:

sh. Salman Health Center:

Centers:

How the number of Nurses in the Ward(s) is determined ?

—-.——---———a-—————-—————-———-—.——---‘-———-——

———--————--———--q——-u——--——--———--——_-—————

-—--———--—-————-————-—————--———--———---——————

. omh W v e S —

ot A Y S v el A W G

How the number of Nurses in the Health Center is determined?

How the mix of Nurses is determined ?




21.

22.

23.
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8
Has provision been made for coverage of sickness, leaves,
release for continuing education etc..?

If so, what percentage ?

What is the present total number of Nurses in Salmaniya
Medical Center 7

-——u—--—--——o—-———--—-——-—-——-—.——.—-——————--————---——---——-—————-

What is the present total number of Nurses in Health
Centers?

n——-—-———--——--—-——---———-n——--——--——--——--—-——-—--———-u--..—-.——_
————-—-—--———--—-——————-—-—-—-—-o-n—.——-——-.————n——-——_—q———n——-—-—

————-———-u—————-———_—-———--———-—---———-—.—-——-n.nunq———--—————u—-—-—
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WARD

DATE

DAY OF STUDY

— e

NAME

OF PATIENT

DEP.1

DEP.II

DEP,III

DEP.1IV

COMMENTS /SELECTION

- FREEE
- = onw

. Ak e s
- CECEECRCEY




APPENDIX P
DIRECT CARE SAMPLING FORM I: DAILY TOTALS DIRECT CARE
UNITS PER DEPENDENCY CATEGORY
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cay of
DIRECT CARE SAMPLING FORM (I} Cate: study:

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY

DEPENDENCY CATEGORY I UNITS OF CARE FRGOM FORMS E, F, G & H

Patients in sample
No: Name;

E F G H

Total Units

1

2
3
4
5

TCTAL for day =

DEPENDENCY CATEGORY II

UNITS OF CARE FROM FORMS

Patients in sample
Nos Name:

E F G n

Total Units

1

2
3
4
5

TOTAL for day =

DEPENDENCY CATEGORY III

UMITS OF CARE FROM FORMS

Patients in sample
No: Name:

E F G H

Total Units

1

2
3
4
5

TOTAL for day =

DEPENDENCY CATEGORY IV

UNITS OF CARE FROM FORMS

Patient in sample
NHO: Name:

E F G H

Total Units

1

b & Jw ik

TOTAL for day =




APPENDIX Q
DIRECT CARE SAMPLING FORM J: WEEKLY AVERAGE
DIRECT CARE PER DEPENDENCY CATEGORY
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DIRECT CARE SAMPLING FORM (J)

WEEXLY AVERAGE - DIRECT CART PSR DEPENDENCY CATEGORY

Mins =
Units x 10

TOTALS
DAYS OF STUDY

DEPENDENCY CATZGCRY I Day 1[Day 2|Day 3|Day 4iDay 5 |Day 6 Day 7 |[Units |Mins

Daily total care units
(FORM I)

Dally total number of
patients in sample

DEPENDENCY CATEGORY II Day 1|Day 2] Day 3| Day 4{Day 5|Day 6|Day 7 Units |[Mins

Daily total care units

paily total number of
patients in sample

CEPENDENCY CATEGCRY IIT | Day 1jbDay 2! bay 3; Day 4{Day 5|Day 6|Day 7 Units |Mins

Daily total care units

Daily total number of
patients in sample

DEPEMDENCY CATEGORY IV Day 1[Day 2| Day 3 Day 4{Day 5|Day 6)Day 7 Units | Mins

Daily total care unlts

paily total number of
patients in sample

TRANSFER TOTALS IN MINUTES FOR EACH DEPENDENCY CATEGORY

To calculate daily mean average time Direct Care dependepcy category - divide
total minutes of direct care by number of patients in sample.

DEPENDENCY CATEGORY I II ill v

Total minutes direct care

Total number of patients
Dally mean average time
in minutes per 24 hours




APPENDIX R :
DETAILS OF DIRECT CARE ASSESSMENT IN
THE SIX SURVEYED WARDS
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DIRECT CARE SAMPLING FORM (J)

WEEKLY AVERAGE ~ DIBRECT CARE PER DEPENDENCY CATEGORY

Hing s

TOTALS

DAYS OF STUDY
DEPENDENCY CATEGORY I Day 1iDay 2{Day 3jbay 4|bay 5|Day 6|Day 7 |{Units |Hins

Dally total care units 20 19 28 ég 36 14 35 184 1840
(FORM I)
Dally total number of 5 5 S E) 5 4 3 34

patients in sample

DEPENDENCY CATEGORY LI Day 1|Day 2| Day 3| Day 4|Day 5iDay 6|Day 7 |Units |Hins

pDaily total care units 57 19 | 60 45 49 47 | 61 . 338 | 3380

Daily total numher of 3 5 5 5 5 5 5 33
patients in sample

DEPENDENCY CATEGCRY 111 | Day 1)bay 2f bay 3| Day 4|Day Sjbay 6|Day 7 |Units |Mins

_ Dally total care units 70 40 38 48 14 210 2100

Dally tatal number of 4 2 3 3 1 13
patients in mample

DEPENDENCY CATEGORY 1V Day libDay 2] Day 3| Day 4|Day 5iDay 6|Day 7|Units | Mins

Daily total care units 72 37 58 63 13 8 323 3230

Daily tntal number of 3 3 3 3 1 4 17
patlents in sample

TRAHNSFER TOTALS IN MINUTES FOR EACH DEPENDENCY CATEGORY

To calcnlakte dally mean avarage time Direct Care dependency category - divide’
total minutes of direct care by number of patients in sample,

DEPENDENCY CATEGORY I I "} 111 Iv

Total minutes direct care1840 | 3380 2100 3230

Total number of patients 34 33 13 17
bally mean average time
in minutes per 24 hours

34,11 102,4 | 161.5 | 190.0
1 1.89 2,985 3.5

For the week of the study:




DIRECT CARE SAMPLING FORM (I}

&3

Date: 4,/6/89

Day of
Study:

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY

1

Ward 41

DEPENDENCY CATEGORY I

UNITS OF CARE FROM FORMS E,

F, G & H

Patients in sample

No: Name: E F G H Total Units

1 Amir Jawder 2 2 4

5 A, Karim ATL T o3 p 3]

3 Shamsudin Mohideen 2 2 1 5

4 Abdulla Abdulla 2 1 3

5 Mohd Hussain 2 2
TOTAL for day = 20

DEPENDENCY CATEGORY II

UNITS OF CARE FROM FORMS

Patients in sample

No: Name : E F G n Total Units
1 Mohd Khalil 12 3 2 1 18
2 Paitul Pan 4 ] 7 5 21
3 Poshanna Sayanna 1 7 5 5 18
4
5
TOTAL for day = 57

DEPENDENCY CATEGORY III

UNITS GF CARE FROM FORMS

Patients in sample
No : Name :

E F G H

Total Units

1

in [l [ [B2

TOTAL for day =

DEPENDENCY CATEGORY IV

UNITS OF CARE FROM FORMS

Patient in sample

Kot Name: E F G H Total Units
4 A.Ghani Shaban g 5 5 5 24
2 Ali Abdullaz Ali 9 3 2 12 26
3 Shafiga Abdulla 7 4 7 4 22
4
5
72

TOTAL for day =
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Day of
DIRECT CARE SAMPLING FORM (I} _ Date: 5,/6/89 Study: 2

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY Ward 41

DEPENDENCY CATEGORY 1 UNITS OF CARE FROM FORMS E, F, G & H

Patients in sample

Not: Name; E F G H Total Units

41 Sharifa Zada 3 2 1 6

; Abdul Karim 1 1

3 Ummer Thanahu 4 1 2 7

4 BHussain Ghuloom 1 1

5 Salim Ebrahim 2 1 1 4
TOTAL for day = 19

DEPENDENCY CATEGORY I1 UNITS OF CARE FROM FORMS

Patlents in sample

No: Name : E F G 1} Total Units

; Dr.Faisal A.Latif 1 2 3

5 Pautul Pan 3 3

3 Varghese Joseph 3 2 1 8

4 Ali Hassan Mohd 1 2 1 4

s Abbas Hamza 1 2 3
TOTAL for day = i0

DEPENDENCY CATEGORY III UNMITS OF CARE FROM FORMS

Patients in sample

No: Name : E F G H Total Units

i

2

3

4

5
TOTAL for day =

DEPENDENCY CATEGORY 1V UNITS OF CARE FROM FORMS

Patient In sample

No 't Name: E F G H Total Units

]

1 Cha Dong Seog 3 3 7 13

2 Ali Abdulla Ali 9 1 2 4 16

3 Hameed Ahmed - - - 8 8

4

5
TOTAL for day = 37
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bay of
DIRECT CARE SAMPLING FORM (I} Date: 6/6/89 Study: 3

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY Ward 41

DEPENDENCY CATEGCRY 1 UNITS OF CARE FRCOM TORMS E, F, G & H
Patients in sample
Mot Name: E F G H Total Unlts
t Sharif Zadw 3 2 1 6
2 Abdul Karim 5 2 7
3 Shamsudin Mohidin 2 1 1 4
4 Hussain Ghuloom 4 1 1 6
5 Mohd Henif 2 1 2 S
TOTAL for day = 28
DEPENDENCY CATEGORY II UNITS OF CARE FROM FORMS
Patients in sample
No: Name: E F G I Total Units
1 A.Ghani Shaban 5] 3 1 5 15
5 Gulam Mustafa 8 1 7
3 Ali Hasszan Mohd 9 3 1 5 18
4 Abbas Hamza 5 8 1 14
5 Shafiqa Abdullsa 3 1 i 1 8
TOTAL for day = 60
DEPENDENCY CATEGORY III UNITS OF CARE FROM FORMS
patlents In sample
No: Mame: E F G H Total Units
1 Dr. Faisal A.Latif 4 3 2 2 11
2 Cha Dong Seog 7 7 2 g 25
3 Salim Ebrahim 1 4 2 2 9
4 Hameed Ahmed 13 6 4 2 25
5
0
TOTAL for day = 7
DEPENDENCY CATEGCORY IV NITS OF CARE FTROM FORMS
Patient in sample
Hot Name: E F G H Tctal Units
| Varghese Joseph 5 4 5 5 19
2 AMntonev Gomes 2 6 10 18
3 _Ali Abdulla Ali 7 2 4 8 21 -
4
5
TOTAL for day = 58
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bay of
DIRECT CARE SAMPLING FORM (1) Date: 7/6/89 Study: 4

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY  ward 41

DEPENDENCY CATEGORY I UNITS OF CARE FROM FORMS E, F, G & H
Patlents in sample
Not Name: E F G H Total Units
1 Sharif Zadu 3 3 4 4 14
3 Patul Pan 1 2 1 4
3 Mohd Hanif 1 1 1 3
4 Hussain Guicom 6 i 7
5 Ummer Thanathu 1 1 2 4
TOTAL for day = 32
REPENDENCY CATEGQORY I3 UNITS OF CARE FROM FORMS
ratlents in sample
No: Name: E F G 11 Total Units
1 Dr. Faisal A.Latif 2 3 2 7
2 Cha Dong Seog 5 3 8 4 17
3 Gulam Mustafa 1 1 2 1 5
4 Salim Ebrahim g 2 1 1 10
5 Abbas Hamza 3 1 2 6
TOTAL for day = 45
DEPENDENCY CATEGORY I1I UNITS OF CARE FROM FORMS
Patients in sample
No: Name E F G H Total Units
1 Hameed Ahmed 7 3 1 4 15
, Mond Khalil T 11 7 5 Z 25
3
4
5 _
TOTAL for day = 40
DEPENDENCY CATEGORY IV UMITS OF CARE FROM FORMS
Patient in sample
No: Name: E F G 1 Total Units
4 Varghese Joseph 12 7 1 g 29
7 Antoney Mohraj 8 4 5] 17
3 All Abdulla 8 5 2 4 19
4
5
TOTAL for day = 65
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. Day of
DIRECT CARE SAMPLING FORM (I) Date: §/6/89 Study: 5

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY Ward 41

DEPENDENCY CATEGORY 1 UNITS OF CARE FROM FORMS E, F, G & H
Patients in sample
No Name: E F G H Total Units
y -A.Ghani Shaban 2 5 1 8
5 » Abdul Karim 1 2 2 o
3 « Patul Pan 2 1 3 2 8
4 - Mahmmod Ahmed 3 3 1 7
5 . Abbas Hamza 4 2 1 1 8
TOTAL for day = ?ﬁ
DEPENDENCY CATEGORY 11 UNITS OF CARE FROM FORMS
ratients in sample
No: Name: E F G n Total Units
1. Dr. Faisal A. Latif 3 4 2 9
2 . Gulam Mustafa 1 3 3 7
J . Balim Ebrazhim 7 3 2 12
4 . Ali.Abdulls 7 1 4 4 16
¢ - Shafiga Abdullsae i 3 1 5
TOTAL for day = 49
DEPENDENCY CATEGORY III UNITS OF CARE FROM FORMS
patients in sample
No: Name: E F G H Total Units
{ . Varghese Joseph . 11 1 3 2 17
2 . Mohd Khalil 4 3 4 1 12
3 . Ebrahim Saleh - - 5 4 9
4
5
38
TOTAL for day =
DEPENDENCY CATEGORY IV UNITS OF CARE FROM FORMS
Patient in sample
No: Name: E F G H Total Units
1
2
3
4
5
ToTAL for day =
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Day of
DIRECT CARE SAMPLING FORM (1) ‘ Date: 9/6/89 study: 4

DAILY TOTALS - DIRECT CARE UMNITS PER DEPENDENCY CATEGORY Ward 41

DEPENDENCY CATEGORY 1 UNITS OF CARE FROM FORMS E, F, G & H
Patients in sample
No: Name: E F G H Total Units
{1 . Hameed Jaffer 1 1 1 1 4
2 .. Gulam Mustafa - 2 2
3 ., Abdulla Abdulla 2 2 1 5
4 . Ali Hassan 1 1 1 3
5
TOTAL for day = 14
DEPENDENCY CATEGCORY I3 UNITS OF CARE FROM FORMS
Patients in sample
o Name: E F G n Total Units
4 - Sharif Zadw 3 3 5 5 16
2 Paitul Pan 4 2 1 1 &
3 . Antony Mahraj 2 5 - 4 11
4 - Venkajran Sheshalil 3 4 1 g
5 . Pashanna Saysnna 2 1 1
TOTAL for day = 47
DEPENDENCY CATEGORY II1X UNITS OF CARE FROM FORMS
Patients in sample
No: Name E F G H Total Units
. - Hassan Ebrahim . 6 3 1 7 17
5 .« Varghese Joseph | 10 4 3 5 22
3 - Mohd Khalil 4 1 4 9
4
5
TOTAL for day = 48
DEPENDENCY CATEGORY 1V IINITS OF CARE FROM FORMS
Patient in sample
No1: Name; E F G H Total Units
t - Ebrahim Saleh 5 5 2 1 13
2
k|
4
5
TOTAL for day = 13
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Day of
DIRECT CARE SAMPLING FORM (I) Date: 10/6/90 Study: 7

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY Ward 41

DEPENDENCY CATEGORY I UNITS OF CARE FROM FORMS E, F, G & H
Patients in sample
Mot Name : E F G H Total Units
" Ghulam Mustafa 4 2 1 7
5 ++ Abdul Kerim 4 3 7
3 - Salim Ebrahim 6 1 1 1 9
4 - Ali Hassan 2 2 4
5 . Hameeda Jafer 4 2 1 1 B
TOTAL for day = 35
DEPENDENCY CATEGORY 11 UNITS OF CARE FROM FORHS
Fatients in sample
No: Name ! E F G n Total Units
1 . Ebrahim Saleh 15 5 3 23
2 . Mutbannu Sajanna 5 2 1 8
3 . Varghese Joseph 6 2 3 2 13
4 :"Antony ‘Mehraj 2 5 2 9
5 . Ali Abdulla 6 2 8
TOTAL for day = 61
DEPENDENCY CATEGORY I1IX UNITS OF CARE FROM FORMS
Patlents in sample
Ho: Name: E F G H Total Units
1 . Mohd Khalil 3 2 7 2 i4
2
3
4
5
TOTAL for day = 14
DEPENDENCY CATEGORY 1V UNITS OF CARE FRCM FORMS
ratlent in sample
No: Name: E F G H Total Units
{1 . Nora Essa Mohd 8 5 5 S 23
2 . Hagsan Ebrahinm 12 8 1 4 25
31 . P.G. Danial 10 4 1 3 18
4 Sharif Zadw (5] 3 3 12
5
TOTAL for day = 78
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DIRECT CARE SAMPLING FORM {J)

WEERLY AVERAGE - DIRECT CARE PER DEPEMDENCY CATEGORY

Ming =
' Units x 190
#ARD_88
TOTALS
DAYS OF STUDY
DEPENDENCY CATEGORY 1 Day 1|Day 2|Day 3|Day 4[Day 5|[Day 6|Day 7 [Units (Mins

Dally total care unlits 36 30 37 58 42 60 55 338 3380
{ FORM 1)

Pally total number of
patients in sample

vy

DEPENDENCY CATEGORY 11 Day Day 2| Day 3| bay 4|/Day 5[Day 6|Day 7 |[Units |Mins

Dally total care unlts 70 84 52 54 70 144 | 106 -580 5800

Dally total number of 5 5 4 4 4 5 5 32
patients in sample

DEPENDENCY CATEGORY 1I1 | Day Day 2t Day 3| Day 4|Day 5i{Day &§|Day 7 |Units |HMins

-

. Dally total care units 30 78 89 82 58 15 | 40 391 3910

Dally tagtal number of 2 3 5 3 2 1 2 18
patiante in sample

Day 2) Day 3| Day 4|Day S5|Day 6|Day 7{Unlts jMins

—

DEPENDENCY CATEGORY 1V Cay

Daily total care units 72 | 74 | 68 | 104 137 | 142 101 | 698 | 6980

Daily tcotal number of 2 3 3 3 5 4 3 23
patients 1n sample

TRANSFER TOTALS IN MINUTES FOR EACH DEPENDENCY CATEGORY

To calculate dally mean average time Dlrect Care dependency category - divide’
total minutes of direct care by number of patlents in sample.

DEPENDENCY CATEGORY I IT ° 111 Iv
Total minutes dlirect care| 3380} 5800 3910 |6980
Total number of patlents 33| 32 i8 23
Daily mean average time

217 303
in minutes per 24 hours 02| 181
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bay of
DIRECT CARE SAMPLING FORM (I) cates 7/3/90. Study: 1

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY  Ward 68

DEPENDENCY CATEGORY 1 UNITS OF CARE FROM FORMS E, F, G & H
ratlents in sample
Not Name: E F G H Total Units
{.Shacat Bacachondra 3 1 1 2 7
2.Pam Ashish 4 2 2 2 10
3.Ahmmed Mohd Aldi 4 & 1 2 13
4.Abdul Wahab Ahmed 4 1 - 1 6
5.

TOTAL for day = 35
DEPENDENCY CATEGCRY II UNITS OF CARE FROM FORMS T
Patients in sample
Yo Hame: E F G n Total Units
V. Jassim Mohd 13 3 2 1 18
2 Ahdulla Ahd Hassan 15 5 3 3 98
3 Sameera Salim 8 2 1 1 12
4-Abdul R. Hassan 3 3 - 1 7
. All Abd Jalil 3 1 - 2 8

TOTAL for day = 70
DEPENDENCY CATEGCORY II1II UNITS OF CARE FROM FORMS
Patients in sample
Yo Mame E F G H Total Units
1.Saleh Md Abdulla . 8 3 3 2 18
2Essa Ali Abdulla 4 (3] 1 3 14
3
4
5

TOTAL for day = 30
DEPENDENCY CATEGORY 1V UNITS OF CARE FROM FORMS
Patlent in sample
Hot Name: E F G B Total Units
y .Ebrshim Abmed 13 8 3 4 26
, 8. Nasser. 8. Majid 16 5 1 4 26

L]

4

5

TOTAL for day =




Day of
DIRECT CARE SAMPLING FORM (1} . Date: 3/3/80 Stidy: 2
DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEZGORY Ward 66

DEPENDENCY CATEGCRY 1 UNITS OF CARE FROM FORMS E, F, G & H
patients in sample
Not Mame: E r G B Total Units
1 .Shauat Balacbandre 2 4 3 i 10
2 .EssauAll Abdulla: - 3 2 2 7
3 -Ran Ashish Ran 4 5 2 3 14
4 .Ahmed Md. Ali 3 3 1 2 9
5 .Abdul W.Ahmed 1 5 2 2 10

TOTAL for day = 50
DEPENDENCY CATEGORY 11 UNITS OF CARE FRCOM FORMS
Patlents in sample
No: Name: E F G n Total Units
1 .Abmed Hasszan Abd <] 4 3 5 18
2 .Abdul R, Hassan 5 3 3 2 13
3 .Waleed K.S.Wahab 8 2 2 3 15
4 .Mariam Jawad 7 4 7 3 21
5 .S5ameera S.Makki 8 2 1 6 17

TOTAL for day = g4
DEPENDENCY CATEGORY 111 UNITS OF CARE FROM FORMS
Patients in sample
No: Name: F G B Total Units
1 .Mustafa Md.Abd ) 7 5 2 3 17
2 .Saleh Md.Abd ' 8 9 4 4 25
3 .Ahmed.N. A.Rahman 21 8 2 7 36
4
5

TOTAL for day = 78
CEPENDENCY CATEGQORY IV UNITS OF CARE FROM FORMS
Patient in gample
No: Name 2 E F G H Total Units
1 .Ebrahim Ahmed 16 4 2 4 26
2 .Radi Md.Maki 12 i 9 2 24
1 .S.Nagser 8. Majeed 10 4 5 5 24
4
5

TOTAL for day = 74
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Day of
DIRECT CARE SAMPLING FORM (1} Date: - study: 3
9/3/80
DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY
Ward 66

DEPENDENCY CATEGORY I UNITS OF CARE FROM FORMS E, F, G & H
Patients in sample
Not Name : E 3 G H Total Units
y - Isa Ali Abdulla 2 1 1 5 9
2 . Ran Ashish 1 1 1 1 4
3. Abdul W. Ahmed 2 i 1 1 5
4. 5. Jaifer 8. Alaw? 4 2 2 2 10
5, Ali Abdul Jalil 3 2 2 2 9

TOTAL for day = 37
DEPENDENCY CATEGORY II UNITS OF CARE FRCM FORMS
Patlents in gample
No: Name : E F G n Total Units
1. Jassim Mohd 6 1 2 3 12
2, Abdul R.Hassan 6 4 1 3 14
3. Waleed Ehalid 2 2 1 6 11
4. Mariam Jawad 6 2 4 3 15
5

TOTAL for day = 52
DEPENDENCY CATEGORY Il UNITS OF CARE FROM FORMS
patlents in sample
No: Name : E F G H Total Units
1. Mustafa Mohd 5 2 5 3" 16
2. Saleh Md., Abd 3 3 3 4 13
3. Ahmed Noor 4 7 3 5 15
4.2Fadi-Nabeel Md 12 3 3 6 24
5. Abd. Abdul Hussain 4 4 4 5 i7

TOTAL for day = -89
DEPENDENCY CATEGORY 1V URITS OF CARE FROM FORMS
Patient in sample
No: Name E F G H Total Units
1. Ebrahim Ahmed 6 4 6 4 20
2. Radi Md.Makki T 5 6 4 22
3. S.,Nasser S8S. Majeed 9 6 5 6 28
4
5

TOTAL for day = 68




DIRECT CARE SAMPLING FORM (I)
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Date: 10/3/90

Day of
Study:

DAILY TOTALS - DIRECT CARE UNITS FER DEPENDENCY CATEGORY

DEPENDENCY CATEGORY 1

UNITS OF CARE FROM FORMS E, F, G & H

Patients in sample
Not Name : E F G H Total Units
1.Abdul Wahab 10 4 - 2 18
2.8.Jaffer S.Alawi 8 3 2 1 15
3.Ahmed Md.Ali 2 2 2 1 7
4.Abdul R. Hassan 6 3 - 4 13
5.A31 Abdul Jalil 1 1 1 4 7

TOTAL for day = 58

DEPENDENCY CATEGORY 11

UNITS OF CARE FROM FORMS

Patients in sample

No: Name : E F G n Total Units
1.Jassim Mohd 10 2 1 1 14
2,8harat Bacasband 3 2 1 1 9
A Mariam Jawad 16 2 3 2 23
4 Massaf dad Mohd 4 2 = 2 8
5

54

TOTAL for day =

DEPENDENCY CATEGORY II1

UNITS OF CARE FROM FORMS

Patients in sample

No: Name : E F G H Total Units
1.8aleh Md. Abd 14 8 - 3 25
2.Abd Hussain 20 11 7 4 42
3. Radi Md. Makki 11 2 - 2 15
4
5
TOTAL for day = 83

DEPENDENCY CATEGORY 1V

UNITS OF CARE FROM FORMS

Patient in gample

Yoz Name: E F G H Total Units
1Ebrahim Ahmed 19 8 4 7 38
2 Ahdinl HBussain 20 11 7 4 a9
35S .Nasser Majeed 15 3 3 24
4
5
104

TOTAL for day =
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Day of

DIRECT CARE SAMPLING FORM (I) Date: 11 /3,90 Study: g

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY Ward 66

DEPENDENCY CATEGQORY 1 UNITS OF CARE FROM FORMS E, F, G & H
Patients in sample 7 -
Not Name ; E F G H Total Units
! Essp Ali Abdulla 5 3 1 1 10
2 Ran Ashish 5 1 1 1 &
3 Atmed Mohd AT4 4 1 1 1 7
4 Andul W_Ahmed 7 2 5 3 17
S

TOTAL for day = 42
DEPENDENCY CATEGCRY 1I UNITS OF CARE FROM FORMS
Patients in sample
Mo: Name : E F G 1! Total Units
1.Hassan Abd Wzahab 4 7 8 7 26
2. Jassim Mohd 4 2 2 3 11
3,431 Abdulla Jalil 7 3 1 2 i3
4.Mansaf Dad Mohd 12 2 4 2 20
5

TOTAL for day = 70
DEPENDENCY CATEGORY II1 UNITS OF CARE FROM FCRMS
Patlents in sample
Ho: Name : E F G H Total Units
1.Saleh Md., Abdulla ) 10 5 4 3 22
ZAbdulla Abd Hassan 14 10 4 6 34
.
4
5

TOTAL for day = 56
DEPENDENCY CATEGORY 1V UNITS OF CARE FROM FORMS
Patient in sample
Nors Name 1 E F G H Total Units
1t .Ebrahin Abmed 18 5 4 4 31 '
2 Mohd Abd Hussain 8 6 7 3 24
3 _A.Hussain Ahlmed 19 9 6 4 38
4-S.Nasser S.Majeed 9 5 1 7 22
5.Mariam Jawad 13 5 2 2 22

TOTAL for day = 137
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Day of
DIRECT CARE SAMPLING FORM (I) Date: 12/3/90 Study: 8

DAILY TOTALS - DIRECT CARE UNITS PER DEPEMDENCY CATEIGORY Ward 66

DEPENDENCY CATEGORY I UNITS OF CARE FROM FORMS E, F, G & H
Patients in sample
Not: Name: E F G H Total Units
y -Essa Ali Abdulla 7 2 1 1 11
5 .Ran Ashish 8 1 - 1 10
3 -Ali Abdull Jalil 3 2 3 2 10
4 .-Abdul Rahman Hassan g 2 3 1 15
5 .S.Abdul Aziz 10 2 1 1 14
TOTAL for day = 50
DEPENDENCY CATEGORY 11 UNITS OF CARE FRCM FORMS
Patients in sample .
No: Name : E 3 G n Total Units
1 .Hassan A.Wahab 2 5 5 6 18
2 .Saleh Md .Abdulla 11 7 3 1 22
J .Jassim Mohd 3 1 3 2 9
4 _Abdulls Abdul Hussain 26 35 5 5 71
5 .Mariam Jawad 10 3 7 4 24
TOTAL for day = 144
DEPENDENCY CATEGORY II1I UNITS OF CARE FROM FORMS
Patients in sample
Ho: ¥Name E 3 G H Total Units
1 .Mohd Abd Hussain . 7 5 2 2 18
2
3
4
5
TOTAL for day = 16
DEPENDENCY CATEGORY 1V UNITS OF CARE FTRDM FORMS
Patient in sample
Not: Name: E ¥ G H Total Units
1Ebrahim Ah. Ebrahim 17 5 4 2 28
2A.Husgain Ahmed 38 5 5 4 52
3Radi Mohd Makki 29 6 3 2 40
45 .Nasser S. Majeed 14 1 4 3 22
5
TOTAL for day = 142
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Day of
DIRECT CARE SAMPLING FORM (I) pate: 13/3/90 Study: 7

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY Ward 66

DEPENDENCY CATEGORY I UNITS OF CARE FROM FORMS E, F, G & H
Patients Iln sample
Not Name: E ¥ G H Total Units
1 .Lulwa Mohd Ali 14 2 1 2 19
2. .P. Raueedne 1 1 1 1 4
3 .Ran Oshish 8 2 1 1 12
4 , Ahmed Md.Aldi 4 1 2 3 10
5 ,Mohd Igbal Basheed 3 5 1 i 10
TOTAL for day = 55
DEPENDENCY CATEGORY 11 {UNITS OF CARE FROM FORMS
Patients in sample
Nos Name; E F G n Total Units
4 .Hassan Abdul Wahab T 7 3 3 20
2 .Jassim Mohd 7 3 4 1 15
j .Faisal Mansoor 14 6 3 2 25
4 .Abd Abdul Hussain 11 3 4 4 22
5 .Mariam Jawad 14 5 2 3 24
TOTAL for day = 106
DEPENDENCY CATEGORY IIX UNITS OF CARE FROM FORMS
Patients in sample
Mo Name: E F G H Total Units
y -Saeed A.Aziz g 6 1 2 18
, -Radi Mohd Makki ' 15 4 2 1 22
; 5
4
5
TOTAL for day = 40
DEPENDENCY CATEGORY 1V UNITS OF CARE FROM FORMS
Patient in sample
Moz Name: E F G H Total Units
{ . Ebrahim Ahmed 18 i0 6 1 35
2 . Abdul Eussazain Ahmed 17 iz 6 5 40
3,.8,Nasser S5, Majeed 10 7 4 5 26
4
5
TOTAL for day = 101
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DIRECT CARE SAMPLING FORM (J)

WEEXLY AVERAGE - DIRECT CARE PER DEPENDENCY CATEGORY

Ming =

WARD 53 Units x 10

TOTALS
DAYS OF S5TUDY
DEPENDENCY CATEGORY I pay 1{Day 2|Day 3|Day 4|Day 5ibDay 6 |Day 7 |[Units [Mins

Daily total care units 39 38 27 40 19 41 | 19 223 2230
{FORM 1)
Dally total number of 3 3 3 3 3 3 3 21

patients in sample

DEPENDENCY CATEGORY II Day 1|Day 2| bay 3{Day 4|Day S5|bay 6i{Day 7 junits |[Mins

paily total care units 39 28 36 43 40 42 24 252 2520

bally total number of 3 3 ) 3 3 3 2 18
patients in sample

DEPENDENCY CATEGORY II1 | Day 1|Day 2| Day 3| Day 4yDay 5ibay 6|Day 7 |Units |Mins

~Dally total care unlts 69 51 59 49 51 21 18 318 3180

Dally tatal number of 3 P 2 2 2 1 1 .15
patients in mample

DEPENDENCY CATEGORY IV Day t|Day 2 bay 3| Day 4|Day 5|Day &{Day 7 |Units |Hins

Daily total care wnits | .o ) ,.5 | 45 |48 |56 |31 {172 |437 | 4370

Daily total number of
patients in sample

TRANSFER TOTALS IN MINUTES FOR EAC!I DEPENDENCY CATEGORY

Te calculate dally mean average time Direck Care dependency category - divide
total minutes of direct care by number of patlents in sample.

DEPEMDENCY CATEGORY I I ') Il v

Total minutes direct carej 2230 2520 3180 l4370
21 18 13 7

Total number of patients
baily mean average time
in minutes per 24 hours 106 140 212 264




DIRECT CARE SAMPLING FCGRM (1}

DAILY TOTALS - D1RECT CARE UNITS PER DEPENDENCY CATEGORY

99

Date: 19/2/90

Day of
Study:

DEPENDENCY CATEGORY I

UNJTS OF CARE FROM FORMS

E.

F, G&H

Patients in sample

Noz Name: E F G H Total Units
1+ . Hussain Haji Ghuloom 4 10 1 7 22
2 . Abdul Hussain Issa 4 4 2 1 11
3 . Taj Bibi 1 2 2 1 g
4
5
TOTAL for day = 39

DEPENDENCY CATEGORY II

UNITS OF CARE FROM FORMS

Patlents in sample

No: Name : E F G i Total Units
1 . Abbas Salman Mohd 3 3 3 4 13
2 . Bhupind Kuan 3 2 4 6 15
3 . Khatoon Ali Maskkan 4 2 2 3 11
4
5
TOTAL for day = 29

DEPENDENCY CATEGORY 111

UNITS OF CARE FRCM FORMS

Patienty in sample

No: Name : E F G H Total Units
| . Nissa Yousif Mohd 4 4 7 7 22
2 . Ahmed Abd Matrook 11 3 5 7 26
3 Fatima Radi Salman ] 3 8 5 21
4
5
TOTAL for day = 69

DEPENDENCY CATEGORY 1V

UNITS OF CARE FROM FORMS

Patlent in sample

Mo Name : E F G H Total Units
1. Yousif Ebrahim 5 12 15 10 42
2
3
4
5
42

TOTAL for day =

Ward 53



DIRECT CARE SAMPLING FORM {I)
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bate: 20/2/90

Day of
Study:

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY

DEPENDENCY CATEGORY I

UNITS OF CARE FROM FORMS E,

¥, G& H

Patients in sample

Not Name: E F G H Total Units
- Hussain Haji Ghuloom 4 1 1 7
5. S. Bager S. Alawi 3 4 1 - 8
5. Taj Bibi 8 13 1 1 23
4
5
38

TOTAL for day =

DEPENDENCY CATEGORY II

UNITS OF CARE FROM FORMS

Patlents in sample

No: Name : F G I Total Units
1. Abbas §. Mohd 2 2 8
2. Khatoon Ali Mansoor 1 1 - 1 3
3. Bhupinder Kan 11 4 - 2 17
4
5
TOTAL for day = 28

DEPENDENCY CATEGORY III

UNITS OF CARE FROM FORMS

Patlents in sample

No: Name : E F G H Total Uniks
y Nissa Yousif Md 8 7 7 6 28
2 Fatima Radi Fardan 6 12 3 2 23
3
4
5
51

TOTAL for day =

DEPENDENCY CATEGORY IV

UNITS OF CARE FROM FORMS

Patient 1in sample
No: Name :

E F G H

Total Units

1. Yousif Ebrahim

10 9 5 19

43

2
3
4
5

TOTAL for day =

43




DIRECT CARE SAMPLING FORM (1)

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATZGORY

Date: 21,/2/90

pay of
Study:

DEPENDENCY CATEGORY I

UNITS OF CARE FROM FORMS E, F, G & H

Patlents in sample

Total Units

¥o Name: E F G H
{ - Majid S. Majid 7 3 1 12
2 Zainab Ali Mahmood 1 - 4 i g
3 . Bhupinder Kan 3 5 1 - 9
4
5

27

TOTAL for day =

DEPENDENCY CATEGORY II

UNITS OF CARE FROM FORMS

Patlents in sample

No: Name: E F G it Total Units
1 . Abbas Salman Md 12 5 3 - 20
5 Khatoon Ali Marhoon 6 3 4 3 15
3
4
5
36

TOTAL for day =

DEPENDENCY CATEGORY IIX

UHITS QF CARE FROM FORMS

Patlents in sample

Ho: Name: E F G H Total Units
1 . Nissa Yousif 13 7 S 10 39
2 . Ghuleom R. Ghuloom i2 4 2 2 20
3
4
5

TOTAL for day = 59
DEPENDENCY CATEGORY 1V UNITS OF CARE FRCHM FORMS
fatiant in sample
Ho 1 Name: E ¥ G H Tctal Units
1. Yousif Ebrahim 11 16 9 9 45
2
4
5

45

TOTAL for day =

Ward 53
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Day of
DIRECT CARE SAMPLING FORM (1) _ Date: 22/2/90 Study: 4

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY Ward 53

DEPENDENCY CATEGORY 1 UNITS OF CARE FROM FORMS E, F, G & H
Patients in sample
Not Name: E F G H Total Units
1 Hussain Haji Ghuloom 3 6 3 2 14
P Majid Saeed Majid 2 5 4 1 12
3 - Taj Bibi 2 8 3 1 14
4
5
TOTAL for day = 40
DEPENDENCY CATEGORY Il UNITS OF CARE FROM FORMS
pPatisnts in sample
No: Name: E r G i1 Total Units
t. Ghuloom R. Ghuloom 6 - 1 5 12
9" Khatoon Ali Mashhoor 7 8 2 1 18
5° Fatima Radi Salman 5 2 3 3 13
4
5
TOTAL for day = 43
DEPENDENCY CATEGORY IIIX UNITS QF CARE FROM FQBEMS
Patients in sample
No: Name : E F G H Total Units
1- Nissa Yousif Mazhmood 8 9 8 5 30
2. Abbas Salman Mahmood 8 4 2 5 19
3
4
5
TOTAL for day = 49
DEPENDENCY CATEGORY 1V UNITS OF CARE FROM FORMS
Patient in sample :
Nos Name : E F G H Total Units
1. Yousif Ebrahim 10 12 10 16 48
2
3
4
5
TOTAL for day = 48
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Day of
DIRECT CARE SAMPLING FCRM (1) Date: 23/2/90 Study: 5

DAILY TCOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY Ward 53

DEPENDENCY CATEGORY 1 UNITS OF CARE FROM FORMS E, F, G & H
Patients in sample
Not Name; E 13 G H Total Unlts
, Majid Saud Majid 2 2 2 - 6
5 Ghuloom R. Ghulocm 2 3 1 - &
5" Taj Bibi 1 2 2 2 7
4
5
TOTAL for day = 19
DEPENDENCY CATEGORY 11 UNITS OF CARE FRCM FORMS
Patients in sample
No = Name : E 3 G 1 Total Units
4 . Khatoon Ali Manscor 3 3 4 4 14
2. Zainab Ali Mahmood 3 3 3 1 10
3. Fatima Radi Salman 4 5 5 2 16
4
5
TOTAL for day = 40
DEPENDENCY CATEGCORY III UNITS OF CARE FROM FORMS
Patlents in sample
No : Name: E F G H Total Units
- Nissa Yousif Mahmood 8 8 8 8 33
,- Abbas Salman Mahmood 5 6 4 3 18
3
4
5
TOTAL for day = 51
DEPENDENCY CATEGORY 1V UNITS QF CARE FROM FORMS
patient In sample
Hos Name : ' E F G H Total Units
1. Yousif Ebrahim 5] 13 22 15 56
2
3
4
5
TOTAL for day = 56




1C4

Day of

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY Ward 53

DEPENDENCY CATEGORY 1 UNITS OF CARE FROM FORMS E, F, G & H
Patients in sample
Not Mame: E F G H Total Units
1+ . Hussain Haji Ghuloom 4 8 2 2 16
3 . Ghuloom R. Ghuloom 7 4 1 1 13
k| Zainab Ali Mohd 6 4 1 1 12
4
5
TOTAL for day = 41
DEPENDENCY CATEGORY 11 UNITS OF CARE FROM FORMS
- Patients in sample
No: Name : E F G n Total Units
q Nisse Yousif Mohd 12 7 3 2 24
5 - Sakina Abbas Xarimi 7 6 4 1 18
3 - Fatima Radi Fardan
4
5
TOTAL for day = 42
DEPENDENCY CATEGORY III UNITS OF CARE FROM FORMS
Patlents in sample
Nos Name: E F G H Total Units
1 . Abbas Salman Mohd 7 & 5 4 21
2
k!
4
5
TOTAL for day = 21
DEPENDENCY CATEGORY IV UNITS OF CARE FROM FORMS
Patient in sample
Mo 1 Name: E F G H Total Units
t .Youslif Ebrahim 7 8 6 10 31
2
3
4
5
TOTAL for day = 31
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Day of
DIRECT CARE SAMPLING FORM {(I) pate: 555190 Study: 7

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY Ward 53

DEPENDENCY CATEGORY I UNITS OF CARE FROM FORMS E, F, G & H
Patients in sample
Ho ¢ Name: E F G H Total Units
. Majeed Saeed Majid 1 - - - 1
5 Zainab Ali Mchd 5 i 3 - 15
5 - Bhupindar Kan - 2 1 - 3
4
5
TOTAL for day = 18
DEPENDENCY CATEGCRY I1I UNITS OF CARE FROM FORMS
Patients in sample
No: Name: E F G n Total Units
4 Nissa Yousif Md 5 3 5 1 14
3 . Fatima Radi Salman 2 4 2 2 10
3
4
5
TOTAL for day = 24
DEPENDENCY CATEGORY 111 UNITS OF CARE FROM FORMS
Patients in sample
No: Name: E . F G H Total Units
1 . Abbas Salman Mohd 7 4 4 3 18
3
4
5
TOTAL for day = 18
CEPENDENCY CATEGORY IV UNITS OF CARE FROM FORMS
patlent in sample
Hot Name: E G H Total Units
4 - Yousif Ebrahim 7 7 1 13 38
. Hussgln Md Fadel 30U 22 12 13 (R
. Khadija Md Juma 10 11 14 21 0B
4
5

TOTAL for day = 172
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DIRECT CARE SAMPLING FORM (J)

WEEELY AVERAGE -~ DIRECT CARE PER DEPENDENCY CATEGORY

Mins =
TOTALS
DAYS OF STUDY
DEPENDENCY CATEGORY 1 Day 1[Day 2|Day 3|bay 4|[pay 5{Day 6i{Day 7 {Units [Mins
Daily total care units | 56 64 54 | 38 59 42 46 359 3591
{FORH 1)
Dally total number of 5 5 5 5 5] 3 3 31
patients in sample

DEPENDENCY CATEGORY 1I Day 1|Day 2] bay 3| Day AlpDay 5|Day 6 Day 7 |Units |[Mins

Dally total care units 08 64 67 40 47 82 87 485 4850

28

1+
3]

Pally total number of 5 5 5 5 4
patients in sample

DEFENDENCY CATEGORY IIl | Day 1|Day 2{ Day 3jDay 4|Day 5|Day &|Day 7 |Units |Mins

_Daily total care units 31 41 38 56 38 150 | 23 377 3770

13

[t:8
iy

Dally tatal number of 1 1 1 3 2
patients in sample

DEPENDENCY CATEGORY IV bDay 1]bay 2| bay 3 Day 4|Day 5jDay 6{Day 7{Units |Mins

paily total care units 98 285 73 74 57 170 130 887 8870

Daily total number of
patients in sample

TRANSFER TOTALS IN MINUTES FOR EACH DEPENDENCY CATEGORY

To calculate dally mean average time Direct Care dependency category - divide’
total minutes of dlrect care by number of patienkts in sample.

DEPENDENCY CATEGORY I IT | III v
3770 8870

Total minutes direct care| 3591 4830

Total number of patientg 31 28 13 17
Dally mean average time
in minutes per 24 hours

116 173 250 522

1.0 1.5 2.5 4.5




DIRECT CARE SAMPLING FORM (1)

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY

107

Date: 27/2/90

Day of
study:

DEPENDENCY CATEGORY ]

UNITS OF CARE FROM FORMS E, F, G & H

Patients in sample

No: Name: E F G H Total Units

1 . Fatima Mirza Ab.Kader 6 4 2 1 13

2 . Sared Singh 6 4 2 1 13

3 Nihaya Sad Mohd 4 3 1 1 9

4 . Mahmood A.K Yacoob 5 2 1 3 11

5 . Abdulla Muhiddin 3 4 1 2 10
TOTAL for day = 56

DEPENDENCY CATEGORY 11

UNITS OF CARE FROM FORMS

Patlents In sample
No' Name : E F G n Total Units
4 + Layla Salman Ahmed 5] 2 6 12 28
7 . Hassan Ali Habib 9 4 2 3 18
3 . Habib Hassan Al - Bana 14 4 1 9 27
4 -Sh. All Bin Hamad 5 6 - 1 12
5 . Asma Idris Nasser ] 5 4 1 15
98

TOTAL for day =

DEPENDENCY CATEGCORY I1]

UNITS OF CARE FROM FORMS

Patients In sample

Nos Name: E )3 G H Total Units
1. Mariam Mohd All 10 6 6 31
2
3
4
5
TQTAL for day = 31

DEPENDENCY CATEGORY IV

UNITS OF CARE FROM FORMS

Patient in sample

Not Mame: E F G H Total Units
{ - Khatoon Abd Saliman 14 13 6 6 39
7 - Yousif Eb Yousif 16 15 14 14 59
3
4
5
a8

TOTAL for day =

Ward S6
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Day of
DIRECT CARE SAMPLING FORM {I) ‘ Date: 28 / 2/90 Study: 2

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY Ward 56

DEPENDENCY CATEGORY I UNITS OF CARE FROM FORMS E, F, G & H
Patlents in sample )
Not Name: E F G H Total Units
. Fatima Mirza Ahmed 2 2 4 1 9
9" Mohsin Ali Ahmed 12 6 5 2 23
3 - Mohd Ezzat A. Wahab 6 4 1 1 12
4" Sargeat Singh 4 1 2 3 10
5 . Abdulla Mohiddin 3 2 2 1 g
TOTAL for day = &4
DEFENDENCY CATEGORY Il UNITS OF CARE FROM FORMS
Fatlents in sample
Nos Name: E F G n Total Units
4. Laiya Salman Abmed 2 4 1 2 9
2 . Hassan All Habib 5 4 2 2 13
3. Shaikh Ali Bin Hamad 4 3 1 1 g
4. Vijayaa Kanghatt 3 2 2 5 12
5., Saada H. Jassim 15 2 1 3 21
TOTAL for day = 64
DPEPENDENCY CATEGORY III UNITS OF CARE FROM FORMS
patients in sample
No : Name: E ¥ G H Totzal Units
1+ Padmalayan Devanand 8 15 g g 41
7-
) N
4
5
TOTAL for day = 41
DEPENDENCY CATEGORY IV UNITS COF CARE FROM FORMS
Patient Iin sample
Ho 1 Name : E F G H Total Units
1. Ahmed Yousif Jamal 108 42 5 28 183
2. Khatoon Abd Salma 27 14 8 8 57
3. Yousif Eb. Yousif 13 10 8 14 45
4
5
TOTAL for day = 285
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Date: 1/3/90

bay of
Study:

PAILY TOTALS - DIRECT CARE UNITS PER DEPEWDENCY CATEGORY

DEPENDENCY CATEGORY 1

UNITS OF CARE FROM FORMS E, F, G & H

Fatlents in sample

Noi Name : E F G H Total Units
1 .Fatima Mirza Ahmed 2 1 1 2 B
2.&ohsin Ali Ahmed 8 2 3 1 14
3 .Mohd Ezzat A.Wahab 2 1 8 6 17
4 .8argeet Singh’ 3 1 2 1 7
5 .Hassan Ali Habib 4 3 2 1 10

TOTAL for day = 54

DEPENDENCY CATEGORY 11

UNITS OF CARE FROM TORMS

Fatients in sample
Ho: Name : E F G n Total Units
4+ Saada Hassan Jassinm 3 4 4 4 135
5. Habib Hassan Al-Banna 4 4 3 1 12
3. Laiya Salman Ahmed 3 3 5 5 18
4. Khadija Ab. Hassan g 2 2 2 12
5.Vijayan Kanghatt 2 5 3 2 12
TOTAL for day = 67

DEPENDENCY CATEGORY 111

UNITS OF CARE FROM FORMS

patients in sample

¥o: Name: E 13 G H Total Units
1, Majeed A.Rasool 14 7 7 i0 38
2
3
4
5
38

TOTAL for day =

DEPENDENCY CATEGORY IV

UNITS OF CARE FROM FORMS

Patient in sample

No: Name: E F G H Total Unilts
1. 'A.Jalil Ali Hassan 3 3 3 6 15
2 .Khatoon Abd. Salman 6 g 3 6 24
3.Yousif Eb.Yousif 6 8 7 13 34
4
5

73

TOTAL for day =

Ward 56
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Date:

2/3/90

Day of
study:

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY

4
Ward 56

DEPENDENCY CATEGORY 1

UNITS OF CARE FROM FORMS E, F, G & H

patients in sample _

No1 Name: E 3 G H Total Units

1. Fatima Mirzs Ahmed 2 2 1 1 6

2. Hassan Ali Habib 4 3 5 1 13

3, Mohsin Ali Abmed 3 - 1 1 5

4. Mohd Ezzat A.Wahab 4 1 1 2 8

5. Sargeet Singh 2 - 3 1 8
TOTAL for day = 28

DEPENDEMCY CATEGORY I1

UNITS OF CARE FROM FORMS

Patients in sample

No: Name: E F n Total Units

yiLaiya Salman Ahmed 2 1 3 3 9

2.Hassan Md, Ali Ahmed 1 4 1 2 8

3.5h. A1li Bin Hamad 1 3 - 1 5

4-Vijayan Kanghatt 1 1 3 1 6

5.Saad H, Jassim 4 4 3 1 12
TQTAL for day = 40

DEPENDENCY CATEGORY Iil

UNITS OF CARE FROM FORMS

Patlients in sample

Ho: Wame: E ¥ G H Total Units
1., Hapib Hasgan Al-Banpa 5 3 4 3 15
2, Majeed Yousif 9 10 3 6 28
3. Kbadija Eb.Hassan 8 2 3 2 13
4
5
56

TOTAL for day =

DEPEMDENCY CATEGORY 1V

UNITS OF CARE FROM FORMS

Patient in sample

No 1 Name: E F G H Total Units
4. A.Jalil Ali Hassan 12 2 3 5 22
2. Ehatoon Abd Salme 6 6 & 5 23
3 Yousif Eb.Yousif 5 S g 10 29
4
5
74

TOTAL for day =
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Date: 3/3/90

Day of
Study: 5

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY Ward 56

DEPENDENCY CATEGORY 1

UNITS OF CARE FROM FOPMS E, F, G & H

patlents ln sample

Not Name ; E F G H Total Units

1. Fatima Mirza Ahmed 8 - 5 1 14

+ . Hassan Ali Habib 7 3 1 2 13

3 . Mohd Ezzat A.Wahab 3 2 2 1 8

4 . Vijayan Koghatt 3 4 4 - 16

5 . Lakkanne Jainanifhli 2 - 3 3 8
TOTAL for day = 59

DEPENDENCY CATEGORY II

UNITS OF CARE FROM FORMS

Patlents in sample
No: Name : E ¥ G n Total Unlts
13 ~Hassaf-Md: AlI-Méhd 3 4 3 19
5 Habib Hassan Al- Banna 2 1 2 - 5
5 Khadija Eb. Hassan 3 - 2 3 8
4 Sada Bassan Jassim 3 5 2 3 15
5
a7

TOTAL for day =

DEPENDENCY CATEGORY 111

UMITS OF CARE FROM FORMS

Patlents in sample

Mo : Name: E F G Total Units
1. Majeeda Yousif 4 3 8 22
2. Mohd Jaber Shaker 4 4 5 3 15
3
4
5
TOTAL for day = 38

DEPENDENCY CATEGORY IV

UNITS OF CARE FROM FORMS

ratient in sample

Ro 1 Name: E F G H Total Units
{. Khatoon Abd. Salman 14 5 8 3 30
2. Yousif Eb. Yousif 5 6 8 8 27
3
4
5
57

TOTAL for day =
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Date: 4,/3/90

pay of
study:

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY

DEPENDENCY CATEGORY 1

UNITS OF CARE FROM FORMS E, F, G & H

Patlents in sample

Not Name: E ¥ G H Total Units
. Fatima Mirza Ahmed 9 1 1 1 12
2 - Hassan Ali Habib ] 5 1 - i5
3 - Mohd Mahmood 10 2 1 3 15
4
5
TOTAL for day = 49

DEPENDENCY CATEGORY II

UNITS OF CARE FRCM FORMS

Patlents in sample
No s Hame: E F G T Total Units
1 . A.Hadi Salman g 2 - 7 18
2 . Lalya Sal Ahmed 7 3 5 i2 27
3 . Hassan Md Ali 9 5 i - 15
4 . Sada H.Jassim 8 4 6 4 22
5
TOTAL for day = &2

DEPENDEMNMCY CATEGORY II11

UNITS OF CARE FROM FORMS

patlents in sample
Ho: Name: E F G H Total Units
' T Habibi~Haszan Al- Banna 5 4 5 4 18
, - Majeeda Yousiz ' 10 5 3 5 23
3 - Mohd Ezzat A. Wahab 79 5 4 3 91
4 - Mohd Taher Shakoor 11 3 2 2 18
5
TOTAL, for day = 150

CEPENDENCY CATEGORY IV

UNITS OF CARE FROM FORMS

patient in sample

No 1 Name ¢ G H Total Units
{ - Khatoon Abd Salman 7 4 3 22
2 . Mohd A. Razsk 39 23 23 30 115
3. Yousif Ebrahim 9 6 6 12 33
4
5
170

TOTAL for day =
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Day of
DIRECT CARE SAMPLING FOPM (I) Date: 5/3/90 Study: e

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY Ward 56

DEPENDENCY CATEGORY 1 UNRITS OF CARE FROM FORMS E, F, G & H
Patients in sample
Not: Name: E F G H Total Units
.Fatima Mirza Ahmed 2 1 2 9 14
2 Mohd Mahmood 5 1 - 3 9
TMohd Taker Shaker 8 13 3 23
4
5
TOTAL for day = 46
DEPENDENCY CATEGORY 11 UNITS CF CARE FROM FORMS
patients Iin sample
MNo: Name: E F G n Total Unlts
{ .Hassan Mohd Ali 8 2 1 12
2 .Mahmood Ghuloom Redha 5] 3 2 5 16
3 .Mohd Ezzat 8 4 = - 12
4,Yousif Eb.Yousif 16 3 1s 5 39
5 Mundy T.Saji 3 2 2 1 8
TOTAL for day = 87
DEPEMDENCY CATEGORY III NITS OF CARE FROM FORMS
patients in sample
Not Name: E F G H Total Units
1.Khatoon Abd Salma ) 10 6 3 4 23
2
3
4
5
TOTAL for day = 23
DEPEMDENCY CATEGORY IV UNITS OF CARE FROM FORHMS
patlent in sample
No: Name: E 13 G H Total Units
i.Mohd A.Razzk 26 40 32 32 130
2
3
4
5
TOTAL for day = 130
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DIRECT CARE SAMPLING FORM (J)

WEERKLY AVERAGE - DIRECT CARE PER DEPEUDENCY CATEGORY

Mins =
Ward 51 Units x 10
TOTALS
DAYS OF STUDY
DEPENDENCY CATEGORY I Day 1|bay 2|Day 3| pay 4|Day 5|Day 6|Day 7 [Units |Hins
Dally total care units 19 - - - - - - 19 190
( FORM I)
Daily total number of 2 - - - - - - -

patlents in sample

DEPENDENCY CATEGCRY II Day 1|Day 2| Day 3| Day 4|Day 5irCay €& |Day 7 Unite |Mins

Daily total care units 55 77 49 52 44

[4]
1=

68 | 398 | 3990

Daily total number of
patients in mample

DEPENDENCY CATEGORY I1I | Day 1jDay 2| bay 3] Day 4|bay S5{Day 6{bDay 7{Units |Mins

_baily total care units - - 56 38 28 36 159 § 1580

Dally tatal number of - - - 3 2 1 1 7
patiants in sample

DEPENDENCY CATEGORY 1V Day 1}Day 2| Day 3| Day 4|Day 5|Day &|Day 7|Units |[Minsg

Dally total care units 67 73 | 70 53 82 87 228 | 712 7120

Dally total number of 5 5 5 5 5 5 5 35
patients in sample

TRAMSFER TOTALS IN MINUTES FOR EACH DEPENDENCY CATEGORY

To calculate dally mean average time Direct Care dependency category - divide’
total minutes of dlrect care by number of patlents in sample.

DEPENDENCY CATEGORY I 11 III iv
Total minutes direct care] 190 | 3990 1580 {7120
Total number of patients 2 35 7 25
Dally mean average time 95 114 208 285

in minvtes per 24 hours
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pay of
DIRECT CARE SAMPLING FORM (I) Date: 11,2 - Study: 1

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY Ward 351

DEPENDENCY CATEGORY 1 UNITS OF CARE FROM FORMS E, F, G & H
Patients in sample _ '
Not Name; E F G H Total Units
1 - Hasgan Abd Al - Zein 3 3 - 9 15
5 :"Aysha. Zirismail 2 2 - - 4
3
5
TOTAL for day = 19
DEPENDENCY CATEGCRY II UNITS OF CARE FROM FORMS
ratlents in sample
No s Name: E F G [} Total Units
{ . Mohd Hassan Abd 3 1 - 1 5
3 . Naeema Jassim Al- Ban 1 4 2 2 9
3. Fatime Ahmed Nasser 4 3 1 1 g
4 . Mohd Ali Essa <] 1 2 5 14
5 Ali M&. A. Eashed 6 5 4 3 18
ToTAL for day = 55
DEPEMNDENCY CATEGORY II1X UNITS OF CARE FTROM FORMS
patients in sample
No: Name : E r G H Total Unlts
1 .
2
3
4
5
TOoTAL for day =
DEPENDENCY CATEGORY 1V UNITS OF CARE FROM FORMS
patient in sample
Not Name : E F G H Total Units
1+ . Fatima A. Rahman 7 3 2] 6 22
2 Salama Ah. Md. 6 2 3 2 13
3 A. Aziz Hassan 7 2 10 1 20
4 ., Ah. Mohd Ahmed 1 2 2 3 8
5 Saeed Hussain 2 4 2 3 11
ToTAL for day = 74
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Date:

12.2.90

Day of
Study:

DAILY TOTALS - DIRECT CARE UNITS PEPR DEPENDENCY CATEGORY

DEPENDENCY CATEGORY I

UNITS OF CARE FROM FORMS E, F, G & H

Patients in sample
ot Name :

E

F G H

Total Units

1

wm ha jJw [N

TOTAL for day =

DEPENDENCY CATEGORY Il

UNITS OF CARE FRCM FORMS

Patlents in sample

No: Name : E F G n Total Units

{. MohduHussaln Abd 2 5 6 2 15

2 . Hassan Abd Al - Zain 3 2 2 2 9

3. Ali Mohd A. Razak 5] 4 2 10 22

4. Xhadija H. Abmed 7 4 2 2 15

5. Naeema J. Al Banna 7 4 2 3 16
TOTAL for day = i

DEPENDENCY CATEGORY J11 UNITS OF CARE FROM FORMS

Patients in sample

Mo : Name; E F G H Total Units

1

2

k!

4

5

TOTAL for day =

DEPENDENCY CATEGORY IV

UNITS OF CARE FROM FORMS

Patlent in sample
No 1 Name s E F G H Total Units
4. Ahmed H. Ali 8 6 5- 2 21
2. Ahmed M. Ahmed 1 5 1 3 12
3. A.Aziz Hassan 4 2 3 2 11
4. Zainab H. Mohd 5 6 3 2 16
5. Aliya Ali Yousif 13 1 4 2 20
80

TOTAL for day =




DIRECT CARE SAMPLING FORM (1)

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY Ward 51
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Date: 13/2/90

Day of
Study:

DEPENDENCY CATEGORY 1

UNITS OF CAPE FROM FCRMS E,

F, G& H

Patients in sample
Vot Name

E 13 G H

Total Units

1

e [ Ja I

TOTRL for day =

DEPENDENCY CATEGORY II UNITS OF CARE FROM FORMS

Fatients in sample

No 1 Name : E F G 1 Total Units

t. Yacob Y. Habib 3 1 3 1 8

2. Hassan A- Al - Zain 3 1 1 3 8

3. Naeema J, Al - Banna 2 3 2 3 10

4. Fatima Ah, Nasser 2 1 4 2 9

5. Mohd Abd . Hajl 6 3 2 3 14
TOTAL for day = 49

DEPENDENCY CATEGORY II11 UNITS OF CARE FROM FORMS

Patients in sample

Ho 3 Mame: E F G H Total Units

1

2

3

4

5

TOTAL for day =

DEPENDENCY CATEGORY 1V UNITS OF CARE FROM FORMS
Patlent Iin sample
No sz Name : E F G H Total Units
{. Ahmed H Ali 7 3 3 4 17
2. Ahmed Md. Ahmed 4 2 4 2 12
3. Awad S. Rashid 2 4 2 6 14
4. Zainab H. Mohd 7 2 3 2 14
5. Fatima A. Rahman 5 8 2 5] 21
TOTAL for day = 78




118

Day of
DIRECT CARE SAMPLING FORM (1) Date: 14/2 . Study: 4

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY Ward 51

DEPENDENCY CATEGORY I UNITS OF CARE FROM FORMS E, F, G & H
Patients in sample

¥a1 Name: E F G H Total Units
1

2

k)

4

5

TOTAL for day =

DEPENDENCY CATEGCRY 11 UHITS OF CARE FROM FORMS
Patients in sample
No: Name: B F G n Total Units
= Mohd Abd Haji 5 i 2 1 9
3. Hassan Abd Al Zain® 2 2. 1 2 i
L Zainabh H. Mohd 11- 4 3 2 20
4- Yacoob Y. Habib 4 1 1 1 7
g . Aliyia All Yousif 3 2 2 2 9
52

TOTAL for day = °
DEPENDENCY CATEGORY III MIITS OF CARE FROM FORMS
Patients in sample
Ho 2 Name: E F G H Total Units
1 . Mohd Abd Hussain & 4 6 3 19
2 . Ebrahim H. Mohd 7 4 5 2 18
3 . Mariam Ali Ramadan 11 1 4 4 20
4
5

TOTAL for day = 57
DEPENDENCY CATEGORY 1V UNITS OF CARE FROM FORMS
rPatient in sample
No 1 Wame : E F G H Total Units
1. Salams Ah. Mohd 3 2 6 S 16
2. Saeed H. Ali 3 4 2 2 11
J . Ahmed H, Ali 1 5 1 2 2]
4 . Fatima A. Rahman 8 8 4 6 26
5

TOTAL for day = 62
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Date: 15/2

bay of
Study:

DAILY TOTALS - DIRECT CARE UKITS PER DEPENDENCY CATEGORY

DEPEMDENCY CATEGORY 1

UNITS OF CARE FROM FORMS E, F, G & H

Patients in sample
Not Name:

F G H

Total Units

1

2

3

TOTAL for day =

DEPENDENCY CATEGORY 11

UNITS OF CARE FROM FORMS

vatients in sample
No: Hame : E F G n Total Units
{. Hassan Abd ,Al Zain 6 1 2 3 12
2. Yacocob Yousif Habib 2 2 2 2 8
3. Abbas Abd Salman 2 1 3 3 9
4. Fatima Ab. Neaser 1 2 3 2 2
5. Aliya Ali Yousif 3 1 2 1 7
TOTAL for day = 44

DEPENDENCY CATEGORY III

UNITS OF CARE FROM FORMS

Patlents in sample

No: Nagne : E F G H Total Unlts
1 . Mohd Abd Hussain 8 5 5 23
2 Zainab Habib Mohd 4 3 4 4 15
3
4
5
TOTAL for day = 38

UNITS OF CARE FROM FORMS

DEPENDENCY CATEGORY 1V
Patlent in sample
Noi Name: E 3 G H Total Units
1 . Salma Ah. Mohd 5 3 4 5 17
2 . Ahmed H. Ali <] 5 1 4 16
3 . Ahmed Md.Ahmed 5 3 2 4 14
4 ., Saeed H. Ali 4 1 2 2 8
5 . Fatima A. Rahmsan 8 7 15 4 34
89

TOTAL for day =
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bay of
DIRECT CARE SAMPLING FORM (I) _ Date: 15/3 . Study: 6

DAILY TOTALS - DIRECT CARE UNHITS PER DEPENDENCY CATEGORY wward 51

PEPENDENCY CATEGORY I UNITS OF CARE FROM FORMS E, F, G & H
Patients in sample
Not Name? E F G K Tokal Units

1

2

TOTAL for day =

DEPEMDENCY CATEGORY 11 UNITS OF CARE FROM FORMS
Patlents in sample
o Name E ¥ G 1 Total Units
1 . Mohd Abd . Hassan 2 5 6 1 14
2 Ebrahim H. Mohd 5 - 4 2 11
3 . Mohd Abd, Haji 1 1 1 1 4
4 . Mariam Ali Ramadan 3 1 1 8 13
5 . Aysha Z . Ismail 2 4 4 2 12
TOTAL for day = 54
DEPENDENCY CATEGORY 11T UNITS OF CARE FROM FORMS3
Patients in sample
No: Name : E F G H Total Units
t . Zainab H. Mohd . 11 ] 6 7 29
; -
3
4
5
TOTAL for day = 28
DEPENDENCY CATEGORY IV UNITS OF CARE FROM FORMS
rPatlent in sample
No1 Name : E F G H Total Units
1 . Salama Ah. Mohd 2 2 6 3 13
2 . Saeed Al. H. Ali 6 2 3 2 13
3 . Ahmed Hassan Ali 7 3 2 4 16
4 . Abmed Mohd Ahmed 4 3 4 4 15
5 . Fatimz A. Rahman 8 6 12 11 37
TOTAL for day = 54




DIRECT CARE SAMPLING FORM (I)

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY
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Date: 17/2

bay of
Study:

DEPENDENCY CATEGORY 1

UNITS OF CARE FROM FORMS E,

F, G& H

Patlents in sample
No 3 Name:

E F G H

Total Units

1

w e o Ino

TOTAL for day =

DEPENDENCY CATEGORY-II

UNITS OF CARE FROM FORMS

Patients in sample

No ¢ Name: E F G n Total Units
4 ~. Mohd Abd Hassan 6 4 6 2 18
2 . Mariam Ali Ramadan 6 4 2 2 i4
3 . Moosa Ghuloom Ali 2 2 3 3 iQ
g . Alia Ali Yousif 5] 3 2 3 14
5 Naeema J,Al- Banna 3 3 4 2 12
TOTAL for day = 68

DEPENDENCY CATEGORY 111

UNITS OF CARE FROM FORMS

Patients in sample
No: Name:

E 13 G B

Total Units

—

.Zainab H. Mohd

13 6 12

36

wm & (W N

TOTAL for day =

DEFPENDENCY CATEGORY IV UNITS OF CARE FROM FORMS
Patient in sample
No: Name: E F G H Total Units
{ - Salma Ali Md 4 5 4 13 26
3 Saeed H. Alil 4 5 18
3 Ahmed h, Ali 17 5 8 7 35
g§ + Abmed Md. Ahmed 4 3 3 15
5 Fatima A.Rabman 42 27 31 41 141
TOTAL for day = 2135

Ward 51
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DIRECT CARE SAMPLING FORM (J)

WEERLY AVERAGE - DIRECT CARE PER DEPEMDENCY CATEGORY

Minsg =
Units x 10

TOTALS
DAYS OF STUDY
DEPENDENCY CATEGORY I bay 1[pay 2[Day 3|pay 4|Day 5|Day 6|Day 7 |Units [Mins

Daily total care units 45 24 47 56 85 34 38 309 3090
{FORM I)
Daily total number of 5° 4 5 5 5 S S 34

patients in sample

DEPENDENCY CATEGORY 11 bDay 1{Day 2| Day 3{pay 4|Day 5|Day &jDay 7 [Units |Hins

Daily total care units 87 57 77 62 40 1} 45 53 421 | 4210

Dally total number of 4 3 5 5 4 5 5 31
patients in sample

DEPERDENCY CATEGORY 11I | Day Day 2| Day 31 Day 4(Day S|Day 6|bay 7 |Units |Hins

—

47 22 0 122 1220
_ Dally total care units 53 0 0 0

Daily total number of 2 0 0 0 2 1 0 5
patients in mamplse

DEPENDENCY CATEGORY 1V Day 1|Day 2| bay 3| Day 4| Day 5|Day &[bay 7{Unlts | Mins

Dally total care units 150 |1863 - 1155 167 - - 635 6350

Dally total number of 9 4 o 4 4 0 0 14
patients in sample

TRANSFER TOTALS 1IN MINUTES FOR EACH DEPENDENCY CATEGORY

To calculate dally mean average time Direct Care dependency category - divide’
total minutes of direct care by number of patlients in sample.

DEPENDENCY CATEGORY I II '} III v

Total minutes direct care]| 3030} 4210 1220 6350

Total number of patlents 34 31 5 14
Dally mean average time
in minutes per 24 hours

80.8] 136 244 454
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Day of
DIRECT CARE SAMPLING FORM {I) pDate: 3/2/90 Studys

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY Ward 43

DEPENDENCY CATEGORY 1 UNITS OF CARE FRCM FORMS E, F, G & H
patients in sample
Nos Name : E F G H Total Units
1 - Saleh Masood Al- Haji 10 6 2 1 19
2 . B.S5.S5ukhomd 1 2 - 1 4
3 . Khalifa R.Mohd - i 2 2 5
1 - Atif Nadeef Atiya 2 3 - 1 6
5 . Hassan Abdulla H 2 2 2 1 7
TOTAL for day = 41
DEPENDENCY CATEGORY II UNITS OF CARE FROM FORMS
Patients in sample
No: Name : E F G 1] Total Units
1. Mohd A.Aziz 13 12 5 6 36
2° A.Nabi Bager Ali 4 5 2 1 12
35 Shaika M, Mohd 3 4 6 4 17
4 Shuba Ab, Shuber 3 6 5 8 22
5
TOTAL for day = 87
DEPENDENCY CATEGORY IIIX UNITS OF CARE FROM FORMS
Patients in sample
Nos: Name: E F G H Total Units
t. Mohd_ Nasser Mohd . 10 6 7 8 31
2. .Bassam Sharif 4 <] 4 8 22
3
4
5
TOTAL for day = 53
DEPENDENCY CATEGORY 1V UNITS OF CARE FROM FORMS
Patlent in sample
Yo Name ! E © F G H Total Units
1 ., Eid Ahmed Eid 18 i5 16 18 67
7 - Mobhd A, Aziz 23 22 18 20 83
k]
4
5
TOTAL for day = 150
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bay of
DIRECT CARE SAMPLING FORM (1) Date: , Study: 2
4/2/90

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGory  Ward 43

DEPENDENCY CATEGORY 1 UNITS CF CARE FROM FORMS E, F, G & H
Paklents in sample -
Not Name: E F G H Total Units
{ . Ahmed Abd Hassan 5 3 - 1 9
2 . Khalifa R. Mohd 2 2 - 2 6
3. Atif Nadef Atiya 1 - - 2 3
4 . Abdulla Mohd Abd 2 - 2 2 6
5
TOTAL for day = 24
DEPENDENCY CATEGORY 11 UNMITS OF CARE FROM FORMS
patients in sample
Nozs Name: E F G i Total Units
1 - Shubar Eb. Shuber 7 8 6 6 27
7+ Ali Amir Mohd S 3 3 2 17
3. Shanikar Mansoor 6 2 2 3 13
4
5
TOTAL for day = 57
DEPENDENCY CATEGORY II1I UHITS OF CARE FROM FORMS
Patients in sample
No: Name : E F G H Total Units
1., .
2
3
4
5
TOTAL for day =
DEPENDENCY CATEGORY IV UNITS OF CARE FROM FORMS
Patient in sample
Not Name: E * F G H Total Units
1-Mirza Hassan Ebrehim 7 8 15 13 43
2.Malla Kadim Basha 9 10 11 9 38
B.Kﬂdim Abd EKadem 10 9 10 12 41
4, A Nabi Bager Ald 11 9 8 12 40
5
TOTAL for day = 1813
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pate: 5/2/90

bay of
Study:

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY

DEPENDENCY CATEGORY 1 UNITS OF CARE FROM FORMS E, F, G & H
Patients in sample
Not Name: E F G H Total Units
t+ - Ebrahim Eb Al~Hafed 4 4 1 1 10
2 - A.Nabi Bager 4 4 1 1 10
3 . Mohd A. Aziz 5 1 3 2 11
4 . Abdulla Mohd b 2 2 1 6
5 . Oysha Vilas 1 5 3 1 10
fOTAL for day = 47

DEPENDENCY CATEGORY Il

UNITS OF CARE FROM FORMS

Patients in sample

No s Name: E F G n Total Unlts

1 _ Mirza Hassan 5 6 3 2 16

2 . 5.Hashim Marhoon 3 4 2 1 10

3 . Mohd Nasser Mohd g ] 5 4 23

4 . Atif Nadef Atiya 4 4 3 3 14

5 . Rezal Karim 6 5 - 3 14
TOTAL for day = 77

DEPENDENCY CATEGORY 111

UNITS OF CARRE FTROM FORMS

Patients in sample
No: Name:

E F G H

Total Units

1

e [ S I

TOTAL for day =

DCEPENDENCY CATEGORY IV

UNITS OF CARE FROM FORMS

Patient in sample
Not Name:

E F G H

Total Units

1

[ B - T

TOTAL for day =




DIRECT CARE SAMPLING FORM (1}

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY
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Date: §/2/90

Day ef
Study: 4

Ward 43

DEPENDENCY CATEGORY 1

UNITS OF CARE FROM FORMS E, F, G & H

Patlents in sample

Not Name ; E F G H Total Units

1 Kadim Abdullsg 5 S 1 3 14

9 A.Nabi Bager 2 2 1 1 g

3 Mohd A, Aziz 5 8 4 2 19

4+ Hassan Ali JH 2 2 3 - 7

5 Abdulla Mohd 2 5 2 1 N
45 .

TOTAL for day =

DEPENDENMCY CATEGORY II

UNITS OF CARE FROM FORMS

Patlents in sample

No: Name : E 13 G It Total Units
t. S.Jawad 8. Ali 2 3 2 4 11
2. Mirza Hassan Ebrahim 1 2 i 3 7
3. S.Hashim Manscor Ali 4 8 3 4 19
4. Ahlmed Abdulla 1 2 4 2 9
5. Mohd Nasser 9 4 2 1 186
TOTAL for day = 62

DEPENDENCY CATEGORY 111

UNITS OF CARE FROM FORMS

Patients in sample
o Mame :

E 3 G H

Total Units

1 -

2
3
4
5

TOTAL for day =

DEPENDENCY CATEGORY IV

UNITS OF CARE FROM FORMS

Patient in sample ; _
Nos Name: E F G H Total Units
4. Abdul Salam Na 10 11 8 5 34
2. Khalifa Rashid 14 15 - 9 12 50
3. Taher Taher Taher 12 10 9 8 39
4. Rezal Karim g 8 9 32
5
TOTAL for day = 155
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Day of
DIRECT CARE SAMPLING FORM {1I) ‘ pate: 590 Study: 4

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY Ward 43

DEPENDENCY CATEGORY I UNITS OF CARE FROM FORMS E, F, G & H
Patients in sample
Hog Name: E F G B Total Units
y Mulla EKader Basha 11 1 2 3 17
5 Kadim Abd Kadim 12 1 B 1 17
3 Mulla Kader Basha 11 1 2 3 17
4 Abdul Shaker Abd 4 - 1 1 6
5 Abd Md.Ah. Abd 4 2 2 - 8
TOTAL for day = 65
DEPENDENCY CATEGORY II UNMITS OF CARE FROM FORMS
Patients in gsample
No: Hame E F G n Total Units
1 . Shanikar Mansoor 7 2 4 1 14
2 . Ahmed Abd Hassan 6 2 3 1 12
3 . Taher Jaber Taher - 1 - 2 3
4 Razal Karim 3 4 2 2 11
5
TOTAL for day = 40
DEPENDENCY CATEGORY I11 UNITS OF CARE FROM FORMS
Patlients in sample _
No: Name s E F G H Total Units
" Mohd Nasser Mohd 6 2 6 5 19
2 . Atif Nadif Ativa 16 4 5 3 28
k|
4
5 -
TOTAL for day = - 47
DEPENDENCY CATEGORY IV UNITS OF CARE FROM FORMS
Patient 1In sample
Roti Mame: E F G H Total Units
4 . S.Jawad Ali Mohd 15 8 9 8 40
2 . Ebrahim Ebrahim 15 g 11 8 43
3 . S, Hashim Ebrahim 13 9 i1 10 43
4 . Hassan Ali Hassan 12 12 9 8 41
5
TOTAL for day = 167
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DAILY TOTALS -~ DIRECT CARE UNITS PER DEPENDENCY CATEGORY
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Date: 8/2/90

Day of
Study: s

Ward 43

DEPENDENCY CATEGORY 1

UNITS OF CARE FROM FGRMS E, F, G & H

Patlents in sample )
Mo Name: E F G H Total Units
{ - Kadim Abd .Kadim 2 1 - 1 4
2 . Mullz Khader Basha 2 2 3 1 B
3 . Saleh Masood Al- Haji 3 - 1 2 6
4 . Rezal Karim 7 6 1 1 i3
5 . Aysha Vilas - 1 - - 1
TOTAL for day = 34
DEPENDENCY CATEGORY 1I UNITS OF CARE FROM FORMS
Patients in sample
Nos Mame: E F G n Total Units
4 » Shubber Ebrahim - 4 3 3 10
5 . S.Jawad S. Ali 2 3 2 1 8
3 - Ebrahim Eb. Al- Hafed 3 5 - 2 10
4 - Mohd Nasser Mohd 1 5 - 3 9
5 . Hassan Ali Hassan 3 2 1 2 8
TOTAL for day = a5

DEPENDENCY CATEGORY 1II

UNITS OF CARE FROM FORMS

Patlents in sample

Ho HName: E F G H Total Units
. Atif Nadef 6 4 5 7 22
Z
k)
4
5
TOTAL for day = 22

DEPENMDENCY CATEGORY 1V

UNITS OF CARE FROM FORMS

Patient in sample
No 1 Name:

4

E F G H

Total Units

1

Ut e [ (RS

TOTAL for day =




DIRECT CARE SAMPLING FORM (1)
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Date: 9/2/90

Day of
Study:

DAILY TOTALS - DIRECT CARE UNITS PER DEPENDENCY CATEGORY

Ward 43

DEFPENDENCY CATEGORY I

UNITS OF CARE FROM FORMS E, F, G & H

Patlents in sample

Mot Name: E F G H Total Units

1 - Mirza H, Ebrahim - 1 2 1 4

7 Mulla Khader 3 3 1 1 8

3 - Khalifa Rashid 3 4 4 2 13

4 Razal Karim 1 1 1 1 4:

¢ . Hassan Ali Hassan 3 1 3 2 9’
TOTAL for day = 38

DEPENDENCY CATEGORY II

UNITS OF CARE FROM FORMS

Patlents in sample

No s Name: E G n Total Units

{ . Hadl Radi Essa 3 2 1 8

2 . S.Hashim Marhoon 6 i1 2 3 22

3 . Mohd Nasser 4 2 2 1 9

4 . Hassan Essa Ahmed 3 1 2 2 8

5. S8.Yousif Abdulla - 1 3 2 6
TOTAL for day = 53

DEPENDENCY CATEGORY 111

UNITS OF CARE FROM FORMS

Patlents in sample
Ho s Name :

E

F G B

Total Units

1 .

Ut b flab [ B

TOTAL for day =

DEPENDENCY CATEGORY IV

UNITS OF CARE FROM FORMS

patient in sample
Not Hame

E ¥ G H

Total Unlts

1

[V T I - R PV R N )

TOTAL for day =
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ALL NURSE ACTIVITY FORM B
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ALL WURSE ACTIVITY SAMPLING FORM (B) Hogpital: Ward: Pate:
Study Day No:

DAILY TOTALS

Total Erom hourly activity forms (A) PART I _
PART 1 Form numbers baily
ALl nurse activitiaes . Total

112131415161 S/Typ 7189 (101112 ,13 (14| §/T ) 1516 {17 18,19;20]21 [22:12324; S/T

1 - 12
Direct Care

21 - 13
Indirect Care

31 - 36
Asgsoclated Work

40
personal/miscellaneous

PART 2 . TOTAL ALL ACTIVITIES
shift totals from hourly forms (A) ’

Form Numbers 1 - 6 a.m. Shift 7 - 14 p.m. Shift 15-24 Night shift

Direct Care

Indirect Care

Assoclated Work . "

Personal/miscellanesous

TOTAIL. ALL ACTIVITIES




APPENDIX T
ALI NURSE ACTIVITY FORM C
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£IT NURSE ACTIVITY SeMPLING FOEH (C)

Hespital:
Dates of study: Day 1 e<fereees /19 Verd:

_Total

PIRT 1 Totals from Daily Forms (B)

DAY DaY -} DAY DAY
2 3 4 .l

O™
B

All purse aciivities

1-4}2
(9

DAY

Units

Direct Cazxe

Irdirect Care

Lssociated Vork

Personal/Miscellanesous

TOTAL ALL ACTIVITIES:

PERT 2 Shift Totzls from Daily Forms ()

(1) A.M. SEDFT

Dey 1 |{Day 2 Day 3 [bay 4 [Day 3 Day 6 {Day 7

Total
Units

R

Direct Care

Indirect Care

Associated Vork

Personzl/Miscellaneous

PoPLL ELL ACTIVITIES:

(2) P.M.SELFT

Direct Care

Indirect Care

tgsociated Work

Personal/Miscellaneous

ToTAL SLL ACTIVITIES

(3) NIGHT SEIFT

Direct Care

Indirect Care

Associated Work

Personzl/miscellenecus

TOTAL ALL ACTIVITIES

SOURCE : CRITERIA FOR CA

RE (Ball,

Goldstone and Collier, 1984)




APPENDIX U
DETAILS OF ALL NURSIKG ACTIVITY ASSESSMENT
IN THE SIX SURVEYED WARDS
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ALL NURSE ACTIVITY SiMPLING FORd (C)

Hospital: sMC
Dates of study: Day 1 .27./...2../1990 Waxd: 56
7 .3/...3../3%0
PART 1 Totals from Daily Forms (3) Totad
DAY | DAY | DAY DAT | Dar oAt | pay i 2
A1l murse activities 1 » 2 a. - ¢ f 7
Direct Care 180 259 154 155 | 198 233 207 11386 | 43.6
Indizect Care 78 87 78 50 85 91 113 582 18.3
Associzted Vork 153 135 79 81 185 181 150 964 30,3
Personal/iiscellanecus 23 44 20 30 29 50 51 247 7.8
TOTAL ALL ACTIVITIES: 434 525 331 316 497 5585 521 3179 [100.0
PART 2 Snift Tatzls from Daily Forms (3)
Day 1 |Day 2 Doy 3 [pay &4 [Pay 5 |Day 6 [Day 7 | Total
(1) i.M. SETET ¥ 7 Units | ®
Direct Care 59 105 39 38 68 91 46+ 461 | 42.8
Indirect Care 34 32 25 13 25 33 32 194 18.0
66 © 52 20 14 72 52 63 339 31.5
Associated VWork
Personzl/Miscellanecus 6 23 10 9 7 16 12 83 7.7
les 212 194 74 172 152 168 1077 1100.0
TOTAL ALL ACTIVITIES:
2 JM.SHIET
(2) 2.M.SHIFT c8 84 55 65 55 66 S0 483 47.2
Direct Care =
Indirect Care 19 16 21 15 23 28 41 163 15.9
Associated Work 41 47 26 20 64 77 44 319 312
Personzl/Miscellaneous > 6 5 7 8 18 9 58 5.7
TOTAL ALL ACTTVITIES 133 153 107 107 150 189 184 1023 1100.0
(3) MIGET SEIFT ;
Direct Care 53 70 60 52 75 76 56 442 | 41.0
Indirect Care 25 39 32 22 37 a0 40 225 20.9
Associated Work 46 36 « 33 47 49 52 43 306 | -28.4
Personal/miscellansous 12 15 5 14 14 16 30 106 9.8
TOTAT ALL ACTIVITTES 136 160 130 135 175 174 169 1679 } 100.0
The percentage of all nursing activities spent on Direct Care is 43.6
' Indirect Care 18.3
Associated Work 30.3
Personal Misc 7.8
by night shift is 33.¢9

Percentage of all nursing activities performed
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ALL NUBSE ACTIVITY S2MPLING FOEA (C)

Hospitzl: SMC
Dates of study: Day 1 .4./...5../19g9 Verd: 41
7 10./..6../19 g9

PART 1 Totals from Daily Forms (3) Tot
‘OUnits| %
1 2 3 4 5 6 7
Direct Care 169 149 211 184 206 136 184 1239 43.9
Indivect Care 78 a1 | 79 98 79 69 | 101 | 595 | 21.1
Agsociated Viork 107 123 110 104 g9 56 112 711 25.2
Personal/iliscellanecus 49 37 16 a7 51 51 35 2786 9.8
TOTAL ALL ACTIVITIRS: | 403 | 400 [|418 423 | 435 312 | 432 |2821 | 100.0

2ART 2 Shift Totals from Daily Forms (3)

(1) A.M. SEI'_:‘T‘- : Day 1 |Dzy 2 Day 3 Pay 4 [Pay 5 |[Dey é [Day 7 | Total
AM._SETFD Tnits | %
Direct Care 68 60 68 73 83 A 34 65 461 42,2
Indirect Care 25 20 35 22 22 | 10 28 162 14.8
Assoeciated Voxk 46 55 65 o6 56 23 79 380 34.8
Personal/Miscellanecus 18 8 12 12 20 | S 10 85 7.8

TOTAL ALL ACTIVITIELS: 157 148 180 163 181 72 182 1093 100.0 -

{2) P.M.SEIFT

Direct Care 54 46 65 58 61 53 62 399 | 47.8
Indirect Care 26 24 14 27 24 31 23 169 20.2
Associated Work 23 36 31 29 25 16 16 172 20.6
Peraonal/Miscellaneous 19 14 4 20 19 7 12 95 11.4
TOTAL ALT, ACTIVITIES 122 120 114 130 129 107 113 8351 100.0
(3) NIGHT SETeT

Iixrect Care 47 43 | 78 53 52 49 57 379 42 .2
Indirect Care 27 a7 30 49 33 28 50 | 264| 29.4
issociated Work 38 32 14 23 18 7 17 159 17.7
Personal/miscellaneous 12 15 -0 5 12 39 13 96 10.7
TOTAT, ALL ACTIVITIES 124 137 122 130 115 133 137 898 100

The Percentage of all nursing activities. spent en Direct Care 1s 42 .4

' indirect Care 20.4

Agsociated Work 24.3

Personal/ Misec 9.4

Percentage of all activities performed by night shift = 31.8
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ALL NURSE ACTIVITY $2MPLING Fukid (C)

HAospital: sMC
Dates of study: Doy 1 .3./...2./1%90 tinrd: 43
7 .9./...2./1990
PART 1 Totals from Daily Forms (B) -
- LCi Al
Urni<er 4
M1 nurse sctivities DAY DAy rDAY DAY DAY [ DAY DAY S
1 2 3 4 3 6 7
Direct Caze 163 181 139 159 148 104 114 1008 [ 42,0
Indirect Core 80 B84 89 70 77 68 690 528 21.9
14 51 60 640 | 26.6
Associated Vork 104 71 99 14d !
Personal filiscellan=ous 24 21 37 28 34 51 33 228 9.5
TOTAL ALL ACTIVITIESG: 371 3157 364 398 373 274 267 2402 100
PART 2 Shift Tetals from Laily Formn (B)
(1) AM. sFIFT Dar 1 |Dey 2 | Day 3 [bay 4 [ay & |Day 6 |BDay 7 | Tota o
Units [
Direct Cars 83 76 69 70 77 44 45 i 464 | 50.7
5 15 24 15 11 133 1275
Indirect Care 24 z 19
Associzted VWork a3 35 43 66 52 it 12 |’ 252 27.5
- jay e 1
4 & 3 66 .
Pergonal /liscellaneous ? ° 10 17 B I 5 7.2
TOTAL &1L ACTIVI®Tzs. | 149 145 141 168 167 74 71 } 915 |100.0
(2) p.h.SETFT 58 76 53 70 60 50 55 422 | 49.%
Direct Care
Indirect Care 27 24 33 23 25 20 18 '[ 170 | 20.0
lssociated Work 37 16 29 39 27 18 25 191 22.4
Personal /Miscellanesus 9 8 12 4 3 21 t1 68 8.0
1 ~
TOTAL ALL ACTITITIES 131 124 127 136 115 105 109 851 [ 100.0
(3) MIGHT SHTF?
Direct Care 40 | 44 32 | 34 26 25 29 230 | 36.2
Indirect Cars 21 28 29 25 21 26 25 175 27.5
|
Associated Work 27 15 22 3t 30 17 18 | 160 | 25.2
Personal/miscellancous 1 1 12 4 14 23 16 g 71| 11.2
TOTAL ALL ACTIVITIES 89 88 g5 94 91 51 88 636 | 100.0
The percentage of all nursing activities spent on Direct Care is 42.0
Indirect Care = 21.9

Percentage of all activities performed by night shift

Asscciated Work 26.6

personal/Misac

26.

S

= 9.5
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A1L NURSE ACTIVITY SAMPLING FOEH (C)

156

Hospital: SMC
Dates of study:; Day 1 19./.2..../15%90 Vard: 53
7 25./.2..../1%90
PART 1 R
Totals from Daily Forms (3) Potal
nits
A1l murse activities DAY } DAY ! DAY DAY DAY | DAY DAY it %
1 2 3 4 g g 7
Direct Czre 150 145 146 140 128 136 185 1050 | 42.2
Inéivect Care 72 58 70 71 72 94 58 495 | 19.9
Aissocizted Work 106 126 110 84 46 109 109 650 { 27.7
Personal/iliscellanecus 36 27 38 31 53 33 33 254 | 10.2
TOTAL ALL ACTIVITIES: | 364 356 164 326 284 412 385 2484 | 100
PART 2 Shift Totals from Daily Forms (B)
(1) A.M. SET®T Day 1 |Dey 2 Dzy 3 {bay 4 2y 5 |Day 6 |Dey T tal
Urits %
ivect Care 48 50 52 45 29 55 78 359 | 45.6
Indivect Care 25 20 16 20 10 32 15 138 | 17.5
Associatsd Voxl 37 44 38 24 43 28 231 | 29.4
Personal/Miscellaneous 10 7 9 6 2 12 14 60 7.6
TOTAL ALL ACTIVITIES: 120 120 115 96 48 143 145 787 | 100.0
(2) P.M.SEIFT
Direct Care 55 59 50 50 51 52 70 387 47.8
Indirect Cave 16 21 26 20 16 28 16 143 17.7
rasociated Work 34 36 38 36 18 29 25 216 26.7
Perscnal/Miscellanecus 15 7 ) 5 15 7 5 63 7.8
TOTAL ALL ACTIVITIES 120 123 123 111 100 116 116 | 809 100.0
(3) NICET SEIFT
Direct Care 59 48 |  s6 54 58 58 57 | 3%0 42.6
IndiTect Care 27 14 25 30 42 31 24 ] 193 21.1
Associated Work 292 as 13 20 17 a3 43 223 24 .4
Personal/miscellanecus 8 11 17 17 14 31 11 | 109 11.9
POTAL ATL ACTIVITIES 127 118 13t 121 131 153 134 | 915 106.0
The perce-tage of all Nursing activities. spent on Direct Care is 42.2
Indirect Cazre 19.9
Associated Work 27.7

Personal / miscellaneouslC.2

Percentage of all activities performed by night shift is

35.4
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4LL NURSE ACTIVITY SLMPLING FOR (C)

Dates of study:

Day 1 .11/..2../19g0

164

Eospital: smc

Vaxrd:

51
7 13/ 5../1990
PART 1 Totals from Daily Forms (B) Total
L | ' , 5 Tnits| %
A1 murse activiis DAY | DAY | Day DAY DAY | DAY AY
marse antiv, ies l > 3 4 5 6 7
Direct Care 170 | 191 173 158 146 134 208 1080 [ 42.0

Indirect Cape 99 85 107 93 88 62 108 642 | 22.9
Associated Vork 110 96 159 114 89 80 120 768 | 27.3
Personal/Miscellaneocus 21 22 32 32 44 39 30 2201 7.8

TOTAL ALL ACTIVITIES: | 400 | 394 471 397 367 315 466:; | 2810 | 100
DART 2 Shift Tntals from Daily Forms {B)

Day 1 |Day 2 D a Day 6 | Day 7 | Totz)

(1) A.X._ sEm Y 2y ay 3 ey 4 Fay 5 [ fotal |
Direct Cars 78 94 95 79 f 63 [ 35 96 558 | 56.0
Tndizect Care 26 26 34 22 [ 35 I 10 27 | 180 | 18.1
Associzted Worl 29 | 3g 55 32 f 15 f 9 36 | 21¢ | 215
Personel/Miscellaneous 3 7 g i3 7 [ 0 3 45 4.5

TOTAL ALL AGTIVITIES: 135 ) 155 192 144 120 J[ 72 258 | ce7 | son n

{2) p.M.sEFT
Direct Care 53 75 55 61 62 62 74 442 47.7
Indirect Care 23 20 33 27 13 19 39 174 18.8
sssociated Work 49 | 38 60 J 27 27 { 18 38 | 257 | 27.7
Persornal /Mi scellaneous 4 3 4 i 7 13 I 11 12 >4 5.8

TOTAL ALL ACTIVITIES 129 | 136 152 I 122 115 / 110 163 927 | 100.0
(3) MIcET sET
Direct Care 61 44 48 40 43 41 60 337 38.3
Indirect Cape 37 32 33 ’ 37 33 26 35 233 26.5
Associated Work 22 12 . 36 l 47 39 43 38 239 | - 27.2
Personal/migeellaneous 5 > 13 7 17 21 2 70 8.0

TOTAL ALL ACTTVITTES 125 | 93 130 131 132 | 133 135 879 | 100.0
The percentage of all nursing activities spent on fﬁéfﬁgggﬁifrés _ 53:8
) Associated Work = 27.3
Personal/ Misc = 7.8
= 31.4

Percentage of all activities Performed by Night Shift
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Dates of study: Day 1 7../..3../1990
713 /..-3../1990

Hospital: gMC
Ward: 66

PART 1 N q
Totals from Daily Forms (B) _Total .
B its
131 mrse activities DAY | DAY DAY DAY DAY I DAY + DAY Und —_
1 2 3 4 5 [ 7
Direct Care 185 204 166 216 161 194 218 1344 43.0
Indizect Care 91 | 86 51 86 83 76 g2 | 555 | 17.8
. 173 6B 73 151 155 169 146 235 29.9
Associzted Vork
A
Persoualfﬂiscellaneous 43 65 31 31 35 47 38 290 9.3
TOTAT ALL ACTIVITIES: | 297 423 | 321 | 484 434 ag6 | as4 |3124 }100.0
PART 2 shift Totels from Daily Forms (3)
(1) A.M. SETFT Day 1 [Dey 2 Day 3 F-)a}f 4 ay 5 |Day 6 DY 7 | Total
sas—— Tnits | %
Direct Care 78 87 57 118 67 99 106 612 47.6
Indivect Care 36 | 23 6 3% | 23 28 36 | 188 | 14.6
Associated Work 81 | 22 14 63 | 61 68 c5 | 364 | 28.3
Persopzl/Miscellaneous 19 12 6 23 3 23 21 123 9.6
TOTAL ALL ACTIVITIES: 214 144 83 240 170 218 218 1287 100.0
(2) P.M.SETFT
Direct Care 67 68 66 61 56 50 &8 426 _46.6
Indizect Caze 20 | 24 22 20 | 15 21 21 | 143 | 15.8
associated Work 55 1 24 13 | 83 ) =0 48 a5 | 208 | 32.6
Personzl/Miscellanecus ° > 4 7 4 8 10 47 - 5.1
15 2
OTAL ALL ACTIVITIES i 121 105 151 125 127 134 914 100.0
(3) ¥ICET SHIFT
Direct Care 40 49 43 37 38 45 54 306 33.2
tpdizect Care 35 | 39 23 30 | 45 27 25 | 224 24.3
Associated Work 37 22 46 25 44 53 46 273 29.¢€
Person'al/miscellaneous 15 4B 21 1 12 16 7 120 13 B O
ropas att scrrvitmms | 27 158 133 93 | 139 | 141 | 132 | 923 100.0
The percentage of all nursing activities spent on Direct Care 1S 43,0
Indirect Care 17.8
associated Work 29.9
personal/ Misc 9.3
29.5

% of all activities perf

ormed by night shift is
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NURSE SATISFACTION QUESTIONNAIRE

SCORES ANALYSIS

WARD: 41
STAFF CODE SCORES
1 - 18 19 - 34 1 - 34
Patient Care Staffing Total
A 43 30 73
B 45 32 77
c 44 33 77 =
D 43 32 75 o
E 44 32 76 i
Totals 219 159 378 e
Number of respondents 5 5 5 ?
Average score 43.8 31.8 75.6 ;
% Rating 81.0 66.2 74.1 i

Maximum possible scores : 1 - 18 Patient Care : 54
19 - 34 staffing : 48
1 - 34 Total + 102
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NURSE SATISFACTION QUESTIONNAIRE

SCORES ANALYSIS

i, Rl L Sy ———

e e s L Y iy —

el A e s I vy e —

e e Bl e e I

WARD : 43
STAFF CODE SCORES
1 - 18 19 -~ 34
Patient Care Staffing
A 49 37
B 48 38
C 49 36
D 47 37
E 49 38
Totals 242 186
Number of respondents 5 5
Average score 48.4 37.2
% Rating 89.6 77.5

Maximum possible scores

1 - 18 Patient Care
19 - 34 Staffing

1 - 34 Total

54
48
102
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NURSE SATISFACTION QUESTIONNAIRE

SCORES ANALYSIS

WARD: 53
STAFF CODE SCORES
1 - 18 19 ~ 24 1 - 34
Patient Care Staffing Total
A 49 34 B3
B 45 32 77
C 47 35 82
D 48 34 82
E 45 36 81
Totals 234 171 405
Number of respondents 5 5 5
Average Score 46.8 34.2 81
% Rating 86.6 71.3 79.4
__________________________________________ b e e i s s in o ] e  an a — —
Maximum possible scores 1 - 18 Patient Care 54
19 - 34 staffing : 48
1 - 34 Total 102
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NURSE SATISFACTION QUESTIONNAIRE
SCORES ANALYSIS

WARD: 51
STAFY CODE SCORES
1 - 18 13 - 34 1 - 34
Patient Care staffing Total
A 47 30 17
B 46 29 75
C 48 31 79
D 47 29 76
E 48 30 78
Totals 236 149 385
Number of respondents 5 5 5
o o o o e B e e e M U e e e e ] e ot v e e Y N Gt et e P e W T Y ey M = ey pmy ey v Mmoo e e e
Average Score 47.2 29.8 77.0
% Rating 87.4 62.0 75.4
Maximum possible scores 1 - 18 Patient Care : 54
19 - 34 sStaffing : 48

1 - 34 Total : 102
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NURSE SATISFACTION QUESTIONNAIRE

SCORES ANALYSIS

Maximum possible scores

WARD : 56
STAFF CODE S CORES T
1 - 18 19 - 34
Patient Care | Staffing

A 48 33

B 46 34

C 48 32

D 47 33

E 48 33
Totals 237 165
Number of respondents 5 5
Average score 47.4 33
% Rating 87.7 | 68.7

_____________________________ b o o e s m wm i

—— et et —— e ]

—— e e v v — ]

——

1 - 18 Patient Care
19 - 34 staffing
1 - 34 Total

54
48
102
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NURSE SATISFACTION QUESTIONNAIRE
SCORES ANALYSIS

WARD: 66
——————————————————————————— T T T T T e N S e eEEEeEE T
STAFF CODE S CORES?S
1 - 18 19- 34 1 - 34
Patient Care Sstaffing Total
A 48 31 79
B 48 30 78
C 47 32 79
D 48 32 80
E 47 31 78
Totals 238 156 394
Number of respondents 5 5 5
Average score 47.6 31.2 78.8
% Rating 88.1 L 65.0 77.2
Maximum possible scores 1 - 18 Patient Care : 54
‘ 19 - 34 staffing : 48

1 ~ 34 Total : 102




APPEHDIX X
DAILY AND MONTHLY NURSING ACTIVITIES IN THE
SURVEYED HEALTH CENTRES.
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COMPUTER PROGRAM MERU FOR ASSESSMENT OF NURSE
ESTABLISHMENTS IN HEALTH CENTRES
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- Child +D20*45/60 +E20/E4$76
- Adult +D21*30/60 +E21/E$76
- Elderly +D22*45/60 +E22/E$76
Total 0 ESUM(E7..E22) +E23/E$76
Curative
Injections +D27*5/60 +E27/E$76
Special Injections +D28*10/60 +E28/E$76
I.V. Administration +D29*%10/60 +E29/E$76
Dressing +D30*%20/60 +E30/E$76
Circumcision +D31*30/60 +E31/E$76
Cryotherapy +D32%10/60 +E32/E$76
Cauterization +D33*10/60 +E33/E$76
Excision-Lesion +D34%20/60 +E34/E$76
Biopsies +D35%20/60 +E35/E%$76
Suture Wound +D36*20/60 +E36/E%76
Suture Removal +D37*%1.0/60 +E37/E$76
Incision Abcess +D38*%10/60 +E38/E$76
Remove -~ Foreign Body +D39*15/60 +E39/E$76
First Aid +D40*30/60 +E40/E$76
Ear Lobe Pierce +D41*3/60 +E41/E$76
Ear Wash +D42*10/60 +E42/E$76
Ear Suction +D43*10/60 +E43/E$76
Ear Pack +D44*5/60 +E44/E$76
Eye Wash +D45*%5/60 +EA5/E$76
Vision Test +D46*5/60 +E46/E$76
Tonography +D47*10/60 +E47/E$76
Epilation +D4B*7/60 +EA8/E$76
E.C.G. +049%15/60 +E49/E$76
Vitalograph +D50*10/60 +E50/E3$76
02 Administration +D51*10/60 +ES51/E$76
Nebulization +D52*10/60 +E52/E$76
Control Nose Haemorrhage +D53*10/60 +ES53/E$76
P.P.D. Test +D54*5/60 +ES4/E$76
Other Tests +D55*5 /60 +E55/E$76

Enema

+D56*20/60

+ES56/E$76
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57 Cold Sponge +D57*30/60 +E57/E$76

58 I.U.C.D. +D58*20/60 +ES8/E$76

59 Vital Signs TPR/BP +D59*7 /60 +E59/E$76

60 Total 0 BSUM(E27..E59) +E60/E$76

61

62 Assocliated Work

B e e e —
64 Clerical +D64*5/60 +E64/E$76

65 Meeting +D65*60/60 +E65/E4$76

66 Escorting +D66*60/60 +E66/E$76

67 Personal & Miscellaneous +D6ET7*10/60 +E67/E$76

68 Others +D68*30/60 +E68/E$76

69 Total 0 8SUM({(E64..E68) +E69/E$76

70

71 summary Total Hrs. Percent Hrs.
72 e oo e
73 Preventative 0 +E23 +E73/E$76*%1.00
74 Curative 0 +E&Q +E74/E376*100
75 Associated Work 0 +E&9 +E75/E$76*100
76 Total 0 @SUM(E73..E75) +E76/E$76*100
77

78 Establishment Total WTE's

79 Total 0 +E76*1.7/4/36

80 Sister in-charge 0 +DB8O*1.7/4/36

81 Staff Nurse 0 +b31*1.7/4/36

82 Midwive 0 +b82*1.7/4/36

83 Community Health Nurse 0 +D83*1.7/4/36

84 M.C.H. 0 +D84%1.7/4/36

85 Practical Nurse 0 +D85%1.7/4/36




APPENDIX 2
CALCULATION OF NURSING ESTABLISHMENTS IN THE
FOURTEEN HEALTH CENTRES
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Ministry of Health
Primary Health Care

Preventive Total
Ante-natal Primi 239
Multi 390
Revisit 444
Midwife encounter 193
Post-natal Mother 35
Newborn B9
Child Screening Under 5 Years 412
Immunization 656
Schocl Service 302
Health Education 305
Counselling 59
Communication 3634
Home Visit - Mother 14
- Child 2
- Adult 2
- Elderly 3
Total 6779
Curative
Injections 669
Special Injections 74
I.V. Administration 20
Dressing 718
Circumecision 29
Cryoctherapy 0
Cauterization i5
Excision-Lesion 4
Biopsies 0
Suture Wound 21
Suture Removal 61
Incision Abcess 23
Remove - Foreign Body 7
First Aid 0
Ear Lobe Pierce 33
Ear Wash 0
Far Suction 0
Ear Pack 1
Eye Wash 8
Vision 7Test 57
Tonography 3
Epilation 31
E.C.G. 47
Vitalograph 1
02 Administration 2
Nebulization 85
Control Nose Haemorrhage 1
P.P.D. Test &

JIDHAFS HEALTH CENTER
Feb 19 - Mar 19,1990

Total Hrs. Percent Hrs.

80 4,0%
195 9.8%
74 3.7%
48 2.4%
12 0.6%
30 1.5%
137 6.9%
131 6.6%
76 3.8B%
102 5.1%
15 0.7%
121 6.1%
7 0.4%

1 0.1%

1 0.1%

2 0.1%
1030 52.0%
56 2.8%
12 0.6%
3 0.2%
239 12.1%
15 0.7%
0 0.0%

3 0.1%

1 0.1%

0 0.0%

7 0.4%
10 0.5%
4 0.2%

2 0.1%

0 0.0%

2 0.1%

0 0.0%

0 0.0%

0 0.0%

1 0.0%

5 0.2%

1 0.0%

4 0.2%
12 0.6%
0 0.0%

0 0.0%
14 0.7%
0 0.0%

1 0.0%




55
56
57
58
59
60
61
62
63
64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
82
83
B4
B85

Other Tests

Enema

Cold Sponge
I.U.C.D.

vital Signs TPR/BP
Total

Assoclated Work

Clerical

Meeting

Escorting

Personal & Miscellaneous
Others

Total

Summary

Preventative
Curative
Associated Work
Total

Establishment

Total

Sister in-charge

Staff Nurse

Midwive

Community Health Nurse
M.C.H.

Practical Nurse

203

0 0

0 0

1 1

1 0

17 2

1935 393

5557 278

26 26

0 0

49 8

739 246

6371 558

Total Hrs.

6779 1030

1935 393

6371 558

15085 1982
Total WTE’s

1982 23.39

267 3.16

298 3.52

356 4.20

387 4.57

443 5.22

231 2.73

Percent

0o o0 Qoo

0%
.0%
0%
.0%
.1%
.8%

.0%
.3%
.0%
4%
4%
2%

Hrs.

52.
19.
28.
100.

OO
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Ministry of Health
Primary Health Care

Preventive

Ante—-natal Primi
Multi
Revisit

Midwife encounter

Post—-natal Mother
Newborn

204

NAIM HEALTH CENTER
Feb 19 - Mar 19,1990

Total Total Hrs.

Child Screening Under 5 Years

Immunization
School Service
Health Education

Counselling
Communication
Home Visilt - Mother
- Child
- Adult
- Elderly
Total
Curative
Injections

Special Injections
I.V. Administration
Dressing
Circumcision
Cryotherapy
Cauterization
Excision-Lesion
Biopsies

Suture Wound

Suture Removal
Incision Abcess
Remove - Foreign Body
First Aid

Ear Lobe Pilerce

Ear Wash

Ear Suction

Ear Pack

Eye Wash

Vision Test
Tonography
Epilation

E.C.G.

Vitalograph

02 Administration
Nebulization
Control Nose Haemorrhage
P.P.D. Test

48
111
156
155

49

42
152
272

15
514
4990

2218
148
2

3

8
4383

552
36
15

470

— B2 I -
= U0 WO N O DWW

(23 3]
NN S OODE NI O NN

=N

16
56
26
39
16
14
51
54
4
171
123
74
74
1

2

4
724

L=

-
OC)*-J)—‘OO\HO!\)HOODHMNHM-&ONOMN*-JUJO\O\
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-9
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Percent Hrs.

.0%
.5%
7%
.5%
0%
9%
2%
.5%
.2%
.9%
.8%
7%
.7%
1%
1%
3%
.1%

.9%
4%
.2%
.0%
4%

2%

.0%
1%
0%
. 3%
2%
1%
1%
.8%
.0%
.0%
.0%
.0%
0%
.1%
.0%
.0%
.0%
0%
.1%
.5%
0%
.0%




55
56
57
58
59
60
61
62
63
64
65
66
67

69
70
71
72
73
T4
75
76
77
78
79
80
81
82
83
B4
85

Other Tests

Enema

Cold Sponge
1.U.C.D.

vital Signs TPR/BP
Total

Agsociated Work

Clerical

Meeting

Escorting

Personal & Miscellaneous
Others

Total

Summary

Preventative
Curative
Associated Work
Total

Establishment

Total

Sister in-charge

Staff Nurse

Midwive

Community Health Nurse
M.C.H.

pPractical Nurse

20

22

54
1430

1857
85
421
115
470
2948

4383
1430
2948
8761

fotal

1571
250
256
246
293
306
220

2

W h oo oD

93

85

11
19

157
564

Total Hrs.

2
2
5

15

WTE'xS

B LI WA L L@

24
83
64
71

;G\G\U‘I\OOOU‘

Percent

0.1%
0.0%
0.0%
0.1%
0.4%
18.0%

5.9%
5.4%
13.4%
1.2%
10.0%
35.9%

Hre.

46.1
18.0
35.8
100.0
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1 Ministry of Health SH. SALMAN HEALTH CENTER &

2 Primary Health Care Feb 19 - Mar 19,1990 Iy

e SRR S LE S L Lt :

4 Preventive Total Total Hrs. Percent Hrs.

5 _____________________________________________________________________

6

7 Ante~natal Primi 79 26 2.0%

8 Multi 135 68 5.2%

9 Revisit 171 29 2.2% f
10 Midwife encounter 82 21 1.6% 5
11 Post-natal Mother 36 12 0.9% '
12 Newborn 13 4 0.3% 4
13 Child Screening Under 5 Years 269 90 6.9% e
14 Immunization 418 B4 6.4% o
15 School Service 100 25 1.9% 1
16 Health Education 92 31 2.4% by
17 Counselling 120 30 2.3% i
18 Communication 2213 74 5.7% I
19 Home Visit - Mother 24 12 0.9% i
20 - Child 24 12 0.9% 5y
21 - Adult 13 7 0.5%
22 - Elderly 26 13 1.0%
23 Total 3815 535 41.1% “
24
25 Curative
26 e m e e e e
27 Injections 159 13 1.0%

28 Special Injections 793 132 10.2%

29 I.V. Administration 16 3 0.2%

30 Dressing 633 211 16.2% -
31 Circumcision 15 8 0.6% s
32 Cryotherapy 0 0 0.0%

i3 Cauterization 2 0 0.0%

34 Excision-Lesion 3 1 0.1%

35 Biopsies 1 0 0.0%

36 Suture Wound 8 3 0.2%

37 Suture Removal 25 4 0.3% cy
38 Incision Abcess 7 1 0.1% i
39 Remove - Foreign Body 3 1 0.1% ”
40 First Aid 0 0 0.0%

41 Ear Lobe Pierce 3 0 0.0%

42 Ear Wash 0 0 0.0%

43 Ear Suction 0 0 0.0%

44 Ear Pack 0 0 0.0% '
45 Eye Wash 3 0 0.0% [
46 Vision Test 36 3 0.2% o
47  Tonography 0 0 0.0% i
48 Epilation 6 1 0.1%

49 E.C.G. 40 10 0.8% T
50 Vitalograph 0 0 0.0% i
51 02 Administration 0 0 0.0%
52 Nebulization 90 15 1.2% a
53 Control Nose Haemorrhage 2 0 0.0% By
54 P.P.D. Test 26 2 0.2%
55 Other Tests 152 13 1.0% G
56 Enema 2 1 0.1% b




57
58
59
60
61
62
63
64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
B2
B3
84
B85

Cold Sponge
1.U.C.D.

vital Signs TPR/BF
Total

Associated Work

Clerical

Meeting

Escorting

Personal & Miscellaneous
Others

Total

Preventative
Curative
Assoclated Work
Total

Betabliehment

Total

gister in-charge

Staff Nurse

Midwive

Community Health Nurse
M.C.H.

Practical HNurse

207

1 0.1%
0 0.0%
5 0.4%
428 32.9%
145 11.1%
10 0.8%
68 5.2%
23 1.8%
93 7.1%
338 26.0%
Total Hre. Percent Hrs
535 41.1
428 32.9
338 26.0
1302 100.0
‘'WTE's
18.4
2.8
3.1
1.9
3.0
2.7
1.9
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Ministry of Health
Primary Health Care

Preventive

Ante-natal Primi
Multi
Revisit
Midwife encounter
Post-natal Mother
Newborn
€hild Screenling Under 5 Years
Immunization
School Service
Health Education

Counselling
Communication
Home Visit - Mother
- Child
- Adult
- Elderly
Total
Curative
Injections

Special Injections
1.V. Administration
Dressing
Circumcision
Cryotherapy
Cauterization
Exclision-Lesion
Biopsies

Suture Wound

Suture Removal
Incision Abcess
Remove - Foreign Body
First Aid

Ear Lobe Pierce

Ear Wash

Ear Suction

Ear Pack

Eye Wash

Vision Test
Tonography
Epilation

E.C.G.

Vitalograph

02 Administration
Nebulization
Control Nose Haemorrhage
P.P.D. Test

Total

62
158
223
206

75

40
154
266

84
412
185

2362

17

2
0
2
4248

427
1012
16
1016

259

18
89

12
112

is

ISA TOWN HEALTH CENTER

Feb 19 -~ Mar 19,1990

Total Hrs.

21
79
37
52
25
13
51
53
21
137
46
79

36
169

339

[\
[

—

bo
MNMOWUNENNODNEF OO O™ RHRE - OO =0

[y

—

Percent Hrs.

Th OO OO bo = Wl O Lo B b e

1

OFROOCOHOORPOO0OO000COQOO0OQOoOOOWHN

2%
.6%
L 2%
.0%
.5%
.B%
0%
1%

2%

0%
. T%
.6%
5%
1%
0%
1%
.6%

1%
9%
2%
.8%

2%

0%
.0%
.0%
0%
.6%
A%
0%

2%

2%
.03
0%
.0%
0%
$1%
.3%
0%
1%
.3%
0%
1%
1%
0%
.13




55
56
57
58
59
60

61
62

63
64
65
66
67
68
69
70
71
72
73
14
75
76
77
78
79
80
81
82
83
B4
85

Other Tests

Enema

Cold Sponge
I.U.C.D.

vital Signs TPR/BP
Total

Asaoclatad Work

Clerical
Meeting
Eacorting

Pergonal & Miscellaneous

Others
Total

Summary

Preventative
Curative
Agsociated Work
Total

Establishment

Total

Sister in-charge

Staff Hurse

Midwive

Community Health Nurse
M.CiH:

Practical Nurse

209

12

11
3178

3688
99
116
128
159
4190

4248
3178
4190
11616

Total
1708
361
383
234
224
252
284

NN ST

184
99
58
21
53

416

¥« o R e B B e i

10.
5.

3
1
3
24

1%
.0%
1%
.13
1%
1%

8%
B%
4%
.2%
.13
.3%

Total Hrses. Percent Hrs.

625
668
416
1708

WTE’ s

.17
.26
.52
.76
.64
2.98
3.00

DA e O

36
39
24
100

.6
.1
.3
.0

e ———— ————
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Ministry of Health
Primary Health Care

Preventive

Ante-natal Primi
Multi
Revisit

Midwife encounter

Pogst-natal Mother
Newborn

210

Total

134
233
196

89

11
15

Child Screening Under 5 Years 161

Immunization
School Service
Health Education
Counselling

Communication
Home Visit - Mother
- Child
- Adult
- Elderly
Total
Curative
Injections

Special Injections
.V Administration
Dressing
Circumcision
Cryotherapy
Cauterization
Excision-Lesion
Biopsies

Suture Wound
Suttire Remowval
Incision Abcess
Remove - Foreign Body
First Aid

Ear Lobe Pierce
Ear Wash

Ear Suction

Ear Pack

Eye Wash

Vision Test
Tonography
Epilation

E.C.G.

Vitalograph

02 Administration
Nebulization

Control Nose Haemorrhage

P.P.D. Test

478
108
1023
55
3357
52
36

4

4
5956

222

139
lg
922

149

SITRA HEALTH CENTER
Feb 19 - Mar 19, 1990

Total Hrs.

45
117
33
22
4

5
54
96
27
341
14
112
26
18
2

2
916

19
23

307

Pt
ONPPIJOUOODOOCO WM

—

CODCOXNDINWD O

Percent Hrs,.

2.4%
6.3%
.8%
2%
. 2%
.3%
.9%
.2%
5%
4%
7%
.1%
4%
.0%
. 1%
1%
5%

|
VOO~ OO MmE U O b

=N

. 0%
3%
2%
. 6%
8%
0%
.0%
0%
0%
.5%
4%
2%

- .

—
o 10 = IR

.5%
1%
0%
.0%
-0%
1%

0%
1%
4%
.0%
0%
.43
0%
0%
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55
56
57
58
59
60
61
62
63
64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
82
83
84
85

Other Tests

Enema

Cold Sponge
I.u.C.D.

Vital Signs TPR/BP
Total

Aanooiated Werk

Clerical

Meeting

Escorting

Personal & Miscellaneous
Others

Total

Summary

Preventative
Curative
Associated Work
Total

Establishment
Total
Sister in-charge

Staff Nurge
Midwive

Community Health Nurse
M.C.H.
Practical Nurse

211

DL ON

1836

3397
23
165
432
422
4439

5956
1836
4439
12231

Total
1849
305

326
281

301
350
288

OO0

170
23
83
72

141

488

Total Hrs.

916
446
488
1849

WTE's
21.83

0.0%
0.0%
0.2%
0.0%
0.3%
24.1%

©9.2%
1.2%
4.5%
3.9%
7.6%
26.4%

Percent Hrs.

49.5
24,1
26.4
100.0

3.60

3.85
3.32
3.55
4.13
3.40
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Ministry of Health
Primary Health Care

Preventive

Ante-natal Primi
Multi
Revisit

Midwife encounter

Post-natal Mother
Newborn

212

Total

104
166
217
81
38
5

Child Screening Under 5 Years 107

Immunization
School Service
Health Education

Counselling
Communication
Home Visit - Mother
- Child
- Adult
- Elderly
Total
Curative
Injections

Special Injections
1.V, Administration
Dressing
Circumcision
Cryotherapy
Cauterization
Excision-Lesion
Biopsies

Suture Wound

Suture Removal
Incision Abcess
Remove - Foreign Body
First Aid

Ear lLobe Pierce

Ear Wash

Ear Suction

Ear Pack

Eye Wash

Vision Test
Tonography
Epilation

E.C.G.

Vitalograph

02 Ahdministration
Nebulization
Control Nose Haemorrhage
P.P.D. Test

164
15
650
706
1863

100
207

13
495

32

12

22

H
[ e S S gy

-~
P R B R B

SH.SABAH HEALTH CENTER
Feb 19 - Mar 19, 1990

Total Hre.

35
83
36
20
13
2
36
33
4
217
177
62

L

=
(o]
HONMN-C O HEHEWEHEOOOOHERFRNG&WODEMNDWU WL B UM

—

[

Percent Hrs.

2.7%
6.5%
.B%
.6%
0%
1%
.8%
.6%
.3%
1%
9%
. 9%
.1%
1%
3%
1%
D%

(-

~N O OQOLH WIS NO PN

in

V7%
. 7%

.0%
.2%
4%

. 3%
.0%
. 2%
. 3%
.1%
.13
1%
.0%
.0%
0%
0%
1%
2%
1%
1%
. 3%
.0%
1%
.9%
0%
0%
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55
56
57
58
59
60

62
63
64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
82
83
84
.85

213

Other Tests

Enema

Cold Sponge
1.U0.C.D.

vital Signs TPR/BP
Total

Asgoclated Work

Clerical

Meeting

Escorting

Personal & Miscellaneous
Others

Total

summary

Prevartativae
Curative
Associated Work
Total

Establishment

Total

Sister in-charge

Staff Nurse

Midwive

Community Health Nurse
M.C.H.

Practical Nurse

31

203
1380

1674

128
400
2212

4132
1380
2212
7724

Total
1269
220
228
218
186
229
188

ol 7% N e B SR

24
300

B4
5

3
21
133
246

Total Hre.

724
360

246
1269

WTE'®B
14.99
2.60
2.70
2.58
2.19
2.71
2.22

Percent

0.2%
0.0%
0.2%
0.1%
1.9%
23.6%

6.6%
0.4%
0.2%
1.7%
10.5%
19.4%

Hrs.

57.0
23'6
19.4
100.0
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Ministry of Health
Primary Health Care
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Ante-natal Primi
Multi
Revisit

Midwife encounter

Post—-natal Mother
Newborn

Child Screening Under 5 Years

Immunization

School Service
Health Education
Counselling
Communication

Home Visit = Mother

- Child

- Adult

- Elderly
Total
Curative
Injections

Special Injections
T.v. Administration
Dressing
Circumcision
Cryotherapy
Cauterization
Excision-Lesion
Biopsies

Suture Wound

Suture Removal
Incision Abcess
Remove - Foreign Body
First Aid

Far Lobe Pierce
Ear Wash

FEar Sucticn

Ear Pack

FEye Wash

Vvision Test
Tonography
Epilation

E.C.G.

Vitalograph

02 Administration
Nebulization
Control Nose Haemorrhage
P.P.D. Test

214
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535 Other Tests 1 0 0.1%

56 Enema 0 0 0.0%

57 Cold Sgenge 0 0 0.0%

58 I.U.C.D. 0 a 0.0%

59 vital Signs TPR/BP 0 0 0.0%

60 Total 195 41 32.6% :
62 Associated Work [
B3 s
64 Clerical 234 12 9.3% b
63 Meeting 0 0 0.0% ]
66 Escorting 12 6 4.7% T
67 Personnl & Mireellaneous 20 3 2.6% i
68  Others 13 A 3.4% i
69 Total 279 25 20.1% L
70 FbF
71 Summary Total Hrs. Percent Hrs. Hh
72 e e e e e e o e e e et e 2 7 e ke o e e e o o e i
73  Preventative 340 60 47.3 -
74 Curative 195 41 32.6 g
75 Apsociated Work 279 25 20.1 -
76  Total B14 126 100.0 Y
17 B
78 Establishment Total WTE’s L
79 Total 126 6.0 ¥
80 Sister in-charge 28 1.3 2
8l Staff MNurse 28 1.3 :ﬂ
82 Midwive 13 0.6 '
83 Community Health Nurse 17 0.8

B84 M.C.H. 17 0.8

85 Practical Nurse  _ 24 1.1 e U ios
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Oct 29 - Nov 5, 1990

Total Total Hrs. Percent

Ante-natal Primi 4 1
Multi 39 20
Revisgit 36 6
Midwife encounter 21 5
Post-natal Mother 0 0
Newborn 0 0
Child Screening Under 5 Years 27 9
Immunization 37 7
School Service 5 1
Health Education g3 31
Counselling 12 3
Communication 29 1
Home Visit ~ Mother 0 0
- Child 7 4
- Adult 2 1
- Elderly 0 0
Total 312 89
Curative
Injections 41 3
Special Injections 21 4
I.V. Administration 0 0
Dressing 140 47
Circumcision
Cryotherapy
Cauterization

Excision-lLesion
Biopsies

Suture Wound
Suture Removal
Incision Abcess
Remove - Foreign Body
First aid

Ear Lobe Pierce
Ear Wash

Ear Suction

Far Pack

Eye Wash

Vision Test
Tonography
Epilation

E.C.G,
Vitalegraph

02 Administration
Nebulization

Control Nose Haemorrhage

P.P.D. Test
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Hrs.

0.8%
11.7%
3.6%
- 1%
0%
0%
4%
.4%
7%
5%
.B%
.6%
.0%
.13
.6%
.0%
. 3%
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.0%
1%
0%
.93
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0%
1%
0%
0%
2%
.1%

-1%
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1%
0%
0%
-0%
.1%
.9%
.0%
. 3%
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0%
.0%
0%

COCO00000ROLOOOCO0OO00O00O0O0

3%

:
&

?
N




55
56
57
58
59
60
61
62
63
64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
B1
82
83
g4
85

Other Tests

Enema

Cold Sponge
I.U.C.D.

Vital Signs TPR/BP
Total

Associated Work

Clerical

Meeting

Escorting

Personal & Miscellaneous
Others

Total

Summary

Preventative
Curative
Associated Work
Total

Establishment

Total

Sister in-charge

Staff Nurse

Midwive

Community Health Nurse
M.C.H.

Practical Nurse

217

O

297

44

25

75

312
297

75
684

Total
167
29

31

27

24

30

26

AN O OO0

N O OOV

1

Total Hrs.

WTE's

Ll TN

89
66
12
167

.90
.38
46
.29
.14
.40
.22

0.0%
0.0%
0.0%
0.2%
3.1%
39.3%

1.3%
3.6%
0.0%
2.5%
0.0%
7.4%

Percent Hrs.

53.
9
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Preventive Total
Ante—-natal Primi 11
Multi 43
Revisit 45
Midwife encounter 23
Post-natal Mother 13
Newborn 0
Child Screening Under 5 Years 53
Inmunization 89
School Service 13
Health Education 28
Counselling 4
Communication 497
Home Visit = Mother 22
- Child 0
- Adult 0
- Elderly 0
Total B41
Curative
Injections 76
Special Injections 14
I.V. Administration 6
Dressing 272

Circunmcision
Cryotherapy
Cauterization
Excislon-Lesion
Biopsies

Suture Wound
Suture Removal
Incision Abcess
Remove - Foreign Body
First aid

Ear Lobe Pierce
Far Wash

Ear Suction

Ear Pack

Eye Wash

Vision Test
Tonography
Epilation

E.C.G.
Vitalograph

02 Administration
Nebulization
Control Nose Haemorrhage
P.P.D. Test

Other Tests

Enema

—

—
CSONO-NNOODODUM&EEFENOONDDONWROOCOO

BUDAYIA HEALTH CENTER

Total Hrs.
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Percent Hrs.

.13
7%
- 3%
. 8%
4%
.0%
.5%

5%

0%
9%
.33
2%
4%
.0%
0%
.0%
2%

.0%

7%

. 3%
. 3%
0%
.0%

0%

.03
.0%
1%
L2%
1%
.0%
0%
.0%
0%
0%
1%
.04
4%
2%
.23
.6%
.0%
1%
9%
0%
.1%
.0%
.0%




57
58
59
60
61
62
63
64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
82
83
84
85

Cold Sponge
I.U.C.D.

vital Signs TPR/BP
Total

Associated Work

Clerical

Meeting

Escorting

Personal & Miscellaneous
Others

Total

Summary

Preventative
Curative
Associated Work
Total

Establishment

Total

Sister in-charge

Staff HNurse

Midwive

Community Health Nurse
M.C.H.

Practical Nurse

219

Sl O o

693
0
13
28
137
871

B41
434
871
2146

Total
321
57

60

42

55

56

51

[ N e o B o

35
0
2
5

46

91

Total Hrs.

WTE's
1

[N S I N NS

119
110

91
321

.15
.69
.81
.98
.61
.64
.42

Percent

OO Q

.0%
.0%
1%
3%

.B%
.0%
.0%
.5%
2%
.5%

Hrs.

37.
34,
28.
100.
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HOORA HEALTH CENTER
Oct 29 - Nov 5, 199

0
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Preventive Total
Ante-natal Primi 26
Multi 75
Revisit 105
Midwife encounter 28
Post-natal Mother 21
Newborn 37
Child Screening Under 5 Years 48
Immunization 51
School Service 0
Health Education 142
Counselling 33
Communication 619
Home Visit - Mother 28
- Child 31
- Adult 14
- Elderly 6
Total 1264
Curative
Injections 11

Special Injections
I.V. Administration
Dressing
Circumcision
Cryotherapy
Cauterization
Excision-Lesion
Biopsies

Suture Wound

Suture Removal
Incision Abcess
Remove - Foreign Body
First Aid

Ear Lobe Pierce

Ear Wash

Ear Suction

Ear Pack

Eye Wash

Vision Test
Tonography
Epilation

E.C.G.

Vitalograph

02 Administration
Nebulization
Control Nose Haemorrhage
P.P.D. Test

~J ~
OO @@NGS AR ONMNOOFRNNPFPONNOOQOQOOOOWU W0

Total Hrs. Percent Hrs.
9 2.1%
38 9.2%
18 4.3%
7 1.7%
7 1.7%
12 3.0%
16 3.9%
10 2.5%
0 0.0%
47 11.6%
8 2.0%
21 5.1%
14 3.4%
16 3.8%
7 1.7%
3 0.7%
232 57.0%

—

[\

OO QR P OOOO00O0OOOoOFRQOKRODOOOO0OU O W

2%
1%
0%
. 1%
.0%
.0%
0%
.0%
-0%
.0%
3%
.0%
1%
.2%
0%
.0%
0%
0%
.0%
1%
0%
.0%
2%
2%
1%
3%
0%
.0%
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55 Other Tests 41 3 0.B%
56 Enema 0 0 0.0%
57 Cold Sponge 0 0 0.0%
58 I.U.C.D. 4 1 0.3%
59 vital Signs TPR/BP 227 26 6.5%
60 Total 473 76 18.8%
61
62 Appnociated Work !
3  mmmmm e meem e m eSS TS T mTEETEEAE T
64 Clerical 537 27 6.6% .
65 Meeting 4 4 1.0%
66 Escorting 6 3 0.7%
67 Personal & Miscellaneous 16 3 0.7% ¢
68 Others 185 62 15.2%
69 Total 748 98 24.1%
70
71 Summary Total Hrs. Percent Hrs. :
72 ———--——“~~——-——-—--—-~———w~—————"——————~—-—————*——--*-——-~~——--~f-é'
73  Preventative 1264 232 57.0 .
74 Curative 473 16 18.8 .
78 Armoolatod Work 748 98 24.1
16 Total 2485 407 100.0
77
78 Establishment Total WTE’s
79 Total 407 19.2
80 Sister in-charge 51 2.4
Bl Staff Nurse 55 2.6
82 Midwive 72 3.4
83 Community Health Nurse 84 4.0
84 M.C.H. 100 4.7
__B5. . Practical Nurse 43 2.0 - e e i
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KUWAIT HEALTH CENTER
Oct 29 - Nov 5,1950

Total Total Hrs. Percent Hrs,

Ante-natal Primi 19
Multi Q
Revisit 42
Midwife encounter 33
Post-natal Mother 7
Newborn 0
Child Screening Under 5 Years 66
Immunization 48
School Service 13
Health Education BS
Counselling 48
Communication 137
Home Visit — Mother 10
- Child 3
~ Adult 7
-~ Elderly 1
Total 519
Curative
Injections 104
Special Injections 0
1.V, Administration 1
Dressing 147
Circumcision
Cryotherapy
Cauterization
Excision-Lesion
Biopsies

Suture Wound

Suture Removal
Incision Abcess
Remove ~ Foreign Body
First Aid

Ear Lobe Pierce

Ear Wash

Ear Suction

Ear Pack

Eye Wash

Vision Test
Tonography

Epilation

E.C.G.

Vitalograph

02 Administration
Nebulization

Control Nose Haemorrhage
P.P.D. Test

OONOON-TOANOOOOOOOHH&EOSOOO0O
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6 2.0%
0 0.0%
7 3.2%
8 3.8% :
2 1.1% o
0 0.0% a
22 10.0%
10 4.4%
3 1.5%
28 12.9%
12 5.5%
5 2.1% :
5 2.3%
2 0.7%
4 1.6%
1 0.2%
4 52.0%
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55 Other Tests 0 0 0.0%

56 Enema 0 0 0.0%

57 Cold Sponge 1 1 0.2%

58 1.U.C.D. 1 0 0.2%

59 vital Signs TPR/BP 59 7 3.1%

60 Total 337 69 31.6%

61

62 Associated Work

63 e o e o i = T S mE m T EEE T
64 Clerical 300 15 6.8% i
65 Meeting 3 3 1.4% :
66 Escorting 4 2 0.9%

67 Personal & Miscellaneous 15 3 1.1%

68 Others 40 13 6.1%

69 Total 362 36 16.3%

70

71 Summary Total Hrs. Percent Hrs.

3 T sttt
73 Preventative 519 114 52.0

74 Curative 337 69 31.6

75 Associated Work 362 36 16.3

76 Total 1218 219 100.0

77

78 Establishment Total WTE’s

79 Total 219 10.4

80 Sister in-charge 35 1.7

g1 Staff Hurse 37 1.7

82 Midwive 30 1.4

83 Community Health Nurse 49 2.3

84 M.C.H. 36 1.7

85 Practical Nurse 32 1.5
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Preventive Total
Ante-natal Primi 0
Multi 0
Revisit 0
Midwife encounter 0
Post-natal Mother 21
Newborn 0
Child Screening Under 5 Years 14
Immunization 59
School 8ervice 0
Health Education 112
Counselling 7
Communication 456
Home Visit - Mother 5
- Child 0
~ Adult 6
- Elderly 1
Total 681
Curative
Injections 83

Specilal Injections

I.V. Administration

Dressing 17
Circumcision
Cryotherapy
Cauterization
Excision-Lesion
Bliopsies

Suture Wound

Suture Removal
Incision Abcess
Remove - Foreign Body
First Aid

Ear Lobe Pilerce

Ear Wash

Ear Suction

Ear Pack

Eye Wash

Vision Test
Tonography

Epilation

E.C.G. 1
Vitalograph

02 Administration

Nebulization

Control Nose Haemorrhage

P.P.D. Test

—
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DAIR HEALTH CENTER
Oct 29 - Nov 5, 1990

Total Hrs.
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Percent Hrs.
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6%
.0%
. 3%

6%

4%

D%

0%
.0%
.0%
1%
4%
0%
1%
0%
.0%
1%
.0%
1%
1%
.5%
0%
1%
. 3%

1%

.1%
.6%
0%
.0%
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54 P.P.D. Test 0 0

55 Other Tests 1 0 0.0%
56 Enema 0 0 0.0%
57 Cold Sponge 1 1 0.2%
58 I.U.C.D. 0 0 0.0%
59 vital Signs TPR/BP 1 0 0.0%
gg Total 331 78 29.6%
62 Agsociated Work

63 e e e e e o e 2 kB 1 S e e T s T T T
64 Clerical 501 25 9.5%
65 Meeting N 41 41 15.5%
66 Escorting 9 5 1.7%
67 Personal & Miscellaneous 68 11 4.3%
68 Others 62 21 7.8%
69 Total 681 103 38.8%
70

71 Summary Total Hrs. Percent Hrs.
2 Sttt
73 Preventative 681 g4 31.7
74 Curative 331 78 29.6
75 Assoclated Work 681 103 38.8
76 Total 16483 265 100.0
77

78 Establishment Total WTE’s

79 Total 265 i2.5

80 Sister in-charge 52 2.5

81 Staff Nurse 54 2.5

B2 Midwive 26 1.2

83 Community Health Nurxse 43 2.0

B4 M.C.H. 41 1.9

85 Practical Nurse 48 2.3
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1 Ministry of Health NBB HEALTH CENTER

2 Primary Health Care Oct 29 - Nov 5, 1990

3 _____________________________________________________________________
4 Preventive Total Total Hrs. Percent Hres.
5 _____________________________________________________________________
6

7 Ante-natal Primi 3 1 0.4%
8 Multi 7 4 1.4%
9 Revisit 10 2 D.7%
10 Midwife encounter 0 0 0.0%
11 Post—natal Mother 10 3 1.4%
12 Newborn 0 0 0.0%
13 Child Screening Under 5 Years 50 17 6.8%
14 Immunization 56 11 4.5%
15 School Service p; 1 0.2%
16 Health Education 79 26 10.7%
17 Counselling 89 22 9.0%
18 Communication 298 10 4.0%
19 Home Visit —~ Mother 9 5 1.8%
20 - Child 0 0 0.0%
21 - Adult 7 4 1.4%
22 - Elderly 0 0 0.0%
23 Total 620 104 42.3%
24

25 Curative
26 _______________________________

21 Injectlions 27 2 0.9%
28 Special Injections ' 16 3 1.1%
29 I.V. Administration 2 0 0.1%
30 Dressing 152 51 20.5%
31 Circumcision 0 0 0.0%
32 Cryotherapy 0 0 0.0%
33 Cauterization 0 0 0.0%
34 Excision-Lesion 1 0 0.1%
35 Biopsies 0 0 0.0%
36 Suture Wound 4 1 0.5%
37 Suture Removal 5 1 0.3%
38 Incision Abcess 0 0 0.0%
39 Remove - Foreign Body 0 0 0.0%
40 First Aid 0 0 0.0%
41 Ear Lobe Pierce 0 0 0.0%
42 Ear Wash 3 0 0.1%
43 Ear Suction 0 0 0.0%
44 Eay Pack 0 0 0.0%
45 Eye Wash 0 0 0.0%
46 Vvision Test 20 2 0.7%
41 Tonography 2 0 0.1%
48 Epilation 2 0 0.1%
49  E.C.G. 18 5 1.8%
50 Vitalograph 0 0 0.0%
51 02 Administration 0 0 0.0%
52 Nebulization 6 1 0.4%
53 Control Nose Haemorrhage 0 0 0.0%
54 P.P.D. Test 3 0 0.1%




55
56
57
58
59
60
61
62
63
64
65
66
67
68
69
70

72
73
74
15
76
717
78
79
B8O
81
B2
83
B4
85

Other Tests

Enema

Cold Sponge
I.U0.C.D.

vital Signs TPR/BP
Total

Associated Work

e n s . o o o . ey e o e e A A i o T ot B ot A ok e e S . S T . T o L8 ey Ak AL S e e e e o T A S S S =

Clerical

Meeting

Escorting

Peresonal & Miecellaneous
Others

Total

Bummar'y
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Preventative
Curative
Aesociated Work
Total

Establishment

Total

Sister in-charge

Staff Nurse

Midwive

Community Health Nurse
M.C.H.

Practical Nurse

227

15 1

1 0

0 0

0 0

21 2

298 71

266 13

0 0

8 4

0 0

163 54

437 72

Tatal Hrs:

620 104

298 71

437 72

1355 247

Total WTE'’s

247 11.
45 2
48 2
25 1
S0 2.
37 1.
41 1.

+ e
!\am.b-mur—-q

0.5%
0.1%
0.0%
0.0%
1.0%
28.7%

Percent Hrs:
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Ante-natal Primi
Multi
Revisit

Midwife encounter

Post-natal Mother
Newbhorn

child Screening Under 5 Years

Tmmunization
School Hervice

Health Education

Counselling
Communication
Home Visit ~ Mother
' - Child

- Adult

- Elderly
Total
Curative
Injections

Special Injections
1.V, Administration
Dressing
Circumcision
Cryotherapy
Cauterization
Excision-Lesion
Biopsies

Suture Wound

S5uture Removal
Incision Abcess
Remove — Foreign Body
First Aid

Ear Lobe Pierce

Ear Wash

Ear Suction

Ear Pack

Eye Wash

Vision Test
Tonography
Epilation

E.C.G.

vitalograph

02 Administration
Nebulization
Control Nose Haemorrhage
P.P.D. Test

Other Tests

228

Total

110
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Oct 29 - Nov 5, 1990

Total Hrs.
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Percent Hrs.
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4%
1%
1%
.5%
4%
.0%
.0%
.13
.0%
4%
2%
.0%
.0%
.0%
.0%
1%
0%
0%
.0%
.3%
0%
.2%
.6%
.0%
1%
. 5%
.0%
1%
.0%




56
57
58
59
60
61
62
63
64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80
81
82
83
B4
85

Enema

Cold Sponge
1.U0.C.D.

vital Signs TPR/BP
Total

Associated Work

Clerical

Meeting

Escorting

Personal & Miscellaneous
Others

Total

Summary

Preventative
Curative
Associated Work
Total

Establishment

Total

Sistexr in-charge

Staff Nurse

Midwive

Community Health Nurse
M.C.H.

Practical Nurse

229

1

85
39

Total Hrs.
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Percent Hrs.
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